edited by
Jan Willem Duyvendak CARE &

Trudie Knijn WELFARE

Monique Kremer

De-professionalisation and Re-professionalisation

in Care and Welfare

AMSTERDAM UNIVERSITY PRESS




Policy, People, and the New Professional



CARE & WELFARE

Care and welfare are changing rapidly in contemporary welfare states.
The Care & Welfare series publishes studies on changing relationships
between citizens and professionals, on care and welfare governance, on
identity politics in the context of these welfare state transformations, and
on ethical topics. It will inspire the international academic and political
debate by developing and reflecting upon theories of (health) care and
welfare through detailed national case studies and/or international com-
parisons. This series will offer new insights into the interdisciplinary
theory of care and welfare and its practices.

SERIES EDITORS

Jan Willem Duyvendak, University of Amsterdam

Trudie Knijn, Utrecht University

Monique Kremer, Netherlands Scientific Council for Government Policy
(Wetenschappelijke Raad voor het Regeringsbeleid — WRR)

Margo Trappenburg, Utrecht University, Erasmus University Rotterdam



Poricy, PEOPLE, AND
THE NEW PROFESSIONAL

De-professionalisation and
Re-professionalisation in Care and
Welfare

Jan Willem Duyvendak
Trudie Knijn
Monique Kremer

(eds.)

AMSTERDAM UNIVERSITY PRESS



In memory of Eliot Freidson (1923-2005), whose work has been a great in-
spiration for this book.

This publication has been made possible with the financial support of
the Dutch Ministry of Health, Welfare and Sport, the Netherlands Orga-
nisation for Scientific Research, Royal Netherlands Academy of Arts and
Sciences, the Netherlands Institute of Care and Welfare/Department of
Social Policy, Verwey-Jonker Institute, The Amsterdam School for Social
Science Research/University of Amsterdam and the Department of In-
terdisciplinary Social Science/Utrecht University.

Cover illustration: © Sake Rijpkema/Hollandse Hoogte

May 2005: Ouder Kind Centrum (OKC), Amsterdam, the Netherlands.
This centre is a collaboration of various partners, including accou-
cheuses, maternity care, Municipal Health Services, health centres, and
child welfare organisations services. Boy being examined by a doctor,
while his mother and sister watch.

Cover design: Sabine Mannel/NEON Design, Amsterdam
Lay-out: JAPES, Amsterdam

ISBN-13 978 905356 885 9
ISBN-10 905356 885 9
NUR 740

© Amsterdam University Press, Amsterdam 2006

All rights reserved. Without limiting the rights under copyright reserved above,
no part of this book may be reproduced, stored in or introduced into a retrieval
system, or transmitted, in any form or by any means (electronic, mechanical,
photocopying, recording or otherwise) without the written permission of both
the copyright owner and the author of the book.



Table of Contents

I.

Policy, People, and the New Professional
An Introduction
Jan Willem Duyvendak, Trudie Knijn and Monique Kremer

PART I POLICY

2.

The Rise of Contractualisation in Public Services
Trudie Knijn and Peter Selten

Evidence-Based Policy
From Answer to Question
Giel Hutschemaekers and Bea Tiemens

Societal Neurosis in Health Care
Margo Trappenburg

When Ideologies Bounce Back

The Problematic Translation of Post-Multicultural Ideologies
and Policies into Professional Practices

Jan Willem Duyvendak and Justus Uitermark

PARTII  PEOPLE

6.

Safe Neighbourhoods
Sophie Body-Gendrot

When Diversity Matters
Marleen van der Haar

From Residents to Neighbours
The Making of Active Citizens in Antwerp, Belgium
Maarten Loopmans

Authority, Trust, Knowledge and the Public Good in Disarray
Monique Kremer and Evelien Tonkens

PARTIII PROFESSIONALS

10. Heroes of Health Care?

Replacing the Medical Profession in the Policy Process
in the UK
Celia Davies

19

34

48

81

97

109

122

137



11. Tensions in Medical Work between Patients’ Interests and

Administrative and Organisational Constraints
Werner Vogd

12. Empowerment of Social Services Professionals
Strategies for Professionalisation and Knowled,
Jeroen Gradener and Marcel Spierts

13. Professional Management of Professionals

ge Development

Hybrid Organisations and Professional Management in

Care and Welfare
Mirko Noordegraaf

About the contributors
References

Index

TABLE OF CONTENTS

181

194
197
217



Policy, People, and the New Professional

An Introduction

Jan Willem Duyvendak, Trudie Knijn and Monique Kremer

In the 1970s and 1980s, scholars were loudly criticising the power and
intentions of social professionals. Three decades later, one hears a differ-
ent voice, that of professionals whose power, expertise and knowledge
are being undermined, which is causing serious problems. During an
interview, Bourdieu (1998) said that the right hand of the state does not
know what the left hand is doing. In other words, technicians, bureau-
crats and policymakers have no clue about the work of those who actu-
ally implement public policy, such as teachers, policemen and social
workers. As a consequence, the knowledge of what is really going on in
society is not shared with decision makers, who in turn do not acknowl-
edge the specific character of socio-professional work. They do not dis-
tinguish between the logic of the market and professional logic: ‘How
can we not see, for example, that the glorification of earnings, productiv-
ity, and competitiveness, or just plain profit, tends to undermine the very
foundation of functions that depend on a certain professional disinter-
estedness often associated with militant devotion?” (Bourdieu 2002: 183-
184).

Bourdieu and other analysts of social policy point out that the role of
professionals has been changed — or reduced — as a consequence of the
restructuring of welfare states by way of marketisation and accountabil-
ity, the redefinition of citizens into consumers, and an accentuation of
client participation. New modes of governance have intentionally limited
the discretionary space of professionals. Marketisation and the focus on
consumer-led services stress the voice of users or consumers at the ex-
pense of professionals. Since clients have now gained both voice (by
means of legal appeals and by ‘turning organisations upside down’) and
exit options (by giving clients vouchers or money to choose their pre-
ferred services), professionals have lost autonomy and authority. This
makes it difficult to intervene in people’s lives, even when clients may
need support (Tonkens 2003). Additionally, the stress on accountability
forces professionals to live up to managerial and bureaucratic standards.
These new forms of governance have changed the motivation of profes-
sionals, their workload and the content of their job (Clarke & Newman
1997; Exworthy & Halford 1999). Rather than behaving like profes-
sionals they are led by a new kind of consciousness, ‘a dispersed man-
agerial consciousness’, as Clarke and Newman put it.



The most striking evidence for the change in climate is the fact that a
leading critic of professional power, Eliot Freidson, published in 2001 a
book in defence of professionalism, Professionalism: The Third Logic. He
describes two dominant logics that have now overruled the logic of pro-
fessionalism: bureaucracy and consumerism. What worries Freidson is
not so much the restriction of the knowledge monopoly of professionals,
but the fact that professionals are no longer supposed to be the moral
protectors of this knowledge. If they can no longer decide how and
where this knowledge is to be put to use, professionalism itself is at
stake. ‘Professionals have a claim of license to balance the public good
against the needs and demands of the immediate clients or employers.
Transcendent values add moral substance to the technical content of dis-
ciplines... While they should have no right to be the proprietors of the
knowledge and techniques of their disciplines, they are obliged to be
their moral custodians’. This is how Freidson’s book ends (2001: 222).

Knowledge, authority, morality, expertise and skills to deal with social
problems: what exactly is lost when the professional logic is under-
mined? What is, more generally, the problem according to the critics
cited above? It seems that they want to warn us that a process of de-pro-
fessionalisation is underway; they worry that the professional logic is no
longer respected because of the intrusion of both market and bureau-
cratic logic. In this book many authors take the same position, at least as
a starting point. De-professionalisation is not their last word, however.
On the contrary, in-depth empirical analysis shows that reverse pro-
cesses are underway as well, as re-professionalisation might also be at
stake. Interestingly, many authors claim that trends such as accountabil-
ity (Body-Gendrot), contracting (Knijn & Selten) and evidence-based
work (Hutschemaekers) may in fact have rather positive effects, or are at
least ambivalent effects. Being accountable implies that you can partici-
pate in forms of deliberative professionalism: what do you do as a pro-
fessional and why? Resulting in what? In several articles, the authors
stress that though new logics may have perverse side effects, the very
idea of a pure professional logic that can only be polluted by other logics
is an overtly theoretical, essentialist and pessimistic argument. Duyven-
dak and Uitermark make a more general claim that practices and logics/
theories are not directly related anyway. Hence, changes in ideologies
and predominant logics are never fully reflected in professional practices
because ideological changes tend to bounce back since people in practice
can stick to traditions, professionals can intentionally refuse to adapt to
the new morals, and so on. Professionals are not only passive objects of
change; they themselves play a role in defining professionalism.

As far as the processes of de-professionalisation are taking place, it
may also have been necessary to limit the discretionary space of profes-
sionals — or at least of some professionals in some contexts. Therefore,
this book deals with several types of social professionals, in several coun-
tries. This provides the opportunity to look at the conditions under
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which professional change can be harmful or useful, and for whom in
what context. We have not selected cases from specific countries in order
to compare them — rather, we demonstrate that comparable tendencies
occur in several Western countries, where processes of re- and de-profes-
sionalisation occur in relation to marketisation and bureaucratisation.

