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The Social and Political Construction ofCare: Community Care Policy and the 
'Private' Carer 

DThompson 
Abstract 

This thesis presents a retrospective critique of the social and political construction 
of 'informal care' within community care policy from the period of the late 1970s 
to the mid 1990s. The thesis considers the question of the degree of 'choice' 
available to informal carers to say 'no' to caring, or aspects of caring, within the 
reforms' positioning of informal care as the first line of support for adult 
dependants. 

The critique focuses on subjectivity, difference, agency and choice. A theoretical 
and methodological synthesis is developed between feminist post-structuralism, 
feminist critiques of mainstream social policy, and feminist theory and research, 
within which a qualitative in-depth interview study with informal carers 1s 
situated. The critique is then expanded through the development of a 'Q' 
Methodology study with a larger cohort of informal carers. 

The research identified gendered generational differences between the carers, and 
a 'burden' of care imposed as an outcome of consecutive governments' attempts to 
residualise welfare. The older carers' levels of agency and choice were severely 
curtailed. However, the younger female carers were more able to resist the drive 
of the community care reforms, their counter discourses being based on a new 
emergent notion of 'rights'. 

The direction of community care policy was found to be out of step with how the 
carers within this study perceived their responsibilities and 'obligations'. The 
thesis argues that whilst post-modernism may have constrained the capacity of 
governments and reconstituted our understanding of 'care', it has not done so to 
the extent that we are no longer prepared to make demands for 'care' from and by 
the state. 

(ii) 



In memory ofmy parents, Edna and Leonard Mullenger 

(iii) 



---

Chapter 

1 

2 

3 

4 

5 

6 

7 

CONTENTS 

Introduction: The Research Context 

Historical and Theoretical Context: Discourse and 
Community Care 

Post-Modernism and New Managerialism 

Subjectivity, Process, Synthesis 

The Interview Study and Reflexive Critique 

Carers' views on whose responsibility it is to care: 
A 'Q' Sort Enquiry 

Conclusion: Post-Modernism and the Theoretical 
Synthesis 

References 

(iv) 

Page 

1 

15 

55 

97 

164 

220 

278 

305 



Acknowledgements 

To all the carers who participated and whose work is represented here but must, of 

necessity, remain wiidentified. 

To all the carers' organisations and voluntary organisations who assisted me. 

To my supervisors, Hartley Dean and Kathryn Ellis, for their intellectual rigour, 

excellence and support. 

To colleagues at the University ofLuton for their patience and forbearance. 

To Gillian Reynolds, Marcia Worrell, Wendy Stainton Rogers and the late Rex 

Stainton Rogers for assisting me with 'Q' Methodology. 

To Eric Thompson to whom I owe a personal debt. 

(v) 



DECLARATION 

I declare that this thesis is my own unaided work. It is being submitted for the 

degree ofDoctor ofPhilosophy at the University of Luton. It has not been 

submitted before for any degree or examination in any other University. 

Diane Thompson 

_______day of_______,2000. 

(vi) 



CHAPTER I 
INTRODUCTION: RESEARCH CONTEXT 

The subject of the thesis is 'care' and social policy. The focus is on 

informal/private carers and community care. Informal/private carers look after 

and 'care' for frail or vulnerable members of society, normally within a familial 

relationship, in an unpaid voluntary capacity. This caring is usually undertaken 

either in the home of the person requiring care or in the carer's own home. Within 

the context of this study informal/private care does not apply to the normative 

expectations of parenthood. The focus is on those who attend to adults in need of 

additional care and support. 

The term 'care' is used in different ways within this thesis. This points to a further 

important emphasis within this research, that of discourse, language and meaning. 

Within a post-structuralist perspective (which this research adopts) language has 

no inherent meaning, it does not 'reflect' a pre-given 'reality'. Rather, language is 

organisational, it constitutes social organisation and constructs individual 

identities. 'Reality' is constructed, defined and contested through language; 

through discursive power. Ideas, words, and practices, are seen as 'discourse' 

which construct particular knowledge positions. Discourse may, therefore, be 

seen as 'ways of producing knowledge, and ways of shaping the world according 

to that knowledge' (Crowley and Himmelweit 1992:237). However, post

structuralism argues, the power over meaning within discourse is always open to 

contestation, to re-interpretation. Meaning is neither singular nor fixed but 

contextual and multiple. 



Discourse within this thesis can refer to the discursive power invested in 

historically specific socially constructed ideas and discursive practices operating 

at all levels. This may be within and between nation sta.tes, within and between 

individuals and families, within and between social institutions, and among 

groups of people such as politicians, policy makers, academics, social care 

managers and professionals. Other examples ( which are explained and explored in 

the body of the thesis) may be the discursive power invested in ideological 

constructs such as 'the caring relationship' or 'familial ideology'. 

If we apply the concept of discourse to 'care' it immediately takes on a radical 

edge, open to various struggles over meaning which involve power and 

contestation. 'Care' therefore is a dynamic discourse and can intersect with other 

competing discourses. One of the aims of this study is to identify and trace some 

of these intersections. 

'Care' may apply to the everyday caring tasks involved in the physical 'tending' 

(Parker 1981) of another, the washing, feeding, nursing, general supportive 

activities, but also to the affective notion of 'care' within a caring relationship. 

'Care' may be seen as an important topic for theoretical analysis, as within 

feminist theory, which de-constructs discourses on 'care' to see whose interests 

they represent. Again 'care' can be taken up and utilised within policy 

formulations and political ideologies, which impact on implementation by the 

'caring' professions. Also the concept of 'care' does not just apply to 

informal/private carers, but to the army of often low-paid part-time, 'care' workers. 
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The notion of 'care', therefore, is central to an understanding of the state and state 

welfare, and this is particularly so in relation to the development of 'community 

care', the other related focus ofthis study. 

This study was undertaken in the period November 1992 to June 1996, the period 

of my full-time studentship with the University of Luton. It arose from 

commensurate work undertaken as a Research Assistant within the University. 

The subsequent writing-up underwent several major lengthy interruptions due to 

family caring responsibilities. This has resulted in the thesis being presented as a 

'retrospective' study of community care policy development and implementation, 

set at a particular historical conjuncture. This is from the late 1970s to the early 

1990s during the Thatcher administration and subsequent Conservative 

government, and before the emergence ofthe current Blair administration. 

The theoretical focus ofthe thesis is complex and evolved over a period of time. It 

involves the gradual refining and attempted synthesis of three differing theoretical 

perspectives. One is feminist critiques of social policy. This incorporates the 

impact of post-modernism on the discipline to extend the critique of mainstream 

social policy to argue for the need to incorporate gender, race and other social 

divisions 'at the heart of an analysis of the welfare state' (Williams 1989). The 

second is feminist post-structuralism and de-construction which challenges 

dominant knowledge production processes through de-constructing the working of 

power located within the construction of patriarchal social relations. This de

construction enables differing counter power/knowledge meanings to be 
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identified, which allow for the possibility of change. The third is feminist 

epistemology, theory and research which incorporates a particular ontological 

position stemming from patriarchal oppression. 

The structure of the thesis too is complex and unorthodox. This is due to the 

decision to place the research within feminist theory, which stresses the 

importance of making the intellectual process of knowledge production accessible 

and visible. This is achieved through the development of 'unalienated knowledge' 

and the researcher's 'intellectual autobiography' (Stanley 1990; 1991) which 

enables the research process to be more transparent. 

My aim has been to demonstrate explicitly the continuous and dynamic process of 

knowledge production, adjustment and refinement which is an important element 

of the research process. The thesis moves and develops as a discursive narrative 

over time, but from a retrospective perspective. It is as much a reflexive account 

of my development as a subjective researcher as it is about the subject matter of 

the study itself, informal care, although as it turned out the two have become 

intertwined in an unexpected way as I too became an informal/private carer. 

The style of presentation has caused tensions. The main one being as a 

retrospective study, how to retain an approximation to a 'view' of 'how it felt at 

the time' within the limitations that re-construction impose. I have attempted to 

address this through the use of extracts from conference papers, writing-up 

conducted at the time, the MPhil/PhD transfer report, feedback from supervisors, 
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my publications, and within the appropriate developmental stage of the study, 

extracts from a reflective diary. 

The thesis comprises seven chapters, of which this brief introductory chapter is 

the first. 

Chapter 2 offers a historical and theoretical overview, to place the research 

contextually. It traces how 'care' was positioned historically at particular 

intersections within social transformations and the state's response to and shaping 

of these transformations, taking the Elizabethan Poor Laws as the starting point 

and concluding with the community care reforms of the early 1990s. I argue there 

has been a move from government by families to a government through families. 

I describe this as the transformation from a care/neglect to a care/control nexus. 

Increasingly the state regulates social relations by interventions within the 

"private" sphere of 'the family'. 

Whilst tracing these transformations I also identify a particular form of critique of 

these social and political processes, the early feminist movement and the 

emergence of the feminist academic critique of social policy. This analysis 

highlights the gendered social construction of hegemonic (i.e. dominant) 

discourses at play within the intersections of'care', 'women', and 'the family'. 

Chapter 3, Post-modernism and New Managerialism opens with a critique of 

'modernity' and an explanation and exploration of post-structuralism and aspects 

5 



of post-modernism. It then moves into a discussion on the rise of the political 

doctrine of New Public Managerialism which arose as part of the global 

transformations occurring within the late 1970s and early 1980s. It is argued that 

the Thatcher administration took up and incorporated managerialist principles 

within welfare policy, focusing on consumerism on the one hand, and neo

Taylorist principles of effectiveness, efficiency and economy on the other, in its 

attempt to transform the state. In the process 'informal care' became the focus of 

further attention through the regulation offamilies. 

The findings of a textual study undertaken of the language of a sample of 1992/3 

and 1993/4 Community Care Plans are then reported. These texts, I argue, 

promote the care/control nexus through discourses requiring a shift within 

informal care from discourses based on 'morality' to discourses based on 

'normality'. Again, this analysis points to the gendered social construction of 

social policy. Locating the primary responsibility for 'care' within the private 

sphere of 'the family' effectively creates the situation where that responsibility 

falls mainly (but not wholly) on women. This argument is reinforced by feminist 

critiques of social policy. I conclude that the impact of the intersections between 

the rhetoric of new managerialism, the political drive towards a residual role for 

state welfare, and a new discourse socially constructing informal care as a 

'normative requirement', effectively reduces choice for informal carers to the 

'choice' to care. Rather than supporting carers as potential 'consumers' within the 

new marketised community care, the economic imperative of the reforms re

positions them as a given resource; as 'service providers', within the mixed 
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economy of care. In effect, the reforms cut across carers' ability to make choices, 

and especially the choice to say 'no' to caring. 

Chapter 4 outlines the development of my understanding of the need to develop a 

theoretical synthesis between the three theoretical perspectives described above in 

which to situate my work, as well as the need to develop an appropriate 

methodology to undertake an interview study. The chapter describes the various 

shifts and refinements in the attempt to work towards the development of a 

theoretical synthesis, whilst also undertaking an in-depth interview study with 15 

informal carers to investigate carers' ability to say 'no' to caring. The interview 

study places informal carers centre stage and focuses on subjectivity, 

contextuality and difference. 

The gradual development of the methodology for the interview study enables the 

creation of a synthesised analysis. This comprises a model illustrating recent 

governments' discourses driving the direction of the reforms in relation to 

informal care, as identified in Chapter 3, and interceding mediating discourses 

impacting on this desired shift. These mediating discourses include carers' 

emerging counter-constructs to these discourses. The second part of the 

synthesised analysis draws on this model to develop a contextualised narrative 

analysis of carers' attempts to gain legitimacy to say 'no' to caring, or aspects of 

caring. This incorporates a section on the researcher/researched relationship. 

This contextualised analysis has then been expanded to incorporate a narrative 

flow chart illustrating the working of power through carers' contestations to the 
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dominant discourses socially constructing 'informal care' within the reforms. The 

flow charts demonstrate carers' agency and carers' ability to develop counter 

discourses 'over time'. 

Chapter 5 presents the analysis undertaken and demonstrates the complex range of 

differences in carers' ability to say 'no' to caring. In this chapter I illustrate how 

the caring situation and carers' level of agency is informed and mediated by 

differences such as age, life-stage, gender, 'class', who carers are caring for, the 

hierarchy of care, how carers are positioned within the public/private dualism, 

access to professional gatekeepers and other factors. What emerged was an 

appreciation of the heterogeneity of caring; of differences amongst carers. 

Conversely, the difficulty of transforming discourses constituted by a moral 

imperative to care is demonstrated by all those carers attempting to stop caring. 

The major finding reported is one of a generational difference amongst these 

carers, where younger female carers were weighing up the decision to care against 

other responsibilities, commitments and opportunities, such as paid employment. 

This pointed to an indication that social policy was in danger of being out of step 

with these carers' perceived 'obligations'. 

The identification of generational differences has been regarded as having a 

particular significance, which I suggest points to wider changes in social relations. 

This suggestion is taken up again in the final chapter of the thesis, Chapter 7. 
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In addition the analysis identifies how an emergent notion of 'rights' is pivotal to 

carers' resistance to discourses structuring community care policy, and the social 

construction of 'care' within social relations. These rights are primarily articulated 

as bottom-up 'claims-based' challenges from carers, premised on a growing belief 

in their ability to lay claim to public consideration. Again, some of these issues 

are discussed in Chapter 7, but I argue these counter-constructs may have been 

developed through a re-casting of the notion of citizenship (Lister 1993;1999), 

resulting in a re-drawing of the public/private divide as a result of carers' stronger 

position within the productive sphere. Or they may have been constructed from a 

recognition of and resistance to 'nautonomy' (Held 1994; Dean 1996) which 

negates individual autonomy and conceals the asymmetrical relationship of power 

within relations. Or again, they may have materialised from 'empowerment' 

brought about by carers becoming a force within the 'new social movements' 

which have arisen within the 'post-modem' era. 

This chapter concludes with a reflexive critique and review of the working of 

feminist theory and methodology, including the production of unalianated 

knowledge through the intellectual autobiography; the researcher/researched 

relationship; the feminist critique of the relationship between who is the 'knower' 

and what is 'known'; and my own recognition of how I am the subject of my 

research (Stanley 1991; 1993). 

Chapter 6 is devoted to a complementary study extending the focus of the 

research question into an exploration of carers' views of who is responsible for 
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care to a wider cohort of informal carers, whilst retaining the carers from the 

interview study within the research. 

This study retains a commitment to the theoretical synthesis being developed and 

utilises 'Q' Methodology as a way of incorporating and developing the research 

undertaken described above in Chapters 2 to Chapters 5. The findings of the study 

highlight gendered generational differences between carers and focus on agency, 

'rights', and a re-formulation of the 'burden' of care. 

The chapter then moves on to a critique of the methodology; where I discuss 

merits and limitations. I present an argument for the usefulness of the 

methodology within multiple research methods. I argue it is an emancipatory 

methodology, both for the researcher and participants. Participants are able to 

determine, from within a range of discursive statements which particular 

statements the study will focus on, and, in addition, are involved in the analytical 

process through feedback. The challenge of the methodology lies in the 

researcher's ability to interpret the meanings carers' impose on the statements, and 

the feedback process provides opportunity for the development of shared 

understandings between the researcher's subjectivity and participants' 

subjectivities. I argue the methodology is emancipatory for myself as the 

researcher through the active process of reflexivity. The main advantage of 'Q' 

Methodology, I contend, is its focus on subjectivity and emancipation. It enables 

the carers to be in the 'driving seat' of the study and to balance the researcher's 

subjectivity. Finally, I argue that 'Q' Methodology may be perceived as a useful 
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validatory tool, and offers the potential for a form of triangulation, although this 

may be a contested notion in relation to the precepts of post-structuralism. This 

issue is discussed further in Chapter 7. 

This final chapter of the thesis is formulated on the growing recognition within 

the research that we are now living in a 'post modem' age (however defined). This 

is marked by an increasingly fragmented and individualised society, where 'risk' 

has become one of the defining features but so too has the capacity for individual 

'agency' (Giddens 1991; Beck 1992). Examples of agency (although often 

circumscribed and limited in scope) are amply illustrated in the interview study 

and the 'Q' Sort study. Evidence is presented which illustrates infonnal carers' 

challenges to hegemonic discourses structuring the welfare refonns. Some of 

these challenges, as indicated above, derive from the intersection of 'care' within 

changing family formations, changing work patterns and the re-drawing of the 

public/private divide, which impact on carers' ability to lay claim to 'rights'. Other 

challenges derive from the intersection of 'care' and 'agency' at the level of a 

'politics of identity' and the growth of new social movements where previously 

marginalised groups have become 'politicised'. The 'Q' Sort study identified a 

sliding scale of agency between 'pro-action' and 'engulfment' in carers' differing 

'accounts'. This is linked to an increasing polarisation within the sample in terms 

of age, with older carers having less scope for agency and 'rights' and a higher risk 

of living in poverty. 
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In Chapter 7 I focus on two aspects. The first relates to the key finding of both 

the interview study and the 'Q' Sort study, carer gendered generational differences, 

which is reviewed through addressing the question of 'the changing face of 

informal care'. Here I explore, review and discuss how some of the intersections 

within changes in social relations brought about by a post•modem era impact on 

'care'; how these changes may open up possibilities for some carers and close 

down options for others. The question of the interconnection between identity, 

difference, structure, 'citizenship', 'rights' and agency is briefly reviewed. This 

section of the chapter concludes with the suggestion that carers' feelings are out of 

step with the political agenda. Some carers (notably the younger carers) appear to 

draw on the one hand on opportunities afforded by a changing global context, and 

on the other, on beliefs stemming from the socially negotiated nature of moral 

'obligations'. The older carers are positioned differently by global changes, and 

are more at risk of poverty. All the carers within the research believe the 

government, as well as informal carers, has a responsibility for care and call for a 

change of policy direction and formulation. This is a particularly important issue 

for social policy. 

The second section draws together and explains the theoretical synthesis 

developed. This can be explicated in terms of the rise of post •modernism which 

has been accompanied by increased differentation and the fracturing of identities 

running counter to universality and the concept of a 'given personality'. The 

theoretical synthesis and the development of the methodology within the research 

gradually evolves into a recognition of the need to break down such oppositions to 
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recognise their inter-dependence. The theoretical synthesis attempts to find ways 

to accommodate both difference and commonality, to work across divisions. It 

does .this through a re-working of 'identity' which recognises the capacity for 

multiple meaning and a unified notion of a core identity of 'I' as perceived as 

'carer'. This core identity, however, is not essentially 'fixed', nor totally 'free

floating' (Giddens 1991). It is in this way I argue that the nihilistic tendency of 

post-structuralism and the biological determinism of essentialism can be 

accommodated. This accommodation allows for the 'Q' Sort study to act as a form 

oftriangulation to the interview study. 

To conclude: Chapters 2 to 6 have been written from the research data and 

subsequent analyses undertaken during the period 1992 to 1996 and I have tried to 

keep faith with my theoretical thinking and development at that time. However, 

this has not been easy, as on re-visiting the data during writing-up, new insights 

have emerged and 'gaps' identified, as well as new layers of understanding arising 

from the process of reflection. This, coupled with the originating theoretical 

approach of the research, which views discourse as a temporary and shifting 

process, always has the potential for complete re-construction! However, as far as 

possible I have retained the data and analyses as formulated within the research 

period - to tell 'a' story as perceived at that time, with one or two refinements. 

In presenting this thesis I acknowledge that I am offering an 

explanation/exposition, not the explanation/exposition, and this exposition is 

informed by my own subjectivity within the epistemological and ontological 
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perspective adopted by the thesis. In addition, I recognises that there are other 

'voices', such as those of the family members being 'cared for', and the inter

relationship and reciprocity within the caring relationship, which are not 

represented here, and that this account offers a particular story. 

In summary, this thesis marks several 'rites of passage' for me as the subjective 

researcher. It moves from my start as a naive research student within an 

unfamiliar academic discipline, Social Policy, to completion as a more 

experienced researcher working in a different academic discipline, that of nursing 

research. It moves from a limited understanding of reflexivity to an active process 

of reflexivity. It moves from an 'abstract' but informed notion of informal care 

derived from working with informal carers and service users as a Community 

Development Worker and Senior Community Services Development Officer 

before taking up academic research, to a direct experience of caring and the loss 

of elderly family members. My reason for entering research was to help bring 

about change for carers. Like the carers within this study, my experiences too 

have often been a cocktail of pain, love, reciprocity and 'letting go'. 

I hope I have demonstrated how my work engages in, debates with, and 

transforms the theoretical perspectives discussed above to produce an original 

contribution to knowledge. A contribution which demonstrates and illuminates 

informal/private carers' experiences of and challenges to powerful discourses 

structuring the community care reforms during the particular historical 

conjuncture under investigation. 
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CHAPTER2 
HISTORICAL AND THEORETICAL CONTEXT: 

DISCOURSE AND COMMUNITY CARE 

2.1 Introduction 

This chapter identifies and briefly maps the social construction of a number of 

historically specific discourses surrounding 'care' in the context of shifting social 

relations. It takes the inception of the Elizabethan Poor Laws as its starting point 

and concludes with developments in policy in the early 1990s. It demonstrates 

how a deconstruction of these discourses can provide an insight into ideological 

and material transitions within society, and why social policy is an arena for 

debate and contestation. The chapter argues such discourses may be viewed as 

points of intersection with other social and political discourses which attempt to 

create, or contest, hegemonic shifts in social relations. Discourse has briefly been 

introduced in Chapter 1 and will not be considered in any detail in this chapter. 

Rather, discourse and Discourse Theory will be further discussed in Chapter 3. 

The main theoretical tool facilitating this deconstruction is a feminist critique of 

social policy, and its historical roots are also explored within this chapter. The 

introduction of feminism helps situate my later decision to place the major 

component of my work within feminist theory, epistemology and ontology, as 

discussed in Chapter 4. 

2.2 The Shift From 'Care And Neglect' To 'Care And Control' 

2.2.1 The Elizabethan Poor Laws 

From the sixteenth century onwards social and political order in England were 

increasingly regarded as a national rather than local, priority by the state. Poverty, 
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starvation. unemployment, a rising population and the growth of vagrancy were 

becoming a major concern. These problems arose partly as a result of the 

country's gradual transformation from feudalism to capitalism. This involved 

changes in agriculture which created a new class of wage labourers, the growth of 

towns and the development of manufacturing. The impact of the Enclosures Act 

meant that land which the poor had been able to work became increasingly 

inaccessible. At the same time, following the dissolution of the monasteries and 

the nationalisation of the Church, the size and relative power of the state was 

increasing (Gittins 1993; Hill 1993). 

To assist in the maintenance of order the Elizabethan State introduced a penury 

system of poor relief based on the principle of work: The Poor Laws. This 

involved the social construction of discourses distinguishing the 'deserving' from 

the 'undeserving' poor. Hill describes this as the state drawing: 'a sharp 

distinction between the deserving poor and those who would not work' (Hill 

1983:18), Under these laws. responsibility for the poor was placed with 

individual parishes with a requirement "that the itinerant poor should be returned, 

if necessary, to their parishes of origin' (Hill 1993: 13). Parishes were responsible 

for finding or creating work for their poor parishioners and were placed in the 

position of having to impose levies to provide for the destitute. 

An important aspect of the Poor Laws in relation to ·care• was how the trait 

elderly. abandoned women or orphaned childml were viewed by pari~ and 

therefore by inference. the national ttate. Families. household units and kinship 
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relationships became key discursive sites for the determination of who was 

responsible for such dependants. The view of the state was that such care was 

primarily the responsibility of informal rather than formal provision: 

The relief of poverty was to be achieved first and foremost through kinship 
responsibility, and only when that was non-existent, through community and State 
responsibility. (Gittins 1993: 137). 

However kinship, Gittins contends, is not a straightforward set of relationships. It 

can incorporate clusters of people, both related and non-related, within 

households. In this period, where people had no kin, e.g. in the case of orphaned 

children for example, parishes introduced them into households as apprentices to 

earn their keep. It was envisaged that such interventions would enable orphans to 

learn skills and eventually become economically independent. The intention was 

that they became part of a kin relationship for which the household, rather than 

the parish,, wa.s responsible. The exception was the elderly and infirm without kin, 

where it was broadly accepted that such 'destitute older people would primarily be 

supported by the collectivity' (Twigg 1994:280). 

A further important emphasis within Poor Law legislation expressed the need to 

combat neglectful husbands or fathers. Unmarried mothers were placed in the 

position of naming the father and attempts were made to enforce marriage or 

maintenance on the man responsible so that they and their offspring would not be 

reliant upon parish relief. 

ln summary, the Elizabethan State was increasingly constructing discourses 

around notions of 1care' in opposition to 'neglect'. This had the effect of enforcing 
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women's dependency upon men or a another liable relative within families or 

households: 

By making kin responsible for dependants the Tudor Poor Laws reiterated and 
reinforced patriarchal notions of service, dependence and family responsibility 
(Gittins 1993:138). 

2.2.2 Nineteenth century Poor Laws 

As the eighteenth century progressed so too did capitalist industrialisation, 

marking an increasing 'distinction between the public world of employment and 

the private world of home and family' (Bryson 1993: 12). This distinction, Gillian 

Dalley argues, was premised on the notion of the bourgeois family and possessive 

individualism: 

individualism is seen as being the ideological foundation upon which the 
transition to capitalism was based. And within that process, it was the 
notion of the bourgeois family ... the single-minded pursuit of self ( family)
improvement and the determination that the family - the husband/father, 
should be autonomous in thought and action... which encapsulated the 
ideology of individualism most perfectly (Dalley 1988:32/34 ). 

But poverty also increased, as had the number of people, especially women and 

children, living on the margins of society outside 'acceptable' bourgeois 

households. They were often treated with suspicion and punished. Dwing this 

period there was a growth in the number of institutions such as orphanages, 

workhouses and prisons to house the destitute (Gittins 1993). 

