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Observing the freed care consumer - changing concepts of need and intervention in home care for the elderly

Abstract

Elderly recipients of home care in Denmark are set free. They now have a free choice between providers of care. This policy has been introduced mainly in order to empower users of care and is regarded as a strengthening of the individualization of care provision. In taking an analytical approach base on Luhmann’s system analysis, this article addresses how the intervention of the free choice of provider comes to be seen as a response to need. It looks at what opportunities and conflicts for communicating about need and intervention this facilitates and what expectations to roles and relationship that are communicated.

Introduction

Free choice of home care provider was introduced in Denmark in 2003, representing a breakaway from the previously publicly dominated care sector. The choice between private and public providers was part of a Liberal/Conservative government’s strategy to further individualise services, but also part of a strategy to introduce more efficiency and to modernise the welfare state. 

It represented a new care model as it should firstly replace a provider dominated regime with a regime that put user’s needs first: “With the free choice, the individual can better influence his/her own life, and at the same time citizens will experience a more attentive public sector, with focus on individual wishes and needs” (Regeringen, 2002, p. *, my translation). 

Secondly, it should replace a public regime with a regime that opened up for market solutions, or as the Minister of Internal Affairs and Health formulated it: “True freedom of choice is achieved only where there are also private providers in the picture”, (Quoted in Greve, 2004a, p*, my translation).  

New processes were introduced. The user of home care services should identify the best care solution for her through the choice of provider. She should consider whether she preferred public or private provision of care. In doing this, the user would re-describe herself, as a user of either public or private care provision, not simply as a user of care services. A new forum of power was installed, with the user in the centre. She would ensure her own inclusion by making a choice and would thus no longer be disempowered. The elderly was installed as the main experts of her needs, or as it was said “…for the government, it is a question about how you view human nature: it is the citizen and not the system, who is the one to choose, which solution is best for you”, (Finansministeriet, 2004, p.8, my translation). And by setting it up as choice of public/private provider, the elderly was installed as a consumer with power to move her consumption as she desired. There were no fixations, a choice should be made, but choices could be made over and over again, if her needs were not fulfilled in the chosen provision of care. 

The new policy addressed what was seen to be a need for empowerment and more individualized services, and the focus was on the user of care services. Little was, however, said about those producing the care services, the home helpers, or about those who assessed the need for care, the assessors. Did they acknowledge this need for more user involvement and how it was to be expressed in the intervention of the free choice? And did the introduction of the free choice change the care relationship, installing the user of care services in a new role? 

The article takes up these questions by addressing: How has the intervention of the free choice of provider come to be seen as a response to need? What are the circumstances which has brought this forward? Is it in conflict with other assumptions about need and how to meet need? What opportunities for communicating about need and intervention does this facilitate? And what expectations to roles and relationships are communicated?

I will claim that the communication about care has adapted over time to the changing condensation of meaning of the needs and intervention, so that we today arrive a point where communication of need and intervention must take a variation of discursive legacies into account. This has changed the emphasis from a semantic about relations in care, to activation over equality of treatment, and for the time being ends with the communication about the free choice. The discursive logics of these semantics imply a great deal of variation in how elderly, home helpers as care providers, and assessors are written into the communication, and variation in whether they are included or excluded from the communication.  
Analytical approach

The analysis in the article is based on analytical approach, which seeks to understand how we observe and communicate within a given communication about needs and interventions. It owes greatly to Niklas Luhmann, in being an epistemological approach which observes how we set differences in the communication. The analysis is also inspired by Niels Åkerstrøm Andersen and his work of institutional history (eg. Andersen, 1994). 

I make use of Luhmann’s analysis of semantics, in looking at the conceptualization of need and intervention in home care for the elderly. Luhmann defines semantic as the “…special structures that relate communication with communication by making forms available, that systems of communication treat as equal (Luhmann 1995, p. 282, my translation). The object of the semantic analysis is how and when discourses about need and interventions take place, and their institutionalization and anchoring in ideals. The semantic analysis is here based on a diachronic analysis of the historical conditions of the meanings of need and intervention through the last 50 years, how they emerged and how they were dislocated. It asks to the condensation of meaning of the concepts of need and intervention by identifying the reservoir of these concepts, in a given period and over time. It also asks when there is a semantic break (Andersen, 1999).