Inspired by the concerns of scholars like Bourdieu, Clark and New-
man, and Freidson, this book brings together three political and aca-
demic debates that are hardly ever dealt with in one go: professionalism,
changing people and policy. Which policies are influential to processes
of de-professionalisation and re-professionalisation? Is the comeback of
(the debate on) professionalism linked to the increased political and pub-
lic attention to social issues all over Europe? How do clients change the
content of professionalism? And perhaps most importantly: what are the
interesting alternatives to improve the balance between professionals,
policy and clients? Are there, for instance, possibilities for a coalition
between professionals and clients to fight policymakers that want to con-
trol professionals — to fight policies that cause professionals to not be
accountable to clients but to bureaucrats and politicians (Trappenburg)?
Are clients interested in these sorts of coalitions, or are they just turning
their backs on professionals by using the exit option? Let’s start with the
policy side.

Policy

The first debate is about policy changes. The classic welfare state is a
thing of the past. In that welfare state, allocation took place via two
routes: bureaucracy, in which each client received the same treatment or
benefits, and professionalism, in which professionals owned the knowl-
edge and discretionary space to do what they thought was best for cli-
ents, patients and other vulnerable or dependent citizens. Today govern-
ments want to organise less and less themselves. The role of the state is
at stake, torn between reducing its governing power in the implementa-
tion of services and keeping control (‘steering, not rowing’, as the British
say). This role is becoming chiefly legislative, facilitative and sometimes
supervisory. Through monitoring and accounting, governments try to
keep professionals from crossing boundaries. The implementation of
services is increasingly contracted out to the market or to private non-
profit organisations. Political democratic control decreases, since ac-
counting and monitoring is put in the hands of quasi-autonomous non-
governmental organisations. This entails a significant shift in the public
responsibility for the common good and in the democratic control of
public services.

New concepts and trends have entered the policy arena. Besides con-
tractualisation we now have to add accountability, managerialism, mar-
ketisation, privatisation, bureaucratisation, and user-led services. These
concepts and trends have affected state policy towards social services,

JAN WILLEM DUYVENDAK, TRUDIE KNIJN AND MONIQUE KREMER 9



education and health care. Increasingly, welfare states stimulate compe-
tition and efficiency in public services via a ‘marketisation’ that has chan-
ged both the process and the culture of social and care services. Given
the fact that services are paid out of taxes, transparency has become im-
portant — not only because managers and politicians demand it: citizens
too urge for more accountability. Accountability is therefore crucial in
this process that inevitably limits the autonomy of professionals. Since
decision-makers still want to know what is going on at the level of imple-
mentation, accountability and marketisation have often gone along with
re-bureaucratisation (Exworthy & Halford 1999).

The chapter by Knijn and Selten shows the effects of contractualisa-
tion in the Netherlands. Looking at different sectors they conclude that
contractualisation has become a serious feature of social services, educa-
tion, health care, youth care and police work. It is not clear yet whether
this improves the quality of public services or clients’ satisfaction with
these services. What is clear is that contractualisation increases paper-
work, because a regulated market demands more transparency and
more accountability than hierarchically led organisations. In this context,
professionals experience a reduction of both their discretionary power
and the time they can spend on clients’ needs. They also experience dis-
trust from the side of politicians and managers. So far, they have not
succeeded in finding an alliance with clients, patients or other groups of
vulnerable citizens, which is a precondition for re-professionalisation on
behalf of the clients.

It is not without reason that welfare states have had to change. Demo-
cratisation has led to demands for greater transparency; service malfunc-
tioning and a lack of choice have inspired marketisation. The monopoly
of professionals has been intentionally dismantled. Professionals them-
selves, especially in care and welfare, partly agree with the focus on ac-
countability because they themselves feel they have to account for their
interventions, since their work is paid by public money. But the question
is whether there is a good balance between the need for accountability
and space for professionals, the need for innovation, and marketisation.
Trappenburg argues that the ‘correction’ has gone too far. She argues
that an ‘audit explosion’ has taken place in the Dutch health care system,
that has become a societal neurosis. This started with a call for patients’
rights and institutionalising democracy, moved to the quest for high-
quality care on the cheap, and has now reached a situation of hyper-con-
trol. So, societal neurosis starts with democratisation and then takes a
turn for the worse as a result of new public management reform invol-
ving bureaucratic marketisation. The new legislation on health insur-
ance very clearly shows this. Health insurers as well as patient organisa-
tions now have to monitor and control the performances of doctors.
Patient organisations also have the difficult task of controlling insurers.
In addition, five other boards and organisations will have to monitor the
insurance companies. Trappenburg sees three ways out: real marketisa-
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tion rather than bureaucratic marketisation, more trust in professionals
and a reduction of monitoring, and a new bond between professionals
and client organisations.

Accountability itself is not the problem, but the fact that it has become
a societal neurosis. Does this also apply to the trend of evidence-based
medicine or evidence-based social work, instruments that are increas-
ingly used by policymakers to select specific treatments for specific so-
cial, individual and medical needs? If it works, treatment will be paid for;
if there is no proof or if there are cheaper alternatives, professionals can-
not offer it to their patients, clients or communities. Speaking in a gen-
eral sense, it may be argued that many of the new developments can
have quite positive effects on the position of professionals as long as we
are not blind to the perverting side effects. The evidence-based mode of
work originated in England and the United States, and has been in use
for quite some time in health care. In introducing this kind of method,
the scientification of welfare work has recently been proposed. Evidence-
based social work is an intriguing combination of behaviourist, positivist
and empirical science with policy research (Jordan 2000).

Opinions differ as to the applicability and desirability of this strategy,
particularly in social work. Jordan observes that the notion of evidence-
based social work uses measurable changes in behaviour or outcomes
based on clear policy aims. In social work practice, this is extremely dif-
ficult. Policy aims are not always clear and measurable. How to measure
the growing involvement in a neighbourhood? Besides, it is not always
easy to ascribe behavioural changes to specific interventions. A beha-
viourist design is virtually impossible because other factors that can in-
fluence results cannot be excluded. Gradener and Spierts stress in their
chapter what many social scientists have argued that society is a poor
environment for controlled experiments, and in contrast to nursing or
teaching, social work is ‘work in context’, as the social worker often has
the task of creating his own context; to mobilise communities.

The question also remains as to whether evidence-based social work is
not diametrically opposed to customised care. Professionals claim that
each client, each patient is different. This requires constant adaptations
in the work process itself. Other social scientists have expressed a great
deal of appreciation for the strategy of evidence-based social work be-
cause transparency increases, and by applying approved techniques and
instruments, social professionals can finally prove the worth of their
work. What's more, the quality of professional work will improve (see, e.
g., Scholte 2003).

In their chapter, Hutschemaekers and Tiemens rightly make a distinc-
tion between evidence-based work as an ideology and as a practice.
Whereas the first oversees all of the problems mentioned above, the lat-
ter might be useful in a tailor-made approach. In a non-dogmatic, prag-
matic way, evidence-based practices might help develop more effective
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interventions with respect to the positions of both professionals and pa-
tients.

As this book will show, the appreciation of new strategies not only
depends on the way they are implemented but also on the specific (coun-
try) context. In France, as noted by Body-Gendrot, there is a lot to say in
favour of more transparency and evidence-based accountability to reduce
the disciplinary power of professionals, for instance, while in other
countries such new strategies are misused and produce all kind of nega-
tive side effects. Moreover, whether these new developments ‘fit’ cannot
and should not be answered by generalising, sweeping statements.
There are enormous differences within and between (health) care and
welfare, for instance with regard to accountability and contractualisation.
Sometimes these are almost standard health care situations, whereas in
other domains of welfare, professionals have never even heard about
these new tendencies.

People

A second issue is the changing clientele of professionals. More than
many other occupations, the daily tasks of social professionals are di-
rectly related to social change. Two of the most striking changes are the
informed and well-voiced clients who are now gaining power as consu-
mers, and increasing population diversity. Although more clients are
well informed — proto-professionalisation, according to De Swaan et al.
(1979) — the fact that social diversity and even inequality have increased
implies that many citizens are poorly informed among whom, for in-
stance, many members of ethnic minorities. In addition, governments
label citizens as customers and consumers, and in doing so influence
the behaviour of people requesting services. If citizens get the message
that they have to become more personal responsible, they believe they
need more know-how to be in a better position to articulate their de-
mands and be more assertive about getting them (Van den Brink 2002).
What's more, people are reinforced in the positions they can assume. In
the first instance, this entails the role of the individual as consumer, who
now has many more choices as a result of the marketing of care to such a
large extent and welfare to a lesser one (Clarke & Newman 1997; Knijn
1999, 2000; Tonkens 2003). Second, people are also encouraged to get
organised as citizens. In social movements, they make an effort to exert
an influence on political decisions (Stiissgen 1997; Duyvendak & Neder-
land 2006; Nederland, Duyvendak & Brugman 2003; Nederland & Duy-
vendak 2004). Third, people are expected to exert their influence as cli-
ents. With increased frequency, and often backed by legal stipulations,
they can exercise a voice in client organisations and participatory boards
(client councils) of service organisations; in addition, they are stimulated
to make use of their right to file a complaint.
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Kremer and Tonkens show in their chapter that not only the old role of
the client — the patient — but also the new roles of consumer and citizen
are problematic regarding four issues: development of knowledge, trust,
authority and the public good. Each issue is undermined when profes-
sional logic receives less space. They argue that a more suitable role for
clients is that of co-producers or participants. This provides an alterna-
tive to Freidson’s professional logic, market logic and bureaucratic logic.
When clients and professionals become co-producers in care and wel-
fare, one can then speak of a new logic, that of democratic professional-
ism in which clients have more of a voice and that both the knowledge of
professionals and their role as guardians of the public good are taken
seriously. This approach also repairs the wounds of trust in the relation-
ship between client and professional.