Such poverty and pauperism presented considerable threats to society, which by 

the early nineteenth century, resulted in what Michael Hill describes as 'the 

most significant nineteenth-century attempt to modernise the poor law' (Hill 

1993:13); the introduction of the Poor Law (Amendment) Act of 1834. This 
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Act set up a national Poor Law Commission to oversee a new system of poor 

relief and formed the parishes into groups known as poor law unions (Hill 

1993). 

The new system aimed to curb indiscriminate outdoor relief. This involved a 

'workhouse test' based on the notion of 'less eligibility' where: 'none receiving 

relief should be better off than the lowest paid labourer' (Williams 1989: I53). 

The hope was that by introducing these changes: 

the conditions of accepting relief. particularly entry into the workhouse, would be so 
shaming as to deter people from applying for it and push them instead into the labour 
ma.rbt (Williams 1989:153). 

This indicated a further shift in attitudes towards women who were 'outside' the 

bourgeois family. Unmarried mothers now found that they, rather than the parish 

or the children's father/s, were responsible for their children. Such women were 

ftrced into the position of having to find paid work whilst rendering their children 

to the 'care' of workhouses. lnereaaingly. women on the margins of paid labour 

with no liable relative or male to support them had to support themselves. the only 

exception being widows. who were deemed deserving and found, therefore, 

eligible for outdoor relief (Williams 1989). 

l.2.J 1k ~ fllmlly and '-~nofmt>therluJod - The role 
o/tll8st•t6 

Around the middle ofthe nineteenth century. the institutionalisation ofa particular 

form of familial relationship the middJ.e..class bourgeois family, gained force. This 

family, Oittins argues, was: 
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informed and influenced by patriarchal discourses from both religion and science. 
Inherent in it were most of the pre-existing patriarchal concepts of authority, 
~ependence and service, but all fused into the idea of a monolithic family, to which 
ideal and practice all members of society should aspire. As the middle classes gained 
political power so family ideology became further enshrined into state policies 
(Gittins 1993:158). 

The encompassing of a particular social construction of 'the family' within state 

policies heralded a further shift in the governance of the population. This has 

been described as 'the transition from a government of families to a government 

through the family' (Donzelot 1979:92). 

Looking to the challenge the twentieth century faced in connection with social 

control, Donzelot contends that the family became a key tool of governance. It 

was not, he argues, a question of: 

the defence or abolition of the institution of the family, but the resolution of the 
questions that arose at the two trouble spots of the juncture between family and 
society: (1) How to cope successfully with family resistances and individual 
deviations in the working classes, and (2) How to achieve the maximum harmony 
between family authority and the procedures of socialisation of its members 
(Donzelot 1979:94). 

These two trouble spots were resolved through the 'regulation of images' in the 

socialisation of families. Increasingly the state intervened to combat family 

resistance and deviations in the working class through the 'tutelary complex'. 

This could be seen in the growth of state intervention within major social 

institutions such as the judiciary, education, and psychiatry, as well as through 

the control and regulation of sexuality (Donzelot 1979). 

An example of the 'tutelary complex' in relation to 'care' can be illustrated 

through specific discourses surrounding 'motherhood' which were appearing in 
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this period. Such discourses arose as a result of concerns about the poor physical 

condition of the nation's population and were frequently couched in terms of 

gender. Poverty, poor health, malnutrition, bad housing, high rates of infant 

mortality and a decreasing birth rate put the nation's future populations, especially 

the male population as workers and soldiers, at risk. There was a growing middle 

class belief that: 'if the survival of infants and the health of children was in 

question, it must be the fault of the mothers' (Davin 1978:12). The remedy 

therefore lay in the need to educate working class mothers in order that they 

should not be ignorant and thus 'bad' mothers. Working class women were given 

instruction on: 'proper family life, domestic routine and careful childrearing' 

(Gittins 1993:144). Working class women were increasingly subjected to the 

intervention of the expanding medical profession such as doctors, district nurses, 

and health visitors who all asserted their 'superior knowledge and authority, 

establishing moral sanctions on grounds of health and national interest' (Davin 

1978:13). 

Hartley Dean summarises Donzelot's thesis succinctly: 

Whereas once, Donzelot claims, the family had itself constituted a form of 
government in which power was exercised by parents over children, it has now 
been reconstituted as an instrument of government through which professional 
and administrative power is exercised over parents and children alike (Dean 
1995:147). 

The next section explores nineteenth and early twentieth century feminism. There 

were two key strands during this period, although neither was homogenous, as 

feminism has always contained many diverse voices. However, the two strands 

focused firstly on women's rights and equality of opportunity outside the home, 
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particularly women's suffrage, and secondly on the essential role of motherhood 

within the home. 

2.2.4 Uberalfendnism and 'care'/biology 

Valerie Bryson argues: 

to label the approach of the nineteenth century writers and reformers simply as 
'liberal feminist' ia to impose an inappropriate classification based on conventional 
politics.. and hence obscure its nature and diversity (Bryson 1993:3 7), 

Despite its internal diversity, however, the main thrust of liberal feminism was to 

bring about change in the public sphere through an appeal to a 'neutral' state. Its 

focus was upon sexual 'equality' before the law. Proponents of this branch of 

feminism took up earlier feminists' fights for equality, reiterating their eighteenth 

century compatriots' calls for an 'independent right to education, employment, 

property and the protection of the civil law• (Bryson 1993:24). Increasingly 

liberal feminism•s route to political action was through rational argument, 

constitutional organisations and campaigns. Female emancipation became a 

central demand of nineteenth century liberal feminism. 

While liberal feminists might argue that families are taken for granted, they stress 

that family life should be a. matter of free individual choice. In addition some 

liberal feminists argued cogently that women should not be subjugated 

economically within the family. In relation to domestic reproduction and 'care', 

therefore, the emphasis was on women's rights, not their biology. Thus Williams 

arsues that libt11ll feminism is 'characterised by a belief in the state as a vehicle 

for rcf orms, and a minimizing of any role biology may play in women's lives' 



(Williams 1989:45). Through social reforms, women would be free to acquire 

skills and compete on equal terms in the public sector. Liberal feminists therefore 

took up issues such as state provision of day-care and women's rights to 

contraception and abortion. 

2.2.5 Welfare feminism and 'care'lbiological essenti.alism 

Welfare feminism, like liberal feminism, sprang from earlier antecedents, but took 

as its central concern the welfare needs ofwomen as wives and mothers within the 

home through the relief of poverty, malnutrition and poor health. It arose partly 

through the growth of organisations such as the Women's Co-operative Guild, 

which was formed in 1883. The Guild campaigned for, among other things: 

maternity and pregnancy sickness benefits, a woman's health service ofbetter trained 
health visitors, midwives and nurses, proper care for delivery, milk depots and 
household helps (Pascall 1986:17). 

Unlike liberal feminism with its rather abstract philosophy, welfare feminism 

attracted women from across the social classes. Welfare feminism's drive to 

achieve concrete improvements was assisted by its alignment with both Fabianism 

and the labour movement. Essentially Welfare feminism viewed the state as a 

'potential benefactor, and far less as the regulator of women's lives' (Williams 

1989:50). Between the First and Second World War welfare feminism 

campaigned for 

improved maternal and infant health provision, for the inclusion of women in the 
developing system of national insurance and for economic assistance to women 
through maternity benefits or child allowances (Bryson 1993:103). 

Welfare feminism took for granted the sexual division of labour in the home and 

supported women's identification with marriage, motherhood, nurturance and 
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'care'. The perspective was premised on biological differences between men and 

women, seeing women's nature as essentially a caring one. 

Other voices were present within feminism during this period. Some women 

argued against the economic dependence that being a mother necessarily involved. 

One such argument being Eleanor Rathbone;s economic analysis in The 

Dtsinheriled Family written in 1924, but Dale and Foster argue those feminists 

who 'took a more radical stance against the sexual division of labour in the home 

were few and far between' (Dale and Foster 1986:9). 

In summary, this brief historical overview has highlighted transformations in 

the social construction of 'care'. As the eighteenth and nineteenth centuries 

evolved. the earlier Elizabet.ban construction of 'care' as primarily a private 

concern of families which only became visible in relation to a fonn of 'neglect', 

was tnmsfonned. Increasingly, discow-ses surrounding 'care' were being 

constructed within a 'care/social control' nexus. 'Care' was seen in terms of an 

arena for public intervention, regulation and concern: it had become far more 

than an antidote to 'neglect' but had assumed significance as a mechanism for 

the 'policing' of family life (Donzelot 1979). 

This transition wu accomplished by means of an increasing intervention into 

what had previously been the 'private' and 'unregulated' family and a regulation 

'through• families. The state increasingly utilised 'the family' as a form ofsocial 

control. Therefore* tbil period marked: 



a process of transition from a family which represented a form of government to 
a family whi~~ has become an instrument of government (Dean and Thompson 
1996: 148, ongmal emphasis). 

2.3 'Care' As Social Control: The Continued Drive For Social Reform 

By the turn of the twentieth century the growth of a distinctly British form of 

Fabianism, the developing discipline of Social Administration, the impact of 

collectivism and feminism, and the growing strength of trade unionism were 

contributing towards a greater thrust for social reform. Empirical studies 

identifying the impact of poverty undertaken by leading Social Administration 

practitioners such as Booth (1889), and Rowntree (1901), acted as a vehicle for 

Fabianism's political ideals and values, which stood in opposition to other 

political traditions, such as political liberalism. Fabianism, Outram suggests: 

can be defined by two central propositions: total commitment to the democratic 
process and the unequivocal support for social welfare (Outram 1989:23). 

In relation to 'care', however, Fabianists's outlook towards women was socially 

constructed within dominant discourses premised on: 

an assertion of the family as constituted by the breadwinner father and dependent 
wife and children as the basic unit of society and of welfare provision .... the financial 
dependence of women on men and their primary responsibilities to society as 
mothers and wives were taken for granted (Williams 1989:5). 

As the new century progressed some modest reforms were introduced. These 

included: The Old Age Pension Act 1908, The National Insurance Act, 1911, The 

Maternity and Child Welfare Act, 1918, the extension of unemployment insurance 

in 1919 and the disbanding of the Poor Law Union and Boards of Guardians in 

The Local Government Act 1929. By 1939, however, local authorities were still 

supporting one million paupers (Thane 1982). 
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2.3.1 Post-War Britain: 'women and care'/Beverldge and the welfare state 

In the post-war vision for reconstruction and the development of a welfare state a 

seminal figure was Beveridge with his 1942 report on the introduction of a 

universal social insurance system: Social Insurance and Allied Services (the 

Beveridge Report). Beveridge saw his report as part of a comprehensive policy of 

social reform and social progress: 

Social security is an attack upon Want. But Want is only one of five giants on the 
road of reconstruction and in some ways the easiest to attack. The others are Disease, 
Ignorance, Squalor and Idleness (Beveridge Report 1942:7). 

In relation to social insurance, he proposed establishing different cash benefits 

including retirement pensions, widows' benefits, sickness, industrial injury and 

unemployment benefit, maternity grants and benefits and family allowances. 

Beveridge was a firm advocate of state intervention and welfare pluralism, by 

which he meant that the state would provide a basic level of provision topped up 

by self-help and private and voluntary sector provision. 

However, in relation to women and 'care' his proposals were premised on an 

unquestioned familial ideology which located 'the woman firmly within the 

home' (Wilson 1977:141), doing 'work' which was: 

vital though unpaid, without which their husbands could not do their paid work and 
without which the nation could not continue (Beveridge Report 1942:49). 

Where married women did work they had a choice of whether to pay the full 

insurance stamp or be exempt. In the event of paying, however, women would 

both contribute less and receive less benefits than men 'as befitted their legal 

status; as the dependant of a man' (Wilson 1977: 150). 
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Beveridge has been described as the 'arch villain in much feminist writing' 

(Williams 1989:123). One example, offered by Gillian Pascall, argues that 

Beveridge assumed: 

that as women would make marriage their sole occupation...The married woman's 
benefit need not be 'on the same scale as the solitary woman because, among other 
things, her home is provided for her'. Thus was the concept of the dependent married 
woman analysed with singular clarity and encased within social security practice 
(Pascall 1986:8). 

However Dale and Spender argue feminist reaction, in the l 940s, was not uniform 

and they conclude that feminists who argued against Beveridge's reforms were 

lost in the general tide of support. Post-war social reform continued to bring 

material improvements within the population and feminist struggles for the re

formulation of women's economic position within the family were, on the whole, 

subsumed under the general consensus for the reforms (Dale and Spender 1986). 

2.3.2 The personal social services and 'community care': The rise and/all of 
social work (after Mary Langan 1993) 

Following the abolition of the Poor Law in post-war Britain its functions had been 

taken on by several health and local authority departments, as well as voluntary 

organisations. Mary Langan reports (1993) that by the 1960s there was a growing 

concern within the government over uncoordinated services for the poor, the 

impact of an ageing population, 'community care', rising delinquency and the 

lack of a cohesive policy on 'the family'. In addition an active social work lobby, 

comprising leading academics such as Titmuss, were campaigning for social work 

reforms. Accordingly the Seebohm Committee was appointed in 1965 to: 

review the organisation and responsibilities of the local authority personal social 
services in England and Wales, and to consider what changes are desirable to secure 
an effective family service (Webb and Wistow 1987:40 ). 
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The resulting Report of 1968: 

endorsed the fusion of diverse social work tasks into the role of the generic social 
worker, and recommended the establishment of local authority social services 
departments to coordinate and supervise the provision of social support (Langan 
1993:47). 

The report stressed both the state and the family's role in the provision of 
services. 

The creation of the unified social services departments (SSDs) brought together 

key client groups who had previously been catered for through separate 

agencies. These were ( in the terms used at that time) the elderly, the frail 

elderly, children at risk, the chronically sick and disabled, the mentally 

handicapped, the mentally ill as well as others who may be in need. In 

addition, the SSDs were considered to be concerned with the whole family of 

which any member was a client of the department, as well as with the well

being of the whole community. The new integrated service represented what 

came to be termed the 'fifth social service', residing alongside housing, income 

maintenance, health and education (Langan 1993). The Seebohm Report 

advocated that the personal social services should continue to come from a 

broad range of complementaiy sources reflecting a mixed economy of care 

provision. This comprised statutory, voluntary, private and 'informal' suppliers 

from within the community itself. This notion did not go unchallenged 

however. Pinker describes the reaction ofTitmuss to this aspect ofthe reforms, 

as they were opposed to his collectivist Fabian Socialist views: 

[his] hostility to the mixed economy of welfare was uncompromising. He thought 
that any significant expansion in the role of the private and voluntary sectors would 
undennine the principle of equity, increase inequalities and weaken social solidarity 
(Pinker 1992:276). 
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Other critics of the developments which led to the Seebohm Report, particularly 

the influential impact of the social work lobby, argued that what occurred could 

only 'heighten anxiety that a major function of the report has been to strengthen 

the position of the profession and of its administrators' (Sinfield 1970:41). 

Conversely. the Fabian Society, while applauding the report's remit to merge the 

local social services into one department, considered the report lacked vision, was 

insufficiently universalistic and had not gone far enough to support families or 

enhance community integration. One member, Peter Townsend, felt a great 

opportunity has been missed to launch a 'major new family and community 

welfare service• (Townsend 1970:22). The feminist critique of the 

implementation of the Seebohm Report through the creation of social service 

departments is encapsulated in Mary Langan'sstatement: 

the new departments did relatively little in practice to alleviate the burdens of female 
carers in the home. Indeed, such 'labours of love' formed part of the taken for 
granted usumptions of the emergent profession (Langan 1993:52). 

Mary Langan argues. in retrospect the Seebohm Report represented 'the high tide 

()f social work, the peak of a wave of political and professional optimism' 

(Langan 1993:48) in the light of political changes and economic crises which 

occurred in the 1970s. 

The intended effect of the Seebohm Report was to increase the reach of state 

intervention. through the increasing professionalisation of the personal social 

services. into the 'private' realm of family life. The advent of the professional 

seneric social worker epitomises the process of transition to which I have referred 

earlier, identified by Donzelot as •government through the family'. This aspect 
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of care/control is demonstrated by a feminist critique of the power of professional 

intervention upon women. Ann Davis argues that, amongst citizens, some have: 

actively sought intervention in their lives from the personal social services, some 
have had intervention thrust upon them. Amongst their ranks women predominate. 
Women in Britain are designated as carrying prime responsibility for the care (and 
control) of children and other adults requiring help. As mothers, daughters, sisters 
and neighbours, women are far more likely than men to come to the attention of the 
personal social services (Davis 1996: 121 ). 

She highlights the contradictory impact on women of the rise of the personal 

social services and social work professionalism. Women are the predominant 

users but they also became the predominant workers within the expanded social 

services dt.,,artments and associated voluntary organisations concerned with 

·care·. The creation of a powerful professional body as envisaged in the Seebohm 

Report was, Ann Davis argues. predicated upon a: 

vision of state-provided personal social services [ which] was devoid of any gendered 
consideration of what constituted family care. It took for granted, and so reinforced, 
the notion that women wore 'naturally' to be found on both sides of the front line of 
the personal social services - as service users and service providers (Davis 1996:126). 

Dale and Foster have argued that, as the personal social services became 

professionalised they created greater tiers of hierarchy and management, and that 

once: 

the special arguments for regarding ocrtain areas of work as women's work 
diAppeared it seemed inevitable that eventually men would step in to the major 
controlling positions (Dale and Fost« 1986:35). 

Although such a statement may appear contentious, Ann Davis reports that social 

service department's workforce in 1990 comprised 86.5 per cent women and that 

most of~ women were employed on a part..time basis. and that further: 

women dominate the blle IDd men outnumber women at the peak. This 
orpailltiorw dillribution of men and WCJmell lw not cbanged significantly since the 
creauon oflocal authority SSDain 1971 (Davis 1996:123). 
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By the 1980s, however, Seebohm's dream of a general/coherent social work 

profession had not materialised and social work became increasingly fragmented. 

Social work was considered to be 'in crisis' (Langan 1993). 

This resulted in the establishment of a working party in October 1980 by the 

National Institute of Social Work which introduced The Barclay Report in 1982. 

This report emphasised 'community social care' and may be described as an 

attempt to reconcile two unrealistic goals, that of preserving the 'universalism' of 

Seebohm and incorporating the growing political ideology of 'the rolling back of 

the state' from welfare provision. As such the report made little impact. What 

was more notable, however, were the appendices, which comprised two 

dissenting minority reports. One, by Brown, Hadley and White, argued for 

decentralisation and a patch approach to enable genuine community participation 

and the mobilisation of informal networks. The second, by Robert Pinker, 

argued for a return to traditional specialist casework and counselling. Pinker was 

particularly opposed to the concept of a 'patch' approach advocated by the first 

minority report. However, both reports concurred on 'the demise of the generic 

social worker as the dominant force in the provision of social support' (Langan 

1993:63). What the Barclay Report did do was to illuminate an increasing shift 

in the balance of who was seen as responsible for 'care' between the state and 

individual families. This shift in balance was also being mirrored within the 

developing social construction of 'community care', to which I. now turn. 
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2.3.3. Community carefrom the 1950s to the mid-1980s: The transitionfrom 
'care in the community' to 'care by the community' 

A precise definition of 'community care' is hard to find and the term remains 

elusive. However, it began to circulate within official reports in the l 950s, 

appearing in the 1957 Royal Commission on Mental Illness and Mental 

Deficiency. This report advocated moving people out of large institutions and 

asylums into local health or welfare authority accommodation 'in the community'. 

Increased knowledge and improvements in medicine, drug treatments and 

therapeutic practices within the field of psychiatry created an increasing potential 

to treat people in the community, and this was reinforced with the introduction of 

the 1959 Mental Health Act, with its orientation towards community based 

services. The early l960s saw a burgeoning interest in community care. Richard 

Titmuss delivered a seminal paper to the National Association for Mental Health 

in 1961. Peter Townsend conducted a study entitled The Last Refuge on 

residential institutions in 1962. Enoch Powell, the Minster for Health in 1962, 

announced a fifteen-year programme of hospital bed closures. The publication of 

a White Paper entitled Health and Welfare: the development ofcommunity care in 

1963, and Erving Goffman's treatise on Asylums in 1968 which attacked the 

dehumanizing etTec,1 of total institutionalisation, all contributed to the debate. 

Increasingly community care was accepted by practitioners and policy-makers. 

The main rationales were: 

first. that institutional care was considered by politicians to be too expensive and, 
IOOOlld, that such Cll'O was undesirable for tbo individuals concerned (Tesu,r 
1996:133). 

Durina the 1970s policies on community care escalated. Community care was 

perceived as a response to the impact of an ageing population and there was a 
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belief that community care would be cheaper than hospital care. As a result there 

was a spate of White Papers introducing joint planning processes and consultative 

docwnents. In 1976 the Labour government presented a strategy which gave 

priority to what became known as the 'Cinderella' services: those who provided 

services for elderly, 'mentally ill' and disabled people as well as people with 

learning difficulties. In 1978 a White Paper entitled A Happier Old Age stressed 

the value of maintaining elderly people in the community. By the time the 

Conservative government came to power in 1979 community care was established 

policy. 

However, Malcolm Bayley (1973), has identified an important distinction within 

the concept of community care. He argued that there had been a transition from 

care 'in' the commwuty, to care 'bf the community. Care in the community 

could be defined as care given primarily by statutory agencies, with back-up 

support from others within the mixed economy of care. Care by the community, 

on the other ~ involved a re-definition of service provision with the bulk of 

care being given by the infonnal sector within the community with back-up 

support coming from the formal statutory services. Ideologically 'care by the 

community' was to coincide with the Thatcher government's doctrine of reducing 

public expenditure which. it was believed, could be partially achieved by shifting 

responsibility for care away from the state. The Thatcher government therefore 

set out to implement community care in tenns of •care by the community'. 
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The marshalling of this ideological stance and a commensurate political will can 

be seen increasingly from the year 1981, commencing with the introduction of the 

White Paper Growing Older (DHSS 1981) which 'emphasised public expenditure 

compression, and stressed the role of 'care by the community" (Henwood 

1990:41). Increasingly. the role of the 'informal sector' was given prominence: 

The primary sources of support and care for elderly people are informal and 
voluntary. These spring from the personal ties of kinship, friendship and 
neighbourhood ..... Care in the community must increasingly mean care by the 
community (DHSS 1981:3) 

This was followed in 1983 by the Care in the Community Initiative and in 1985 

by the Helping the Community to Care Initiative. However, community care did 

not go unchallenged. One of the earliest contributors to a growing critique was 

the Equal Opportunities Commission (BOC) who looked at the needs of people 

providing informal care. In 1980 the BOC published the results of a survey of 

people 'caring for elderly and handicapped dependants' (EOC 1980) which 

emphasised the emotional and financial stress experienced by carers. In addition 

the Commission highlighted the fact that carers were mainly women. As a result 

of this report the EOC became a leading critic of the government's plans for 

community care. Two further reports were undertaken in 1982 which set out a 

series of recommendations for support services for carers. These included the 

need for services. financial benefits and employment rights (BOC 1982a; 1982b). 

2..3.4. Co""""""1 ctin from the mld-198fb to the early 199fls: A sl,Jft in 
o/f1c"'1 lbcofuw? 

By the t980t there were problems in the implementation of community care. 

which resulted in various policy debates, particularly over its effectiveness. and a 
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further spate of reports. The Audit Commission undertook a review to consider 

whether community care offered 'value for public money', whether it was cost 

effective and whether its objectives were being met. The resulting report Making 

a Reality ofCommunity Care (1986), advised that progress was slow and uneven. 

The Commission identified five fundamental problems: mismatched resources, 

lack of bridging finance. perverse effects of social security policies, organisational 

fragmentation and confusion and i~uate staffing arrangements. It considered 

that community care represented poor value for money. 

The report stressed the need for social security policies to be coordinated with 

community care policies in order to address the question of perverse incentives 

which at that time favoured residential care. It recommended the responsibility 

for services for people with a mental illness should be transferred to the NHS and 

advocated a new ·tead' authority for services for older people. It concluded with a 

proposal for the urgent establishment of an independent. high level review. The 

report effectively highlighted the failure of central government's policy, as 

Wistow and Henwood comment: 

The spotlight was shifted from the failure of local agencies to collaborate effectively 
to the degree of central government responsibility for creating that failure (Wistow 
and Henwood l991 :80). 

In 1987 the National Audit Office produced a report Community Care 

J)evelopmenls which also examined progress on the implementation of 

community care. It too concluded that proaiess had been slow, and in 1987 and 

1988 two reports on residential care were undertaken: The Firth Report and the 

Wagner Report. These reports reviewed the financing and place of residential 
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care within community care. A further report by the Public Accounts Committee 

in 1988 was critical of community care's ability to provide 'value for money' and 

a general lack of systematic monitoring of performance (Henwood 1990). 

Meanwhile the Secretary of State, Norman Fowler, had appointed Sir Roy 

Griffiths to undertake an independent review. Griffiths was asked to review how 

public funds were being used to support community care policy and to advise on 

action which could improve the use of such funds to contribute to more effective 

community care. Griffiths took the findings from the Audit Commission's report 

Making a Reality of Community Care as essential facts upon which to build. 

However, he advised that he approached his report from the point of view of the 

vulnerable individual. Griffiths approached the reforms from a consumerist 

perspective. 

His report Community Care: Agenda for Action, published in 1988, was based on 

three broad principles: the need to establish clear responsibility for identifying the 

needs of individuals~ the need for mechanisms to ensure that policies and 

resources available to implement them are compatible; and the need to guarantee, 

as far as is possible, that care is provided to the individual by the most suitable 

agency. Griffiths was committed to a continuation of provision through a mixed 

economy of care. particularly the informal sector: 

Publicly provided Nl'Vioes constitute only a small part of the total care provided to 
people in need. Families, friends and neighbours and other local people provide the 
majority of care in response to needs which they are wliquely well placed to identify 
and respond to. This will continue to be tho primary means by which people are 
enabled to live normal lives in community settings. 
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The proposals take as their starting point that this is as it should be, and that the first 
task of publicly provided services is to support and where possible strengthen the 
network of carers (Commwiity Care: Agenda for Action 1988: para.3.2). 