Also, a systemic analysis is used, based on Luhmanns formation analysis. The object is the study of effects of the discursive and institutional variations within the system, in a certain moment in time, or more precisely, after the introduction of the free choice. The first purpose is to identify changes in system communication by identifying changes in the way the system defines it self in terms of border, structure and function, what unity of form is set. It asks to the unity of the difference between help/no help, how it emerges within the present day care system, and what framework for possibilitites for communication about need and intervention is created? And which paradox in communication does it install? It is the study of how impossibilities of a specific form of communication are made possible within the system (Andersen, 1999 & 2002). The second purpose of the systemic analysis is to observe the consequences of articulation of the distinction between help/no help in the home care system, as it is observed in formation of expectations about roles and relationships. 

Figure 1 illustrates the analytical approach and the guiding questions:

Figure 1
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Both analytical steps are strategies for second-order observation: we as observers observe how is observed and communicated about need and intervention. Instead of making a first order observation in the traditional onthological sense, by asking what is ‘out there’, or what it means that something exists and taking it for given, we take the second-order point of observation, by asking wherefrom we observe when we observe ‘what is out there’, or what is the structures of communication? The scientific value is not the measurement of the spread or significance of a certain phenomena but an understanding and questioning of the discursive truisms. 

As it is limited to our observation, others may have other observations. The validity of the observed – which is observed through our eyes – may therefore appear differently, and seem invalid though other eyes. We analyse a sample of social communication, and any message, which is socially communicated, can be understood differently depending on the information and utterance of the message (Luhmann 1995). 
The articulation of help in the care system 
The outset for an understanding how we communicate about care for the elderly, seen from a system perspective, is the observation trough distinction and definition. In system theory, it is assumed that we observe through observation of differences. The differentiation sets borders between ‘us’ and ‘them’; it is the boundary between system and the environment, and we use this as guiding difference to define differentiations between false from true. 

According to Luhmann, modern society is characterised by being differentiated into functionally differentiated social systems, with each their logic. There is no centre for meaning, since society is polycentric, or “polycontextural”, as each functional system create its own understanding of meaning and function – its way of referring to itself. Communication is based on a code that the system has itself created to identify the logic of the system. Eg the political system makes use of the distinction power/non-power, the economic system use the distinction payment/non-payment, the information system use the distinction information/non-information etc. This defines the opportunities for observation which is used by the social system and also the limitations as observations are only made how problems  

Within system theory, the welfare state can be regarded as a social system, which executes programmes to deal with problems of exclusion from other social systems, caused by the functional differentiation of society. These exclusions prevent people eg. from taking part in working life, education, love etc. (Bäecker, 1994). According to Moe, in the welfare state, communication is bound to the question of whether or not to help, and this help takes place through intervention (Moe, 1998). The welfare state functions inclusatory by compensating for the exclusion caused by other social systems. 

There is therefore the assumption of an active involvement on behalf of others, based on an identification of need, but needs are based on the logic of the system, and only becomes needs if they fit this logic. Help/no help is the overall code or logic behind all welfare interventions. 

Organisations operating within a functionally differentiated social system, like the home care organisation, do not hold its own binary code. Systems of organisations are systems of decision-making, and communicate through decisions. Organisations and functions system constitute the environment for each other, they are structurally connected, and decisions cannot be communicated in the organisation without using the logic of the function system (Andersen, pæd*). 

Whether to help or not is so to speak the common formula for contingency for all organizations working within the welfare subsystem and their commitment to provide help It is a common concept that cannot be generally defined as the intervention varies across organisations, but something which signals a mutual understanding and agreement (Qvortrup, *). In Spencer-Browns (1969) logic of distinctions notation it takes the following form:
Figure 2 Notion of contingency – to help
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This also illustrates the ‘blind spot’ of the identification of needs, as needs are only recognised if they fit the programmes of the welfare state. Meaning is continious actualisation of possibilities, and meaning can be related to both experience and action and is central for our identification and evaluation of central problems. From all the possible meanings of need it is only those which fit the logic of the system which are then identified as needs and accordingly met by an intervention which exists in the system. 
On the other hand, this selection of a limited amount of available information about need enables the subsystem to reduce complexity. There are only a certain number of possibilities of needs to address. And this is also how meaning within the social system is created as a structure that tells us what is in focus. 