Not all citizens take the role of client or consumer passively, nor are
these roles the same for everyone. Well-educated people are often more
willing and able to actively take the role of consumer, citizen or client.
However, there is no way of knowing what the differences between them
are, i.e., the citizen or client role that individuals play. What we do know
is that society has become more diverse in terms of culture, ethnicity
and nationality. Some of these differences are closely linked to forms of
inequality. Colour and class divisions overlap, disempowering people of
colour who might have different needs and wants regarding care and
welfare. In a context in which professionals have to deal with increased
diversity, new strategies develop to solve or contain the most complex
problems, often geographically concentrated in certain neighbourhoods
of big cities. Relatively new topics become preponderant (safety, crime,
and ethnic bonding instead of multicultural bridging) for which profes-
sionals have to find new solutions.

Maarten Loopmans demonstrates that the Belgian case of Opsinjoren,
a community project, successfully changes indifferent citizens into com-
passionate neighbourhood residents. He shows that policymakers and
professionals are important in this creation of the new local citizen. At
the same time, new differences come to the fore. Professionals, it is ar-
gued, have played an important role in the ‘multicultural drama’, and
not always for the better. Since front-line workers allegedly had a cultural
relativistic approach, this has not helped people from migrant back-
grounds to adjust to — or integrate into — modern societies that demand
—as the dominant discourse nowadays claims - speaking the local lan-
guage and taking on modern values. The Norwegian anthropologist Wi-
kan (2002) has argued that professionals have not made it clear enough
what the values of Western societies are. Such a reproach to profes-
sionals is also visible in Dalrymple’s (2001) analysis: social professionals
— especially doctors — hardly confront their patients with the fact that
they are responsible for their own lives. They in fact do little to intervene.

Marleen van der Haar’s chapter opposes this position. Social workers
indeed struggle with diversity, but they do depart from the five anchors
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that are very much based on a Western European individualised society —
one of them being self-empowerment. Although social workers take into
account the social context of the individual, they try to move their clients
towards the direction of change in which self-reflection and self-empow-
erment are crucial. In that sense, a new kind of well-developed paternal-
ism may on its way back.

Professionalism

By the early 20th century, the sociologist Emile Durkheim has expressed
worries about professional ethics in relationship to civic morals. Be-
tween 1890 and 1912 he has given several lectures on the issue that
many years later — in 1957 — have been published. Later on, also the
sociologists Parsons (1968), Freidson (1986) and Abbott (1988) — have
been concerned about the content, power and meaning of professional-
ism. Durkheim was pleading for professionalism as the moral pillar of a
society that has lost its social cohesion because of European wars, migra-
tion and the domination of economic rationality. In this interpretation,
morality is central where professionals have a different moral position in
society than ‘ordinary citizens’ or the state technicians and bureaucrats.
Durkheim (1957) argued that professionals working for the state serve
the common good, which is why they should mediate between the state
and its citizens by setting a moral example. As ‘secondary groups’ they
could help improve social cohesion, based on peer groups in which they
develop and share professional knowledge and ethics. Late twentieth-
century sociologists, by contrast, instead of morality, put the accent on
power and expertise as the crucial aspects of professionalism. In Par-
sons’ functionalist approach, the client-professional relationship was
characterised by a division of knowledge and expertise in which the pro-
fessional had both and the client had little of either (Parsons 1968). For
Parsons, professional power was necessary for successful treatment.
Scholars like Freidson (1986) studied professional dominance and saw,
just as many others did, that it was power at another’s expense, while
Abbott (1988) showed how a profession constructs itself in modern so-
cieties, often in response and in contrast to other professions.

More recently, Freidson (2001) has supplied some key criteria of a
profession, distinguishing five characteristics that combine elements of
Durkheimian morality, Parsons’ expertise and knowledge, and Abott’s
notion of jurisdiction. This together creates a body of knowledge and
skills that is officially recognised as based on abstract concepts and the-
ories, and requiring the exercise of considerable discretion; an occupa-
tionally controlled division of labour; an occupationally controlled labour
market requiring training credentials for entry and career mobility; an
occupationally controlled training program associated with higher learn-
ing, providing opportunity for the development of new knowledge; and
an institution-based secular calling or vocation.
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Many of the professionals in this book are often not considered pro-
fessionals. The classic approaches to professionalism seldom refer to
professionals working in the care and welfare sectors, especially because
they do not live up to the explicit criteria of professionalism. The ideal
types of professionals are doctors — who are also dealt with in this book —
and lawyers. Their knowledge can be clearly distinguished, and they
have strong organisations as well as inclusion and exclusion rules. Social
workers, home care workers and nurses have different positions on the
professionalisation scale, which differs from country to country and are
often called ‘semi-professionals’. If we look at the Freidson’s five criteria,
it is professional organisation and an occupationally controlled division
of labour in particular which are often lacking. The problem is also that
the expertise and knowledge is not always acknowledged. Care and wel-
fare professionals struggle with the lack of recognition. This is partly due
to the fact that the tasks of these professionals are closely related to what
can be labelled as a fourth logic, which implies a family logic based on
kinship, reciprocity, normative claims and bonding. Consequently, this
family logic of care is per definition arbitrary, and in contrast to the logic
of the state and the market it is never indifferent, objective or imperso-
nal, and is still over-determined by gender, implying that moral impera-
tives result in unpaid care work by female kin (Knijn 1999, 2000). If the
distinction between professional and family logic in the fields of care
and welfare is diffuse, this will come at the expense of the status and
valuation of professional work. Authors like Schén (1983), and Celia Da-
vies in this book, show that we can describe specific skills and knowl-
edge in the social and care professions, even though they do not fit into
the dominant categories of knowledge. To regard social workers and care
workers as semi-professionals rather than as employees gives a new per-
spective to the development of this kind of work.

Since the 1970s, social professionals have struggled with the attack on
their intentions and its effects. The issue of power and abuse has also
emerged. What happened is that the assumption that clients and profes-
sionals were both aiming for a better world was dismantled. It was ar-
gued that professionals were following their own self-interests — they
just wanted to maintain their professional status — or merely disciplining
their clients. Their work was not beneficial to their clients; it was merely
done to control society’s deviants from which the professionals profited.
Surprisingly, many professionals agreed with this criticism on their posi-
tion in society.

Hard-core professionals take part in this too. Vogd in his chapter
shows how the medical profession is under siege. Based on a study of
German hospitals, he concludes that medical specialists are losing their
grip on the quality of their work, losing contact with their patients, and
experiencing a loss of discretionary power. Due to managerial reorgani-
sations, cutbacks and new work processes, professional dissatisfaction is
growing. According to the specialists, the main losers are the patients,
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who are often unaware of the backstage problems doctors are facing.
Interestingly, Celia Davies shows the contrary: de-professionalisation of
doctors is not the right way to frame the issue. Doctors are still ‘Heroes
of Healthcare’, who co-operate intensely with management in an attempt
to control treatment. The promise of better health puts doctors on a ped-
estal that obscures their uncertainty, their ambivalence, and also their
power. Davies pleads for new vocabularies to better understand the con-
struction of the hero identity of doctors.

Clearly, in this last part of the book, the debate is about professionali-
sation and de-professionalisation. Keeping many of these contributions
in perspective, we would prudently propose that re-professionalisation is
the dominant trend.

Gradener and Spierts, for instance, argue that professionals have to
regain their self-confidence by improving their professional knowledge
and skills. They plead for re-professionalisation via the use of a combina-
tion of formal knowledge and practice-based evidence (Van der Laan
2003), as well as creating a knowledge alliance with stakeholders such
as social scientists, managers, trainers, policymakers, and of course their
clients.

Noordegraaf most clearly supports this re-professionalisation perspec-
tive. In his analysis of the role of managers dealing with professionals,
he shows how their discretionary power has increased — often in interac-
tion with policymakers — mainly at the expense of executive profes-
sionals. He does however note that this re-professionalisation of some
social professionals (their managers) is not necessarily a zero-sum
game. Some managerial styles may increase the professionalisation of
all professionals in care and welfare. His general thesis that a re-profes-
sionalisation process is underway is partly corroborated by other articles
in this book. We say partly because in some professions, in some coun-
tries, de-professionalisation is still the dominant trend. But this trend
can be stopped almost everywhere. That is the positive conclusion of
this book.
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PART 1
POLICY






The Rise of Contractualisation in Public
Services'

Trudie Knijn and Peter Selten

Contractual governance, a term introduced by Yeatman (1994), is gain-
ing ground in the social services. The concept refers to a fundamental
change in the governing of social services. Governance implies a new
way of directing and controlling the provision of services; the well-
known expression ‘steering, not rowing’ means that governments are
withdrawing from the direct responsibility of providing services them-
selves or from directly subsidising on an input basis non-profit organisa-
tions that are responsible for providing such services:

Complexity, dynamics and diversity has led to a shrinking external autono-
my of the nation state combined with a shrinking internal dominance vis-a-
vis social subsystems... Governing in modern society is predominantly a
process of coordination and influencing social, political and administrative
interactions, meaning that new forms of interactive management are neces-
sary. Governing in an interactive perspective is directed at the balancing of
social interests and creating the possibilities and limits of social actors and
systems to organise themselves. (Kooiman & Van Vliet 1993: 64)

Governments have changed governing services by splitting up purcha-
sers and providers, by output financing and by outsourcing services.
Consequently, new ways of control are needed to guarantee that public
means are used efficiently, effectively, and according to the policy objec-
tives that are set by the administration. One way to guarantee this is
through contractualisation. The assumption behind contractualisation is
threefold: reducing bureaucracy, improving quality and efficiency, and
increasing flexibility and diversity. Contracts replace former bureaucratic
hierarchical systems of control in order to guarantee that the partners
who get the responsibility of providing services of general interest will
actually fulfil this responsibility — regardless of whether these are pri-
vate, public, for profit or non-profit partners. This tendency takes a dif-
ferent shape depending on the welfare state, on very specific fabrics of
service systems, relations between governments, and the degree of cor-
poratism in the provision of services. Path dependency is important
here, as well as the political assumptions of the successive administra-
tions.