The report advocated, among other things, that there should be a Minister for 

Community Care. It recommended the responsibility for identifying needs, 

planning and organisation should be devolved to local Social Services 

Departments. In addition, the report advised assessments of user and carer needs 

should be conducted at local level by Case Managers. These Case Managers 

would also be responsible for arranging packages of care. The Griffiths Report 

was hailed as 'the most significant statement a.bout community care since the 

Seebohm Report' and was met with 'cautious optimism, (Baldwin and Parker 

1989) among social and political commentators, although not by some feminist 

academics. 

John Baldock and Clare Ungerson state that the introduction of such official 

documents from the mid-eighties heralded a shift in community care discourse 

which was •self--consciously tough-minded, practical. economistic and untroubled 

by linguistic niceties' (Baldock and Ungerson 1991:138). This new discourse 

emphasised organisational and managerial issues rather than the 'craft of caring' 

(ibid: 1991). 

The 'shift' identified by Baldock and Ungerson may be linked to the Thatcher 

government's increased concern to combat fiscal crisis and its ideologically 

driven commitment to reducing the role of the state in service provision. The 
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Thatcher administration increasingly adopted a philosophy of the New Right, 

which Fiona Williams defines in relation to the welfare state as a: 

philosophy which switched the role of the welfare state from the Fabian 
interpretation of solution to our ills to the monetarist one of cause of our ills. It 
presented state intervention and the welfare state as a hindrance to economic growth 
(Williams 1989: 11). 

In addition, the shift can also be linked to the rise of an international trend within 

public administration for new fonns of public managerialism which occurred in 

the l980s. This new doctrine was endorsed by the government and incorporated 

into the restructuring of the welfare state and community care policy. The 

assimilation of the political doctrine of new public management into the 

community care reforms is considered in detail in Chapter 3. 

In summary. so far this chapter has briefly traced historically differing social 

constructions of 'care•. A shift in social relations has been identified surrounding 

discourses on care/neglect, through the development of patriarchal familial 

ideology (Gittins; Pascall; Dalley) which separated the public from the private, 

towards the notion of care/control as an instrument of government through 

families (Donzelot), where the family is constantly reconstituted in relation to 

other discourses. One of the ways in which the family can be seen as an arena for 

recent contestation has been in the introduction of new managerialist principles 

within welfare. This had the potential for a new shift in social relations where 

'care and control' were being defined and regulated in monetarist and technocratic 

terms (this will be discussed further in Chapter 3). In all these scenarios women 

remain central to the social construction of ·care·. 
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The care/control nexus remained apposite to social policy within the early 1990s, 

but the following sections reinforce critiques of this configuration, some of which 

have already been touched on in this chapter. 

2.4 The Feminist Critique Of Social Policy And Community Care 

Examples of feminist reactions to welfare policies and the relationship between 

the state and families (liberal feminists, welfare feminists), and various feminist 

academic theorists (Williams~ Bryson; Dale and Foster; Dalley; Gittins; Pascall; 

Wilson) have already been discussed to illustrate women's challenge to welfare 

polices. Such policies, it has been argued, are premised on particular gendered 

social constructions of 'women', 'care', and 'the family' in relation to the state. 

Broadly speaking these criticisms may be termed 'the feminist critique of social 

policy' which has been informed predominately from a socialist feminist 

perspective. They arose primarily from the: 

re-emergence of the women's movement in the late 1960s (which) regcoorated 
amongst other things the development of feminist theory and feminist critiques of the 
welfare state (Williams 1989:41). 

This critique may also be seen in the light of changes to the fonner discipline of 

Social Administration and the rise of Social Policy with its more analytical and 

theoretical focus. Social Administration, with its roots in Fabianism, underwent a 

major process of transition in the thirty years following the Second World War. 

Outram (1989) identifies several influences which shaped change. The impact of 

sociology; a growing concern about the 'proper role of the state•~ the threat to 

welfare expansion as a result of economic crisis and growing evidence that 

welfare provision 'was having little impact on meeting social needs or reducing 
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social inequalities' (Outram 1989: 16). The resultant shift in title from Social 

Administration to Social Policy heralded this more theoretical framework for 

analysis. 

Fiona Williams ( 1989), whilst tracing the various conflicting theoretical strands 

within Social Policy, goes further than Outram to introduce a seminal critique of 

the newly emergent discipline, which is of particular importance to the theme of 

this thesis. 

Williams classifies perspectives on welfare according to their political and 

theoretical bases. She identifies five major conventional perspectives in a series 

of typologies: anti-collectivism; social-reformism; Fabian socialism; Radical 

social administration and Political economy of welfare, which collectively 

comprise what may be termed •mainstream social policy'. She goes on to argue 

that such a framework is woefully inadequate and neglects two important areas 

which are central to Social Policy: •women' and •race•: 

this classification has not included feminist or anti-ndst critiques as (i) perspectives 
in their own right; (ii) perspectives giving rise to new norms or concerns which are 
central to welfare policy, such as the relationship between the welfare state and the 
family, or the welfare state and immigration control; or (iii) perspectives which 
demand explanations by welfare theory for the ways in which social policy reflects or 
challenges the patriarchal and racially stnJctured society in which it operates 
(Williams 1989:37). 

Thus it is insufficient to 'add' women or anti-racism onto prior or existing 

classifications. feminist and anti-racist critiques are c:entral to the study of the 

welfare state, and therefore raise important challenges to the discipline. 
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Feminism, however, is not homogenous but marked by heterogeneity, by diversity 

and difference. The umbrella term 'feminism' contains many 'feminisms'. 

Therefore the feminist critique of social policy and the relationship between the 

state and the family similarly is diverse and heterogeneous. Christine Hallett 

( 1996) briefly outlines some of the different feminist approaches within social 

policy: 

The feminist analyses drew on different traditions, which were classified as liberal 
feminism., radical feminism and socialist feminism by Dale and Foster (1986), as 
radical feminism, Marxist feminism, liberalism and dual-systems theory by Walby 
( 1990b ), and as libertarian feminism, liberal feminism, welfare feminism, radical 
feminism, socialist feminism and Black feminism by Williams (1989), (Hallett 
1996:7). 

What these approaches have in common, Hallett continues, is a gendered 

'awareness of the structured subordination and oppression of women' (Hallett 

1996:7). However, this broad descriptive sweep obscures distinct historical shifts 

within feminism, which will briefly be discussed 

Historically 'First Wave' feminism can, broadly speaking, be defined as occurring 

during the eighteenth.. nineteenth and early twentieth century. Two particular 

strands have already been discussed, liberal feminism and welfare feminism. A 

major focus within first wave feminism was the question of women's franchise, 

especially for liberal feminism. 

"Second Wave' feminism began to emerge from around the 1960s and was 

premised upon 'universalism' through defining concepts such as 'sisterhood' and 

calls for equality, rights and citizenship. It challenged the gendered natW'e of 

social relations which placed women in a subordinate position to men. Its 
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emphasis was on making visible the differences between men and women. For 

example, radical feminists saw difference as biologically based, Marxist/socialist 

feminists as structurally based, whereas liberal feminists considered difference 

was based on irrational prejudice. The development of the Women's Liberation 

Movement gave a further political edge to second wave feminism with its 

emphasis upon four 'demands': the right to equal pay; free nursery care; free 

contraception and abortion; and equality of opportunity in education. Radical 

feminism's focus was on patriarchy, which had two strands: 'it is mainly in two 

specific ways that patriarchy has been defined by radical feminists: male power 

and control over women's sexuality and male power and control over women's 

biology' (Williams 1989:52). As radical feminism developed the Women's 

Liberation Movemenfs demands grew to include such issues as non

discrimination against lesbianism, and the right to be free of physical abuse and 

violence from men. 

In addition the rise of Socialist Feminism during this period was an important 

factor in the challenge to mainstream social policy. Theorists such as McIntosh, 

1978; Hartmann 1979; Barrett and McIntosh l 982, writing within this perspective 

challenged Marxism for ignoring patriarchy (although they acknowledged that 

patriarchy is both a complex and contested notion) and the subordinate position of 

women within the dominant capitalist system of production. They helped to re

fonnulate orthodox Marxist theory which lacked any substantial analysis of the 

family and was gender-blind. (Williams 1989). What the advent of second wave 

feminism enabled was a theoretical analysis of how women are defined in social 
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relations. Feminists argued that women are constantly defined in relation to men, 

whereas men are not defined in relation to women (McDowell and Pringle 1992). 

Equally, women are defined in familial terms as mothers, daughters, wives, 

carers; and their status and identities are socially constructed in this gendered way 

within the private realm of the family. Men, on the other hand, are defined, and 

their status and identities socially constructed in relation to the public sphere, as 

'workers': 

Men's specific gender is thus ignored: they represent the universal and the human 
to which women are 'Other' (McDowell & Pringle 1992:3). 

Around the 1980s second wave feminism itself began to come under attack from 

within. An argument surfaced that second wave feminism merely represented a 

fraction of women, namely white middle class women, who in effect oppressed 

other women and, were therefore, socially constructing them as 'other'. 

There can be no unitary category of •women'. The subordination of women to 
men, collectivities and the state, operates in many different ways in different 
historical contexts. Moreover, very often women themselves participate in the 
process of subordinating and exploiting other women (McDowell & Pringle 
1992:115). 

2.4.1 Thefemlnlst critique ofcommunity care: the 1970s to the early 1980s: 
Women, care and the 8/ate: Women, care a.nil famllles: Women, care and 
'burden' 

The early feminist critique of community care focused on de-constructing and 

exposing mainstream social policy myths and assumptions. What was revealed 

was the way in social policy wove together unproblematically specific beliefs and 

value positions which Wlderpinned its patriarchal and ideological social 

constructions of "the family', 'women•. and 'care' into a specific social 
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construction of community care as 'care by the community'. As Hilary Land 

comments: 

Throughout the 1960s and 1970s, there has been a shift in emphasis from community 
care meaning care in the community as opposed to large, isolated institutions, to 
mean by the early l 980s, care by the community. This as feminists have long 
argued, means care by the family, which largely, although not exclusively, still 
means care by women (Land 1991:9). 

The critique takes diverse forms. There is the early seminal contribution of 

feminist psychologists such as Carol Gilligan and Nancy Chodorow, whose work 

was taken up and developed by feminist theorists such as Hilary Graham and 

Clare Ungerson. Carol Gilligan, focused upon enabling women's voices to 

appear. as in her 1973 version of Jn A Different Voice, and Nancy Chodorow, 

emphasised the question of identity, especially through the social construction of 

motherhood as in The Reproduction ofMothering, 1978. 

Clare Ungerson in her article Why do women care? (1983) looked at women's 

economic activity and the ideological and political influences impacting upon 

women. She argued that the state actively promotes, at an ideological level, 

policies which encourage women to adopt a nurturing role and feel a 

responsibility for care. This has the adverse effect of maintaining women in a 

subordinate position in the public domain. Caring. she contended, has both 

material and ideological consequences for women. 

Hilary Graham's critique in Caring: a labour of love (1983) undertook a 

psychological exploration of how caring is labour, but a labour which is 

intimately bound up with female identity and emotion, 4caring-as-feelings'. 
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Graham considered the insights offered by social psychology are obscured by the 

dominance of economic and political science within the discipline of social 

policy: 

within social policy psychology (is) subordinated to economics. Caring, stripped of 
its symbolic role in the construction ofwomen's identity, is reduced to the obligatory 
transaction of goods and services which occurs within the patriarchal family. Caring 
here, tends to be defined as an act of female sacrifice and supreme selflessness, not, 
as many psychologists would argue, as the primary process through which both a 
sense of self and a sense of self-fulfillment is achieved (Graham 1983: 17). 

Other feminist academics also used the tools of psychology to identify ideological 

discourses which impacted upon women constructing a nurturing role. Hilary 

Land and Hilary Rose (1985) argued that women experience a process of 

'compulsory altruism'. a fonn of selflessness, which impels women to take up 

caring responsibilities. 

Some feminists took up the issue of gender and equal opportunities, and it is 

largely considered that a watershed for the feminist critique of community care 

came in 1980, in tandem with the Equal Opportunity Commission's concerns. In 

an article entitled "Community Care and the Family: A Case for Equal 

Opportunities?' in the Journal of Social Policy (1980) Finch and Groves made 

the, by now often cited, observation and challenge to mainstream social policy on 

community care that: 

in practice cormnunity care equals care by the family, and in practice care by the 
family equals care by women (Finch and Groves 1980:494) 

Clare Ungerson states that their arguments were based on the premise that: 

policies for community care were, within a context of public expenditure cuts, 
fundamentally incompatible with policies for equal opportunity for women 
(Ungenon 1987: 10). 
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Other academic feminists, too, focused on equal opportunities (Nissel and 

Bonnerjea 1982; Glendinning 1983) whose studies examined how caring operates 

as a constraint on women in comparison to men. Here there is an emphasis upon 

the burden of care, the strain and stress of the physical 'tending' (Parker 1981) 

aspects of care, the financial costs to carers and the financial gains for the state. 

A further development of the feminist critique is the ground breaking work on 

reproduction. The feminist critique of 'the family' and 'work' challenged theories 

of capitalist productive relations, arguing that the family was a significant site of 

reproduction. Although the provenance of this discourse is primarily associated 

with a critique of Marxist political economy, which re-emerged in the 1960s, it is 

succinctly illustrated in Ann Oakley's 1974 seminal work on housework. Here 

she argued that housework was work, but 'the denigration and trivialization of 

housework is a pervasive cultural theme' (Oakley 1974a:47). She continues that 

this is compounded by the situation where women undertaking such work are 

officially regarded as economically inactive. In addition, the six key core 

housework tasks which she identified - cleaning, shopping, cooking, washing up, 

washing and ironing (Oakley 1974a:49) all correspond to work which can be, and 

frequently often is, undertaken by women as an extension of their female labour 

within the home as low-paid employees, in the 'caring' services. 

Reproduction, therefore, is a key discourse in relation to 'care' and it represents the 

intersection of the private/public dualism, 'the family' and 'community care', as 

Gillian Pascall argues: 
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If reproduction is the bedrock ofprivate life, it is also a substantial concern in public 
life; indeed, social policies may well be seen as state intervention in the reproductive 
process (Pascall 1986:21 ). 

Other feminist voices on 'the family' included Barrett and McIntosh's (1982) 

critique entitled The Anti-Social Family, which argued that families contained 

unequal power and sexual relationships. In contrast Coussins and Coote's The 

Family in the Firing Line (1981), was concerned with building alliances between 

women whose identities lay within families. Their critique echoes the concerns of 

welfare feminism and contributed to the work of an anti-poverty lobby and 

considered the need to protect children. 

The feminist critique of 'the family', therefore, although diverse and containing 

many different perspectives, tended to be characterised by the feminist belief that 

the family had become a core site of women's oppression and subordination, as 

Hilary Land comments: 

Just as the concept of "the national interest" obscures important conflicts of interests 
within the nation, thus favouring the superordinate in society, camouflaging the 
boundaries between the State and the family and demanding only that the State 
preserve and support "the family"' is to the advantage of its more powerful and 
privileged members (Land 1979: 144) 

Such challenges to mainstream social policy and early community care policies 

made women, and the previously invisible unpaid work of informal caring 

'visible'. Caring was no longer hidden within the overarching rhetoric of family 

life and premised upon the separation of the public/private domain. These 

critiques tended to place an emphasis upon 'care' as a burden and to consider that 

community care policy exploited women. 
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2.4.2 The feminist crldque ofcommunity care from the mid-1980s to the early 
1990s 

Once again, there is a burgeoning feminist literature addressing the social 

construction of the relationship between women/family/care and the state during 

this period. The following review offers an insight into some of the feminist 

responses to the proposed refonns ofcommunity care discussed earlier: 

Sally Baldwin and Gillian Parker, are critical of Griffiths's unproblematical 

positioning of carers within his recommendations for reform, which they argue, 

give carers very few rights: 

the report risks the oroasional acknowledgement of carers but for the most part 
regards them as an unquestioned part of the 'given world within which community 
care will take place'. Considerably greater rights to assessment and support for 
carers is given in the Disabled Persons Act 1986 (Baldwin and Parker 1989:159). 

They argue that the proposed reforms represent a conflict between carer 

sovereignty and choice and consumer sovereignty and choice. How, they ask, 

does he address the tensions between the principle of 'consumer choice' and a 

system where services are being provided through an assessment of individual 

needs by a professional 'gate keeper'? Gillian Pascall, in taking up the issue of 

'care as work' comments that community care has been removed: 

from an unambiguous charge on the ~ to an unrelieved cost to unpaid carers. No 
longer part of public expenditure, and no longer even part of 'economic activity', it 
has been translated from the public world ofpaid work to the private world ofunpaid 
work (Pascall 1986:91). 

In taking up the issue of the promise of practical support to carers as articulated 

within the 1989 White Paper, Julia Twigg and Karl Atkin (1994) argue that this, 

in effect, represents good value for money for the government: 
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Carers were seen as a resource whose 'price' to social care agencies was very low: they 
only needed to put in small amounts of formal resources to ensure extensive inputs from 
the informal sector .... The argument was rarely expressed in its most naked form, 
whereby the only [ original italics] reason to alleviate the circumstances of a carer was in 
order to ensure that he or she continued to give care. (Twigg and Atkin 1994:6). 

In summary, this section has pointed out that a feminist critique of mainstream 

social policy aims to achieve a re-conceptualisation of what constitutes social 

policy. It has 'unpacked' some of the discourses relating to the social construction 

of 'care' and 'community care' to illustrate how women are subordinated and 

regulated within the private realm of familial relations. If the state regulates 

social relations through families as a 'form of governance', then social policy 

needs to acknowledge the gendered nature of that form of control. 

2.5 Other Developments Impacting Upon Social Policy 

2.5.1 Critiques ofmodernity 

The re-emergence of feminism within the 1960s and l 970s was part of a wider 

questioning of the status and nature of knowledge which has earned various labels 

such as 'post-modernism' 'late' modernism, 'high' modernism, and within social 

theory 'post structuralism', to name but a few. Whatever the particular label, the 

focus is upon a shift in intellectual attention from 'objects' to 'relations', which 

recognises that social relations are mediated within and through historical and 

cultural specificities (Burr 1995). This shift can be traced in a wide range of 

disciplines such as art, architecture, sociology, literary criticism, anthropology, 

geography. psychology, linguistics and structuralism. A fuller critique of 

modernity will be addressed in Chapter 3, but feminist insights offered by this 

new direction of social enquiry, with its rejection of universalism, are based on 
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the argument that notions such as 'patriarchy', 'the family', or 'sexuality' are not 

essential, fixed, categories. Rather, such terms are socially constructed ideological 

discourses circulating within a particular culture at a particular moment in time, 

whose 'meanings' are open to contestation. 

2.5.2 New social movements: The impact onfendnlsm and community care 

This new era of questioning has also signalled new social forms as a 'condition of 

postrnodemity' (Williams 1992), through the rise of new forms of identity groups 

'relating to locality and identity' (Mayo 1994:60). These 'new social movements' 

( Giddens 1991) have challenged traditional working class movements to embrace 

differing forms of social and political resistance which emphasise identity, 

democracy. citizenship and empowerment. Beresford and Croft (1992) have 

described this new form of resistance as a search for a different politics which has 

a civil and social focus. rather than a class based focus. Examples are self

advocacy groups, such as People First and Survivors Speak Out. who address 

professional powers of intervention by attempting to shift professional definitions 

of need towards a recognition of services users' own definitions ofneed. 

Feminism, and the increasing challenges within feminism, Jmticularly from black 

women, may be given as an example of how the challenge of identity has 

impacted upon universal notions, or discourses. As has been mentioned in Section 

2.4. black, older and disabled women have challenged the discourse of 'feminism' 

through a de-construction which points to the inherent power within its 

universalising tendency. This tendency masks the differing identities of women 
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within feminism and places 'white', 'middle class' women in the ascendancy, 

which subjugates difference. The 'politics of identity' challenge brings these other 

'differences' into focus, it enables the heterogeneity of feminism to be recognised, 

and it shifts the balance of power to ensure women's diverse identities are 

expressed and articulated within feminism. 

A further example from within a politics of identity framework can be given from 

the disability lobby. These challenges focused on the care/dependency nexus. 

Feminists with disabilities (Begum 1990~ Morris 1991) argued that the feminist 

critique of community care, with its emphasis on caring as a 'burden'. relegated 

those in need of care to mere 'objects' of care. It has also been argued 'this is not 

how many carers perceive their situation and that the language is pathologizing' 

(Twigg and Atkin 1993:5). The feminist critique (which I articulated earlier) 

ignores the caring roles carried out by disabled women themselves and the inter

relationship/inter-dependency of caring. Jenny Morris, in describing research she 

undertook with other women who had experienced spinal cord injury, states: 

women are primarily the carers within a family and most of us continue in this 
role. Yet too often it is assumed that we will be the passive recipients of care 
(Morris 1991:188). 

Other issues such as male caJCrs (Green 1988~ Parker 1993), and the importance 

of age, T&Ce', class. and women's position as paid carers within the personal social 

services (Davis 1996), all contributed to an on-going re-YIOrking and re--thinking 

of the feminist critique of social policy. 
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From within the self-help movement, the carers' lobby had become increasingly 

influential since the 1970s. The Carers National Association helped to push 

carers' issues onto the policy agenda. Whilst acknowledging the viewpoint of the 

disability lobby, with its rejection of 'care', the Carers National Association 

stressed that carers: 

almost inevitably take the view that the needs ofboth [carer and cared for] people 
must be considered together and separately in order to ensure a better deal for 
both (Pitkeatbley 1991 :203 original emphasis). 

Successful lobbying by the Carers National Association led to the introduction of 

a Private Members Bill by Malcolm Wicks :MP and eventually to The Carers 

(Recognition and Services) Act 1995. This Act gives carers the right to an 

individual assessment for services to meet their own needs if the person they are 

caring for is receiving services. However, the Act only 'empowers, but does not 

require, local authorities to provide services for carers' (Jones and Millar 1996:5). 

The philosophy of the Carers National Association will be addressed again later in 

the thesis. 

In summary. the last two sections of the chapter (2.4 and 2.5) have highlighted 

some philosophical, intellectual and political transformations which challenge or 

impinge on debates surrounding 'care and control' within social policy and 

community care in the UK in the late twentieth century. Within the debate, 

attempted shifts in social relations on the part of the government have been traced 

through the feminist critique of such discourses. In turn, increased debates within 

feminism itself and the emerging 'politics of identity' social movements have also 

been identified. In relation to the feminist critique of social policy, the rise of 
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these new social movements has brought a recognition that both gender and race 

need to 'be taken to the heart of an analysis of the welfare state within capitalism' 

(Williams 1989:213). 

One of the challenges facing social policy today, therefore, with its emphasis on 

universal provision, equity and fairness is how to utilise the insights post

modernism can bring: 

In some ways developments in postmodernism seem to encourage some directions 
of study and policy which are already being pursued. In other ways, some of these 
developments sit rather uneasily with a discipline which is concerned with 
collective provision, structures of inequality and empirical inquiry (Williams 
1992:206). 

2.6 Conclusion 

Whilst this review has necessarily been selective, it has identified some key 

intersections between 'care' and social change. It has traced the shift from a 

discourse of care/neglect arising from the introduction of the Elizabethan Poor 

Laws and based on the unregulated patriarchal family, to a discourse centred 

around the regulation of care/control through the family, which has become 

increasingly prevalent in the twentieth century. 

Recent key social policies demonstrating this shift, such as the rise of the personal 

social services, (which was premised on professional interventionism), and the 

impact of community care, ( which has increasingly become the tool of a 

managerialist doctrine), have been highlighted. This shift, however, is not 

uncontested, as the feminist critique of such discourses has demonstrated. 
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The early feminist critique of community care exposed the socially constructed 

nature of care as a burden which tends to fall on women through a particular 

social construction within mainstream social policy of 'the family'. Such an 

analysis, however, has been subject to criticism and similarly is not 

unproblematic. 

Other critiques of the care/control nexus have also arisen through the impact of 

the recent rise of a politics of identity, and the growth of new social movements. 

Some of these critiques within feminism have challenged the notion of 'care' as a 

'burden'. Finally, whilst acknowledging (within the 'modem' age) that 'care' is 

constituted as a potential site of control, the feminist critique argues that 

mainstream social policy academia has not addressed the gendered nature of 'care'. 

Gender and other social divisions are central to an understanding of social policy. 
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CHAPTER3 
POST-MODERNISM AND NEW MANAGERIALISM 

3.1 Introduction 

The chapter commences with an elaboration ofthe critique of 'modernity' referred 

to in Chapter 2. It then moves on to explore the provenance of the political 

doctrine of New Public Management which arose as part of the general shifts in 

academic, political, cultural and theoretical questioning around the 1970s, and the 

fragmentation of social relations. A discussion ensues as to how this doctrine was 

taken up and utilised by the Thatcher administration in relation to community 

care. 

This is followed by a description of a documentary study undertaken in 1993/4 

focusing on informal c.a.ren. This textual study analyses the impact of new public 

management principles within the language of a sample of 1992/3 and 1993/4 

Community Care Plans. It will be argued that the application of such principles 

articulate a discursive shift in language from the social construction of a moral 

imperative to care to discourses which demand the •normality' ofcare. 

The study was expanded into a joint paper between my supervisor, Hartley Dean, 

and myself entitled Fellshizing the Family: The Construction of the Informal 

Carer and presented at the 1994 Social Policy Association's Annual Confenmce 

where HartJey Dean expands the analysis to incorporate the pocesses of 

decommodification and rdamilialilltion being constructed within the emerging 

welfare mix. The paper also appears as Chapter 8 in Tb, Polllicl oftlN Family. 

(eds.) Helen Jones and Jane Millar, Avebury. SPA. 1996. 
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3.2 'Post-Modernism' And The Critique Of Modernity 

3.2.1 The transformation ofsociety 

As discussed in Chapter 2, rapid social change and transformation have 

increasingly marked the period since the l 960s and l970s. This can be attributed, 

on the one hand to processes of economic globalisation and on the other to the 

challenge to universalism; the breaking up of old certainties and universal claims 

to 'truth'. Such changes have occurred across the spectrum of political, cultural 

and intellectual theorising. as well as at the level of material conditions. The 

collapse of over-arching and centralised regimes such as communism can be seen 

as an example of the decline of the appeal to the wiiversal. 