Our understanding of meaning in a social system like the welfare system – and in the care organisation - is, however, neither universal, nor timeless, but is created from our present fixation and condensation of the many possible meanings that are available to us. This notion of contingency represents the multitude of possibilities for communicating within society as it is based on the understanding that nothing is fixed and that everything could be different. How we communicate about need and intervention is therefore based on an application of meaning in a certain time and certain context, it is how we presently “separate concepts and the world” (Qvortrup, p 17
Meaning is the selected meaning – it is constituted by the difference between actuality and potentiality of meaning.  It centres for a certain moment the attention on one of many possible ways of communicating. This reduces complexity - eg in our case the essential meaning of the intervention is only to accommodate need and there is no other function -  but this selection of meaning in fact also opens up for other understandings of meaning, by providing a horisont of possible meanings, captured in concepts. If the chosen differentiation between actualised and possible meaning seems inadequate, in the sense that it does not provide the neccessary possibilities for communication, new meanings are available. Meaning is to be understood as a surplus of references to further opportunity for experience and action (Luhmann, 2000, p. 99). Meaning over time is condensed into central concepts, loaded with a multitude of significances and never to be fully defined, nor captured. 

Luhmann distinguishes between three dimensions of meaning, which are useful in the analysis of different communications about need and intervention: The temporal – when something takes place, or a differentiation between previously/after presently; the physical dimension – what is the chosen theme and object for communication, or the differentiation of this/something else; and the social dimension – who decides on the theme, theories, meanings, or the generalised difference between us/them (Luhmann 2000: 116-122). We can apply this to an understanding of when there are dislocations about the meaning of need and who decides about what is the meaning of need and subsequent intervention.
Emergence and dislocations of the concepts of need and interventions

If we use the three dimensions of meaning as a tour guide in the semantic analysis, a short historical view of the emergence and dislocations of the concepts of needs and intervention reveal that several paradoxes, conflicts and contradictions in the communication about need and interventions in care for the elderly have occurred. The aim of the following semantic overview is to illustrate the interaction of the different semantics about need and intervention, as they have appeared over time, and to facilitate an understanding of how their ‘legacy’ interferes in our present day understandings and expectations about roles and relationships. The aim is not to explain the development but to point out the central dislocations which have occurred in the semantic about need and intervention. 
Over time, the systemic logics guiding the provision of care for the elderly have changed considerably. From the late 1940s, criticism of the existent care provision in institutions meant the introduction of care interventions which were to break with the past of providing care without dignity and respect for the elderly. Care provided to elderly changed from taking place in an institutional setting, to also being provided in the home of the elderly. The needs for care were gradually seen to change over the following years. Rather than providing institutionalised care, where elderly were placed, passified, and patrionised, often under very miserable conditions, interventions should reflect that the new guiding principles, normalisation and independence. Elderly were to receive care in their own home, a policy which should later become dominant (Daatland & Sundström, 1997). 

Municipal care provision in the home took the form of provisional assistance, provided by women, whose qualifications were initially based on their experiences as housewives and their gender, and not on special care education. Needs did not exceed what an experienced housewife could handle. In fact, single women were considered to be especially suitable for this kind of work, not qua their professional or personal qualifications, but because they could in this way earn a living, instead of being supported by the municipality (Fuglsang, 2000; Daatland & Sundström, 1997). Single women were disciplined to provide economically for themselves but also to participate and engage with others. In this sense, the intervention solved more than one social problem. Needs assessment was in most cases carried out by local GPs, who decided the time which the intervention should last, despite being external to the daily provision of help. 

Ageing was seen to be part of a biological process, or similar to what Estes and Binney have termed biomedicalisation. It was seen to imply diseases, decay and deviation from what is considered to be normal (Estes and Binney, 1989). The understanding was that care needs were considered to arise from biological ageing, an irreversible development, which the care system could compensate for but not prevent. This understanding of irrevocability of ageing and the needs that arose in relation to ageing, left little possibility for the home helper to redefine the concept of need and intervention. She could only make sure that the elderly received what was considered necessary as compensation for ageing.  Mostly, this consisted of assistance with practical task such as cleaning and shopping. The allocation of time for help left room for the home helper to take time to socialise over the traditional Danish cup of coffee. 

As it was the same home helper who visited the elderly, often several times a week, they shared a fixed care relationship. The home helper accordingly named the elderly ‘her client’ (Fuglsang, 2000). Her work was based on a personal contact and relationship to the elderly. This relational competence is also today considered to be an important qualification in working with care. It is based on knowledge about the individual care recipients, which comes from the relationship and the regular contact with the carer recipient (Astvik, 2003) 
In the 1960s, the provision of home help gradually became more individualised, encompassing and professionalized. From 1968, the municipalities were for the first time formally obliged to set up provision of home help, and home helpers should from now on have access to training. Care provisions took a more holistic form, as the communication about need came to include the elderly’s condition of health and overall wellbeing, and municipalities included these concerns in the home help intervention (Fuglsang, 2000). Help provision also became more focused on the personal care provision, such as bathing, getting dressed etc. Focus for the care intervention changed accordingly from the household tasks to having more focus on the intimate caring tasks (Dahl, 2000). With the individualisation of care provisions, the home helper came to play a more formalised role in the assessment of need, based on her daily observations (Fuglsang, 2000). Her role as a professional observer of needs was now recognised and systemically supported.