In this chapter we explore the theoretical assumptions as well as the
consequences of this trend towards contractual governance by analysing
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several domains of public services as well as the role of and effects on
professionals in the Netherlands.®> What are the consequences on the
way these domains function on behalf of common interests, what does
it mean for their identification with the public targets, and to what extent
does it influence their daily work practices?®> We explore whether a bal-
ance between an efficient use of collective means and high-quality ser-
vices can be reached via contracts. The question is whether contracting
partners — be it between the government and voluntary, non-profit or for-
profit organisations, or between social services and their clients — can
replace former bureaucratic hierarchies, input financing and profes-
sional discretion. The implications for the balance between quality of
services and cost efficiency also have to be considered.

Finally — and this is the aim of our contribution — we will elaborate on
what this new governance means for professionals working in organisa-
tions that have a contract in which performance indicators register out-
puts and outcomes. Does this happen at the cost of the quality of the
professional work and autonomy of professionals, or does it by contrast
support professionalisation and the visibility of professional work?

Catching Many Birds with One Stone

Contractual governance has many fathers; the tendency towards contrac-
tualisation can be attributed to the need to cut back welfare expenses and
to the political ideology of a small state. Still, it would be too simple to
explain the tendency towards contractualisation in the domain of public
services by pointing to the growing influence of a neo-liberal ideology
alone. It is also a reaction to claims of patient and client movements for
better services, of demanding a greater say and a better choice, as well as
distrust of (semi-)state service providers and their professionals. The pol-
icymakers’ recognition of the claims of service customers fits perfectly
with the overall tendency in the 1980s and 199o0s to promote self-help,
shrink public services, and administer care and welfare more efficiently.
Many authors (Clarke & Newman 1997; Knijn 1999; Exworthy & Half-
ord 1999; Freidson 2001) signalled that the comments on the deteriorat-
ing, inefficient and expensive welfare state have gained ground since the
1980s, and cleared the way for the introduction of market-based princi-
ples in public provisions. Neo-liberalism by way of what Pierson calls
‘programmatic retrenchment’ (Pierson, 1994) found entry into the pub-
lic sector. According to Pierson, retrenchment is governments’ exercise
in blame-avoidance rather than in credit claiming. Clarke and Newman
(1997) and also Newman (2001) show that managerialism and new gov-
ernance accompany the process of retrenchment, finding expression in a
new rhetoric. Words like efficiency, consumer’s choice, business-like be-
haviour, client-oriented attitude, and competition became part of the vo-
cabulary of politicians from almost all of the parties, as well as civil ser-
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vants and public-service managers. Managerialism did prove to be more
than just rhetoric; in the name of competition and efficiency, the status
of professionalism changed and the staffing and governing of profes-
sional care institutions changed profoundly:

It is charged that professions have monopolies which they use primarily to
advance their selfish economic interests while failing to insure benefit to
consumers, that they are inefficient, their work unreliable and unnecessarily
costly. Strip away their protective licenses and credentials, urge some, and
let there be truly free competition. Open the market to all who wish to offer
their services. Consumers will separate the wheat from the chaff in such a
market so that the best services and products will emerge at the lowest cost.
(Freidson 2001: 3)

In addition to economic comments on the public services, moral argu-
ments arose that pointed to the paternalistic attitude of professionals to-
wards their clients and to the increasing power of professionals in the
public domain. By using terms like ‘expertocracy’ (Van Doorn & Schuyt
1978), ‘bio-politics or the disciplinary power of professionals’ (Foucault
1978) and ‘disabling professions’ (Illich 1977), social scientists and philo-
sophers* set the tone for a decade-long debate about the power of profes-
sionals and their tendency to privilege their own interests above the
common good, display elitist behaviour by using professional jargon,
disrespect their clients, and deny their clients’ knowledge and needs.
These comments indeed hit professional specialists in the public do-
main — medical specialists, lawyers, and psychiatrists as well as teachers
and social workers — in their Achilles heel. Their professional ethics and
expertise was being contested in the name of the liberation and emanci-
pation of clients.

The critique of the bureaucratic-professional system of the welfare
state thus came from both sides, the right and the left. Whereas the so-
cio-economic comments on the welfare state were firmly formulated by
the (neo-)liberals, the socio-cultural comments have to be situated on the
left wing of the political spectrum. The anti-psychiatric movement (in
particular in the Netherlands and Italy), autonomous feminist healthcare
centres, and students protesting against university professors, all are ex-
pressions of the declining trust in and respect for the way professionals
serve public interests and, even more, professionalism itself.

Pleas for individual autonomy, community-based self-help, and cli-
ents’ free choice and responsibility — that is, new-communitarianism
and its belief in substitution to the lowest level of communities — mixed
up with neo-liberalism and its market beliefs has been a historical irony
since the 1980s. Together they led to a restructuring of the welfare state’s
public services by introducing market principles in these services® (Duy-
vendak 1999; Knijn 1999, 2000). Indeed, neo-liberal and communitar-
ian assumptions about the position of the recipient, support-supplying
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mechanisms and how to meet demands differ fundamentally, but they
share an aversion for the welfare state and its professionals. This was
manifested in contractualisation, a new way of governance that orga-
nises state control on professional work through monitoring, auditing,
performance indicators, evaluation and benchmarking (Clarke & New-

man 1997y).

Three Levels of Contractualisation

Contractualisation takes different shapes, and although we signal a gen-
eral tendency, it remains crucial to distinguish three types of contracts:
Between the government and providers of services that are in the gener-
al interest, between chain partners who co-operate in fulfilling a general
interest, and between organisations that provide public goods and their
individual clients.

Governments Contracting Service Organisations

National and local governments are increasingly outsourcing services to
private companies and changing their relationship with non-profit orga-
nisations. This involves hardcore organisations such as public transport
and electricity companies, as well as soft services of general interest such
as the police, schools, hospitals and homes for refugees. Such services
remain funded by collective means (with tax money). As governments
remain responsible for their accessibility and quality, they bind organisa-
tions by contracts to deliver services of general interests. Governing at a
distance by contract replaces the bureaucratic top-down hierarchy in
which politicians are directly accountable for reaching policy targets.
The expectation is that by contracting non-state organisations, expenses
can be controlled, competition increased and services innovated, diversi-
fied and improved (Smith & Lipsky 1994).

Three side effects have to be mentioned. First one must beware of the
risk of a democratic deficit, implying that the responsibility for public
services falls between two stools. In a recent report on investing in gov-
ernment, Kohnstamm (2004) signals that politics is losing its grip on
zelfstandige bestuursorganen (ZBOs/quangos: Quasi-Autonomous
Non-governmental Organisations) that became independent providers
of public services in fields such as immigration, refugee services, stu-
dent grants and social security. Given the common interest of these ser-
vices and because of citizens’ rights to primary goods, the author expli-
citly pleads for the return of responsibilities to the political level — the
government and its departments. The debate continues; some agree that
governments are accountable for public services, others argue that we
are facing an experiment that needs to fine-tune the contracts between
governments and the quangos and other contracted partners.
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A second side effect is that by splitting up purchasing and providing,
state institutions lose their grip on the process of delivery. Nuis (2004)
has pointed out this risk. The splitting up of purchasing and provision
responsibilities frees ministers and civil servants from the accountability
of the delivery process. However, Nuis found that courts and judges were
too easily accepting evidence collected by private security organisations
without checks and balances on the processes of evidence-collecting.
Moreover, judges and the courts seldom check the private interests of
those paying for the information. Citizenship rights as well as the con-
stitutional state are at stake here. The process of delivering is also under
discussion in the field of immigration policy. Democratic representatives
feel that, although they agree on the immigration policy assumptions,
the process of judging individual cases has been escaping from demo-
cratic control since it was outsourced to the quango, the Immigration
and Naturalisation Service (IND). The national ombudsman has held
the minister of immigration responsible for the IND’s refusal to make
juridical decisions in about 1100 individual cases.

Sennett (1998) puts the lack of responsibility for the delivery process
in a wider perspective by stressing that current ways of governing,
through both large corporations or state bureaucracies, are characterised
by a neglect of the complicated process of implementation and perfor-
mance. Though he may have too romantic an image of ‘good old leader-
ship’, it cannot be denied that in the past governments took more re-
sponsibility for the process of reaching the targets they set. At present,
policymakers are more focused on outcomes, leaving the complexities of
implementation to the service providers.

The third side effect, as De Bruijn (2001), Gilbert (2002) and Dahren-
dorf (2004) note, is that contracts only have meaning if they are made
operational by way of performance indicators. Contracts can have a per-
verse impact if they are either too detailed or too open. If they are too
detailed they result in managerial bureaucracy, undermine professional
discretion and neglect professional knowledge; if they are too open, the
purchasing state is unable to control the relationship between price,
quality, and outcomes of the services. There is also the risk of fixing in-
dicators in such a way that they can always be reached. We will turn to
this point later.