During the past three decades a new questioning and critical awareness has arisen 

which focuses on fragmentation. uncertainty. change and contradiction. In loose 

terms, this sea-change may be seen as a debate around •post-modernism' and a 

critique of modernity, which involves intellectual. economic and political 

theorists. An example of the critique of universality and its potential for 

reductionism can be found in feminist critiques of the political doctrines of 

Marxism and Liberalism. Marxism with its emphasis on social class as the 

detenninant of difference not only obscured gender relations but tended to: 

universalize the modem separation between family and economy (whilst] liberalism bas 
beell equally gui.hy of providing a oomparablo obstacle. that of ooivenalizing the 
separation between the family and the atate• (Nicbolaoa 1992:38). 

Mapping the debates around the challenge to universali~ however, is fraught 

with difficulties and involves a plethora of schools of thought and disciplines, 

producing di fferina 'labels'. some of which am more pertinent to this thesis than 



others. The following does not attempt in any way to give an exhaustive picture of 

the wide-ranging debates. but to give some insight into three approaches which 

are pertinent to this thesis. These are: 'post-structuralism', which addresses 

theoretical change~ 'post-industrialisation\ which addresses economic change; and 

'high modernity', which addresses social change. The first perspective to be 

considered is post-structuralism, as this is an important focus of this work, and has 

already been utilised within Chapter 2. 

3.2.2. Ptm-ltt11.dllral.lsm 

The rise of a 'post-modernist society' means that all spheres of life are imbued 

with fragmentation, diversity and uncertainty. Language. and the nature of 

language. is an important explanatory component of post-modernism. as language 

is socially constructed through discourse, as Valerie Bryson explains: 

Languege is of crucial importance. for it not only determines bow we aec the world, 
but hO'W we ex.il.t and who we are. Because reality is mediated by language and 
experience it is different for each of' us; dlere can be no impersooal. objective •ooo·s 
eye view' only particular individual 1ubjectivitie1. (BrylOD 1992:226). 

The roots of post-structuralism ca.n be seen in aspects of structuralism~ and it is 

worth spending time to consider their interrelationship and differences. 

Structuralism and post~structuralism overlap in their anti-humanism. From both 

perspectives individual identities are constructed throuah lanplge. rather than as 

a result of an irmale or biological human nature. Our 'tboupts', ·feelings" and 

·behaviour· are only acoeuible to us throup llnPIO. How the theories differ. 

is in the nature of l'Malllftl and whether this is fixed. Both uphold the view tbat 

lnnilJ.lp is orpni11tional Md structures social relations. 
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Language. argues Ferdinand de Saussure (1974) a. structuralist linguist, operates 

through the notion of signs. Language is constructed by signs and each sign 

consists of a signifier (a word or image). and a signified (a concept to give 

meaning). Signs are fixed structures and their meaning is relational rather than 

intrinsic. For instance, a word such as 'mother', derives its meaning from its 

difference from other competing signs for womanhood. But, Saussure argues, 

concepts are arbitrary, so that when we link particular signifiers to signifieds this 

indicates that we have divided our world into arbitrary categories through 

language. and that this division could have been different. However. once a 

signifier becomes attached to a signifier, it is fixed. 

Another structuralist theorist ( whose work is of interest to this study) this time 

from \\,ithin the Marxist paradigm. is Louis Aitbusser: firstly, for his insight i.nto 

the power of lanauqe as ideological constructs orp.nised to represent particular 

powerful interests~ and scoondly for his insight into the way in which individuals 

are positioned as ·subjects• through language within these ideological constructs. 

Althusser ( 1971) arsues that Jansuaae organises. manipulates and ensures the 

reprnduction of power relations through specific social fonns. He defines these 

social forms u ideological state appua.tu:sea. examples being schools, the law, the 

family, the churdl and the mectia. Such idcoloaical state appuatuses act in the 

particular interests ofthe rullr,a clua. ~ therefore,. ii the means by which 

individuals are governed. The orpniational powers of lanSV,alC operatina 

through the ideological state apparatuMI def"tne the parameters within which 



individuals are positioned as subjects (for example women as 'mothers'). 

Althusser' s argument il1ustrates how ideology can be viewed as the organisational 

process whereby meaning is mobilised within the social world in the interests of 

powerful groups. This organisational process is defined by Silvennan as a 

•subjection to a higher authority' (Silverman 1989:36). 

The subjection to a higher authority operates in two ways. Individuals become 

subjects ofand subjected within ideology. A1thusser argues that ideology recruits, 

calls or 'hails' its subjects through a process he terms interpellation. The 

interpellation of subjects within particular ideological discourses consists of 

hailing a preterred, not an absolute, subject position representing particular 

interests. Individuals are consumtly being •hailed' by a range of differing 

powerful ideological discourses. On taking up a subject position representing a 

particular interest an individual will assume he/she is the author of that disoourse, 

but this. Althu.uer argues. is a mis-reoognition. He/she is, in fact, the subject of 

ideology, and has been subjugated to that ideology and the power relations 

operating within it ·for Althusser. then. in becoming subjects we are finnly put in 

our place' (Silverman 1989:36). 

Thus post-structuralism is principally concerned with language and discursive 

practices that constitute social meaning. individual subjectivity and social 

orpniwion. Whenl post~ism moves away from structwalism is in the 

argument. that sign1 are not •fixed'. and it ia to that I now turn. 



The theory of post-structuralism is derived from structuralism, linguistics, 

Marxism and psychoanalysis. Theorists of post-structuralism contend that words 

can, and do, change their meaning over time, and additionally that language is 

contextual and words frequently carry more than one meaning (Foucault 1972, 

1980; Derrida 1974; 1978). An example is the word. or signifier 'woman', which 

has many meanings depending upon the context in which the word is used. For 

example. it can mean 'the ideal woman\ •the whore', or 'the victim•. 

The post-structuralism argument contends that we are active agents in the 

construction of identities and that people are both constructed by and 

manipulators of languaae. Individuals are constantly constructing and re

constructing themselves through a range of contesting and multiple discourses. 

The self. therefore, is not singular. fixed or unified, but comprises multiple 

meanings which are always open to contestation and change. Everything is 

'known' through language, which is presented through discourses and discursive 

practices. For example, Foucault. a French post-structuralist philosopher argued 

that discourses are •pracuc._,"S which fonn the objects of which they speak' 

(Foucault t9n:49). 

Foucault's work is important to this thesis u it highlights the hiS10rica1 specificity 

of discourses and the workina of po~r within discourses. Foucault moved 

beyond a potentiaJ!y reductionist imerpn,tation of power by rejecting the notion 

that P<)wet it fundamentally reprenive. Rather, he argued. pcrwer is productive, it 

producea knowled,e. Chanaes over time Yrithin society bring new social practices 



and discourses to bear at specific historical moments. Such discourses are 

productive and have the power to control society and its members through their 

'disciplinary power'. Two nineteenth century examples to which he refers are 

'penal reform' (Foucault 1977) and 'sexuality' (Foucault 1976). In The History of 

Sexuality he argues the nineteenth century discourses on the body can be linked to 

growing concerns about the population: 

It was necessary to analyse the birth-rate, the age of marriage, the legitimate and 
illegitimate births, the precocity and frequency of sexual relations, the ways of making 
them fertile or sterile, the effects of unmarried life ... Things went from ritual lamenting 
over the unfruitful debauchery of the rich, bachelors and libertines to a discourse in 
which the sexual conduct of the population was taken both as an object of analysis and 
as a target of intervention (Foucault 1976: 25-26). 

During this period, Foucault argues, sex became an interest of the state, and 

apparatuses of the state such as the Church. New discourses defining socially 

'acceptable' sexual practices and creating new 'knowledge' arose as forms of 

social control. 

In Discipline and Punishment (1977) Foucault identifies an historical shift in 

discourses away from 'sovereign power'; the power of a sovereign to punish or 

coerce, towards 'disciplinary power' which encompasses surveillance and 

normalisation. Disciplinary power can be self-regulating through people's 

willingness to position themselves subjectively within discourses and regulated by 

others, such as 'experts'. 

But, Foucault argues, power and resistance go hand in hand. Prevailing powerful 

discourses can only exist in relation to other counter discourses. Such discourses 

have the potential to challenge the dominant discourses' supremacy, their claim to 
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'truth'. An example could be the challenge of alternative therapies to mainstream 

health practices. For Foucault. therefore. power does not lie within a simple bi

polar relationship of povver and powerlessness. but operates within a 'field of 

force relations' (Foucault 1980). These force relations take specific fonns within 

specific societies and are ora,anised through social relations such as class. race, 

and religion and a.re inherent in social institutions. 

A basic premise of post-structuralism is that discourses construct particular 

·truths' which they present as univenal. However, the argument that di.scourses 

construct numerous and differing versions of truths. with no possibility of there 

being 'one truth'. brings with it the charge of relativism a key problem with post

structuralism. and one which this thesis addresses in Chapter 7. 

Within post-structuralism. discourse theory. drawn primarily from the work of 

Foucault, has been used to 'dc-constru<-1' texL1 and institutionalised discursive 

practices in order to identify dominant discourses and show the power and 

interests that their particular claims to ·truth• contain. The term de-construction 

refers to the process by which the organisational power of discourses' claims to 

truth can be identified. 

This tcnn \YU coined by the French philosopher, Derrida. He arpes that 

meaning is context dependent and not fixed.• lipiften (such• words) have 

different mearunp in different situations. But more dMul this. he argues, that 

language is selt"-refenmt. by which he means sipificra IUCh as words can only 
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refer to other signifiers and take their meaning from the differences between 

signifieds. It is this relationship which produces meaning. Something only 

acquires meaning in relationship to what it is not. For example 'day' is given 

meaning in relationship to 'night'. However. Derrida (1978) argues that we forget 

the absences and see only what the signifiers mean. In order to bring these 

'absences, to light we need to deconstruct, say a text, to uncover the absences and 

therefore the relationship in which the discourse is founded. It is in this way that 

counter discourses may be articulated. The identification of absences is not 

straightforward. but may be found through looking for binary oppositions, internal 

contradictions and metaphors (Burr 1996). One of the ways in which this thesis 

will be seeking to identify absences in relati()n to discourses socially constructing 

community care is through the metaphor of 'the family'. 

3.2.3 ""critique of 'Mo4ernlty ': lmpllclldonsfor 60CW policy 

Tony Fitzpatrick argues it is a •useless exercise to date the origin of modernity' 

(Fitzpatrick 1996:307). He find~ it more helpful to view modernity as a social 

construct which only had mea11il1g once a counter construct began to appear 

around the 1970s. that of ·post-modernism'. The rise of 'post-modernism' 

challenges universality and the 'unifying power of grand. epistemological 

narratives' (tbid:30S) associated with modernism, 

However. the term 'post-modernism· is coaaentious and lacks universal 

acceptance amona tbeoristl. The debate takes many forms. For theorists of social 

change, such as Bock (1992) and Giddens (1996) the napid changes within society 

have created the situation where people have become both increasingly 
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individualised and reflexive whilst simultaneously more closely monitored. 

Giddens eschews the term 'post-modernism' preferring the term high or late 

modernity. High modernity, he argues, has created the situation where individual 

identity can be displaced. no longer attached to an established time and place due 

to the rise of mass global communication and technology, such as electronic mail. 

Such a free-floating individualised identity however is increasingly monitored by 

national governments throush increa.,ed social control partly facilitated by 

advanced technological knowledge. We are, th~fore, he argues living in a •post 

traditional order' (Giddens 1996:2) which is characterised by risk and doubt. This 

has brought about the situation where it is now the management of risk which is 

the new organising principle governing the distribution of resources and 

individuals. where: 

institutionalised risk environments link individual and collective risks in 
many ways - individual life chances. for instance, are now directly tied to 
the global capitalistic economy (ibid: 1 I 8). 

This view tums counter to essentialist concerns such as those of a unified or 

'given• personality arising from human nature. Rather, theories of high or late 

modernity look to ·external' explanations for human behaviour and identity. 

which are socially constructed. Our identities are constructed through. and we are 

inseparable from, competing social discourses operating within the historical and 

cultural specificity ofdtis post traditional order. 
l 

Beck (1992) prefers the term 1retlexive modem.isation1 to 'post modemism'. Beck., 

too, charts fundamental shifts in relations both p)bally and at the level of the 

individual. whic~ he lfl\lN,) arc chmcterised by risk. R.isk.q, such u ecological 



risks, embrace rich and poor nations. Increasingly, societies have become more 

fragmented and old established networks are breaking down. As we become more 

individualised and able to take greater control over our lives, so we become more 

isolated and insecure. Risk and uncertainty, therefore, are central components of 

'reflexive modernisation' and 'high modernity'. 

In terms of the welfare state, this debate was set against a backdrop where, from 

the late 1970s, a New Right administration was rapidly adopting a residual 

welfare programme (Johnson 1990~ Mishra 1990) in response to an economic and 

fiscal crisis. This k"d to debates about whether the welfare state itself was in crisis. 

However, John Clarke drew on other theorists. such as LeGrand and Bartlett, to 

argue that 'reports of the death of the old welfare regime have been much 

exaggerate<f (Clarke, Cockrane and McLaughlin 1994:1). 

Peter Taylor-Gooby ( 1994) argued. on balance. apinst the usefulness of post 

modernism to the discipline of social policy, pointing to the sustained influence of 

market liberalism and the asc.endancy of capitalism in the international and 

national political economy as persistent fonns of meta-narratives. He contends 

that ·post-modernist· themes such u difference. diversity and choice may 'cloak' 

other developmentS of c:onsidemble importance to the discipline of social policy 

such as the growing disparities between rich and poor. 

Fiona Williams (1992) attempts to bridF the pp between the theoretical debate. 

She araue1 that the 1990s have brouaht an intensification ofcontradictions within 
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welfare surrounding issues such as class, consumerism, citizenship, 

managerialism, and the basis of care and support. The resulting uncertainties for 

users of welfare services mean that welfare provision is no longer from 'Cradle to 

Grave, but from Pillar to Post' (Williams 1992:202). Her interest is to explore 

how diversity, difference, change, as well as contradictions, can be taken up and 

acc<)mmodated within social policy. 

Fiona Williams argues that the articulation of post modernism can be seen in two 

divergent ways within social policy. The first is from the top down. This posits 

'diversity' as a means to achieve welfare pluralism. This can be seen to drive 

community care reforms in the late l960s and early 1990s through an advocacy of 

wide ranging and diverse fonns of contractual service provision opportun.ities. 

But. as has tx.-en argued in Chapter 2. this top down approach to welfare provision 

attempts to incorporate informal carers contractually within the mixed economy of 

care. 

The second vmion operates from the bottom up. This has focused on diversity 

through analyst."S of social policy in terms of issues such as gender. 'race', age, 

disability and sexuality. Such analyses have ·exposed the 'false universalism' of 

the post-war welfare state: 

that i~ the extent to wb.icb IOCial policiel have been built on a wbhe. ma.I~ able
bodicd. heter01CXual norm. liviag within a supportive nuclear family fonn 
(Williams 1992:206). 

WilHams arpes that it ii important to differentiate between post-modernity as 'a 

condit,on a set of cha.ops. transitions and processes perceived to be taking place 
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at the social, political, economic and cultural level, and postmodernism as a 

particular shift in theory and analysis' (ibid:205). 

The impact of post-modernism on social policy therefore creates a conundrum in 

relation to a differenoe/universalism debate. One way forward, Williams suggests, 

is through a re-conception of 'selectivity' towards a more dynamic notion of 

'diversity' which takes account of people's ability to articulate their own needs and 

goes beyond the universalism/selectivity debate. This re-conceptualisation takes 

account of people's different needs as well as their universal rights. Fiona 

Williams argues that this: 

poiDII to what I think ia a fundamental issue for social polioy .. not tbe 
oc>Unterpoling of diversity to universality but the need to resolve the teasiou 
between universal prioeiples and policies on the one band. and the n,oognition of 
diversity, on the other (Ibid: 209) 

As a potentiaJ model for this inter-relatedness Fiona Williams uses the example of 

a polyhedron which incorporates gender. sexuality. race, age, disability and class 

to illustrate the multi-faceted and interrelated nature of divisions through which 

people's lives are constituted: 

With such an image if may be polsible to catch some understanding of the 
relationship between diversity ud power, between the individual. their identity, 
their laooscapcs of choice and rilk and the ways theM are muctured by societal 
relations of power and inequality. In other words the individual consumer of 
welf•e II DOI IOIDCODC who is &eo to cboo&e. but 1101neone whose needs and 
choices are consti~ articulated and structured by a variety of divisions and 
differmcea. (ibtd: 214) 

This model acts u a spriqboard to my owu thinking later in the thesis, when 

considenna the development of a theoretical synthesis. 
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fo return to Fitzpatrick, he has taken notions such as modernisation, modernity 

md modernism and placed them under one umbrella term. He argues for the 

Jrocessual term 'post-modernisation' which emphasises, at the economic level, a 

,ost-industrial service economy where information and communication networks 

increasingly predominate. Associated with these economic processes are global 

political and cultural changes. Post modernisation has brought about changing 

work patterns. for example the development of a 'port folio• short-term contract 

culture. with its emphasis on workers with a range of multiple skills, rather than 

the specialist skilled worker in long-term secure employment This shifting 

pattern can be clearly demonstrated in the decline of traditional industries with 

their large-scale assembly-line production methods and unionised workforces and 

the rise of "p:m-Fordism'. with its emphasis on new forms of work, which 

encompass diversity and fragmentation. Again. this issue will be returned to later 

in the thesis. 

This brieflook at some ofthe debates around 'post-modernism' and the 'critique of 

modernity' sets the backdrop to the next section. This considers the rise of a 

further global phenomenon. new managerialism. and how that doctrine became an 

importance influence on the development ofcommunity care. 

3.J 1lte Doctrine Of New hbk Mau . · t 

Britain in the late 1970s and early 1980s was negotiatins several watersheds. 

These included the need to be competitive in the world economy and recover from 

economic recession; the need to adapt to new labour relations brought about by 



'post-modernisation' and the impact of post-Fordism, new technologies and the 

casualisation of labour~ and the need to take account of demographic change, the 

impact of an ageing population, and mounting welfare costs. Increasingly. there 

was a need for all organisations to become leaner, more efficient and effective. As 

a result. growing attention was focused upon the role of management as a 

potential tnmsformative tool, both in the private commercial sector and 

increasingly within the public sector. These developments reflected similar 

changes at this particular period within Europe and the USA. Christopher Hood 

identifies four ·mes;atnmds' linked to the doctrine ofNew Public Management: 

• Attemp«s to slow down or reverse government growth in terms of overt public 
spending and staffing. 

• Tho thift towards privatization and quasi-privatization and sway trom core 
government institutions. 

• The development of automation, particularly information technology, in the 
pnxluctioo and dJlbibution ofpublic 11.TVices. 

• The dt.-vel(»pment ofamore Ulla"Mtional agenda 
(Hood 1991 :3} 

The Thatcher government in Britain increasinaly adopted the doctrine to generate 

new values and break up the centralised and bureaucratic professionalism 

predominant in the welfare state, 'The aovemment argued that the welfare state 

was not only meflicicnt and anetTective by not giving value for money, it was also 

wasteful and over-resourced. Additionally. the welfare state fostered dependency. 

The introduction of new public managcrialism into welfare placed a greater stress 

on private sector styles of management u a means of cn.,&ting increased 

competitic>n. ah:,ng with a shift towards dt..~cntrabation and tipter. more efficient 

control over the 1111.0aFffle:nl ofscarce ~ 



Such changes were designed to bring about increased accountability to customers 

through explicit standard setting and petfonnance measures to ensure value for 

money, and through increa..1,ed •consumer choice', which would be created 

through the operation of market forces. 

However, despite new pubhc management's stress on de-institutionalisation, 

partnership, consumerism and the •promotion of users' needs to centre-stage' 

(Langan and Clarke 1994:74). social and political theorists (Hood 1991; Wilding 

1992~ Langan and Clarke 1994; Clarke, Cochrane and McLauglin 1994) argue it 

is a contested doctrine with internal contradictions. It is to these arguments that I 

now tum. 

J.J.1 T1le Udlrllal coldruldlotu lnherat.t Ill n,wpllbllc ~trment. 

New public manaaement. like ·feminism'. is not a unitary concept Inherent 

within it are several discourses on ·manaprtaHsms' (Clarke, Cochrane and 

McLaughlin t994) which are taken up differently by different t.heorists. 

Hood ( 199 J ) argues that the ori&in of new public ~ lies in a marriage 

of opposites. • a marriage of two different streams of ideas: new institutional 

economics and business-type managerialism in the tradition of the international 

scientific manapment movement' (Hood 1991 :S). New institutional economics 

builds on ideas of user choice, trampan,ney and incentive structures. The 

scientific manasement movi~ent builds on the ideal of professional management 

expertise, whach 11 not only ptlrtable. i.e. can operate within any environment. but 
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also paramount over technical expertise. In addition this approach demanded high 

discretionary powers in order to be 'free' to manage and was regarded as central 

and indispensable to better organisational perfonnance through its ability to 

engage in active measurement and the emphasis upon organisational outputs. 

Clarke, Cochrane and McLaughlin describe the two main opposing forms outlined 

by Hood in slightly different terms. They distinguish these two fonns in terms of 

Taylorist or neo-Taylorist approaches and new wave management or new human 

resource management. New wave management accords with Hood's new 

institutional economics and focuses upon 'enabling' and managers' ability to 

liberate the ·creative and productive potential of their workforces• (Clarke, 

Cochrane and McLaughlin 1994:4). It is a 'people centred' discourse. 

Conversely. Taylorist or m:,"0-Taylorist discourses are more in line with Hood's 

scientific management movement. where the focus is upon strict control and 

regulation of the workforce in order to achieve productivity improvements. This 

particular discourse accentuates the three 'E's': eiconomy, efficiency and 

effectiveness. However. as Hood comments: 

Whether the partners in this union (are] fully compatible remains to be seen. 'Free to 
manage· is a rather different slogan from 'free to choose'. The two can conflict, 
particularly when, the new public :management revolution is led from above (as it 
was in the UK) rather than from below (Hood 1991:6) 

A further complication with new public management is that the two opposing 

streams, and variant off-springs. may well be operating simultaneously within 

organisations. existing however uncomforlably together. What unites them is an 

over•riding belief in the tramfonnative nature of manaaenalism. Despite its lack 

71 



of internal coherency, Hood contends that seven overlapping precepts serve to 

distinguish the over-arching doctrine of new public management. These are: 

• 'Hands-on professional management' in the public sector. 
• Explicit standards and measures ofperformance. 
• Greater emphasis on output controls. 
• Shift to disaggregation ofunits in the public sector. 
• Shift to greater competition in the public sector. 
• Stress on private-sector styles ofmanagement practice. 
• Stress on greater discipline and parsimony in resource use. 

(Hood 1991:4) 

Wilding (1992) also raises some concerns about the potential impact of the new 

doctrine. He considers that, whilst a new stress on efficient and effective 

management within the public sector may be welcome, there is the potential for 

both positive and negative outcomes. He argues that although the positives are 

readily apparent: increased efficiency, effectiveness and accountability, the 

negatives are less so. There is a risk, he contends, that only those things that 

appear easy to measure will be counted. As costs are almost always more easily 

measured than benefits the corollary is that the drive for efficiency, in fact, 

becomes an exercise in cost cutting (Wilding 1992:204). 

3.3.2 The impact of new public management upon local authority social 
service departments 

Increasingly, local authority social service departments became a site for major 

transformation and, although the political thrust was led by the Thatcher 

administration, it was not without wider support given a growing concern about 

the failings of social work during the 1970s (Langan and Clarke 1994). The cause 

of this loss of faith is complex. The fall and rise of the personal social services 

has already been discussed in Chapter 2 but some aspects will briefly be expanded 
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on here. The aspirations of Seebohm to form a unitary service had not 

materialised. as Webb and Wistow expound: 

Social work was grafted into the SSDs as if this operation was self-evidently 
straightforward. The fact that it was not is reflected in the long saga of trials and errors 
with variants of generic and specialist working. intake team.a, large area teams, small 
area teams. 'patch• teams and centralised and dooentralised management of service 
production and allocation. (Webb and Wistow 1992:206) 

The SSDs faced other difficulties and accusations. They were considered, on the 

one hand. to be too bureaucratic with centralising tendencies and therefore 

inttlective, whilst on the other. they faced the charge of being professionally 

arrogant. 'The fwlure to heed the authentic feelings and voice of the client was a 

fundamental charge' ( ,b Jd: 196). There were other questions facing the 

increasingly beleagured profession. such as those relating to standards of training, 

as identified in the 1979 Goldberg and Warburton Report Ends and Means in 

Social Work. This pointed to a significant gap between expectations and the 

practice skills of S<>eial workers. Webb and Wistow conclude that the 'Seebohm 

era did not in practice lead to a system of universal personal social services. based 

on SSDs. 'IAlith wh1ch people from all social background could identify' (ibid:203). 

These failings were not resolved in the early 19805 by the publication of the 1982 

Barclay Report folloY.ina a review of social work in the post-Seebobm era. 

undertaken by the National Institute of Social Work. The Barclay Report did 

point to the need for dcccntraliled social planrung, but social wort 

professionalism was oovertbel~s undermined.. By the 19805 a large number of 

SSD, rep>rtod high levels of staff \1lCll'IICies and turnover, low morale and siege 

mentality amongst social work teams. Alvin Schorr, an adviser to the 1968 



Seebohm Committee, argued that too much responsibility 'had been laid on the 

personal social services' (cited in Clarke Cochrane and McLauglin 1994:88). 

There was a growing recognition that the personal social services were 

overburdened, disorganised, demoralised and, some commentators argued, under

resourced. 