From the mid-1970s to the 1980s, communication about needs and intervention once again changed, this time the change meant the inclusion of facilitation as the dominant guiding technologies. The adoption of the Social Act (Bistandsloven) in 1974 marked the transition, in consolidated the ideas about activation and prevention for the coming 20 years. It was realised that loss of functional ability did not only relate to biological ageing, but could also be related to social isolation. Home helpers should as far as possible hold the necessary educational qualifications so that they could motivate and mobilize elderly to stay engaged and participating in society (Stoltenborg 2002; Fuglsang, 2000). The success of the technology of help-to-self-help as a way of communication about need and intervention rest on the assumption that it increases individual cultural status but also reduces the likelihood that the elderly will need care, and thus eventually reduces the costs for care (Blåkilde, 2005; Balle-Hansen og Vedung, 2005). The technology of help-to-self-help assumes that the helper should assist the care recipient in managing as many tasks as possible, and may - by present day standards – also imply that the elderly and the home helper work together in carrying out the different tasks (Socialministeriet, 2006). 
The population of the elderly and the care context had, however, changed. Ageing of the population accompanied with a policy of de-institutionalisation – ‘As long as possible in own home’ – introduced in 1987, meant that the needs which should be addressed had changed and the setting for the help likewise. The Committee behind the reform concluded that there was a need for continuity, so that elderly could continue their normal life, despite the need for care. Use of own resources was also still high on the agenda, as was the possibility to choose between different provisions of care, mainly different housing options. 

Professionalisation of care provision also in principle meant a dislocation in the care relationship between the elderly and the home helper. By the end of the 1980s and the early 1990s, interventions were rationalised in the sense that it became popular to organise home helpers in semi-autonomous teams, who divided the work up between themselves, discussed clients over regular meetings. The professional view of the individual home helper was supplemented with colleagues’ interpretation of need and intervention. Often, it was a meant to be an organisational solution to improve efficiency in times of cut backs, but was also presented as a strategy for job enrichment and empowerment (Lewinter, 1991; Olsen, 1988; Rasmussen, 1992).

The intervention was no longer time-based but classified according to the certain tasks to be carried out, so the elderly were no longer given a set amount of time, with room for negotiation between the home helper and the elderly (Fuglsang, 2000). New specialisations arose which further dislocated the individualised care relationship, as identification of need was formally to take place as part of professional evaluation. This was from now to be carried out by a specialized care assessor, in most cases an experienced home helper, whose main job function it was to identify needs and specify interventions. The authority for identification of need and intervention was no longer centred in the daily care relationship but again became something which was decided beforehand and by someone who could be considered to be external to the practical care function, but this time it was part of the organisation. 

The relationship between providers and assessors was however, still considered to be too close, and this prevented efficient steering. This was the conclusion after a project about future ways of steering the home care had been carried out
. Assessors were considered to place too much emphasis on the daily running of the system, and too little emphasis on the politically decided goals and levels of care provision. This resulted in what was seen to be great inequalities in assessment. From central level, it was consequently recommended to introduce a split in purchasing and provision (Balle-Hansen & Vedung, *). 

From the late 1990s, following the overall criticisms of the failures of the welfare state, the care sector is discovered as a potential site for the introduction of the market mechanism. As the welfare state undertakes the required modernisation, the new guiding principles in the care intervention are efficiency, quality and competition. The free choice is seen as a way to further individualise the care intervention, and a means to empower the disempowered care recipient. 

The focus for the care intervention is dislocated from the actual meeting between the elderly and the home helper, to the choice of the right provider. The care relationship is expressed in the choice of provider, where the public/private divide is the main criteria for meeting need. Overall quality of care is increased by the mere introduction between a public and private provider: “Free choice in itself is conceived as a benefit by the citizens and free choice therefore in itself increases citizens’ perception of quality” (The Government, *). 

Processes of self-description are installed as part of the introduction of the free choice. Private providers must make available for communication as to how they differentiate themselves from other providers, including the public providers, so that the elderly are able to make an informed choice. Public providers could in principle do the same, but this has not been the strategy, perhaps from the assumption that everybody already is informed about how need and intervention are conceptualised within the public sector.