Given these comments, it remains uncertain whether programmatic
retrenchment by way of outsourcing public services to commercial and
non-profit organisations with contracts and leaving control of the imple-
mentation of social policy to such quangos will indeed result in more
efficient, cheaper, customer-oriented and tailor-made services. Blame
avoidance that results in a democratic deficit, and detailed performance
indicators that result in managerial bureaucracy and in strict control on
professional work do not exactly guarantee high-quality public services.
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Contracts between Chain Partners

When the central direction of public services declines and substitution
becomes a political target, local public and private partners have to co-
operate to avoid fragmentation. Partnerships are developed among chain
partners, for instance, in (health) care for the elderly between intramur-
al, extramural and voluntary organisations (transmuralisation), among
varied organisations that share a common interest, such as local housing
corporations, social work and home care organisations that develop ser-
vices together, or by way of multidisciplinary case management teams of
social workers, youth workers, the police, and schoolteachers that offer
guidance to pupils at risk.

Such networks and partnerships have grown in importance since the
late 1980s. The intentions and motives often are to improve the quality
of public services, to avoid fragmentation and overlap, to work more effi-
ciently, and to stimulate innovation. Contracts can contribute to the co-
operation of partners because they help clarify common targets, visibility
and accountability of the joint efforts. However, they will have the oppo-
site effect when they are too focused on outcomes and do not take into
account the complicated process of attaining trust, becoming familiar
with each other’s work culture and adjusting work practices. In the con-
text of a contract culture, there is the risk that each of the co-operating
organisations prioritises its own targets above those of the partnership.
Hence professionals participating in the partnership may be confronted
with contradictory performance indicators. Therefore, according to New-
man (2001), the contractualisation of partnerships demands accountabil-
ity, in particular by creating proper structures and transparency, focusing
on clear objectives, flexibility by adapting quickly to changing conditions,
pragmatism in meeting targets and delivering visible results, and sus-
tainability by fostering participation and building consensus. Newman
signals that the different imperatives for partnerships are not necessarily
reconcilable. Flexibility and pragmatism may obstruct accountability,
and the need to reach short-term targets may frustrate the long-term
process of sustainability.

Aside from these conditions, professional work in the context of the
contractualisation of partnerships is rather complex if ultimate responsi-
bilities remain fluid. Recent ‘accidents’ in the youth care sector in the
Netherlands, where children were killed by their parents while about ten
different youth care organisations were involved with the family, show
again that blame avoidance is a great risk if no one has the ultimate
responsibility. This is how the suggestion of introducing case managers
evolved, implying another risk — that of creating a new class of profes-
sionals, the managing professional who instead of helping clients di-
rectly is mainly showing them their way through the diffuse labyrinth of
chain partners.
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Contracts between Public Service Organisations and Individual
Clients

Former paternalistic or authoritarian relationships between doctors and
patients, teachers and pupils, or social workers and clients no longer
meet the demands of emancipated clients, nor are they a guarantee for
efficient support for those clients who are unwilling to make good use of
the services they need to become participating citizens. Hierarchical re-
lationships between professionals and clients are increasingly substi-
tuted by formal contracts. These contracts are used in youth care, for
instance, where delinquent boys are required to sign a contract that they
promise to take part in re-socialising projects in exchange for less pun-
ishment. Secondary schools have introduced so-called pest-contracten
(harassment contracts) to reduce harassment. Of course, interventions
on behalf of clients, pupils, or patients can only reach their objectives if
these subjects are motivated to follow the rules of the game and partici-
pate in lessons and treatments that do not always appear to be in ‘their
best interest’. Since public services cannot permit too many dropouts, do
not have time or fail to persuade clients, and have to account for their
results in terms of ‘production’, they can either refuse treatment to de-
motivated persons or bind them to contracts. Both strategies are applied.
Hence, many youngsters left school (64,000 in the Netherlands in
2004) without having any other options while psychiatric patients with
numerous problems are left in the middle. In these cases, contracts
seem to offer a better perspective though their meaning is mainly sym-
bolic. Problematic pupils, welfare clients, psychiatric patients and drug
addicts are often impressed by the signing of a formal document in
which their rights and obligations are detailed, and will be more aware
of the goals and implications of the project they are participating in.
Nevertheless, effectuation of the contracts remains difficult and sanc-
tions often consist only of exclusion. It is problematic that these con-
tracts suggest equality between the supplier and user of services even
though they are mostly one-sided; given the circumstances, the user is
basically compelled to sign the contract and sanctions for a service orga-
nisation that does not fulfil its part of the agreement are seldom in-
cluded. In addition, professionals often consider the contract as either
inadequate or too rigid. The contracts are mostly framed by a specific
category of professionals, the indicators, who are not the ones involved
in providing the service. Since social work, youth care, and therapy are
interactive processes, professionals working with clients experience a di-
lemma when their expertise tells them to deviate from the original con-
tract. Should they stick to the formal contract or quietly do what they
think is appropriate in that specific case?
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Contractualisation, Performance Indicators and
Professionalism

Contractualisation implies a shift in trust. It expresses that professionals
in the public sector can no longer be trusted simply because of their
training, expertise and professional ethics. These ‘street level bureau-
crats’ (Lipsky 1980) will have to prove loyalty to the public good as well
as the effective and efficient delivery of services. The trust in providers of
services is in need of a new foundation. Newman (2001) has noted a
shift from a society in which trust was based on (status-based) identity
towards a society that is characterised as a calculus-based trust. Tonkens
(2003), as well as the Dutch Advisory Council on Government Policy
(Wetenschappelijke Raad voor het Regeringsbeleid/WRR, 2004), have
even spoken of an ‘organised distrust’ of social work professionals. An
identity-trust-based society assumes that those organisations and profes-
sionals who have a task in the delivery of public services identify with the
common interest to such an extent that they do their very best to devote
themselves to realise their public tasks and obligations. Shame and scan-
dal because someone has neglected one’s public duty are the sanctions.
Professional honour and ethics at one time worked as positive stimuli to
fulfil one’s task properly. Social controls by the public and fellow profes-
sionals were considered to be enough to maintain professional ethics
and commitment to the public good. A calculus-based trust assumes
that honour, shame and scandal have become less important. Profes-
sionals, like all other human beings, are motivated mainly by econom-
ics-based rational motives and can only be compelled to fulfil their re-
sponsibilities by way of the old stick-and-carrot method. This means that
it is wise to draw up a contract in which all of the tasks, goods, and
services are described, calculated, and settled.

What are the implications for professionals of vertical contractualisa-
tion between the government and services on behalf of the common in-
terest, and between service organisations and clients on the one hand,
and horizontal contractualisation between partners co-operating on be-
half of the general interest on the other? We have already observed that
contractualisation is founded on the premise of calculus-based trust, as-
suming that professionals are only motivated by rational motives and
can only be compelled to fulfil their responsibilities through a fear-and-
reward mechanism. Although performance contracts are formally drawn
up between organisations or between organisations and their clients —
not between the government and individual professionals — they have
repercussions on the relationship between the management of organisa-
tions and the professionals working in these organisations.

Given that the organisation has to meet the requirements of the con-
tract, it will also have to deliver an overview of its ‘products’. Reporting
on one’s performances, results and outcomes implies collecting indica-
tors from the organisation’s employees, so that professional workers will
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be confronted with performance indicators and this will result in man-
agerial bureaucratisation. Performance contracts often contain detailed
agreements about the services (‘products’) to be delivered. These agree-
ments also include figures of the number of clients, a detailed descrip-
tion of treatments, price or costs, and the time needed to provide such
services or treatments. A covenant between the Home Secretary and the
Police District of Zuid-Holland-Zuid, for instance, has demanded an in-
crease of 1000 reports over four years. The Dutch Federation of Hospi-
tals has contractually agreed to a 2.3% increase in ‘production’ between
2004 and 2007 (Groei door doelmatigheid [Growth by Efficiency] 2004).
Client managers (Personal Advisers) at social offices have to deliver an x-
number of welfare recipients to the contracted for-profit employment in-
tegration company per week, and, in the future, general practitioners
will have to present the DBCs (Diagnose Behandel Combinatie/Diagno-
sis-Treatment Combination) for each individual treatment to insurance
companies (see also Vogd in this volume regarding Germany).

The principle of the registration of results, performance and outcomes
is becoming a daily practice in many public service organisations. In
addition to the employment contract, professionals often have supple-
mentary agreements on the exact ‘products’ the individual employee
needs to deliver. Home care workers, guardians, client managers, uni-
versity teachers, general practitioners and psychotherapists also have a
caseload or a standard number of clients they have to help within a fixed
span of time. Police officers and academic researchers have to meet ‘tar-
gets’, such as certain number of tickets issued annually or articles pub-
lished in refereed journals. Their functioning is evaluated based on mea-
surable output. For managers as well as clients, and maybe even for
professionals themselves, this has the advantage of transparency; all par-
ticipants know what to expect. It also creates equality among profes-
sionals; the standard is well known and often clearly communicated
within an organisation, and professionals have to perform according to
these standards. Two comments can be made here. First, since these
professionals work with people who do not always fit the standards — in
particular those who need special attention — they often experience in-
creases in work pressure. Second, due to managerial bureaucratisation,
professionals often complain about how much more time they spend on
paperwork at the expense of the time they can spend on their clients.
Performance contracts not only set standards for outcomes, they also
concentrate on the process and procedures of delivering products:

Demands have also increased for programmatic accountability. As a condi-
tion of maintaining funding, public agencies and other sponsors insist that
contract agencies develop and keep track of indicators of program success.
(Smith & Lipsky 1994: 81)
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The aforementioned police contract thus contains detailed agreements
on better accessibility of police stations (in person and by phone). Hospi-
tals and home care organisations guarantee a reduction of waiting lists,
universities promise a minimum of contact hours between teachers and
students, and child welfare organisations have developed protocols on
the steps that have to be taken from admission to diagnosis and therapy.
At the level of the professional, this means that procedures are standar-
dised and appointments and results have to be recorded meticulously.
This produces no end of figures and other data that are not only used as
the accumulated results of the organisation as a whole, but can also
show the average performance per capita.