It was against this background that the Thatcher government's adoption of new 

fonns of public manageriaJism took place. The Thatcher administration saw 

managerialism as a way of transforming the roles of local authority social service 

departments. as well as assisting in the politically expedient process of 

residualising welM. 

In the setting up of the Audit Commission, the Social Services Inspectorate 

promoted the principles of new public management. The Audit Commission was 

advised to: 

preach the mcuage of good maoagemeot in local government. and to einsure 

authorities make proper amtngements for socuring efficiency, effectiveness and value 
for mouey in rcsourcc u1e (Law,on 1993:74) 

This resulted in the 1986 review }.,faking a Reality of Community Care. The 

introduction of such principles into the personal social services brought a new 

form of technocratic langua,ie to the fore. This could be seen in the 1986 Audit 

Commission's Review. with its emphasis on cost containment and value for 

money~ in the GrU11ths Report~ and in the subsequent 1989 government White 

Paper Carmg for P,u:,ple: Commun,ty Care in thtt Nut Decat.k and Beyond 
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Again, the feminist critique of the language of these reforms has already been 

discussed in Chapter 2. 

In the transformation of the personal social services, many of the proposals 

contained in the Griffiths Report were taken up in the White Paper, although there 

was no appointment of a specific Minister for Community Care. as advocated by 

Griffiths. The 'perverse incentives' favouring the use of residential care, initially 

identified by the Audit Commission Report were to be removed by transferring 

the 'care' element of social security funding from the DHSS to local authorities. 

The 'lead' responsibility for implementation of the transformation of community 

care had reluctantly been given to local authorities but was designed to evolve in 

new ways. Local authorities were to become enablers, organisers and managers 

of the new mixed economy of care rather than direct service providers. Six key 

service delivery objectives were outlined. These objectives are couched in 

language infonned by the principles of new ma.nagerialism such as accountability, 

efficiency, value for money, market forces and consumerism: 

• To promote the development of domiciliary, day and respite services to enable 
people to live in their ow11 homes wherever feasible and sensible. 

• To ensure that service providers make practical support for carers a high priority. 
• To make proper aneumeot of need and good caac managanent the oomerstone of 

high quality care. 
• To promote the development of a flourishing independent sector alongside good 

quality public s«vicel. 
• To clarify the responsibilities of apocies and so make it easier to hold them to 

account for their performance. 
• To secure better value for taxpayers• money by introducing a new ftmding 

structure for social care. 
(Caring for People. 1989:5). 
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Robyn Lawson (1993) identifies some key areas of change for the role of the 

personal social services introduced by the White Paper: 

• Meas11res to match services to needs: 
A clearer picture ofdemand. need and supply 
Budgets and managerial responsibility devolved downwards 
Assessment and case management for targeting and individual care packaging. 

• Measures to pr<>1'Wtl! cJ,oice,,flexll:,l/Jty and innovatwn: 
Stimulation and use ofa flourishing independent sector, and floating off in-house services 
A greater rauge of day and domiciliary services. 

• Measura to promote value/or mont!y, qflclency, acwuntability and quality: 
Competition between providers 
New role for SSD as purchaser. setter and monitor of standards, with only residual 
providing function 
Distinction between. and possibly separation of. purchasing and providing functions 
(Lawson 1993:70). 

The new role afforded an insight into an increasing emphasis on contracts. market 

forces and oonswnerism in the mixed economy of care. In addition Social Service 

Departments were being charged with the responsibility of ensuring 'consumer 

choice' and tailoring services to meet consumers' needs. 

3.3.3 lnformal Ctl.J'ff$: a shifting dbct>urse 

Of particular importance to this study is how infonnal carers have been socially 

constructed within the discourse of the community care reforms. Johnson ( 1987) 

has argued that the Thatcher government's aim was economic growth rather than 

social policy. A coronary of such a position, he contends, is to lay the burden of 

'welfare' strongly upon individual and family responsibilities: 

the family is Seat by Mrs Thatcher as an impona element in her strategy fOJ 
transfonning British socie:ty...a shift from an interventionist state to a minimum state 
gives a central role to the family (Jobmoo 1987:87). 
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Webb and Wistow ( 1987) argue that the government constructed a series of 

political myths surrounding the family, neighbours, charity and volunteering 

which were woven into the political dogma of the 1980s. These myths were 

based on the moral rhetoric of•social obligation• in so far that: 

people have become neglectful of their social obligations to kin and neighbours and 
that a vast reservoir of informal care can be tapped simply by enforcing these 
obligations; that 'genuinely voluntary' provision, staffed by volunteers and paid for 
by charitable giving. can be rekindled with little difficulty (Webb and Wistow 
1987:93). 

Pinker (1992) forecast that the future of welfare and its administrative and 

economic base would be heavily dependent upon informal carers: 

Tbe present state of our economy and its future prospects suggests that the one sector of 
the mixod ocooomy that is oatain to grow is informal care based on families and 
communities. Only a sustained economic recovery and a fall in unemployment will 
open up other options (Pink.er 1992:279). 

Robyn Lawson ( 1993) comments: 

What is new in Oriffiths • ( 1988) and the CCWP' s (1989) vision of a mixed eoonomy 
of care. is that it inCOl'pOl'1llel boch the infonnal and formal upe,ctS of care...sso·s are 
preued to make support for can,n a high priority...Howover. it is not clear how 
carers· noodl will be met (Lawson 1993:76). 

Informal carers had become the target of a new political discourse, which is the 

subject of the next section. 

The following description of a preliminary textual study of the language of 34 

local authorities community care plans attempts to illustrate the rapidity with 

which the new public management doctrine and shifts in discourse surrounding 

infonnal carers and community care took bold. I undertook this study in 

1993/1994 during the first and second rounds of the anual Local Authority 

Community Care Plans. 
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3.4 A Documentary Study Of 34 Local Authorities' 1992/3 And 1993/4 

Community Care Plans 

The 1990 NHS and Community Care Act was not implemented immediately. 

Implementation occurred gradually. with the first round of Community Care Plans 

being published in the financial year t992/3. The Department of Health's Policy 

Guidance Document provided the framework for the plans. It stated 'the delivery 

of community care should be planned, developed. commissioned and 

implemented locally. It leaves maximum scope for innovation and flexibility at 

local level' (DH 1990). The guidance document stressed the need for the 

development of 'Good Practice' and effective collaboration. 

The aim of the documentary study was to conduct a textual analysis of the 

language of the community care plans. It had two main objectives; to fonnulate 

an impression of how quickly and closely local authorities appeared to be 

conforming to the precepts of new public management, at least at the level of 

rhetoric. and to assess their commitment to informal carers. 

It was originally envisaged that an analysis of all 116 local authorities' plans 

would be undertakert This proved untenable, however, due to the diverse nature 

of the plans and the time involved. I eventually undertook an analysis of a random 

sample of 34 English and Welsh 1992/3 and 1993/4 Community~ Plans. An 

adjustment Ml subsequently made to obtain a bel~ between Metropolium. 

County Councils and London Borought. A ftamework for the textual analysis WU 



developed which included the research interests of other faculty members at the 

University of Luton (Appendix A). The framework comprised fourteen sections: 

Study Framework 
• The 'Enabling' Authority 
• Stimulating a Mixed Economy of Care 
• New Public Management 
• Promoting Choice for Individuals 
• Purchaser/Provider Split 
• Devolved Budgets 
• Care Management 
• Needs Led Auessment 
• Practical Support to Carcrt 
• Population Needs Assessment 
• User Consultation/lnvolvement Joint Working 
• Complaints Procedure 
• Consultation Forum., 
• Quality Assurance 

The key government documents informing the study were: the 1986 Audit 

Commission's Report Making a Reality ofCommunity Care, Sir Roy Oriffiths's 

1988 Report Community Care: Ag(~nda for Action, the 1990 White Paper Caring 

for People: Commumty Care in tht~ Next Decade and Beyond and the 1990 OOH 

policy guidance document Community Care in the Next Decade and Beyond. 

3.4. l The devdop,,vld oftwo lndJca 

The fourteen point framework underpinned the development of two main indices. 

The first comprised a New Public Management General "Conformity" Index. 

This initially contained seven key indicators by which to gauge how far local 

authorities were sipaalling their intent to conform to the doctrine of new public 

management within the language of their plans. Thus the text of the plans wu 

scrutinised for references to or statements about: 
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Indicators for the General Conformity Index 
• The Enabling Authority 
• Stimulating a Mixed Economy of Care 
• Promoting Choice for Individuals 
• The Purchaser/Provider Split 
• Devolved Budgets 
• Consultation Forums 
• Practical Support to Carers 

As the main focus of my interest in the study was informal carers, I separated the 

seventh indicator. Practical Support to Carers, for the purposes of analysis to 

comprise the second index. This involved identifying criteria for a proposed 

'Index of Good Practice· for Practical Support to Carers. The aim was to assess 

whether local authorities were responding.. at least at the level of rhetoric, to the 

relevant objective~ 'To ensure that service providers make practical support to 

carers a high priority' one of the six key objectives in the 1989 White Paper. This 

index looked at: 

• The level of awareness local authorities appeared to have of the particular 
needs of informal carers. 

• The degree of practical support they claimed to be developing for informal 
carers. 

• The recognition of the 'centrality' of informal carers to the success of 
community care. 

• The level of consultation and/or joint working they were planning to undertake 
with informal carers. 

Eight criterra were established as components for the index: 

ln~!s,tcdll.li~~tico· !Pde 
• An indicution of ~ific practical support co infonnal carers. through delegated 

fbnda. innovative practices. improved services or otbel' initiatives. 

• An indication of whedllr Clrffl are involved ia the cared-for penoo.'a nsesameat 
in addition to that penoa (where this i1 approprille). 



• An indication of whether carers themselves will be offered an independent 
assessment if required. 

• An indication of whether the plan's commitment to informal carers appears to be 
central or peripheral (there were five specific indicators to assess this). 

• An indication of whether the plan acknowledges that the needs of informal carers 
may be distinct from the needs of the cared~for person. 

• An acknowledgement that there may be tensions between the carer's needs and 
the cared-for person's needs. 

• An indication of whether carers are involved in joint health or social services 
initiatives and/or joint planning. 

• An indication of whether the local authority identified any lack of expertise in 
how to work with carers and if so how they sought to rectify this. 

A third index was developed in collaboration with a faculty member based on six 

further indicators relating to the introduction of technical and organisational 

systems within authorities to accommodate new public management principles. 

The text of the plans was scrutinised for references to or statements about: 

lruli~&!J~iali:smf'qrmilY IA4R 
• Specific Targets/Porform.ance Indicators 
• A Formula for Funding Service1 
• Responsibility for Monitoring overall Implementation 
• New IT Financial Information Syltems 
• Strategies for enhancing In.House Provider efficiency 
• Clear and specific: role for Elccred Membt.-ra 

Additional docurnentatfon referred to for comparison of the outcomes of this 

work were, a report c<>mmissic>ned by the Social Services Inspectorate. and 

conducted by the Nuffield Institute, entitled Jmplcmmting Community Care 

(1993) and a Carers National Auociatioo•s su1Vey <..-ntitled Speak Up, Speak 

Out (1992) 

The followina section is an abridged version of the results published in Chapter 8 

of The Polwcs ofthe Family (eds.) Helen Jones and Jane Millar. 1996. referred to 



in the introduction to this chapter, which addresses the general conformity index 

and the practical support to carers index. The full results are provided in 

Appendix B. 

3.4.2. Results 

i) New public management "conformity'' index 

The following results are based on the presence or absence of statements about the 

first six components of the index in either or both the 1992/3 or the 1993/4 

community care plans. The results are presented in rank order according to the 

frequency with which they appeared: 

1st. Stimulating a "Mixed Economy ofCare": (32 out of34 authorities). 

The 1989 White Paper outlined specific ways in which a mixed economy of care 

might be promoted. including contracting and tendering arrangements, the 

stimulation of not-for-profit agencies and the voluntary sector as well as the 

'floating off of self-managing units (DH 1989: para.3.4.6). All but two of the 

local authorities endorse a commitment to such objectives, and the 1993/4 plans 

suggest an increasing level of endorSL""ment 

2nd . C'onsultation Forums: (31 out of 34 authorities). 

On the question of con.,ultation there was a problem of definition. It was tmClear 

from their plans when the J l local authorities refer to consultation with carers as 

to whether they are referrina specifically to informal cann. The overwhelming 

majority of authorities indicated that they had. as they VWJre required, established 
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consultation 'forums'. However, some authorities may have established carers• 

forums which are attended by voluntary organisations and/or 'caring' 

professionals such as social workers or community nurses. These 'carers' may 

speak on behalf of informal carers with, or without, their knowledge, but equally 

may be representing their own 'caring' needs/interests. These findings remain 

ambiguous, as it is unknown to what degree these consultation processes reach out 

to informal carers. 

3rd. Promoting "Choice"for Individuals: (29 out of 34 authorities). 

Of the twenty-nine authorities claiming to promote choice for individuals, their 

statements primarily fell into four categories: 

• The belief that the care management process would provide choice. 
• The belief in the development of the mixed economy to provide choice. 
• The legislative requirements to advertise complaints procedures and ensure that 

individuals have greater access to information and advice. 
• Empowerment of individuals 

4th . Devolved Budf.{ets: (25 out of 34 authorities). 

Twenty-five authorities indicated that budgets were being devolved to either Area 

Managerffeam Manager or Local Service Manager levels. Very few had 

delegated budgetary control to individual Care Managers. 

5th . The "Enabling" Authority: (24 out of 34 authorities). 

Twenty-four authorities at some point laid claim to being an enabling authority 

within the plans. 

6tti. The PurchalerlProvltler Split: (18 out of 34 authorities). 
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Barely half the authorities claimed to be ready to implement this maJor 

organisational restructuring. Of the eighteen who signalled that they were 

developing an internal split, ten indicated that the split would involve considerable 

organisational re-structuring; a further advised it was conducting a partial split, 

and another that it was not developing a formal split. 

b) Practical Support to Carers 

Local authorities were similarly assessed on the basis of their community care 

plans for their 'compliance' with the eight components of the proposed Index of 

'Good Practice'. The results are listed in rank order in accordance with the extent 

of their 'compliance': 

1st . Indications ofSpecific Practical Support to Carers: Thirty two of the 34 local 

authorities gave examples of practical support to carers. These fell into the 

following categories: 

• Delegated funds/increased fimds for specific services ( e.g. respite care) 
• Designated posts (e.g. Support Workers) 
• Establishment of Carer Forums/Panels/Units/Support Groups 
• Demonstration Projects (e.g.: Kings Fund, Princess Royal Trust, CNA) 
• Research/Training 

The direction of this practical support was couched in the language of enabling 

carers maintain their caring responsibilities. 

2nd. Indications of whether carers are involved in the cared-for person's 

assessment in addition to that person (where this is appropriate): Thirty of the 34 
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local authorities indicated that carers were eligible to be involved m the 

assessment process. 

3rd . Indications of whether carers will be offered an independent assessment of 

their own needs if required: Twenty-eight of the 34 local authorities indicated 

that this was possible. These last two components address the important question 

of the needs-led assessment process in relation to carers. The 'proper assessment 

of need and good case management' is according to the 1989 White Paper the 

'cornerstone of high quality care'. Equally the Department of Health's Policy 

Guidance indicates: 

The preference of carers should be taken into account and their willingness to continue 
caring should not be assumed....Carers who feel they need community services in their 
own right can ask for separate assessment (DH1990: paras.3.28 and 3.29). 

However, the 'contradiction' contained within the doctrine of new public 

management here becomes apparent through the question of the eligibility criteria 

for services. In order to ensure the most effective use of limited resources the 

guidance also states that services should only be offered to those 'with the greatest 

needs' (ibid: para. 1. 10). This rationing of services is dealt with through local 

arrangements for determining appropriate eligibility criteria and, therefore, 

restricts the degree of choice open to both users and carers. Although local 

authorities did not always indicate their eligibility criteria in their plans, it may be 

assumed that the commitments they made apply only to carers of those users who 

have met eligibility criteria. 

4th• Indications ofwJzether carers were involved in joint working, joint planning 

or other forums: Twenty-eight of the 34 authorities identified specific initiatives. 

Again, there was a problem with analysis in this sub-section as it was difficult to 
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ascertain whether carers were involved in formal joint planning processes or 

simply informal joint working initiatives. This problem also applied to 'forums'. 

It was unclear whether they were primarily self-help forums or open forums with 

the opportunity of commenting directly to statutory authority personnel. Only a 

minority of authorities mentioned more practical forms of joint involvement. 

training or advocacy. for ex.ample. 

5th . Acknowledgement that the needs ofcarers ~ be distinct from the needs of 

the cared-for person: Twenty-six of the 34 authorities distinguished between the 

need to provide services for users and the need to provide services for carers, as 

well as the need to consult separately. 

6th. lndicatioNI ofa cenlral commitment to auppcrttng carers: Twenty-four of 

the 34 authorities were judged to have demonstrated a central, rather than a 

peripheral. commitment to carers within their plans through fulfilling three or 

more of the following five criteria: 

• Whether there was a separate NCtion on supporting carers within the plan. 
• Whether carers needs were included within the client group sections ofthe plans. 
• Whether carers were included in joint planning/joint working initiatives. 
• Whether caren were included in general Statements of Principles 
• Whether there were specific targets within the plans for implementing proposals for 

supporting carers. 

?'h. Acknowledgement that there may be tensions between carers' needs and 

users' needv: Sixteen of the 34 authorities acknowledged that there may be 

tensions between carers' and users' needs. Ho-.vever, this minority may be 

accounted for by the way in which informal carers are primarily seen and socially 



constructed as 'service providers' within the reforms rather than as 'consumers' in 

their own right. 

8th. Whether plans acknowledged and sought to remedy a lack of 'expertise' on 

how to work with carers: Only three of the 34 authorities acknowledged an initial 

lack of expertise on how to work with carers, and all three addressed this through 

contacting and working with national organisations responsible for representing 

carers' needs. 

3.4.3 Summary 

I) New public management: 

Over two-thirds of local authority plans indicated that authorities were responding 

to the community care reforms by recognising their roles as 'enabling authorities'. 

Only two authorities within the study failed to outline their approach to the 

development of a new mixed economy of care, or to indicate how they were 

going to provide practical support to carers. 

On the question of 'choice' for individuals, well over two-thirds indicated that they 

would be promoting choice through several differing~ or mechanisms. 

However. under half the plans indicated that authorities were formally developing 

strict purchaser/provider organisational splits and progress on this seemed to be 

patchy. Equally, very few plans indicated that. within the newly developing care 

management process, budgets would be devolved to individual care manager 

level. 
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On the whole, however. the language of the plans studied in this analysis tends to 

confonn to the doctrine of new public management by indicating a greater focus 

on managerial refonn. There was a degree of decentralisation and accountability 

identified along with proposed mechanisms for the transfer of service 

responsibility. The emphasis appeared to be on a broad brush approach with less 

progress on the introduction of new public management systems at an 

administrative and technological level. particularly in respect of financial 

planning. target setting and the enhancement ofin~house efficiency. 

ii) Practical support to carers 

With regard to the 'centrality' of informal carers within the refonns, and how this 

is represented in the language contained within the plans, a high level of support 

was identified. 

Twenty~ight out of the 34 local authorities indicated in their community care 

plans that they were offering. or planning to offer, specific support to carers with 

nearly two-thirds of the authorities scoring highly (i.e. six out of eight or better) in 

accordance with the criteria specified in this particular study. 

Over two-thirds of the plans referred to joint working and/or joint planning 

initiatives with carers. 

Nearly two-thirds drew a distinction between 'users' of services and 'informal 

carers' within the language of their plans. 

88 



Less than a third, however, acknowledged potential tension between carers' needs 

and users' needs. At the level of public pronouncements of intent, therefore, local 

authorities still had a long way to go in recognising and acknowledging that the 

interests of users and carers may conflict. 

These findings indicate a high degree of awareness amongst local authorities of 

the 'centrality' of infonnal carers within community care refonns in gendedral and 

the development of a new mixed economy of care in particular. The need to 

provide practical support to carers in order to enable them to continue in their 

caring role appeared to be acknowledged. The findings of this part of the study 

are broadly consistent with those of a related study by the Nuffield Institute 

( 1993) which states: 

It is quite dear that on this issue authorities across the sample have not only 
acknowledged the importance of providing support for carers and in most cases have 
clear plans for doing so (Nuffield 1993: 24). 

In conclusion, the study indicated how quickly Looal Authorities had taken up the 

principles of new public management, at least at the level of rhetoric, through the 

introduction into the reforms of this hegemonic discourse. 

3.5 A Shift From 'Moral Imperative' To 'Normative Requirement' 

Although the need to provide practical support to carers appears to be an issue 

willingly addressed within the rhetoric of the community care plans, as indicated 

in the findinp. there is a difficulty here. In the 1989 White Paper> which built on 

many of Sir Roy Oriffiths's recommendations, informal carers have been elevated 



to one of the 'six key objectives' for implementation of community care 

legislation. The 1989 White Paper states: 

The Government acknowledges that the great bulk of community care is provided by 
friends, family and neighbours. The decision to take on a caring role is never an easy 
one. However, many people make that choice and it is right that they should be able 
to play their part in looking after those close to the.en. But it must be recognised that 
carers need help and suppon if they are to continue to carry out their role (OH 1989: 
para.1.9.4) 

The language contained in this White Paper appears, at first sight, to take some 

account of the tensions within the doctrine of new public management through its 

acknowledgement that people may 'choose' to become informal carers. However, 

the emphasis within the White Paper and the 1990 Act is upon the implementation 

of the refonns within existing scarce resources rather than promoting alternative 

choices for informal carers as consumers. 

There remains then, as has already been pointed out, the question of to what 

degree choice as curtailed for carers by the rationing of services to those in 

greatest need. The contradictions within the disoourses on 'choice' on the one 

hand, and availability of services on the other, mirror the inherent contradiction of 

new public management discourse. namely the privileging of finance over choice. 

The plans give little credence to the language of 'alternative choices' for infonnal 

carers. 

This lack of real choice was highlighted in a study undertaken with 3,000 informal 

carers by the Carers National Association entitled Speak Up, Speak Out. In 

response to a survey addressing the issue of 'Choice in Becoming a Carer' the 

report states: 



Virtually no respondent indicated that they had felt there was any real choice about 
taking on their caring role. Their explanations fell into three roughly equal groups: 
duty, family relationship and lack of alternative (CNA 1992: 36). 

The tensions surrounding consumerism and consumer choice within the doctrine 

of new public management becomes manifest, therefore, when placed in the 

context of informal carers. The underlying economic and technocratic imperative 

of the doctrine of new public management demands that informal carers continue 

to carry the brunt of the material burden of caring in order to control public 

spending and reinforce a shift away from public to private responsibility for 

welfare. 

The contradictions within the doctrine of new public managerialism around the 

opposition of •choice' on the one hand and cost containment/scarce resources on 

the other with regard to informal carers, therefore, are multiple. On the question 

of •cost containment' they are faced with: 

• the government's need for them to remain as carers in order to maintain cuts in 
public expenditure. 

• the difficulty of gaining access to services for themselves due to scarcity of 
financial and material resources; and 

• the potential conflict between their needs as carers and the needs of the person 
they are caring for. 

On the question of •choice' they are faced with: 

• a denial within the strictures of the doctrine that they have any real choice in 
taking up their caring 'roles•~ 

• the potential for denial ofchoice in their role as pen::eived 'customers' ofcare; 

• the potential for user choice taking precedence over carer choice. 
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The 'contradiction', therefore, remains unresolved. As Wistow and Henwood 

contend: 'the Community Care White Paper does not allow carers the ultimate 

choice of whether or not to become, or continue to be, a carer' (Wistow and 

Henwood 1991 :92). 

There does, therefore. appear to have been a significant transition in the social and 

political construction of care. Government reforms introduced a 'gloss' on 

previous ideologies and discourses, which articulates a moral imperative to care, 

to construct 'care' as a nonnative process within the technical and rational 

administration which new public management discourse introduced into 

community care. 

This shift in official discourse can be seen in the language of the Griffiths Report, 

where the moral imperative to care masks a social and political construction of 

'infonnal care' through agloss based on a concept of 'normality'. People become 

carers, the report argues. because this is the rational, logical. normal and natural 

course of action to take. The 'masked' discourse is presented as straightforward 

and unproblematic: 

Families. friends and neighbour" and other local people provide the majority of care 
in response to needs which they are uniquely well placed to identify and respond 
to...Tbe proposal1 take as their starting point that this is as it should be (Agcoda for 
Action 1988:S). 

Equally the 1989 White Paper reinforces and underscores the discourse of the 

'normality of informal care' by stressing the requin,ment that local authorities 

should ensure support for informal carers. But this support is premised on the 

need for carers to remain active carers and. therefore. continue to place 



themselves subjectively within the socially constructed discow-ses prescribed by 

the contract culture. 

It is here that we ca.n see an example of FoucauJt's notion of 'disciplinary power', 

encompassing nonnalisatfon. As suggested, in order for new public 

managerialism discourse. as s«:ially etmstructcd within the community care 

reforms to be successful and obtain (or retain) its hegemony. it has to be taken up 

through people's ( in this cue informal carers') willingness to position themselves 

subjectively within that discourse, and be regulated through and by it. 

In addition., to reft.'1' back to the earlier debates in Chapter 2 in relation to the 

regulation of 'care' through families~ it can be argued that recent successive 

Conservative governments have continued to utilise the 'care and control' equation 

through the regulation of informal carers. By contracting the labour of informal 

carers within the family into the public arena of a politicised mi.xed economy of 

care as 'infonnal care'. they have effectively nepted choice. The reforms have 

laid the 'burden' of care on to carers• shoulders (altflou&h it is recognised that this 

is a contentious term). 

In the process, ·care• wu tnmsformcd from an active verb, the act of 'doing'. to 

'informal care· as a noun, a llll'Ded 1ervice which could be incorporated into the 

reforms. Informal carers wen, now perceived u vital •NrYice providers' within 

the informal sector of the new mixed ecooomy ofcant The logical outoome wu 

that the normative care discourse effectively collapsed the question of *choice' for 
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informal carers into the decision to 'choose to care'. To choose not to care would 

be to go against the hegemonic 'nonns' being socially constructed and place 

choice in the ascendancy over cost. 