Still, it is interesting to observe how private providers choose to describe their company profile and the services delivered. It gives the private providers an opportunity for reflection on their company strengths in comparison to other providers but is also a communication about a diagnosis about the strength and weaknesses in the public care situation. One private company describes their services like the following: ”We set an honour in keeping our appointments, and not least in being flexible. For us, it is obvious that everybody has their own contact person and that the cooperation takes place as a dialogue between equal partners”(Active senior care, 2006, my translation). 

Another company states that their employees are “… engaged and motivated [employees], who see to that precisely your needs are met. Our employees are qualified as social and health workers and are experienced in working within care for the elderly. They are flexible and listen to your wishes and personal needs (Aeleris Ældreservice, 2006). The improvements in quality in care from introducing the free choice, as it is communicated here, seems to suggest that the public practise of arriving too late, of another new – disengaged and low qualified - carer, providing no room for negotiation about needs and intervention is challenged by what the private providers can offer. 

During the same period, care provisions in the home have changed in content from the provision of practical care to more personal care. The elderly is less likely today to be assessed for help with general cleaning than previously, as the provision of care is more and more concentrated on the very frail elderly, with need for more intensive personal care. 

Staff qualifications have been upgraded to match the new needs of an ageing polution, and new professional degrees of 1-1½ years for care providers have been introduced, in order to develop skills and to give more status to the job. On the other hand, municipalities have since 1993 been able to employ social assistance recipients as home helpers, conditioned that overall level of municipal provision was increased. Care competencies consequently were reduced to a question about ‘available hands’ rather than ‘competent hands’ (Dahl, 2000), and the communication about the concept of the care intervention became a question of practical issues, rather than professional or relational issues (Dahl, 2000). 

Similarly, the semantic guiding the meaning of need and intervention in the free choice is not focussed on the professionalism of the care provider. Municipalities are from the state not required to set certain standards for the educational qualifications when they engage in contracts with private providers. Only if the municipalities themselves can match a similar level of education, may they require this from the private providers. The conceptualisation of the care provider is accordingly not necessarily someone with special qualifications in care but could just as well be an unskilled generalist who manages the household tasks as well as the more intimate care tasks.

After the introduction of the free choice, the purchaser-provider split has also been made obligatory by law, in order not to favour certain providers – meaning the public providers. Assessment has been centralised, in the sense that is has physically changed location from being carried out in an office located where the home helpers meet, to being located in a central office. This has reduced the possibility for daily, informal talks about changes in needs between home helpers and assessors. The home helper must report back in written form, herself or through her team leader, about changes in needs. 

Descriptions of need is not only more formalised but also standardised. Needs assessment today is in most municipalities based on a system of common generic assessment system, Fælles sprog [Common language], which specifies how need and interventions can be named. The accentuation of need and how it is best evaluated is for assessors now a question about applying the best professional standards and about treating the same case equally, across different municipalities. Assessment should ideally be independent of the assessor and her approach to the work. The assessors have been disciplined to concentrate on the identification and evaluation of need, and not on the overall framework or on how needs are met in the actual provision of care. The relationship between assessor and home help function is further dislocated by the new practise of generically re-naming the profession. A ‘visitator’ [assessor] should in the future be identified as ‘sagsbehandler’ [case officer], as her job function is considered to be no different than what other general case officers do, evaluating individual cases (Balle-Hansen & Vedung, *). She is not longer communicated as a part of the home care organisation but as a general expert.    
Discursive diffentiations

The variation in forms of accentuation of need and intervention over time means that the possibilities for communication about need and intervention have changed over time in the observation of what is in fact need and intervention, and who may take part in this observation. 

We can identify a number of discourses. The following systemic analysis will look further into how these discourses today facilitate communication on the systemic level about whether to help or not, the systemic observations about need and interventions and hoe paradoxes which are installed and unfolded. And what are the expectations as to roles and relationships of roles?

Discourses can be regarded are processes of accentuations, based on and regulated by certain ideals about 1. accentuable themes – or what can be talked bout, 2. identification of subject positions – or who are accentuated as responsible and active subjects, capable of establishing relations to other objects and subjects, and 3. an argumentative order which establishes how it is acceptable to verbalise communication and which verbalisation can be dismissed – or the formulation of rules for communication (Rennisson, *)  These discourses have had each their heyday, but provide legacy for each other and in some cases operate as parallel discourses in today’s communication about need and intervention. 