The question is what influence such procedures have on the work
ethic of the individual professional. A rehabilitation employee said that
the transition from input to output financing was the most important
change in working conditions during the last years:

Today we speak of delivering products instead of helping people... The intro-
duction of the CVS (a computerised protocol in which all appointments and
data about one particular client are registered) has brought about a more
uniform way of working. You have to follow all the steps in the system and
there is less freedom to make your own decisions.

This on-going standardisation of processes and procedures has a disci-
plining effect on the work of professionals. Whether it reduces their dis-
cretionary space remains to be seen. A police administrator and a school
policymaker both note that there is still enough room for individual de-
cision-making within the framework contradict the view of the rehabili-
tation employee. Despite strict procedures there were also large differ-
ences between probation officers regarding decisions that concern when
and how to formally end supervision when clients failed to comply with
the agreements.

The proponents suggest that contractual relations between organisa-
tions result in better products as well as more, quicker and cheaper out-
put. In almost all sectors of social work and public services, performance
indicators contain detailed prescriptions on how to act in given situa-
tions. Hence these performance instruments contain regulations on the
professional work itself as well as quantitative prescriptions concerning
managerial tools for the delivery of services, such as the caseload or ac-
cessibility. The Child Protection Agencies have developed the BARO (Ba-
sis Raadsonderzoek in Strafzaken/Basic Court Research in Penalty
Cases), a standard questionnaire that has to be used by all staff members
to make a diagnosis and to create a database for future treatments. This
instrument was explicitly introduced to prohibit interpretation differ-
ences between staff members. Risk-taxation instruments are prescribed
in mental hospitals where criminals are treated. Several measuring in-
struments and protocols according to which patients have to be exam-
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ined are being developed for the medical profession in particular. This
includes the DBCs (Diagnose Behandel Combinatie/Diagnosis-Treat-
ment Combination) and the Basisset Prestatie Indicatoren Ziekenhuizen
(Basic Inventory of Performance Targets for Hospitals). The develop-
ment and use of such qualitative performance indicators is often part of
the performance contracts organisations have with the government.

It is clear that these detailed prescriptions of how to deal with clients’
questions and problems do impose restraints on the autonomy of profes-
sionals. They not only have to comply with standard procedures, there is
also interference with their professional habits. Some professionals, like
psychiatrists, consider the regulation of having to indicate the specific
diagnostic instruments they have chosen as a violation of their profes-
sional and even personal integrity. This does not mean that they are not
willing to discuss these methods with colleagues, but they resist pre-
scription. On the other hand, this development is also outlined as an
improvement of the conditions of employment of professionals and
even as a way of reinforcing their professional standards. Two lines of
argument are being followed here. One argues that a detailed procedure
or protocol can be very helpful in providing a diagnosis or deciding on
the proper care. Alternatively, a standardised procedure is defended with
the argument that it protects the professional against unjust allegations.
After all, the records can now show when and by whom a mistake was
made, and who is responsible. We should therefore be careful with the
claim that performance targets simply undermine the professional’s
autonomy.

Interestingly, performance contracts not only take into account the
product and the way it is made, but also its reception among clients.
Market economy concepts and procedures have even found their way
into the area of client satisfaction, which has become an important indi-
cator of a service organisation’s quality. For this reason, almost all perfor-
mance contracts include commitments to measure the client’s opinion
(nowadays defined as ‘consumer’) on the services delivered. The afore-
mentioned Police Covenant, for instance, literally stipulates that ‘in
2006 the percentage of inhabitants that is “very content” with their con-
tact with the police has be substantially higher than in 2003 (67%)’. Pub-
lic service organisations are nowadays dealing with external audits that
include client satisfaction. This focuses managers on staff performance.
The (quasi-) contractualisation of the relationship between organisations
and consumers changes the relationship between professionals and pa-
tients/clients. When clients are continuously approached as if they are
autonomous consumers in the care market, one should not be surprised
if they begin considering the professional as a mere market vendor.
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Transparency, Performance Indicators and Professional
Discretion

Obviously, performance indicators play a crucial role in the improve-
ment of responsibility and accountability in public services (De Bruijn
2001). They improve the transparency of service organisations as well as
of the individual professionals working in these organisations. Organisa-
tions can also make use of performance indicators to start a process of
continuous learning. Performance indicators can contribute the overall
valuation of the quality of the organisation, its work processes and the
quality of the employees, and can subsequently be used to reward or
penalise good or poor performance. Among the organisations co-operat-
ing in partnerships, these indicators can form an additional basis for a
process of comparing tasks, activities and results (benchmarking), and
selecting ‘best values’. Finally, performance indicators can contribute to
a client’s informed free choice. If parents receive information about aver-
age school results, this can guide them in the selection of a school for
their children; when patients have transparent information about the
quality of hospitals, they can make an informed choice of where to go
for treatment.

Performance indicators may also have an adverse or even perverse ef-
fect, as De Bruijn (2001) argues. This goes for performance indicators
measuring results as well as for those that measure processes. Measur-
ing and rewarding output can encourage strategic behaviour, such as let-
ting as many students as possible pass their exams or refusing clients
with a low expectancy of treatment success. It can also slow down inno-
vation and discourage professional habits, because the exploration of
new subjects and methods takes time and does not produce immediate
results. This danger also exists if only the procedures are measured, for
instance, when a peer review is required as part of any course of action.
According to De Bruijn, professionals are mutually dependent and
therefore inclined to argue in favour of the familiar. Avoiding profes-
sional resistance demands combining output and process measurement
as well as professional involvement in the construction of the perfor-
mance indicators and in carrying out the evaluation process.

Gilbert (2002) on the one hand, makes it clear that performance indi-
cators will have to be very detailed to reach the maximum transparency
that the government and consumers expect. If the components of ser-
vices offered and the quality of the products are not tightly framed and
not well-described, providers will demand the highest price for a dimin-
ished quality of service (still under the condition of calculus-based trust).
On the other hand,

[i]f the administrators are able to break down each component into its smal-
lest segment, rationalizing services and leaving providers less room to man-
oeuvre... They also leave less room for professional discretion. Under this
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system, social care that heretofore involved in a holistic process informed by
professional values and expertise is transformed into a series of discrete pro-
cedures bridled by pressures to contain costs... (Gilbert 2002: 122)

How, then, does one improve the transparency of public services while
still respecting professional knowledge, skills and discretion? One condi-
tion for this — and Hutschemaekers (2001) stresses that it is a crucial one
— is that professionals envision directives, guidelines, and protocols that
include performance indicators as part of their tools and instruments.
Professionals own these instruments, and they should only use them to
improve the quality of their work, for instance by using evaluations and
scores in inter-professional discussions on how and why tasks are per-
formed and how to improve their quality. This condition is, however,
hard for all of the professions to fulfil, and contrasts with the goal of
reaching the highest quality for the lowest price, which is an explicit aim
of contractualisation. Our limited empirical evidence suggests differ-
ences between interlocutors. Members of the managerial staff envision
indicators as managerial instruments more than as instruments to em-
power professionals and improve professional quality, so they tend to be
more enthusiastic than members of the professional staff about this pro-
cess. We also have the impression that higher-educated professionals
such as medical doctors and university teachers are better equipped to
influence the content of the performance indicators than semi-profes-
sionals such as police agents, elementary school teachers and child wel-
fare workers are.

Another condition formulated by De Bruin (2001), based on the way
some companies in the United States use the instrument, is that a ‘cul-
ture of fear’ should be avoided when implementing performance indica-
tors. As long as fairness, justice, and protection are incorporated into the
relationship between managers and professionals, performance indica-
tors can result in an active evaluation of the work processes. The evalua-
tion processes should not only include the work of the professionals but
also commit managers to obligations and responsibilities. Reciprocity
and trust are crucial aspects of the process.

Conclusion
Back in 1994, Smith and Lipsky (1994: 110-111) Wrote:

Over time, contracting may reward agencies that offer low costs when qual-
ity of service remain difficult to judge. European countries with extensive
government funding of nonprofit agencies, ... such as Holland and Ger-
many, do not really have a contracting system. Instead, nonprofit agencies
have almost monopoly status within their service jurisdiction... As a result,
agencies in these countries do not experience the bidding and contract com-
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petition character of the United States, which places downward pressure on
agency costs and creates incentives for deprofessionalization.

In this chapter, we have shown that times have changed; contractualisa-
tion has become a serious feature of the relationship between managers
and professionals and between governments and non-profit organisa-
tions in the Netherlands as well. The tendency can be found in educa-
tion, social work, health care, youth care, home care and police work. We
have stated that this tendency has many fathers and we have explored
some of its merits and concerns. Blame avoidance by programmatic re-
trenchment is not only a cause but can also be the result of contractuali-
sation if the ultimate responsibilities of the contractual partners are not
strictly defined. This risk is already visible in the democratic deficit of
the quangos and in the malfunctioning of chain partners, for instance
in youth care, so an option would be to develop better contracts when a
hierarchical bureaucracy is set aside. On the other hand, contractualisa-
tion obviously has consequences for the character of professional work:
Transparency as well as perversity may increase, and excessively strict
performance indicators damage professional discretion and increase pa-
perwork, undermining professional standards for good services. Caught
between the demands of client movements’ for free choice and a greater
say on the one hand and governmental demand for reduced expendi-
tures, professionals in public services face a prisoner’s dilemma — an
exit option is not available. Raising their voice through self-confident re-
professionalisation may help reclaim professional discretion on behalf of
those clients who need their support.