Furthermore, the analysis identified how a socially and politically constructed 

form of informal care within the discourse of the 1'refonns" served as a metonym 

for 'the family' and builds on familial ideology (as outlined in Chapter 2 and 

developed further later within this thesis). The importance of this construction to 

the maintenance of the claim to truth in which it lies, stems from a public/private 

dualism. Within that dualism the •subordinate' term (the private world of 'the 

family' and 'informal caring') is vital in maintaining the identity of the 

'privileged' term (the 'public' world of government and administration, here 

represented in the government's community care refonns). 

'The family'. in tum. frequently acts as a metonym for 'women' (Finch and 

Groves 1986~ Land 1991) as discussed in Chapter 2. The use of this metonym 

illustrates the invisibility of women within the language of the official reviews 

and reports, and the power of gender-blind, androcentric patriarchal discourses. 

Still further, 'the family' frequently means 'women'. and the placing of women in 

the private sphere of the home re-engages the dualism of 'caring about/caring for'. 

Gillian Dalley argues that this creates the: 

conjunction for men to care about and thence to be floancially responsible for... while 
women will do the physical tending and emotional providing for (Dalley 1988: 17). 



These latter ideas and arguments will be explored in more detail in the following 

chapters. 

3.6 Conclusion 

This chapter has brought together theory and practice. The introductory 'critique 

of modernity' section explored those theoretical ideas and debates surrounding 

'post modernism' which are key to my analysis. The next section highlighted 

how, viewing 'post modernism' from a theoretical and analytical perspective, 

discursive ideas underpinning the growth of a particular doctrine were taken up 

and assimilated within the particular political and ideological discourse of the 

New Right, at a specific historical juncture. New public managerialism was seen 

as a potential tool in the transformation of social and economic relations. 

The next section, which outlined my documentary study, provided evidence of 

'post-modernism' in welfare policy imposed from the 'top down' (Williams 1992). 

Here theoretical and ideological discourses prevalent at a particular period of time 

(the early I 990s) were examined in relation to their effectiveness when translated 

into practice within Community Care planning. It has been argued that, at this 

level, local authorities were accommodating these discursive repertoires. 

The final section undertakes a feminist de-construction of the hegemonic new 

public managerialist discursive repertoires underpinning the reforms in relation to 

informal carers. This pointed to a particular form of subjugation. A shift in 

discourse was identified from one previously based on a moral imperative to care 
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to one of normative care. This shift, it has been argued, effectively negates 

informal carers' choice to care. 

The utilisation of the doctrine of new public management within the 

transformation of welfare can, therefore, be seen as an example of Foucault's 

productive discourses, which act to control social relations through their 

'disciplinary power'. 



CHAPTER4 
SUBJECTIVITY, PROCESS, SYNTHESIS 

4.1 Introduction 

This chapter introduces an important shift within the thesis. A major difficulty 

relating to the research process is that it is not linear, and yet our formally 

presented 'accounts' have to be both understandable and accountable, in terms of 

reader accessibility and the validity of the research. This tends to impose an 

ordering and re-ordering of material so that it appears to progress in a logical, 

seamless and pre-determined fashion. Such a presentation renders the research 

process itself invisible~ the circularity and fragmentation; the visiting and 

re/visiting; the setbacks and re-addressing that is an essential component of 

research. In feminist theory, research which does not make the research process 

visible remains unaccountable, and produces 'alienated' knowledge; that is 

knowledge which cannot be traced to the knowledge productive process. This 

chapter begins to address this issue by attempting to produce accountable 

knowledge. By breaking down some of the developments and shifts in my 

theoretical and methodological thinking, as I embarked on an in-depth qualitative 

interview study, I hope to produce accountable knowledge. The study explores the 

question of whether or not carers feel able to say 'no' to either becoming or 

remaining a carer. 

4.2 An Interview Study: Can Informal Caren Say 'No' To Caring? 

4.2.1 Provenance ofstudy 

The findings of the documentary study reported in Chapter 3 prompted the idea 

for the interview study. l wanted to discover from carers themselves how difficult 
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it was to resist the attempted shift in social care discourses from a 'moral 

imperative to care' to a 'normative' requirement to care identified in the reforms. 

To accomplish this required an encompassing of subjectivity. I wanted to place 

'informal carers' centre stage of the study. 

It seemed logical, therefore, to situate the study within the feminist critique of 

social policy and the principles of feminist research. I chose the feminist critique 

of social policy due to its groundbreaking work on making 'women', 'the family' 

and women's positioning within the public/private dualism visible. This has 

already been discussed in Chapter 2 and this chapter will expand on this critique. 

I chose feminist research because of its challenge to the positivist research 

paradigm; its commitment to subjectivity; and its attempt to engage the 

'researcher' in a particular relationship with the 'researched'. 

Additionally I wished to t.ake up the challenge to mainstream social policy by 

focusing on the debates between 'difference' and 'universalism', thus locating the 

study within the debates outlined in Chapter 3 concerning the impact of 'post 

modernism' on Social Policy. 

The focus on difference will capture the heterogeneity of the caring experience. 

Individual experience, individual agency, the workings of power, and carers' 

diverse experiences in negotiating hegemonic (i.e. dominant) discourses will be 

explored. 
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I was also interested in this research question because I had a personal interest in 

informal carers, as I indicate in Chapter 1. This stemmed from my previous work 

which had involved helping to facilitate carers' voices within the formal 

consultation and service planning process. At this time within my PhD studies I 

was not a personal informal carer. 

As the reading for my PhD studies had begun I had become increasingly 

interested in the question of personal agency. In particular I was interested in the 

question of how our identities are 'shaped' and how we, in tum, 'shape' our 

identities. As the PhD progressed this interest was gradually narrowed down to 

the question of why informal carers 'care'. 

4.2.2 Developing a synthesis 

Defining the grounds for the interview study moved the research from a textual 

analysis of discourses. to a direct exploration of discourses in relation to carers' 

subjective experiences of caring. This created the rationale for the interview study 

to remain within a post..structuralist framework.. The positioning of the study 

within these differing approaches called for a theoretical synthesis which would 

be pertinent to the thesis as a whole. The interview study itself, therefore, had two 

main aims: 

• To explore the question of saying 'no' to caring amongst a sample of informal 

carers. This will involve analysing carers' negotiations of dominant social and 

political discourses and discursive practices, and to consider how the outcome 
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of the study impacts on social policy discourses. The study's primary focus 

will be on discourses surrounding the shift from 'a moral imperative to care' to 

a 'normative requirement to care' identified in Chapter 3. 

• To begin to develop a theoretical synthesis encompassing post-structuralism 

(incorporating discourse theory), feminist research and the feminist critique of 

social policy (incorporating the debate over difference and universalism) in 

which the research can be situated. 

The development of the synthesis and the search for appropriate methodology was 

neither a straightforward or smooth process. 

As indicated in the introduction to this chapter, and in line with feminist research 

principles, I will attempt to draw out some of the shifts in my thinking which 

occurred as part of the research process whilst undertaking the interview study. To 

help in this retrospective task, I will refer to conference papers written during the 

period the research was undertaken, as a way of assisting in this re-construction. 

The next two sections outline the theoretical underpinning to the initial stages of 

the interview study. Chronologically, this takes me up to the point where I was 

actively thinking about how to analyse the interview data. 

4.3 Expanding The Feminist Critique Of Informal Caring 

Of particular importance to this study is the identification of the discursive 

repertoires which underpin the social construction of what I have termed the shift 
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from a 'moral imperative to care' to a newly emerging discourse around a 

'normative requirement' to care. In essence, the moral imperative to care 

discourse has been constructed around the notion of 'social obligation', while the 

normative requirement to care has been constructed around an economic, 

technocratic and instrumental imperative. In a paper entitled Private Carers: 

Daughters of Reform? presented at the Social Policy Association's 1995 Annual 

Conference Redefining Social Policy, I elaborate on this: 

Private Carers: Daaghters of Reform? 
This 'shift', which constructs private carers as the first line of support, rests upon the notion of 
social obligation, underpinned by familial ideology, the public/private dualism and the 
internalisation of values within the caring relationship. This amalgam of constructs is what I 
have termed 'the moral imperative to care' discourse. 

As the ref orrns have gathered pace an addition to the 'moral imperative to care' discourse was 
constructed arising from the introduction ofthe political doctrine of new public management into 
community care policies. The thrust of this discourse is technocra.ctic with its emphasis upon 
cost effective use of scarce resources, a contract culture, value for money and organisational and 
managerial change. This discourse has attempted to establish the principle that caring is the 
rational and nonnative re,ponsibility of the family rather than the state. In short that normative 
informal private caring takes precedence over formal care. The reforms take this as their: 
'starting point that this is u it should be' (Griffiths Report, 1988, 3.2). 

July 1995 

The paper was subsequently developed into a chapter entitled 'Constructing the 

'private carer': Daughters of reform?' which was published in Dean H (ed.) 

Parents· Duties, Children's Debts, Arena, 1995. 

I have argued that the gloss of the instrumental normative requirement to care 

imperative incorporated informal carers into the contract culture as service 

providers within the mixed economy of care. The precepts of this newly 

emerging discourse. along with a feminist critique, have a.heady been considered 

in previous chapters, and will not be repeated here. To simplify the discussion I 
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have termed it the 'instrumental normative' discourse, and this will be expanded 

on later in this chapter. 

The following explanatory framework, however, defines the discursive repertoires 

encapsulated in the notion of 'social obligation' which underlie the moral 

imperative to care discourse. 

4.3.1 The moral imperative to care dl.scourse 

I have identified this discourse primarily from the readings of feminist scholars 

who have de-constructed the notions of 'reproduction', 'dependency', 'familial 

ideology', and 'the caring relationship'. Such analyses identify the powerful 

institutionalisation of women's positioning within structured social relations. 

'Familial ideology' has been discussed in Chapter 2. and arose during the 18th and 

19th centuries. It defines the family as nuclear in formation with a male patriarch 

at the head. Women are primarily positioned within the private realm of the 

family, which is premised on the notions of reproduction, domestication and 

dependency and are excluded from, or hold an inferior position within, the public 

sphere of production: 

Women's positioning within capitalist social relations. therefore, is one of a gendered 
subordination W1der patriarchal and capitalist hegemony, where the power of the 'truth' 
of the construct of familial ideology has appeared to operate at a universal level through 
its ability to create a '1trong symbol-system which is labelled as the family' [original 
italics] (Gittins 1993:70). 

Domestic reproduction, seen as the process of reproducing social relations 

through the fulfilment ofa servicing, nurturing and caring role, becomes the focal 
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point of state intervention, particularly under the auspices of the welfare state. An 

important insight of theories unpacking familial ideology has been the 

identification of the public/private dualism. 

Within the construction of 'the family' women are seen as the natural nurturers. 

This is taken as an everyday 'common sense' belief and 'truth' structuring 

experience. Clare Ungerson, in the research on which her book Policy is 

Personal: Sex, Gender and Informal Care is based, confirms this socially held 

norm. She identified life-cycle typologies of male and female carers. The male 

carers in the study cared for their spouses and all had taken on their caring 

responsibilities late in their life-cycle, after retirement. In contrast, the women 

who were caring for elderly relatives entered the life-cycle typology at variable 

stages: 

Caring for an elderly dependant is nevertheless unlike child care in one 
important respect. Children have only one mother; elderly people generally 
have more than one child or child-in-law. In other words, the network of 
obligations and pressures on mothers to care for their children is rather different 
from the comparable pressures on children to care for :their parents or parents
in-law. Mothers a.re spotlighted. Children, and especially daughters and 
daughters-in-law. are simply lit; their po&it:ion in their personal life cycle 
provides the stage backdrop. (Ungerson 1987:84) 

Ungerson goes on to contend that within gendered kinship relations, it is only 

women who appear to be the 'appropriate people to combine caring with paid 

work and child care and to care for dependants of a different generation from 

themselves' (rbid:87). Other researchers, too, have identified a gendered 

'hierarchi of expectation or obligation as to who should care for elderly relatives. 

Qureshi and Walker's (1989) research identified a kinship hierarchy comprising in 

rank order: spouse, daughter, daughter-in-law. son, other relatives. non-relatives. 
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Part of the reason for women's acceptance of this social construction, feminist 

academics have argued, lies in the process of internalising the values 

underpinning 'the caring relationship'. Such a relationship is based on key 

discourses such as love, duty, obligation, reciprocity and responsibility; what 

Hilary Graham has termed 'a labour of love' (Graham 1983). 

Such values are highly gendered. Gillian Dalley (1988) contends that the 

construct 'caring for'fcaring about' is experienced differently at an affective level 

by men and women. 'Caring for' involves personal tending (Parker 1981 ); the 

servicing and maintenance tasks of caring, whereas 'caring about' is linked with 

emotion and feelings about another person (Graham 1983). Within the role of 

motherhood these two notions, Dalley ( 1988) suggests, represent a unified and 

'natural' whole~ linking biological reproduction and social reproduction as the 

norm. This social construction of motherhood, however, she continues, extends 

beyond the 'normal' to the 'extra-normal': 

Just as the affective links which form at bird:t are tied into the mechanical links 
of servicing and maintenance in the case ofhealthy children, similarly, the same 
affective links in the case of disabled and chronically dependent family 
members get tied to the servicing and maintenance fimctions (Dalley 1988: 10). 

For men, however, 'caring for' and 'caring about' are asswned to be separate. Men 

can 'care about' but do not necessarily have to or are not expected to 'care for' 

through undertaking a tending role. Rather men tend to take responsibility 'for' 

through being financially supportive. 

One of the ways in which the successful unification ofthe concepts 'caring for and 

caring about' can be understood for women is through the notion of 'compulsory 
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altruism', as expostulated by Land and Rose. They argue: 'whereas altruistic 

practices are structured into women's lives they are structured out of men's' (Land 

and Rose 1985:93). Women have internalised the values underpinning familial 

ideology and the prescriptive expectations of social policies. As a consequence 

compulsory altruism: 'encapsulates both the self-sacrifice and the selflessness 

involved and the prescriptive expectations of society that women shall perform 

that role' (Dalley 1988: 17). 

Chodorow offers a psychodynamic explanation of the internalisation process, 

arguing that caring is deeply embedded in social structures to the degree that ' the 

sexual division of labour and women's responsibilities for child care are linked to 

and generate male dominance' (Chodorow 1978:76). Mothering, therefore, she 

contends, reproduces itself and is experienced differently by boys and girls, 

resulting in different outcomes in terms of identity. 

At the centre of this argument is the proposition that, through the process of the 

unconscious, caring 'is given to women...while at the same time caring is taken 

away from men: not caring becomes a defining characteristic of manhood' 

(Graham 1983:18). Feminine and masculine identities are formed within this 

dynamic. To transfonn such identities requires a transposition of reproduction to 

a place where men can play an active role in the reproductive process. 

Jane Lewis and Barbara Meredith (1988) in their research on daughters caring for 

mothers at home also identified a strong internal injunction to care. However, 
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their findings temper the 'self-sacrificing' and 'selflessness' nature of compulsory 

altruism. In their research, this internal injunction was linked to a positive 

concept of female identity, which could potentially be explained through 

Chodorow's notion of the internal construction of 'motherhood'. Equally, 

however, the same daughters also experienced strong pressures from the 

expectations of others~ friends, neighbours and relatives, that they would fulfil the 

caring role. 

Nevertheless, the great majority of carers interviewed reported that they wanted to 

care and would do so again. This was despite the emotional and material costs, 

the degree of labour required, and the psychological adjustments to their elderly 

mothers' deteriorating condition - with the contingent changing quality of their 

personal relationships. 

The internalisation of values constructing the caring relationship and the concept 

of 'the family' is. therefore, complex and often appears to be experienced in 

contradictory ways. 

The moral imperative to care discourse is both complex and contradictory, 

embracing as it does both individual identity and individual .activity. But it does 

not exclusively apply to the positioning of female carers within policy, it also 

applies to male carers, most of whom are spouse carers, and one of the interesting 

aspects of the discourse it to consider how male spouse carers position themselves 

subjectively within its value base. 
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Clare Ungerson in her 1987 study of infonnal carers identified two different ways 

in which male and female carers expressed their feelings for the spouses they were 

caring for. Female spouses tended to couch their language in tenns of duty and 

responsibility while male spouses used the language of love and the marriage ties. 

Looking for possible explanations. Ungerson turned to the work of Gilligan and 

Chodorow who locate their accounts within a psychodynamic perspective 

wherein, through the unconscious internalisation of values within the Oedipal 

development, boys and girls form masculine and feminine identities. The end 

result, Ungerson contends, is that: 

Mature men and women have different moral frameworks and ways of 
approaching moral questions. Men refer to rights, which are subject to public 
and rational assessment; women refer to responsibilities, which are private and 
sensitive to individuals and their particular relationships (Ungerson 1987: 146) 

One possible explanation. therefore. of male spouse carers subjective positioning 

within the moral imperative to care discourse is through their public commitment 

to 'the constellation of rights and obligations contained in the marriage vows' 

(ibid: 149) which they experience both as an expression of love and as an active 

act of 'doing'. Hilary Graham argues that the act of men taking on the caring 

responsibilities for their spouse has arisen through a process of negotiation around 

'doing': 

Men negotiate their social position through something recognised as "doing", 
"doing" based on 'knowledge' which enables them to 'think' and engage in 
'skilled work' (Graham 1983:30) 

For male spouse carers, therefore, their positioning within the moral imperative to 

care focuses upon their ability to develop 1skills' of ea.ring, rather as they develop 
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'skills' in the public sphere of pa.id employment. This actively and publicly 

demonstrates their love, whereas female spouse carers tend to perceive their 

caring skills as something that is automatic, 'natural' and part of their female 

identity. 

Gillian Parker in her 1993 study of spouse carers looks at questions such as 

fairness and equity within relationships which, she argues, are detennined partly 

by social expectations of gender roles within the ideological framework of 

marriage. The onslaught of disability or chronic illness within a partner brings 

about a change in the balance of equity and reciprocity, which are premised, in 

tum, on beliefs about what marriage is about, as well as in nonnative male and 

female roles within marriage. 

Parker's study contributes to our understanding of the strength of the moral 

imperative to care discourse for both men and women. She argues that 'men in 

similar proportions to women, referred to ideas of duty or reciprocity in talking 

about why they continued to help and support their partners (Parker 1993:125). 

and that spouses ofboth sexes expressed moral incentives for caring, but: 

Carers were not usually able to say clearly from where this moral imperative to help 
came, but it seemed to be deeply embedded within their system of beliefs about 
marriage and the responsibilities that being married entailed (Jbid:93) 

Gillian Parkers findings appear to give credence to the idea that male spouse 

carers also operate within the moral imperative to care discourse and adapt their 

behaviour to incorporate the skills of caring. Specifically, she discovered that 
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spouse carers found it more difficult to separate themselves emotionally than it 

would have been if they were caring for 'other' kin, but she argues: 

This is not totally surprising because being close emotionally is, at least as 
conventionally portrayed, the main raison d'etre of marriage. Thus while we 
love our children because they are our children, and love our parents because 
they are our parents, by contrast our spouses are our spouses because we love 
them. Consequently, even if we stop loving our parents or children they 
remain, nonetheless, our parents and children. If we no longer love our 
spouses one of the main reasons for being a spouse is removed (ibid: 119), 
(original italics) 

And finally, before leaving this section on the range of discourses defining 'social 

obligation' which underpin the moral imperative to care, there is one more 

empirical research study worth exploring. 

Janet Finch and Jennifer Mason's 1993 research on the nature of family 

responsibilities focuses on the question of whether caring relationships amongst 

kin are obligatory or negotiated. They report that there is no evidence that 

'families should be the first line of support for their members' (Finch and Mason 

1993: 12 }. They indicate, however, that responsibilities between adult children 

and their parents are 'accorded special status' and that, at the practical level of 

supporting kin, these responsibilities involve complex processes of negotiation 

rather than fixed rules about obligations. The process of negotiation revolves 

around the following central themes: 

• 'reciprocity' (particularly the importance of obtaining a balance of power 

between dependence-independence within the caring relationship) 

• 'developing commitments' (a process which takes place over a long period of 

time) 
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• 'personal biography and reputation' (the establishing of a 'reputation' for being 

the carer within the kin relationship), and 

• 'legitimate excuses' (reasons for not caring which will be accepted within the 

kin relationships). 

Their work indicates that kin relationships are not based on 'rules' of obligation, 

but are more fluid, arising primarily from the process of developing commitments 

over time. Although these commitments may be only partially recognised and not 

consciously planned, they do, Finch and Mason argue take on a moral dimension. 

It is, therefore, possible, they state, to see how gender becomes entwined in the 

structural location of individuals; how: 

women who conventionally are seen as having time more readily available 
than men. are more likely to get locked into sets of commitments which entail 
giving time and labour ... (women] a.re more likely than men to begin on a path 
where they start to develop sets of reciprocal responsibilities with kin 
(Jbld: 169). 

It is likely, therefore. that women will take up 'caring' within kin relationships. 

However. Finch and Mason caution that this is not a simple process. In 

conclusion. their work helps to illuminate why one member of a family more than 

any other may 'take up' the caring responsibility, and that this is a negotiated 

process. 

Before leavina this section on the extended feminist critique of caring it is 

important to engage with more recent criticisms of earlier feminist studies of 

caring which point to the lack of attention that bu been given to black and ethnic 

carers within the feminist literature. Hilary Qraham (1991) argues that the 
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emphasis on gender needs to be modified to include other factors such as class 

race and sexuality. This remains an under researched area, but Karl Atkins and 

Janet Rolling's 1993 review of ethnicity, disability and infonnal care provided 

important insights. They report: 

There is little information on the experience of inform.al care among black 
communities. Available information is speculative and exploratory, based on 
small-scale studies. Detailed information is therefore sparse (Atkins and 
Rollings 1993: 12). 

Their work helps to dispel commonly held myths, such as the idea that Asian 

people 'look after their own' and have self-supporting extended family networks. 

Rather their review points to a predominance of quite often isolated and 'invisible' 

elderly people within minority ethnic communities separated from families by 

migration policies. 

4.4 Feminist Research Prtnciplee 

As part of the general challenge to universal~ along with the expanding 

discipline of sociology. conventional positivist social science began to come 

under sustained attack in the 1970s. Within sociological theory there was a 

growing emphasis upon a range of qualitative methodologies where researchers 

reflected on their personal experiences of social research. Two such researchers, 

Colin Bell and Howard Newby marked this development in a collection of essays 

entitled Doing Sociological Research which they produced in tm. 

Helen Roberta, notina the abaencc or feminist ICholanhip within the Bell and 

Newby book~ t<Xlk up the challenge by editina a collection of essays based on 

feminist approaches to research within the social sciences. Her book, entitled 
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Doing Feminist Research, published m 1982, remains a seminal source of 

feminist scholarship. 

Feminist researchers are interested in validating women's subjective experiences 

so as to make women's lived experiences and knowledge more accessible. The 

feminist viewpoint posits that conventional social science research has both a 

·positivist' and a male bias. These biases primarily arose as a result of how men 

saw themselves as positioned within social relations. arising from the growth of 

the Enlightenment. and its male dominated belief that society 'can be ordered in 

accordance with reason. knowledge and justice' (Bryson 1992:225). Traditionally, 

such research tended to focus on quantifiable methods, such as surveys. These 

were predicated upon a presumed logical, objective. and detached mode of 

collecting data that could be counted and presented in statistical tenns in order to 

provide generalisable results. Where interviews were undertaken, the rationale 

still derived from within this objective paradigm with interviewees being regarded 

as 'objects' of research and the interviewer a detached and neutral presence. 

Interviews were: 

Regarded as an informa:tion-gathoring tool, the interview is designed to minimise 
the local, concrete, immediate circumstances of the particular encounter -
including the respective personalities of the participants ··- and to emphasise only 
those aspects that can be kept general fllOU8h and demonstrable enough to be 
counted. As an encounter between these two particular people tho typical 
interview baa no meaning; it is conceived in a framework of other, comparable 
meetings between other couples. each recorded in such ·twuoo that elements of 
communication in common can be eaaily isolated from more idiosyncratic qualities 
(Benny & Hughes.. 1970:196-7). 

Increasingly in the 1970s. feminist social scientists working within this 

conventional pamdiam bepn to experience tensions between subject and method. 
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when undertaking research with women. This growing dilemma has been 

discussed by, among others, Hilary Graham and Anne Oakley: 

Surveys restrict access to the very every-day social processes which feminist 
researchers most want to tap (Graham 1984: 113) 

Conducting surveys on women's oppresaion is a 'contradiction in tenns' 
(Oakley 1981:49). 