One way of characterising the difference in horisont of meaning across the discourses, is to characterise them according to how the accentuated distinctions come forward as codes. These codes determine how we may communicate about need and intervention by limiting the possibilities for selection between different communicative couplings. The overall code for the help system was according to Moe (1998) to help/not to help, and this is the basis for communication within the care organisation, this is how the organisation describes it self and its function – to help elderly by intervening when they need care. How the organisation describes itself and differentiates between itself and its environment also establishes the borders for identification of need and intervention. However, today’s organisations often do not have only one ‘master’ but must relate to many function systems. They are polyphonic organisations with a variety of incomparable values and codes for communication (Andersen, 2002b).

Also, when organisations make decisions, they produce paradoxes, which are the source of eternal concern, and organisations must find solutions as how to unfold these paradoxes. The organisation constantly questions whether the intervention solves need or not, whether it actually helps or not. In this observation there is a re-entry of the basic distinction between help/no help in the communication about help. Although the organisation is not able to observe its border to its environment, through the process of re-entry the organisation can re-install the differentiation. This opens up for new observations of needs and intervention.  

We can observe in all 4 major discourses within the last 50 years, and 3 dislocations. The historical analysis reveals that the semantic legacy included a care discourse emphasising the relation between home helper and care recipient, a discourse which focussed on the role of the home helper as facilitator and observer of needs, a discourse centred on the issues of equal treatment, and finally a discourse concerned with the provision of a choice for the care recipient. 

As the horisont of meaning for the identification of need and for the intervention has changed over time, we could identify firstly the focus on the qualities in the negotiated relationship between the home helper and the elderly (See Figure 2). It has connotations of being interventions both caring for and caring about. Knowledge is experience-based and not based on universal principles and intervention is focused on providing for changing needs, in the given situation. 

Several characteristics of this discourse are similar to the characteristics in the concept of care rationality which Kari Wærness (1987) has introduced. She introduced a conceptualisation of quality in care, which builds on competences such as empathy, respect for others, engagement and involvement, or what has been termed traditioional female values. The development of the welfare state has formalised the care provision, but includes many of the values from the informally provided care provision in the private sphere. The intervention is consequently often difficult to measure and can be said to lead to no apparent productive result (Wærness in Elliasson, *). It describes a situational-contextual care relationship where the description and specification of need and intervention is essential. The guiding code is close/distant, and as the quality of the care provision is based on the continuity of care relationship, the home helper is not easily replaceable. Care therefore requires knowledge and perspectives that are in conflict with the means-ends rationality and perspective of effectiveness that govern administration and planning. 

The conflict that arises between assessor and care provider is the lack of recognition about the necessary time for relational care. The paradox is that the understanding of the function of the intervention is mainly related to the compensatory provision of help. The home helper carries out the household tasks that the elderly can no longer manage. The intervention is assumed to be based on the ‘intrinsic’ and naturally given competences of the home helper and her experience as a housewife, which is reflected in the assumption that an available hand (or two!) is sufficient. Dahl, however, points out that many of the competences inherent in this model are no longer given for today’s home helpers, but must be learned. This includes the knowledge of simple housekeeping, or how to do the cleaning, washing, prepare a decent meal, etc (Dahl, *). 

Figure 2
	Discourse
	Medium
	Code
	Refleksion
	Function

	Care discourse
	Continued relation
	Close/distant
	Situational-contextual technology
	Compensation

	Facilitation discourse
	Didactic professionalism
	+/- participation
	Help-to-self-help technology
	Normalisation, activation, development

	Justice discourse
	Decision about need and intervention
	+/- decision 
	Standardisation technology
	Equality



	Choice discourse
	The free choice
	+/- choice
	Entry/exit technology
	Empowerment, recognition, quality production


In contrast, in the facilitation discourse, the medium for the understanding of need and intervention is the competences of the home helper as a professional (See Figure 2). She is the one who shall identify the need for and initiate and create participation. The function is to normalise, develop and change the elderly, and this takes place through active participation on the part of the elderly, instrumentally when the elderly takes her share of the daily doings, or more figuratively, by the home helper assisting in the elderly’s participation in the local community. It is essential that the home helper does not take over what the elderly is still capable of doing, or what the elderly, with assistance, again can come to manage. The home helper produces a more active care recipient, who has a higher quality of life qua being responsible for her own situation. The home helper is important in this process, as a professional observer, but intervention is not necessarily based on her as a person but on the professional optic which she has gained through her training. The conceptualisation of need as the need for normalisation, activation and development, however, also installs a paradox in the communication. It establishes a paradox between the communication about individualism and universal needs of participation. The individual elderly is made relevant for communication as a subject for activation rather than as a subject of individual treatment. 