Notes

1 We are grateful for Giel Hutschemaekers comments on the first draft of this
paper.

2 Although we realise that most social services employees are semi-profes-
sionals, according to the Freidson (2001) and Hutschemaekers (2001) stan-
dards for professionalism, for the sake of simplicity, we will categorise them
as professionals and pay attention to the vertical hierarchy of professional-
ism at the end of this article.

3 The chapter is based on theoretical and empirical material that we collected
during several years in which we taught a course on ‘Social policies and care
arrangements’ within a program of the Interdisciplinary Social Science De-
partment of Utrecht University. Students participating in this course sub-
mitted papers on the working of contractualisation in several social areas
and public services in which they describe the mechanisms of contractuali-
sation, such as the introduction of performance indicators and the way orga-
nisations and their professionals deal with new governance. For the empiri-
cal part of the chapter, we have selected some of these student papers,

32 THE RISE OF CONTRACTUALISATION IN PUBLIC SERVICES



realising that they only represent a small selection of the experiences regard-
ing the issue at stake:

Bartray, Annemarie, ‘Kwaliteitszorg in het hoger onderwijs’.

Bolscher, Marieke, ‘De professional binnen de raad voor de Kinder-
bescherming’.

Burg, Jessica van der, ‘BPO en verschillende logica’s’.

Jansen, Floor, ‘Van helder naar transparant. Een onderzoek naar de effecten
van beleidsverandering bij de reclassering in Groningen’.

Ketelaar, Nicole, ‘Protocollen: controlemiddel of aantasting van de discretio-
naire ruimte van de professional?’

Konings, Tonnie, ‘UWV Gak: Aanbesteding in reintegratie’.

Prickaerts, Judith, ‘Interventies voor ernstig delinquente jongeren’.

Renema, Lida, ‘Vastleggen of vrijlaten? Een case-study naar de implementa-
tie van vraaggericht werken en accountabality in de jeugdhulpverlening’.
Sijl, Liselore, ‘Verzakelijking in de welzijnssector’.

Terpstra, Oscar, ‘Politie en prestatie’.

In the Netherlands, the philosopher Hans Achterhuis (1979) played an im-
portant role in this debate; his book The market of welfare and happiness ac-
cused social workers of creating illusions about what social work could do
for individuals and communities in order to keep their business going. Ac-
cording to him, clients ended up even unhappier than before they were ‘sup-
ported’ by social workers. This book undermined the self-confidence of a
whole generation of social workers in the Netherlands.

For contractualisation of gender relations, see Gerhard, Knijn and Lewis
(2002).
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Evidence-Based Policy

From Answer to Question

Giel Hutschemaekers and Bea Tiemens

Between the years 1980-1990, the Osheroff case aroused the emotions
of many psychiatrists (Kaasenbrood 1995: 10-15). Osheroff suffered from
serious depression. Following the failure of treatment with medication,
he was admitted to Chestnut Lodge,” where he was treated for seven
months using clinical psychotherapy without medication. His condition
deteriorated to such an extent that his family requested a different treat-
ment. When this request was not honoured, the family decided to have
Osheroff transferred to another clinic. Here he was treated with medica-
tion. Osheroft’s condition quickly improved, and after three months he
was discharged completely free of symptoms. However, this is the begin-
ning and not the end of the story.

Osheroft thought he had suffered injuries while at Chestnut Lodge
and decided to take them to court. The absence of efficacy studies on
psychotherapeutic treatment should have been reason enough for Chest-
nut Lodge to treat him with antidepressants. The effecacy of these drugs
is firmly established (Klerman 1990). The counsel for the Chestnut
Lodge defence argued that the claims of the efficacy of medication was
too limited. Clinical treatment should also be aimed at professional stan-
dards and the ‘collective sense of the profession’ (Stone 1990).

The Osheroff case illustrates in a nutshell the main aspects of the later
controversy on evidence-based policy. Evidence-based policy takes the
view that professional practice should be in concordance with scientific
evidence. This policy is widely accepted to the extent that it has reached
the characteristics of a paradigm. However, it is not clear what this para-
digm actually looks like (Sehon & Stanley 2003). Do we all consider the
same paradigm when we talk about evidence-based policy? Definitely
not. In this chapter we will describe two different, basically opposite,
views on evidence-based policy: one starts with the answers and the
other with the questions.

First Impressions of Evidence-Based Policy
The term evidence-based has become a familiar one over the last 15 years

or so. While in 1992, the reputed databank Medline contained only one
article on the subject, this number had risen to over 13,000 by February
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2004 (Strauss et al. 2005). In addition to evidence-based medicine,
many other variants on the term have been introduced in recent years.
Professionals in mental health care refer to ‘evidence-based mental
health’ and the nurses to ‘evidence-based nursing’ (Cox et al. 2004).

One characteristic of this evidence-based approach is the viewpoint
that care should be based on scientific research results (Offringa et al.
2000). An intervention is evidence-based if scientific research has
proved the intervention to be ‘effective’, and if as far as it is known there
is no alternative therapy that could lead to the same result. Scientific
research results are superior to the experiences found in daily practice.
This is true because statements on illness and health that derive from
strict and monitored conditions are far more solid than the judgements
of professionals, which are unintentionally but too often based on opi-
nions (Kaasenbrood 1995s). In this respect, ‘evidence-based’ is preferable
to ‘practice-based’, ‘experience-based’, or ‘opinion-based’. These alterna-
tive working methods are based too much on coincidental traditions and
habits.

In general health care, evidence-based medicine is generally accepted
as a tool for professionals in order to provide better care (Haines & Do-
nald 1996). In mental health care the reactions are mixed. In addition to
unconditional support (Stout & Hayes 2005) there is also careful criti-
cism (Kaasenbrood et al. 2004; Mykhalovskiy & Weir 2004). Profes-
sionals often treat the paradigm as a straitjacket, claiming that indepen-
dent decision-making is the core business of professionals and that any
decisions those professionals make depend on much more than scienti-
fic knowledge alone.

The loudest criticism comes from the social work disciplines (Bruce &
Sanderson 2005; Gambrill 2005). According to Van der Laan (2003), evi-
dence-based working implies that the professional competence is neu-
tralised by rational operational management and is reduced to forms of
pre-structured working methods. Evidence-based policy leads to profes-
sionals being turned into robot-like implementers of diagnostic instru-
ments and interventions.

In the following sections we shall show that the controversies are re-
lated to the two different meanings evidence-based policy has for profes-
sionals in the health care sector (Sehon & Stanley 2003). First, we pre-
sent the policy of evidence-based practice that strictly adheres to
protocols and guidelines derived from science (the guideline approach).
This is the policy to which most of the above-mentioned criticism is di-
rected. Our case study analyses the new Dutch standards for good clin-
ical care for those with anxiety disorders. The second policy is based on a
method that enables professionals to work according to the latest scienti-
fic insights, independently weighing these insights in combination with
their own expertise. We have called this the heuristic approach.
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The Guideline Approach

In the guideline approach, evidence-based policy is seen as providing
care in accordance with guidelines based on existing scientific knowl-
edge (Timmerans & Kolker 2004). Guidelines are documents containing
recommendations published by professional organisations that can sup-
port professionals (and nowadays also clients) in decision-making on the
correct form of treatment (Eddy 1990). Up until the 199os, these stan-
dards were mainly the result of intensive discussion between experts in
the field concerned, and later became known as consensus-based (Kaa-
senbrood 1995). Although these standards do contain the state of affairs
regarding knowledge, when used they often turned out to be the product
of compromises that were made from behind a desk, and therefore
hardly applicable in daily practice. The main feature that was lacking
was the criteria to determine who was right. This meant that on a regular
basis, the most tenacious and persevering expert would be able to push
his opinion through into the standards.

In the late 1990s, new standards in the US, UK, and Australia became
evidence-based, meaning that they were constructed on the basis of the
levels of evidence (Hutschemaekers 2003). The levels of evidence were
constructed by the Cochrane Association in the 1980s, and based on the
authoritative book of Archie Cochrane Effectiveness and Efficiency (1972).
Stated simply, these levels indicate the extent to which the effectiveness
of an intervention is empirically grounded. Figure 1 shows the five levels
of evidence that are currently distinguished:

Level of evidence

1a Systematic review with homogeneity of RCTs

1b Individual RCT with narrow confidence interval

1c All or none*

2a Systematic review (with homogeneity) of cohort studies

2b Individual cohort study (including low-quality RCT)

3a Systematic review (with homogeneity) of case-control study

3b Individual case control study

4 Case series (and poor-quality cohort and case-control studies)

5 Expert opinion without explicit critical appraisal, or based on physiology,

bench research or ‘first principles’

* An all-or-none criterion is met when all of the patients die before the treatment becomes
available, but some now survive with available treatement; or when some patients die before
the treatment becomes available, but now none of them die with treatment.

Fig. 1 The levels of evidence (from Strauss et al. 2005: 169)
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At the top of the hierarchical list of scientific knowledge are the out-
comes from research according to the method of randomised clinical
trials (RCT). A systematic review with homogeneity means that this re-
view is free of worrisome variations in the directions and degrees of re-
sults between individual studies. The conclusion of such a review is
therefore unequivocal. Characteristic of the RCT is its controlled and ex-
perimental nature. The effectiveness of a new intervention (experimen-
tal condition) is determined by comparison with an existing intervention
or a placebo (control condition). Test subjects are randomly allocated to
one of the two (or more) conditions. The intention of randomisation is to
include patients in each condition who's characteristics can only differ
by chance, because bias by patient or clinician selection has been ruled
out. When this procedure is successful, outcome differences between
patient groups can be assigned to differences between the treatment
conditions.