Ann Oakley also recalls her difficulties and tensions in undertaking an interview 

study on motherhood in the late 1970s, when the social science methodological 

textbooks in circulation at that time emphasised 'the interview' in terms of: 

• Its status as a mechanical instrument ofdata-collection 
• Its function as a specialised fonn of oonversation in which one person asks the 

questions and 800ther gives the answen 
• Its characterisation of interviewees u oasentially passive, individuals, and 
• Its reduction of interviewers to a question asking and rapport-promoting role 

(Oakley 1992:36) 

Such a methodological approach. she argues, ran counter to her own experiences 

as a researcher when she was frequently being 'asked back' questions by 

respondents. Increasingly, for feminist researchers thete was a gap between theory 

and practice. In 1992 Helen Roberts produced Doing Feminist Research: ten 

years on. The book retains the same collection ofessays in their original form but 

has a new introduction. ln this Helen Roberts reports: 

feminist scholanhip tw mill to make a major impact in the social sciences. It is still 
an outsider sayins 'yes. but' to the cooventional wisdoms, rather than the source of 
an enhanced penpoctive which takes gooder into aooount as a matter of course. 
(Roberts 1992: xix) 

This apparent lack of advance, she ersues. draws attention to the 'continuing 

methodological problems for those practising feminist research in the social 

sciences· (ibid: xiii). 
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It is to these methodological issues that I now turn. Sandra Harding outlines some 

of the key issues of feminist research. It is research which: 

Puts women at the center .... By that I mean research which is nonalienating, 
nonexploitative, and potentially emancipating. Rather than just 'adding women' to 
the traditional, androcentric perspective of reality, one distinctive feature of feminist 
research is that it generates its problematics from the perspective of women's 
experiences (Harding 1987:7) 

It has been argued that feminist research tended to focus initially on qualitative 

rather than quantitative methods, particularly interviews where a particular 

relationship between the •known' and the 'knower' is advocated. This position 

rejects the notion of a researcher being 'neutral' and 'objective'. Feminist 

scholarship argues that positivist methodology with its implicit hierarchical 

relationship results in the interviewee being subjugated to the power of the 'expert' 

interviewer. Rather interviews should be non-hierarchical, where both the 

interviewer and the interviewee invest their identities in the interview relationship: 

The feminist researcher locates herself as on the same critical plane as the 
experiencing, researching and thoorizing people she deals with; and in which 
feminist academics reject the subjec:tivt/objective dichotomy, recognising instead 
that ·objectivity' is a set of practices designed to deny the actual 'subjective' 
location of an intellectual work (Stanley and Wise 1983:208). 

The interview should, therefore, be empathetic, non-exploitative and non

mani pulative. Renzetti and Lee suggest that this refonnulation of the research 

process is underpinned by three objectives: 

a) An open acknowledgement by the researcher of her or his assumptions, beliefs. 
sympathies.. and biases. especially those emanating from her or his sex, race, 
social class and/or sexual orientation; 

b) A rejection of the traditional separation ofthe researober from the researched, 
and, 

c) The adoption of the goe.11 of reaea.rcb u consciousness-raising and 
empowerment. 
(Ren.r.etti and Leo 1993: 177) 
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However, just as there are multiple definitions of feminism so there are multiple 

feminist perspectives on social research methods, but importantly, Reinharz 

argues: 

feminist research voices are not free-standing. Rather they are rooted in and draw 
on many mainstream and critical theoretical traditions...Feminist researchers 
cleverly devise ways of combining aspects of mainstream theory in a larger 
feminist fulmework (Reinharz 1992:246). 

Feminist research works within and across disciplines such as psychology, 

sociology and social policy and incorporates feminist theory with its emphasis on 

gender, patriarchy, power, diversity and difference. Whilst it is grounded within 

disciplines it also offers a critique of those disciplines. In addition the research is 

likely to spring from a researcher's personal 'lived experience', which is declared 

as an explanation of 'the researcher's standpoint', and this would be reflected 

upon in the research process. 

Feminist research. therefore. is imbued with the following principles. It: 

• is guided by feminist theory 
• may be transdisciplinary 
• aims to create social change 
• strives to represent hwnan diversity 
• frequently includes the researcher as a person 

(ibid:240). 

As noted. during the rise of feminist research. there was an initial emphasis on 

interviewing as the focus for enabling women's lived experiences to be identified 

and made public. However. feminist research has always encompassed other 

methods. This is an issue I take up again in Chapter 6 when I embark on a 'Q' Sort 

Study which encompasses 'Q' Methodology. 
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Before leaving this section it is worth sounding a note of caution in relation to 

feminist interviewing with its primary emphasis upon subjectivity. This involves 

what Jane Lewis and Barbara Meredith have termed "double subjectivity" (Lewis 

and Meredith 1988: 16). This refers to the subjectivity of the researcher and the 

subjectivity of the respondent and the interaction of the two. Rosalind Edwards 

refers to this process as 'placing'; or the process whereby interviewer and 

interviewee 'place' themselves and each other through the process of disclosure. 

It is possible that the •placing' may be negative, as Edwards found when 

attempting to interview Black women: 'My status as a white person attached to a 

public institution was what placed me - and it placed me in a negative way' 

(Edwards 1993:188). 

Other unintended outcomes of 'placing' and reciprocity can have the effect of 

creating an • intrusion and intervention into a system of relationships that the 

researcher is far freer than the researched to leave' (Stacey 1988:23). Edwards 

argues that the • subject may be left with her emotional life in pieces and no one to 

help put them back together' (Edwards 1993:192). Another aspect to do with 

'double subjectivity' is the question of rapport. The 'placing' process informs the 

development of rapport. But again, caution needs to be exercised over the 

question of whether rapport is always necessarily good or essential. Reinharz 

argues: 

it is possible the raearcher will block out other emotions and reactions to the 
people she is studying. She mipt even romanticize the women or see them in 
stereotypic ways. because of her focus on "achieving rapport"'(R.einharz 
1992:266). 
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However, feminist research can encompass subjectivity and non exploitative 

relations without researchers feeling compelled to establish rapport, or to enter 

into intimate disclosures about themselves. Interviews may be conducted within a 

framework of: 'Relations of respect, shared information, openness and clarity of 

communication' (ibid 267). 

These issues will be returned to in Chapter 5. This chapter now turns to the 

interview study itself. 

The study, as advised earlier in this chapter, is primarily seeking to identify 

whether the impact of discourses informed by new public managerialism within 

recent community care policy are affecting carers' degree of choice in relation to 

saying 'no' to caring. It has been argued the reforms have introduced a shift in 

discourse from a 1moral imperative to care' to a 'normative requirement to care' 

which effectively curtails choice. The study seeks to identify whether this accords 

with individual carer's own experiences. 

4.5 The Interview Sample: Listening To Carers Attempting To Say 'No' 

To Caring 

4.5.1. Style oflntavlew 

Within this study I defined informal carers as those members of society whose 

caring responsibilities tended to take place within familial relationships. I 

anticipated that these would predominantly be women looking after frail, elderly, 

ill or disabled relatives or neighbours in a 'voluntary• unpaid oapa.city. Such 
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caring responsibilities would usually be undertaken in the carer's own home or the 

home of the relative concerned. 

In order to gain an understanding of the dynamic nature of the process which 

carers undergo in their negotiations of dominant discourses, I aimed to 'facilitate' 

the interviews by listening to carers' experiences, rather than being directive and 

asking too many questions. The style of the interview was influenced both by my 

previous professional experience of conducting sensitive interviews with users 

and carers, and by the feminist participatory research principles outlined above 

which included the cautionary caveats. I was interested in how carers perceived 

their role, their experiences in making the decision to say 'no', and whether, and if 

so how, they were supported in this decision. 

The interviews were therefore open-ended and reflective. To help four topics bad 

been pre-selected but I was happy for other issues to be introduced within the 

broad framework of the study if carers wished to do so. I did, however, have a 

prompt list which I could call on if a carer was experiencing difficulties with this 

particular participatory form of interview. The four broad topics were: 

• Individual carers perceptions of their caring responsibilities. 
• Their experiences in connection with making or attempting to make the decision to 

say 'no' to the caring responsibilities. 
• Their perceptions of the outcomes of the decision. 
• Their experiences oflevels of degree of support, from whatever source. 

Carers were encouraged to share their thoughts and experiences with me in their 

own time and in whichever topic order they preferred. I would use my listening 

skills to help carers elaborate, reflect, clarify or follow new thoughts and 
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experiences as the interview progressed. I hoped this would enable carers to feel 

that they had a degree of control over the direction in which the interview should 

go, and enable the research process to be more equitable. The interviews were 

tape-recorded and fully transcribed. 

4.5.2 Seeking the research sample: reaching participants 

Initially I was seeking people who had made a decision either to say 'no' to taking 

up the caring responsibilities or who had made a decision to give up the caring 

responsibility. In the event I was unable to find people in the former category, 

that is people who had not taken the step to become informal carers. 

Respondents could be caring for someone belonging to any of the conventional 

'client' care groups, such as physical disability, learning difficulties, mental health 

or frail elderly people. As my primary focus was on informal carers I was seeking 

respondents from any ethnic grouping who were either male or female. I 

acknowledged that the possibility of interviewing male carers would raise the 

issues of power and gendered relations, but felt that this could, in turn, generate 

new insights and understandings. On the question of ethnicity, I felt more 

ambivalent as I was concerned about my ignorance, as a white middle class 

researcher, of cultural or religious differences, and questioned the appropriateness 

of my attempting interviews with Black or minority group carers. However, 

initially, I wanted to be open to whoever 'came forward'. 

I designed a leaflet on the study (Appendix C) which included personal 

information about myself, such as my back.ground and why I was undertaking the 

119 



study. I hoped this 'disclosure' would be viewed by carers as an initial 'placing' 

process and would help to establish a reciprocal relationship with carers. In 

addition a press release and covering letter were designed for dissemination. 

The process of finding informal carers was slow, taking many months. In order to 

find volunteers I harnessed the resources of several networks: 

• The voluntary sector 

Because of my former work I had good connections with the voluntary sector and 

carers organisations and the leaflet and press release was sent to national 

organisations such as the National Council for Voluntary Organisations, the 

Carers National Association, the Princess Royal Trust for Carers and Crossroads 

Care. I requested that the press release be included in any forthcoming 

newsletters or bulletins. In addition, I contacted local carers' groups, Volunteer 

Bureaus, and Councils for Racial Equality and, when invited, visited to explain 

the study and leave leaflets for distribution. 

• The Open University 

I placed a letter in the Open University's staff magazine and student newsletter 

Sesame, which is circulated throughout Britain. My reason for approaching the 

Open University was two-fold. Firstly, the institution is a major employer within 

the geographical area where I live and had been developing an interest in 

identifying members of staff who were carers. Secondly, as a former student of 

the university myself, I was aware that the university afforded people with 
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I restricted opportunities in their personal lives the chance to take up studying. 

reasoned that one possible 'restriction' could be taking on a caring responsibility. 

• The local media 

The final course of action I took was to liaise with the University of Luton's Press 

Office in order to have the press release and leaflet circulated both internally 

within the University and externally through the local press and radio stations. 

These combined processes brought the following response: 

Number ofcarers responding between June 1994 and October 1994 

Local radio 2 
Local press 2 
OU Staff Magazine 1 
OU Student Newsletter 20 
Luton University Newsletter 1 
Carers Organisations 14 
Vohmtary Organisations 5 

These carers were sent a copy of the leaflet along with an accompanying letter 

requesting that they contact me again if they were still interested in participating. 

If they responded I would send a further letter outlining the style and form of the 

interview, along with the four topic areas. In addition the letter emphasised that 

participants would have the opportunity of introducing topics which were 

important to them. This two-stage process gave me a further opportunity to begin 

to establish a relationship with each individual carer. 

The first four carers to respond were selected to participate in a 'pilot' study. 

These were three female c.arers from a large northern industrial town recruited 

through a Carers' Organisation, and one male carer who had come through the OU 
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Staff Magazine. There was no response from Black carers or carers from any 

predominant ethnic group. I can give no definitive reason as to why this should 

be so, but one possible explanation is that the press release and leaflet did not 

resonate with these carers. Cultural differences may have played a part here and I 

may not have been sensitive enough to these. As a white female researcher within 

a large educational institution I may not have •placed' myself in terms which 

would attract carers from minority groups, (although, as stated earlier, I did have 

reservations about the validity of my undertaking interviews with participants 

from very different cultural backgrounds). A further possibility could be that the 

organisations I contacted did not pass the information on to specific Black or 

ethnic minority carer groups. 

Nevertheless, this latter point would not have applied to carers responding to press 

articles, and I think I could have taken more care in attempting to reach carers in 

ways which would have been more appropriate, by say perhaps, talking to local 

Black Elders or Community Leaders. 

4.5.3. The pUot study 

Whilst the interview process itself seemed to work well in that all four carers had 

no difficulty in telling me their stories, at times I was bemused as to why some 

had agreed to participate as they seemed very willing and devoted carers. Of the 

four there seemed to be only one who 'fitted' the research criteria. One of the 

other three carers cheerfully confided that she bad only agreed to the interview 
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because she was the Chairperson of the local support group, and wanted to find 

out 'more about what I was up to'. 

I gradually came to recognise that these carers were not saying they did not 

choose to care. Rather they were attempting to define limits, to set boundaries 

between what they perceived as their responsibilities or obligations and/or the 

state's/government's responsibilities or obligations. This could take the form of 

claims to a right to more respite care, or to a higher level of professional 

intervention in the caring situation, or it could be about the quality and type of 

aids or adaptations, or indeed the struggle to obtain such aids. This was a 

potentially very exciting finding and warned me to be more sensitive to the degree 

to which carers might be attempting to contest hegemonic discourses to say 'no' 

to caring in ways I had not anticipated. What these carers seemed to be searching 

for was some form of affirmation which would enable them legitimately to contest 

dominant discourses. 

The pilot interviews produced three main outcomes: 

• The need to be sensitive to the degree and ways in which carers may be 

attempting to say 'no' to caring. 

• The need to be sensitive to the degree to which carers may feel able or willing 

to say ·no' to caring (the need for legitimisation). 

• The need to ascertain more about a caring situation before agreeing to go 

forward with an interview. 
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A further eleven carers were selected for interview from the initial responses. 

This process involved greater discussion to ascertain whether carers were 

attempting to stop being carers, wished to stop being carers, or were attempting to 

negotiate restrictions or boundaries to their caring responsibilities. A further 

advantage of these discussions was that by the time the carers received the formal 

letter confirming the interview, we had spoken several times and had already 

established a relationship. 

An additional factor influencing the final selection of the sample was my desire to 

include a wide range of caring experiences and situations. To some extent, 

therefore, the final group comprised a convenience sample. The interviews were 

conducted between June and September 1994. The interviews normally lasted a 

minimum of ninety minutes. 

4. 5. 4 The sampl,e 

The total interview sample was diverse. comprising 15 carers. thirteen of whom 

were women and two men. Fourteen carers were caring for a family member 

from within the range of conventional social care 'client' groups. One carer, 

however. was not caring for a relative, but had started as a volunteer 'befriender' 

with a small voluntary group. As the health of the elderly woman for whom she 

cared declined~ the volunteer was taking on more and more responsibility for her 

day-to-day care. A further carer was gained as the result of an initial contact with 

a person being cared for. rather than the carer herself. The distribution of the final 

interview sample was gained from: 

124 



Voluntary Organisation/Carers Organisations 5 participants 
Local Radio 1 participant 
Local Newspapers/networks 3 participants 
Open University Students 6 participants 

The carers were of mixed ages and social backgrounds. One was an unemployed 

male, three were single daughters caring for their mothers. Four were single 

parents caring for an adult daughter, a mother, a partner and a relative 

respectively, and two were married mothers with children caring for a mother and 

father respectively. A further two were married women caring for adult children 

with severe learning and physical disabilities. Four carers were sixty or over and 

two were in their thirties. 

There were three spouse carers within the sample, of whom two were men. One 

was over retirement age and the other was the unemployed male carer. Within the 

sample, some caring was undertaken within the family home and some in the 

home of the person requiring care. Some more than others experienced the 

material and financial impact of poverty, being either unemployed or struggling to 

live on state benefits. A breakdown of the 15 carers can be found in the 

appendices (Appendix D). Although the sample was diverse, it has to be 

recognised there was a predominance of white female mature students who might 

be expected to be reasonably articulate. 

4.6 Refining The Theoretical Synthesis 

Whilst undertaking the interviews I wu simultaneously continuing to explore the 

literature. As I read and pined a deeper understanding of feminist research, so I 

felt my methodological appmach was inadequate, and I became 'stuck'. 
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For a long time I felt uncertain as to how to 'go forward', particularly in relation to 

how to undertake an appropriate analysis, and develop a synthesis. I report on this 

dilemma in a paper presented at the Women's Studies Network (UK) 8th 

International Conference held in June 1995 entitled Desperately Seeking Synthesis 

Feminist Research and Discourse Theory: A Personal Reflection, where I state: 

Desperately Seeking Synthesis: 
What I hope the paper will be able to show is the ever-changing, ever-evolving 
aspects of research; the fact that you do not set out with a clearly defined 'route 
map' where you just notch offcertain milestones as you pass them. Rather, for me, 
and I suspect for many researchers,. the route seems mostly obscure, intangible and 
above all elusive the majority of the time. 

June 1995. 

I had come to recognise that. although I was attempting to put carers centre stage, 

what I had not addressed sufficiently was contextuality. This recognition, helped 

by discussions with both my supervisors. gradually led to a refinement within the 

developing theoretical approach. Once again, my 1995 Women's Studies 

Network Conference Paper 'records' my move towards this refinement: 

Desperately 5-ldna Syndlelia 
I was faced with the question of bow to analyse the texts, retaining a commitment 
to the subjective experionce of feminist research and to post-structuralism. 
Eventually. it seemed to me that my answer lay in attempting to locate the 
analytical proooss within asynthesis of: 

a) discourse theory, through identifying categories of competing discourses 
and searching for similarities and differaices; convergencies and divergencies, 

b) a feminist post-structuralist standpoint. emphasising contextuality, 
difference, diversity, subjectivity. meaning. power, gender, class, race and age; 
and; 

c) feminist epistemology and feminist research rei-visited, including attempting 
to produce accountable 'unal.i8D8led lmowledgd, through making the how as well 
as the why ofthe research process visible; the introduction ofa 'reflective dimy' as 
a way of assisting witb tbe 'intellectual autobiography'; and a recognition of the 
particular researcher/roaearcbfld relationship through aclmowledging my own 
contextual subjectivity in the research procou. 

June 1995 

These three aspects of'the refinement will be considered next: 
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4.6.1 Discourse theory and deconstruction: developing discourse analysis 

When setting out on this theoretical journey I had planned to adopt aspects of 

Glaser & Strauss's (1967) inductive grounded theory approach to identify and 

develop discursive categories and sub-categories from within the texts. This 

approach argues for the capacity of rigorous analytical enquiry to be able to 

identify discursive categories from within the data contained within the texts. 

Categories and any emerging theories, therefore, are not overtly influenced by 

external pressure being brought to bear on the data, such as established 

intellectual theories circulating within society, but arise from the data itself. 

However. I would not be approaching the data in such a clear state of tabula rasa, 

as both my epistemological and ontological perspective plus my previous 

identification of two major discourses which I sought to identify within the data, 

would position and infonn my analytical approach. 

I turned to the social psychologists Potter and Wetherall for guidance. Their book 

Discourse and Social Psychology, first published in 1987 traces debates, changes 

and developments within discourse analysis from the 1960s onwards. It includes 

an acknowledgement of how the notion of a unified concept of 'self has become 

an area of contestation and debate and how: 

discw-&ive articulation of certain kinda of selvea or human subjects is intimately 
involved in the reproduction of omuin kinds of society (Potta- and Wetherall 
1994:109). 

Potter and Wetherall acknowledge the influence of post-modernist thinking to 

discourse analysis. i.n particular Foucawt•s notion of discourse and power, where 
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powerful hegemonic discursive practices act to construct certain preferred subject 

positions. As an example of this, they quote Rosalind Coward's analysis of the 

discursive practices infonning women's subjective experiences of female pleasure 

and desire, where ·women are positioned as consumers through the desires 

developed in this way' (ibid: 110). 

Potter and Wethera.11 are, therefore, advocating the development of categories 

which are neither fixed nor static, but which acknowledge the capacity for 

fluidity, change and plurality. This acknowledgement moves discourse analysis 

away from social representations to what Potter and Wetherall term 'interpretative 

repertoires'. Interpretative repertoires highlight variability and difference, as well 

as similarities. Interpretative repertoires move away from the belief in social 

representation theory that eventually the "truth will out': 'Because people go 

through life faced with an ever-changing kaleidoscope of situations, they will 

need to draw upon very different repertoires to suit the needs at hand' (ibid:156). 

The analysis of the interview data will, therefore, draw on Potter and Wetherall's 

more fluid account of categories as encapsulated by the term 'interpretative 

repertoires'. 

4. 6.1. Femlnb:t ~ lUUI/m,/,nbt raearclt ,.visited 

Feminist epistemology is a theory (or theories) of knowledge. It is neither a 

method. i.e. a technique such as surveys or interviews. nor is it a methodology 

such as. say functionalism in sociology. Feminist epistemological theory 
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challenges conventional social science knowledge production processes, or what 

Liz Stanley has termed 'Scientism' (as borrowed from Habermas (1972)). 

Scientism is founded on the belief in objective research. Feminist epistemology 

encompasses the argument that the work involved in the labour process of 

acquiring knowledge: the 'act of knowing', is missing from Scientism, which hides 

such accounts and offers no explanations. This results in knowledge dominated by 

'outcomes' or 'findings' which, she argues, is de-contextualised and alienated: 

'bearing no apparent trace of the conditions of its production and the social 

relations that gave rise to this' (Stanley 1991:11). To avoid such alienated 

knowledge, feminist research which is embedded within feminist epistemology 

advocates the concept of the 'intellectual autobiography' as a particular research 

method to produce 'unalienated' knowledge. That is knowledge which concretely 

and explicitly demonstrates the academic and intellectual labour process of 

production; the 'how' as well as the 'what'. It makes explicit 'what is going on' as 

the research process evolves. Thus, the intellectual autobiography helps demystify 

the research process, to make it accessible and accountable. 

The intellectual autobiography also takes account of the researcher's subjectivity, 

recognising that the researcher's own understandings are contextually specific, 

temporary and subject to revision, in the same way as the participants in the 

research. Such a recognition helps to break down the positivist research 

paradigm's distinction between those who 'know and those who do not 'know. 

129 



The underlying argument, therefore, is that research is both indexical (that is 

context-dependent) and reflexive. 

Feminist epistemology is therefore concerned with the relationship between 

knowing and being and is distinctive, Stanley argues, because it is intimately 

linked with the notion of feminist ontology - a way of being in the world. For 

research to be located within a feminist theory (or theories) of knowledge it has to 

be grounded within feminist ontology, which is a way of being that is concerned 

with the oppressive ways in which women are socially constructed. It is 'the 

experience of and acting against perceived oppression that gives rise to a 

distinctive feminist ontology' (ibid:14). This oppression can be crystallised in the 

notion of 'other', and is a heterogeneous rather than a homogenous experience. 

This allows for the diversity of women's experiences and can take into account 

differences such as age, race, ethnicity, social status, and sexuality). However, this 

is not to view women's oppression as monolithic, to place them in a. powerless 

position, but to recognise women's agency, their differences and diverse range of 

experiences in negotiating oppression. In this way, Stanley argues, this distinct 

ontological position avoids being essentialist or universalistic. 

As the ontological underpinning of this approach involves discursive social 

constructions of 'otherness· based on oppression, which leads to a way of being in 

the world. I felt I might be able to reframe this ontology to include the two male 

carers in the study. The expression of otherness can be articulated or felt as a 

sense of marginalisation. Were the two male carers equally the subjects of 
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oppression, being marginalised from the 'public' world of men and paid work and 

placed subjectively within the private world of the home and family? Is their 

ontology, their way of being, similar to the female carers in the study? I felt this 

could be explored in the analysis. 

Another important aspect of feminist epistemology is its acknowledgement that 

there are several feminist theories, and 'feminisms'. But, whatever particular 

theoretical perspective feminist theorists may take, there are, Liz Stanley suggests, 

some basic principles about what theory is. It is not, for example, theory with a 

capital 'T' suggesting some fixed or superior entity inaccessible to all but a few. 

Rather it is a temporary, ongoing, evolving and reflexive process derived from 

experience analytically entered into. In addition it is not just the provenance of 

'the researcher', subjects within research theorise too. The way to ensure that these 

principles underpin the research production labour process is by taking account of: 

• the researcher-researched relationship; 
• the intellectual autobiography of researchers; and 
• the complex question ofpower in research and writing 

(Stanley 1991 :23) 

Feminist epistemology also recognises there may be several epistemologies, or 

differing 'standpoints'. Sandra Harding has identified two transitional feminist 

epistemologies: feminist empiricism and feminist standpoint. Feminist empiricism 

challenges the sexism and androcentrism of conventional social science research, 

whereas feminist standpoint has a more radical edge: 

To achieve a feminist standpoint one must engage in the intellectual and political 
struggle necessary to see natural and social life from the point of view of that 
disdained activity which produces women's social e,cperiences instead of from 
the partial and perverse perspective available from the 'ruling gender' experience 
ofmen (Harding 1987b:18S) 

131 



Both of these theories of knowledge sit within a 'universalistic' theoretical 

perspective and have been described by Harding as 'successor science' 

perspectives. Existing alongside these two epistemologies is 'feminist post

modernist' epistemology which rejects universalising claims. This involves a 

rejection of the Enlightenment's celebration of modernity as the belief that, in 

principle, everything is knowable through objective reason. While liberal 

feminists remain firmly attached to this aspiration, the quarrel with this view by 

post modernist feminists is that the search for 'certainty' can, in reality, only be 

provisional~ that 'objective reason' is not feasible or attainable, but is endowed 

with particular perspectives. Such perspectives are obscured from the knower and 

thus create their own biases. It is pointless, therefore, to search for a single, all

encompassing theory (Bryson 1992: 226). This perspective with its emphasis on 

relativism and difference not only recognises a feminist standpoint, but 

legitimizes the contextually grounded truths of the equally oppressed 'other' 

groups of women, such as Black women. 'Each has epistemological validity 

because each has ontological validity' (Stanley 1991:28). 

This brings me to the third aspect of the refinement of my theoretical synthesis. 

Feminist post-structuralist theory, and the work ofChris Weedon. 

4. 6.3. The feminist post-atnu:tarallst suuulpolnt 

Chris Weedon takes up and develops Foucaulfs work: (discussed in Chapter 3) on 

the decentring of the 'rational, unitary, and autonomous subject' to see how it 

could be useful to feminist research and practice. Post-structuralism, with its 
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denial of an inherent individual personality is not amenable to all forms of 

'feminisms'. This is especially so for those radical feminists who argue for an 

essential female nature. Equally, liberal feminism, with its emphasis on rationality 

and humanism would have difficulty in accommodating post-structuralism. 