In the justice discourse, the paradox about universalism/individualism is unfolded by the introduction of individual rights to a professional needs assessment, independent of the assessor’s personal view about available resources and care practises. The communication is concerned with treating like cases alike (See Figure 2). The guiding technology is the standardisation of communication of need and intervention. Help is easily quantifiable in the registration of standardised needs and intervention, and this facilitates documentation and transparency – at least for management. However, this also installs a new paradox, as universalisation becomes uniformisation. The assumption that needs are comparable is incompatible with other assumptions about the good care provision, which is based on the recognition that care provision should support the possibility to continue individual choice of living
. There is little room for flexibility in definition of needs according to individual life experiences, resources, needs and opportunities. It is based on an organisational rationality where communication about needs only can take place within given categories – needs only exist if they are described in the catalogue. Descriptions of needs are preconceived outside the care situation, so there is only little possibility for negotiation of needs and intervention between the home helper and the care recipient
. The provision of care is instrumentalised, and based on management structure and rules rather than relations (Gonge, 2001). Care provision becomes production-oriented and can be taylorised by splitting it up into many parts (Eliasson, 1995). The home helper becomes replaceable as the function becomes to provide care, not a relationship. Care is provided on the basis of standardised competences, achieved through training and professional socialisation (Gonge, 2001). 
Yet again, a practise is introduced which can unfold a paradox, this time the policy of the free choice. It unfolds the paradox of the standardised care recipient that was produced in the justice discourse.  The communication about need here assumes that the elderly is disempowered. By providing the elderly with a choice, the she can express her individualised care needs. The function of the free choice is accordingly to empower her. It represents the recognition of her as a unique person, with unique care needs. She is made responsible for the choice, no one else but her can or should choose.  

The discourse preserves the element of equality from the justice discourse. Everybody can and must make the choice, and accordingly are equal. The choice is guaranteed, across income, class and gender divides. She becomes a powerful consumer of care, whose consumption is never restricted by lack of economic resources. Through the classical technology of the market economy, the possibility for entry/exit of the care contract is made available for her. She maintains the power to move her consumption to where ever she pleases. 

She also comes to take an important part in the production of care. Her choice determines the continuation of the production of a specific care product. If she chooses to continue or break the contract with the care provider, she sets her mark of what is good care. Within the choice discourse, she becomes the producer of quality – the assurance that quality of the care provision meets her standards, as an individual and as a representative of care recipients.     

Yet, her choice is limited to the choice of provider. It is not a choice in hours of provision of help. Addressing need does here not relate to the volume of care but to the need to decide over ownership of care. It is a choice between collective and non-profit or private, for-profit care provision. She must differentiate between the providers, and make an informed choice. Her choice is communicated as a stance - for or against marketization.  

She is made relevant for the communication only as a competent consumer. There is no possibility of being incompetent, no option of a non-choice; either she chooses the public or a private provider. There is in principle no end to the number of choices she can make. In reality, however, it is time consuming and exhaustive to have to differentiate between products, not least when the product is so intimate and personal as a care provision.  

She is installed as the ultimate expert over her needs and how needs should bee met. If the care provision does not live up to her expectations, it is fully acceptable that she finds another provider who may better meet her needs.  This moves the definition of need from the producer to the consumer, but also undermines the professional evaluation of needs.  In the end, the care recipient is made responsible for the choice of care, and thus for the quality of what is delivered to her. If she received poor quality, she could have chosen otherwise.   

Expectations as to roles and relationships of roles

Individual persons do not take up much analytical occupation in system analysis, as they are referred to the environment of the system, and persons in system analysis is even considered to be a ‘semantic trick’ The concept of the individual is considered to be an internal organisational communicative construction, and only a product of the internal process of accentuation of individuals (Andersen & Born, 2001).  

However, individuals are included as addressees for communication in the organisation. In order to reduce complexity, the programmes of the organisations determine the purpose (function) of the intervention, who can participate (membership) and in which way (roles). The roles suggest how we may observe a person. Luhmann identifyes the role as   in that it determines the expectations which are related to this person. According to Luhmann, a role is a unity which can be filled in by many and interchangeable people, such as the role as patient, the role a teacher, the role of a nurse etc (Luhmann, 2000). Individuals are therefore included in the communication when they are made available for the communication; when welfare organisations construct them as recipients of the intervention. They are excluded from the communication, when the communication can no longer contains them

Through the communication about the condensation of the concepts of need and intervention we have been able are able to observe how and when the elderly, home care providers and assessors have been made available for communication. The different contexts about decision have, depending on the discourse, placed the elderly in a powerful role, communicating that they are the ones who determine need and intervention, at other times it has been the home helper or the assessor who is constructed in the communication as the interpreters of need and intervention. 