In all of the following levels, there is less control in the design than
the design of a RCT. The stricter the design and the smaller the chances
of disturbing factors lead to harder evidence and a higher place on the
ladder of evidence. Reliability and replication are more important ac-
cording to this hierarchy than validity and representativity of the re-
search results.

An Example: The Dutch Multidisciplinary Guideline for Anxiety
Disorders

The Dutch multidisciplinary guideline for the diagnosis and treatment
of anxiety disorders has been drawn up by experts from all the relevant
professional organisations in mental health care: general practitioners,
psychiatrists, psychotherapists, psychologists, nurses, social workers,
creative therapists and psychomotor therapists (LSR 2003). Clients also
participated in the creation of this guideline. All of the participating pro-
fessional organisations as well as all of the participating client organisa-
tions have approved this guideline. The most important conclusions are
summarised in flow charts. Here we present the chart for the treatment
of obsessive-compulsive disorders (fig. 2).

When there is no comorbid depression, client and therapist can
choose between two preferred treatment options: psychological treat-
ment (i.e., exposure with response prevention) or pharmacological treat-
ment (SSRI). Should the selected treatment not produce sufficient
effects within the suggested period, then a different option is recom-
mended. Should the effects of the treatment remain inferior, then a
combination of therapies is recommended, usually a cognitive behaviour
therapy plus a modern or classic antidepressant. Two further choices of
treatment should lead in the direction of a combination between medica-
tion and cognitive behaviour therapy. Thereafter, specialised treatment

GIEL HUTSCHEMAEKERS AND BEA TIEMENS 37



Obsessive-compulsive disorder

/

without comorbid severe depression

!

select in consultation with patient

T~

~.

with comorbid severe depression

psychological treatment < _,|

pharmacological treatment |

!

!

exposure with response prevention (10-20 weeks) |

first SSRI (12 weeks) |

v

combine with cognitive therapy (max. 30 weeks) ’

different SSRI (12 weeks) |

v

combination therapy |

!

SSRI + behavioural therapy |

v

SSRI + atypical antipsychotic +
behavioural therapy

v

clomipramine + behavioural therapy

v

clomipramine + atypical antipsychotic +
behavioural therapy

!

reference to specialised setting

A

v

psychosurgery

!

handicap ‘care’ model

Fig. 2 The treatment of obsessive-compulsive disorder (LSR, 2003)

can be recommended or discontinuation of treatment and adoption of

the handicap model.

For the psychological treatment of anxiety disorders, there is no men-
tion whatsoever of the classic person-oriented psychotherapies. The
same holds true for more contextual social interventions, non-verbal
therapies, and specific nurse interventions. The arguments are clear:
‘The effectiveness of these interventions has not yet been systematically
studied to a sufficient extent to justify conclusions with regard to their
efficacy and the durability of the effects’ (LSR 2005: 82).
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Mixed reactions

The guideline approach has been seriously criticised (Hutschemaekers
& Smeets 2005). Here we will mention the most important criticisms of
this scientific theory and its content.

I.

Unscientific — When translating the ‘evidence’ into standards, the re-
sults are weighed on the basis of their ‘levels of evidence’ and subse-
quently on the basis of the size of the effects. Following this, the
achieved sequence is put into the standards. The logic of this system
is as follows: start with the most effective intervention, and if this
does not work, choose an intervention for which the efficacy is a
little smaller. Such an interpretation is not evidence-based though;
there is not enough evidence to show that an intervention which has
been proved to be effective can still be effective once it has been pre-
ceded by another even more effective intervention (Kampman et al.
2002).

The dodo bird verdict — Our trust in the objectivity of scientific re-
search is too large: Research results on various therapies show that
there is a high degree of covariance with the beliefs of the leading
researcher (Luborsky et al. 1999). The dodo bird verdict essentially
states that interventions are more effective the more the researcher
expects from them. This outcome even applies to randomised dou-
ble-blind studies.

Effective is not the same as suitable — Solid research according to the
levels of evidence applies mostly to the effectivity of interventions
and not to their suitability. Efficacy concerns the effects of the inter-
vention under ideal circumstances, while suitability concerns the ef-
fects found in daily practice. It is mostly accepted that effective inter-
ventions are also suitable (Tanenbaum 2005). The little empirical
evidence that is available clearly shows a large chasm between effi-
cacy and suitability. For example: electroshock intervention is the
most effective treatment for depression, but the majority of patients
refuse this treatment option.

Care means more than just reducing the symptoms — RCT research (le-
vel 1) concentrates on the demand of reducing symptoms. However,
treatments entail more than just reducing symptoms. The goals that
have been set, for example, are concerned with the meaning that
people attach to their symptoms, or changes in the ways they cope
and manage their symptoms. Empowerment, for instance, tends to
be more appreciated by patients than medications for reducing
symptoms (Berg et al. 2001)

Care is more than just interventions by treating disciplines — Those dis-
ciplines not directly involved with the treatment (psychiatric nurses,
social workers, vocational therapists, etc.) also have a role in mental
health care, but are at a disadvantage as far as effectivity research is
concerned. Aspects such as respect and dignity for clients during an
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admission period or the increased value of a clinical department
without a separation area are not easy to study with the RCT design.
When standards are limited to the highest level of evidence, the va-
lue of these aspects will remain underexposed (Hutschemaekers &
Smeets 2005).

6. The added value of experience-based knowledge — The last argument we
will tackle here is that of the added value of experience-based knowl-
edge (knowledge resulting from patient experiences). Experience-
based knowledge is particularly valuable for questions concerning if
and how an intervention should be recommended for specific client
groups, or which possible relevant but not-yet charted side effects
there are (Hutschemaekers 2001). This knowledge does not come to
the fore as long as the focus remains on hard evidence.

Passive Roles

In light of this criticism, the results of this guideline approach of evi-
dence-based policy are far-reaching: mental health care ends up gov-
erned by a ‘positivistic’ ideology that reduces care to symptom reduction.
More implicit but probably even more dramatic is its vision of the roles
of the professional and the client, which are reduced to an implementer
of guidelines or to a receiver of care for whom certain interventions take
place. Because information is available on which intervention in which
setting leads to the largest reduction in symptoms, the caregiver is ex-
pected to adhere completely to the standard information. Every personal
addition potentially spoils the effect. An ideal therapist therefore acts like
a computet; he performs what is expected of him in an extremely com-
petent manner. In this model, he becomes a competent implementer of
procedures that have been developed by others and to which no indivi-
dual clinical expertise can be added. The client is in exactly the same
position because the ideal client is the one who is prepared to act accord-
ing to the standard. This means no extra questions, no personal contri-
butions, and certainly no personal opinion on what is happening. This
process links up with the dominant medical perspective where clients’
problems are translated into disorders that occur inside the client with-
out him having any direct influence on the process.

Appealing Power

Despite the strong criticism on the new standard for anxiety disorders,
all clients and professional organisations involved have subscribed to
them. We have to ask ourselves why this is so. What has prompted pro-
fessionals and patient organisations to adopt these standards? The litera-
ture suggests that normative and power elements may account for the
popularity of the guideline approach (Vos et al. 2003).
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First there is the clients’ consent. The new standards may provide
more insight into effective interventions and offer clients more opportu-
nities to be well-prepared when entering into negotiations with their
caregivers. In addition, clients may be seeing a kind of recognition in
the medical approach adhered to in the standards concerning their suf-
fering and illness. This argument has in its favour the fact that those
patient organisations that are diagnosis-oriented have reacted more en-
thusiastically than patient organisations with a more general orientation
(LSR 2003).

Equally striking is the approval by all of the professional organisa-
tions. This may have come primarily from professional societies, which
are responsible for the development of these guidelines and may have
strengthened their own role in the process. The position of professional
societies has changed together with the new guidelines as they are now
in a position to determine which interventions can be offered. In other
words, part of the professional autonomy of the individual lies in their
hands, and guidelines provide them with the opportunity to discipline
members.

As far as the separate professional groups are concerned, there may be
different arguments that play a role in each individual case. The view-
points of psychiatrists and psychologists are the easiest to understand.
Their interventions are the most prominent ones mentioned in the
guidelines. Also, the dominant medical specialist perspective links up
well with the dominant views within both professional groups. In this
way, the guideline approach and the standards that result from this
further strengthen their positions. Moreover, their professions have
been now completely rehabilitated from the detrimental effects of the
1960s antipsychiatric movement. Back then, these two professional
groups were by far the biggest losers in the fight for professionalisation
(Hutschemaekers & Neijmeijer 1998).

The same cannot be said for psychotherapists and social workers,
however. Their interventions have not been included in the standards,
meaning that they are now the biggest losers and their position is being
crushed ever further (Hutschemaekers & Van den Staak, in press). It is
not purely by chance that both these professional groups, as proponents
of the process approach in mental health care rather than adherents of
the medical model, were previously (at the time of the antipsychiatric
movement) the bigger winners in the fight between these professions
(Blok 2004). Why, then, did they approve the new standards? Was this
due to a lack of knowledge on their part, or to an extreme state of demor-
alisation that resulted in an insufficient restoration of critical abilities?
Apparently, the new standards include a number of positive incentives
for these professionals. The introduction of the standards allows for the
development of different relationships between professionals, the politi-
cal world, and the general public (Timmerans & Kolker 2004). Accord-
ing to Freidson, it could be argued that the standards are a weapon used
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in the fight for professional autonomy and against the first (market) and
second (bureaucratic) logic (Freidson 2001). In that case, the guideline
approach of evidence-based policy could also help in the fight for the
power of professionals.

The question remains whether the price paid for the guideline ap-
proach is not excessively high. Our viewpoint is