When help is communicated as an intervention of  relation, the assessor have been the one framing the communication about needs and relationship, whereas the actual unfolding has taken place in the negotiated relationship between the elderly and the home helper. The home helper has been the negotiator as representative of the system, and the elderly the negotiating party (See Figure 3). 

The home helper gained a more independent role as an observer and agent of change when help was communicated as the need for and interventions of participatory assistance. Here, the elderly was observed and communicated as somebody in need of being activated, but also given the role as a person co-responsible for her care. The assessment was carried out by an experienced home helper, why there were no necessary intra-organisational differences in the approach to need and intervention between home helper and assessor.   

This changed somewhat when equal treatment was in centre. The assessor should ensure that their decisions over allocation of help did not reflect the intra-organisational context but was based on the assumption that all needs were definable and comparable. She became the assuror of quality through equality, whereas the home helper was reduced to the replaceable producer of care. Although the communication about help should reflect rules of law, and thus present some notion about social rights, the elderly is made available in the communication only as the presenter of needs before the process of uniformation of needs has taken place.

Figure 3

	Mode of manifistation of help
	Expectations as to role of care recipient
	Expectations as to role of carer
	Expectations as to role of assessor

	Relationship
	Negotiating recipient 
	Negotiator
	Framer 

	Participatory assistance 
	Activated self-carer
	Observant of need and agent of change
	Intra-organisational ally

	Equal treatment
	Presenter of needs
	Producer of care
	(E)quality assurer

	Choice
	Quality producing consumer, expert of needs
	Service provider
	Consultant


The elderly is on the other hand made the centre of communication, when the communication about conceptualisation of needs and intervention is concerned with the provision of a choice. She becomes her own expert of needs, and essentially the producer of what is the good quality of care. The assessor becomes her consultant, not in the communication about need for care, but in the communication about the need for being able to choose between providers. The home helper, on the other hand, becomes the one who services the elderly, dependant on whether the care provision lives up to the expectations of the elderly and with little room for professional observation. 

Concluding reflections
Unlike the inclusion of persons as clients, the inclusion of persons as either customers or users in communication about welfare seems to create trust and legitimize welfare policies, because people feel empowered and free to choose (Kumlin, 2002). From the perspective of welfare reform, whether this includes the search for more efficient, better quality, and modernised services, there is some logic in freeing the individual from the provider constraint, if this unleashes them from the feeling of being pacified and patronised welfare clients. Seen from a perspective of system analysis, it is a brilliant unfolding of a paradox, where care provision has been said to be too provider dominant and not reflecting individual preferences. 

It is, however, not a procedure without its own creation of paradoxes, creating assumptions about the competent care consumer, who treats the product of care as any other purchasable product. She becomes self-responsible for the end result of her choice by being a co-producer of quality and is assumed to represent an expression for/against marketization. It is a communication which installs certain expectations also to the role of the home helper, as the silenced professional, and to the assessor, as the one only standing readily in the background for advice. In reality, the care recipient’s choice is restricted to the choice between a limited number of providers, and the interpretation of both need and intervention is given beforehand. Apart from the communicative promises, it is a strategy which does not set the care recipient more free than before, but which installs her as an accomplice in care. 
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Semantic  analysis





Systemic analysis





Basic analytical problem: Consequences for possibilities for roles and relationships of roles





How does the semantics facilitate communication on the systemic level about whether to help or not, as expressed in the actualisation of the concepts of needs and intervention? How does the semantics facilitate a re-description at the systemic level and which paradox does it install - and perhaps unfold? What expectations to roles and relationships are created? 





How does the articulation of the distinction between help/no help emerged and been dislocated through the last 50 years? How has it been condensed in the concepts of need and intervention? 





Help





Point of observation: Concepts of need and intervention in home care for the elderly








� Project Styring af Fremtidens Hjemmepleje [Steering of the home care for the future], initiated in 1996.


� As expressed for instance in project Den gode pleje [The good care provision], Socialministeriet, 2000.


� Consequently, a policy of the ’flexible home help’ has been introduced, which should allow for this negotiation about need and intervention between care recipient, see eg. La Cour, A. og Højlund, H. (2000) Den fleksible hjemmehjælper, in Social kritik, no 76.