However, Weedon argues that post-structuralism can offer a way forward for some 

feminists through its acknowledgement that individual experience is socially 

constituted through discourse. She suggests: 'What Foucault's work offers 

feminists is a contextualization of experience and an analysis of its constitution 

and ideological power' (Weedon 1993:125). Following Foucault, Weedon too 

argues that discourses and discursive practices work at both the individual and 

institutional level. Where a feminist post-structuralist stance differs, however, is 

in its emphasis on the working of patriarchy in these socially constitutive 

discourses. 

The feminist post-structuralist standpoint views patriarchy and women's 

subordination as historically socially constructed forms of oppression. The 

standpoint is concerned with the oppressive workings of patriarchy, which it does 

not regard as monolithic, but as historically and culturally specific. It is concerned 

with language, power, subjectivity, meaning, the historically specific structuring of 

social relations and change. It 'offers a way of conoeptualising the relationship 

between language, S<>eial institutions and individual consciousness which focuses on 

how power is exercised and on the possibilities of change• (ibid:19). It builds on, 
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and develops the concerns of socialist feminists with the workings of patriarchy and 

neo-Marxists' contention that human nature is socially produced and changing. 

This standpoint accepts that feminist epistemology starts from the 'politics of the 

personal', women's subjective experiences of oppression, but argues the need to be 

able to incorporate experience into theory. This can be achieved by showing 

where such experience comes from through deconstmcting power/knowledge 

relations to expose 'the social relations of knowledge production, and the type of 

knowledge produced' (ihid:7). Deconstruction, or what Weedon refers to as 

'feminist criticism', will expose how patriarchal, androcentric and ethnocentric 

discourses and discursive practices are historically structured relationally to wider 

oppressive material and discursive practices. Such an approach will challenge the 

'Scientism' of mainstream social science, referred to by Stanley, to offer possible 

alternative readings and interpretations of powerful discourses structuring social 

relations. 

The feminist post-structuralism standpoint, therefore, is concerned with:- how 

women negotiate meaning within their oppressive positioning; how this is 

mediated, challenged and experienced differently by women according to factors 

such as class, age, race, ethnicity, or disability; women's agency, diversity and 

difference. As importantly, through feminist critical practice, this standpoint can 

challenge the hegemonic power of oppressive discourses to point to the 

possibilities for resistance, reversal and change, however frail or tentative, through 
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identifying counter discourses. Chris Weedon cites welfare policies as one such 

site of contention: 

The lack of discursive unity and uniformity on these questions means that the 
individuals whom social welfare policies seek to govern have available to them, 
at least potentially, the discursive means to resist the implications of existing 
social policies (ihid: I 09). 

However, the same criticism levelled at post-structuralism around the problems of 

relativity. can be made against the feminist post-structuralist standpoint. But the 

advantages are that this perspective opens up possibilities for agency, such as the 

challenge to say 'no' to caring. 

In summary, the advantages which this increased understanding and knowledge of 

feminist theory bring to my developing synthesis are: 

"' To place the research firmly within a specific epistemological framework -

that or feminist epistemology, which incorporates a particular ontological 

position based on oppression derived from positioning as 'other'. Although 

directed at women's experiences of oppression, l have argued that such a 

position potentially enables an exploration of the two male carers' experiences 

or othenvise of oppression. 

• The continuation of the centring of carers' experiences within the research 

process by placing the study within feminist post-structuralism with its 

emphasis on de-constructing oppressive discourses in order to identify 
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resistances and develop counter-constructs, which, m turn, open up the 

possibility for change. 

• To develop unal ienated knowledge. That is, knowledge which concretely and 

explicitly demonstrates the academic and intellectual process of production 

through the principles of the 'intellectual autobiography' and proposes a 

specific relationship between the researcher and the researched. In order to aid 

the analytical process demanded by the intellectual autobiography and 

maintain a rigorous approach to the research I introduced a 'reflective diary' 

into the research process at this stage of the interview study (the completion of 

the interviews and the preparation for starting the analyses). This has been 

particularly important in relation to acknowledging my own subjectivity within 

the research process. 

• Whilst consciously drawing upon social science disciplines to supply the 

method, often calling on inter-disciplinary approaches to illuminate theory and 

develop new understandings, it enables the work to contribute to the body of 

theoretical and empirical studies challenging conventional forms of knowledge 

production. 

4.7 Developing The Analysis Of The Interview Study 

Having established a theoretical refinement, the next stage was to commence the 

analysis of the interview data itself. This brought me face to face with discourse 

analysis. 
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My initial task was to identify and amass together all data relating to the two main 

categories, the 'moral imperative to care' and the 'instrumental normative 

discourse', and then to begin a coding process to identify sub-categories. I soon 

found the method problematical. This dilemma is captured in my paper presented 

to the Women's Studies Network in June 1995: 

Desperately Seeking Synthesis 
In the beginning ...... 
I spent weeks reading, re-reading, de-constructing and re-constructing 'what was 
going on' in the texts, cutting and pasting the transcriptions, initially isolating the 
two key discourses identified within the documentary analysis and then refining 
these into various sub-categories. During this time I became increasingly 
unhappy with what I was doing, to the extent that I found myself almost physically 
rebelling against the standard method. 

Conventionally discourse analysis separates those statements, phrases and possible 
'key words' within texts; which the active process of the de-construction has 
identified; from the body of the transcribed texts across all the interview samples, 
collecting such discourses separately. This effectively separates and isolates the 
discourse from the context and, therefore, (in my case) from the carer. 

I decided that this was going against the way in which I wished to work. I literally 
felt as though I was 'cutting up the carers' and by so doing making them invisible, 
de-centring them rather than centring them. 

June 1995 

My unhappiness gradually led to an initial 'compromise'. This was to have a copy 

of each carer's coded 'cut and pasted' statements/phrases on the discursive 

categories and sub-categories placed in a box file with an original uncut 

transcribed text for each carer. What this achieved was a move from a generalised 

collection of abstract discourses towards an indication of how such discourses 

' 
impacted on each individual carer. Therefore, rather than having a box file for one 

category containing cut and pasted samples from all carers, I had box files for each 

carer which contained all references to all categories and sub-categories. Looking 

at my reflective journal at this stage of the analysis I note I had begun to 
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tentatively 'tie in' some possible links between the data, individual carers and 

wider reading: 

Reflective Journal U.9.94: 
Thoughts on possible •variables' mediating impact of social constructions: 
Class: variations - impact on options/choices for carers (Mrs C) 
Em ploymcnt: ( class plays a part again) - gender: restricted opportunities (T). 
Poverty: T, RB, CH?? 
Gendcr:implicitlexplicit-statements/assumptions: 
carers/professionals, workers/family relations, expectations = challenging these (Mrs 
C, Mrs D, M,R)? 
"professional response gender free" - constructs SSD's/central govt social policy? 

Reflective .Journal 21.9.94: 
Generational Differences: 
Parents of disabled offspring - who will survive them= Mrs D, Mrs E, EF 
Same generation (normally spouse) - cannot forsee who may die first= RB 
Younger generation ( usually offspring) - anticipated that the older person will die 
before they do= WE 
Caring & Gender - different levels: 
'burden' of caring - men/women= L 
social construction - caring ·natural' for women = Mrs C 
gender mediates the experience of caring = RB, T? 
Twigg & Atkin: 
Age: different expectations from different age groups 
Class & Race: M/class - access to greater material resources 
Differential impact on labour market participation - people with manual jobs more 
likely to give up work = T? 
M/c more articulate/able to get needs and wishes acknowledged - M? 
M/c more proactive with professionals - w/c more invisible - M? Mrs O/MrsC? 
(page 136 -- to re-look at) 
Race: still limited amount of research available. All these factors work at an implicit 
level - rarely emerge as formal p.olicy of agencies - as such an important influence 

I _i~~ det~nnining who gets help __ 

However, the compromise, although an improvement, still left me feeling the 

process was incomplete. I began to question how to incorporate contextuality. For 

example, the interview topics were geared towards gaining an insight into how 

individual carers experienced 'change over time'. Just having large collections of 

snatches of phrases, or more elaborate dialogues/statements coded for particular 
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categories together m an unordered structure gave me no indication of such 

changes over time. 

I decided I needed a further copy of the transcribed texts in which I highlighted 

relevant passages relating to the four topics, plus any topics individual carers had 

raised themselves. I then placed each individual carer's text in their box file with 

the other documentation. Additionally, I began to develop links between the 

categories and the marked passages relating to the four topics. I was, therefore, 

gradually piecing together an autobiographical account over time for each 

individual carer. This seemed to make the whole process more holistic. At this 

stage for each carer I had: 

• An uncut copy of the original transcribed text, which was normally 
about thirty A4 pages of single spaced text. 

• A collection of cut and pasted statements coded into differing 
discursive categories and sub-categories. 

• An uncut copy of the original transcribed text with all references to 
topic areas highlighted. 

• The beginning of a textualised biography. 

Reporting on this process in the Women Studies paper I comment: 'I began to 

feel happier. I felt as though each individual carer was still 'intact'/central' 

(June 1995). 

The initial coding and analysis took several months and combined a constant 

visiting and revisiting of the literature, particularly the feminist critique of social 

policy, in order to identify and classify initial sub-categories. The reflective diary 

helped the process and logged my day to day thinking and questioning: 
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Reflective Journal: 20.1.95: 
Article in Journal of Society Policy: Vol 24 Ptl Jan'95: Carers & Services: Factors 
Mediating Service Provision (Twigg & Atkin) 
Carers Expectations - what they consider is/would be legitimate/appropriate help to 
receive?? 
References?? 
Twigg& Atkin: Carers Perceived 1994: Carers attitudes towards caring: 
1 engulfment, 2 balancing/boundary setting, 3 syrnbiosis. 
2 the most useful/relevant for my research? Yes!. 
Reflective Journal: 20.1.95: 
Journal of Social Policy Vol 24, Jan'95, Page 13: "Boundary setting also enabled a 
carer to stop at ce11ain points and say that something was more than he/she willing 
to do. That capacity to place limits was important in negotiations with service 
providers. 
Refer to the three responses by Lewis & Meredith - 'coping' responses: 
I Balancing. 2. Integration. 3 Immersion. 
Daughters Who Care. Lewis & Meredith, 1988, Routledge. 
Engulfment/immersion? 
Bal an ci ng/balancing? 
Symbiosis/integration? 
Also link in with Finch & Mason: Negotiating Family Responsibilities??Notmative 
Factors?? Moral Imperative to Care?? 

Some of the ideas being mooted in these extracts were explored in relation to 

individual carers, as the following extract illustrates: 

Reflective Journal: 7.2.95: 
Carers in study - fitting into 'model' presented by Twigg & Atkin - engulfinent, 
balancing, symbiosis, plus for mother/daughter relationships Lewis & Meredith's 
balancing. integration, immersion 
EE (Partner) - Stages 
I. engulfment/immersion partly -- felt own needs mainly subservient to her 

partner's needs 
Wanted help -- was immersed/engulfed in situation -
But was unable to ask for help - complex reasons: 
Partner would not acknowledge she had a need. 
She felt her needs were not as important as her part11er' s. 

Reflective Journal: 7.2.95: 
EF (Partner) - Stages 
2 balancing/boundary - After she had left - said no - was able to adopt a new 
perspective where: 
She played a minor role/statutory services main provider of care. 
She maintains a clear boundary between care/love 
Sh~!~~s a new life, a new rela,ti_?_n~l:iP_________________~ 
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Reflective Journal: 7.2.95: 
Mrs E? 
Engulfment/immersion: 

Early childhood 
Felt totally responsible for child. 
Cut herself and her child off from society 
Getting on with 'the situation' by herself 
Possessive - resenting interference 

Symbiosis: 
Gradually, with help from trusted professionals able to let go 
Gradually loses over protection/possessiveness 
Able to take advantage of statutory services while retaining integrity of own caring 
responsibility 
** However, this model does not allow for the tensions over fights for her daughter's 
right to a decent quality of life to emerge?? E.g. fights for respite/day care, 
equipment, aids etc. 

I eventually identified two major sub-categories within both the 'moral imperative 

to care' discourse and the 'instrumental normative' discourse. In addition, I 

identified two further significant discourses, which I eventually came to term the 

Social Care Discourse and the Medical Model Discourse. These discourses relate 

to the impact of professional care workers on informal carers. These additional 

discursive categories proved to be important as they intersected and mediated the 

injunction embedded in community care refonns to undertake a transition from 

'morality' to 'normality'. 

At this stage I began to feel stuck on how to bring the differing strands together. 

Once again I turned for help to my supervisor. He suggested looking at carers' 

negotiations of the discourses to see which were absent, which present, and how 

the decision to say 'no', if this had been made, was actually legitimised. By 

examining the biO!,>Taphical accounts I attempted to identify the impact the four 

discursive categories had on individual carers over time. By constructing a fonn 
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of life-story both before and at the particular time they were attempting to take the 

decision to say 'no' ( which in all cases was after 1992), I sought to identify how, 

and the context within which, their decisions were made. 

In addition, by focusing on this analytical process I was gradually able to identify a 

further discursive process, which I have termed 'the emergence of individual 

carer's counter-constructs'. Again, this process is recorded in my reflective diary, 

a further small section of which illustrates my thinking at the time: 

Reflective Journal: 1st March '95: 
Chris Weedon/Foucault Remember: POWER/POWERLESSNESS- not simple 'bi
polar' relations of power, but tactual elements in the field of force relations 
(Foucault) 
Subject position/site of contradiction. 
Reverse discourse as a first stage in challenging meaning and power 
The production of new resistant discourses - example homosexuality 
Carers Rights = a new discourse? - site of contradiction: social welfare policy: 
women as wives and mothers - liberal humanist individuals. Constitution of women 
as subjects within historically and socially specific discourses - based on common 
sense notions of rational, unified self. ( essentialist framework). 
Counter Constructs: 'Rights' of the individual = 'carers' rights to lay claim to 
public consideration in their own rights?? - contesting discourse 
Reverse discourses/challenges: 
• Carers' rights 
• Empowermentt [ndepende.. nee. - access to public world through more appropriate/better fo1ins of 

day care 
Raising awareness/consciousness raising 

My challenge then was how to present the emerging picture as a whole. At this 

stage of the research, therefore, in early 1995, I was immersed in several 

difficulties. I was, however, becoming very familiar with the individual carer's 

'stories' as I wove together a picture of their lives, and gradually mine was 

becoming similar. Some of these reflections, which are recorded in my reflective 

diary, were incorporated in the Women's Studies paper: 
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Desperately Seeking Synthesis 
One step further on ..... 
I found, once again, that each analysis took a long time, was emotionally draining 
and intellectually challenging. Each time you pick up yow- discursive mate1ial on 
any one particular carer you are immediately re-immersed in their lives; re
immersed in the original interview. Mental pictures flow back into your head as 
you re-construct that time spent with them, particularly the tone of their voice, the 
emotional timbre, the setting, the pauses, the quiet reflective times as well as the 
flowing of the sto1y. You also remember your own reaction to their individual 
stories. 

There is also the inter-relatedness of my own personal experiences and life stage 
incidents, such as the fact that since starting this project my own mother became 
very ill, was in intensive care and then needed help and support. My father and 
mother-in-law's health has deteriorated and there is a need for support. My own 
family is, therefore, constantly have to negotiate and organise 'community care', at 
a distance. 

June 1995 

What gradually materialised, over a period of months, were two complementary 

and inter-linked analyses to form a synthesised whole analysis. This comprised: 

• A generalised model, in the form of a flow diagram, highlighting the reform's 

desired shift between the two major significant discourses, and indicating how 

the two mediating discourses as well as carers' counter constructs, impact on 

this desired shift. 

@ A Contextualised Analysis showing how the model works in relationship to 

individual carers. This incorporates: 

• Four developmental sections 

• Carer 'life-story' flow charts. These flow charts indicate which discourses 

from within the model are present or absent 'over time' for each individual 

carer. 
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• The incorporation of the researcher in the research process. 

Again, my struggles over the development of this Contextualised Analysis are 

recorded in the Women's Studies Network Paper: 

Desperately Seeking Synthesis 
Further periods of thought and struggle followed, all recorded in my reflective 
diary, which at this stage is full of rough sketches of possible diagrammatic 
layouts. I was pre-occupied with how visually to present the discourses and the 
context together. I eventually decided upon some action (born out of sheer 
frustration), which was 'just to have a go' at attempting to bring together both the 
textual material and the discourses in one written analysis for each individual 
carer, to see what happens. 
But how to develop this, how to present it? Eventually I decided upon an 
individual section on each of the following areas: 

* Carers' Personal Context: Biographical/personal history: 

* Setting the Scene: The Interview Process: 
* Contextual Analysis: The negotiation of discourses: 
* Absence or presence of discourses: The legitimization process. 

A major achievement of this style of analysis was that it enabled my voice to 
become incorporated in the contextual analysis; my subjective experiences and 
emotions, reactions, reflections. The process involved constantly going between 
the various documents and the reflective diaiy to tty to ensure that I incorporated 
everything. 
After I had completed several analyses, all of which were quite lengthy, I 
attempted a further refinement, which created an additional checking
back/validating process, the development of a swnmary flow chart of 
developments over time for each individual carer. 

June 1995 ---------------------------------~ 
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4.8 The Synthesised Analysis 

4.8.1 The Model: saying 'no' to caring: discourses identified 

Moral Imperative to Care 
• Gendered familial ideology 
• Gendered internalisation of values in 

Caring Relationships 

Social Care Model Discourse 
Informed by social care professionals 
• Carer as co-worker 
• Carer as co-client 
• The superseded carer 

Carers' Counter Discourses 
Grounded in claims for autonomy situated 
within main discourses: 
• Individual rights of the carer 
• Indeoendence/autonomv 

Medical Model Discourse 
Medical needs of patient over 

I 
t• 

other considerations. 
• Ethical needs of patient over 

other considerations 

• Social Care Discourses . 
• Instrumental normative 

discourse I 

,,,, 

The instrumental normative discourse 
• State-managerialist informed by 

politicians/managers 
• Carers as a given resource/part of care 

contract 

Key: 

Solid black line indicates the thrust of the reform's flow from moral imperative discourse to instrumental 
normative discourse. 

Broken double headed arrow lines indicate the two significant mediating discourses, the social care model 
and the medical model discourses within which professional gatekeepers operate, which may impact on 
and intercede the attempted transition indicated by the major flow arrow. 

Broken single headed arrow line from medical model discourse indicates this discourse has the potential 
to intersect with and operate within both the social care model and the instrumental normative discourse. 

Two headed arrow lines indicates carers' attempts to challenge and construct counter discourses from 
within the two major discourses and their sub-categories and aspects of the two mediating discourses. 



The model takes as its starting point the political drive within the community care 

reforms to create a residual role for the state. This is represented through the two 

principal discursive categories The Moral Imperative to Care and the Instrumental 

Normative Discourse. The thrust of the major arrow indicates the direction of the 

state's attempt to introduce a transition from discourses based on 'morality' to 

discourses based on 'normality'. However, professional gatekeepers operating 

within two further discursive categories, the Social Care Model and the Medical 

Model may mediate this attempted transition. These mediating categories are 

represented by the dotted double arrow headed lines leading into the major arrow. 

Caution needs to be taken about seeing these two categories of professional 

gatekeepers as completely distinct, however, as there may be a blurring of 

approaches or a degree of interchangeability within some care professionals' 

work. This is acknowledged by the dotted lines with the single arrows between 

the two professional gatekeeper's discourses, as well as a link into the 

instrumental normative discourse. 

The attempted transition is also challenged and mediated, to varying degrees, by 

individual carers through their ability to construct counter discourses from within 

the two principal categories and/or the two mediating categories, or aspects of 

these, as indicated by the solid two headed arrows. 

146 



i) The discourses contained within the categories and mediating 
categories: 

Principal Category: The Moral Imperative to Care Discourse 

This discourse is premised on the discursive processes identified earlier in 

this chapter. The discourse has two primary sub-categories: 

Sub-category 1: TI1e gendered internalisation of values within 'the caring relationship'. 

Prope1ties of the sub-category: 
• Reciprocity, love, responsibility, duty. 
• The internalisation of the caring for/caring about dichotomy 
• The concept of compulsory altruism 
• The psychodynamic development of 'motherhood' and 'identity' and a 'positive 

injunction' to care. 

Sub-category 2: The gendered social construction of familial ideology. 

Properties of the sub-category: 
• The 'family' is nuclear in basis 
• The public/private dichotomy. This comprises several factors: 

• The male is the patJ;archal 'breadwinner', positioned within the powerful 
'public' sphere of productive relations. 

• Women are situated within a subordinate relatively powerless position of 
dependency and reproduction within the 'private' sphere of the family. 

• Women are positioned within this discourse as 'natural' carers and nurturers. 

NB: Although for analytical purposes these two sub-categories are separated, in 

practice they are frequently interconnected and converge to inform individual 

meaning and experience within patriarchal relationships. For instance for women 

the notion of 'identity' is intimately linked to the structured gendering of social 

relations as exemplified by the oppression of familial ideology and is also 

experienced through the internalisation process of the gendered social 

construction of 'the caring relationship'. 
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Principal Category: The Instrumental Normative Discourse 

The instrumental normative discourse situates infonnal care as a technocratic 

normative priority over formal care and is a major goal of government reforms. 

lnfonnal care is constructed by politicians and social care managers as the first 

line of support and it is, therefore, primarily carers who are likely to bear the 

human and financial 'costs' of providing care. Infonnal carers are perceived 

instrumentally, as a given part of the care contract, and are incorporated into the 

reforms as cost effective, efficient and economical 'service providers' within the 

mixed economy of care. The emphasis is upon the cared-for person, with the 

result that the needs of the carer, or any potential conflict between the needs of the 

carer and the person being cared for are not likely to be acknowledged. A major 

concern of managers operating within this discourse is to prevent the provision of 

fonnal support over-riding informal support. The instrumental normative 

discourse contains two sub-categories: 

Sub-category l: lnfonnal care is the first line of support 

Properties of the Sub-Category: 
• lnfonnal carers bear the human and financial costs of care. 
• The prevention of fonnal support over-riding infonnal support. 

Sub-category 2: lnfonnal Carers are perceived instrumentally 

Properties of the Sub-Category: 
• Informal Carers are a given part of the care contract 
• Infonnal Carers are cost effective. 
• Informal Carers are efficient and economical service providers within the mixed 

economy of care. 

Despite the 'user-led' language of the community care reforms and its emphasis 

upon supporting carers, the dictates of the instrumental normative discourse has 

the potential to cut across the language of user choice and diverse flexible 
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services. It may be argued, therefore, that the instrumental normative discourse, 

with its emphasis upon resource constraint. tighter rationing of scarce resources 

and cost-effective management exposes 'the ambiguities of the "'user

led/customer-oriented" discourse of community care' (Clarke, Cochrane and 

McLauglin 1994: 87). 

Mediating Cateaory; The Sod.al Care Model Dllcoune 

This discourse plays a complex mediating role within the transition from the 

moral imperative to care to the instrumental normative discourse. It was 

identified through individual carers' perceptions and experiences of discourses 

within which professional gatekeepers appeared to be operating. It is complex 

because it stems from and draws upon the historic tensions. re-formulations and 

transitions which exist within professional 'social care discourses'. which are 

constantly being re-drawn. Examples have been mapped in this thesis, such as the 

shifting discourses relating to •care• and ·community care' as well as the changes 

and re-formulat1ons occurring within the development of social work and social 

services. My interpretation of this discourse follows the argument that social care 

professionals view the family as primarily having a moral obligation to care. 

Such professionals will therefore tend to perceive women as 'oatural' carers within 

the private sphere of the family. 

However. this discourse also acknowledges that the state, too, has some 

responsibility towards care. that this is a normative expectation and that it may not 

always be in the best mtcrests of all parties concerned that the family does the 



carmg. This discourse also has the potential to allow for the 'rights of the 

individual carer' over the rights of the person needing care. In so doing it has the 

potential to take into account the question of choice and support to carers; to see 

carers as 'consumers'. 

The model may be expressed in three discursive sub-categories, operating at three 

different levels of professional care intervention. Depending upon which sub

category the individual gate-keepers appeared to be operating within, individual 

carers could experience a range of 'subject positions' being offered to them. In 

drawing up these categories and sub-categories I am indebted to the work of Julia 

Twigg and Karl Atkin ( 1994) whose work helped situate my own. 

The three sub-categories are: 

• Carers as co-workers: This sub-category is constructed on the principle that there 

is a willingness on the part of the carer to care, as part of their moral obligation, and 

that the role of the state is to support that carer in that role. The carer and the 

professional are seen as joint workers, sharing the role of supporting the person 

requiring care to remain in the community. The primary emphasis from the 

professional point ofview will be to focus on the needs ofthe cared-for person. 

• Carers as co-clients: This sub-category is constructed on the same principle of the 

carer's moral obligations to care but considers the needs of the carer as well as the 

needs of the cared-for person. The perspective recognises these needs may be 'in 

conflict', and the professional's task is to attempt to develop a flexible range of 

services to help both carer and cared-for person. 
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• The superseded carer. This perspective acknowledges that the individual carer 

feels a moral obligation to care, but considers that this may not be in the best interests 

of either the person requiring care or the carer. The emphasis here will be on the 

professional's task of trying to enable the carer to 1et go' of caring for the well-being 

of all concerned. 

Mediating Category: The Medical Model Discourse. 

This is the other 'professional gatekeepers' mediating discourse, identified from 

carers' perceptions and experiences, affecting the progress of the reform's 

transition from 'morality' to 'normality' and, like the social care model, it has a 

long-standing history. I have identified and developed four sub-categories. Again 

individual carers experienced a range of responses depending upon which 

discourses medical professionals appeared to be operating within. The four 

discursive sub-categories are: 

• The Medical Needs of the Patient: The medical profession will consider the 

medical noods of the patient over other considerations, including the needs of carers. 

The patient is primary. 

• The Ethical Rights of the Patient: The medical professionals will consider the 

ethical rights of the patient over the rights or needs of the carer. An example is the 

avoidance of 'statementing' under the Mental Health Act on the grounds that this 

would endanger the freedom or liberty of the patient. even though the family or 

individual •carer may be appealing for such action. 
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• The Moral Medical Discourse: The medical professionals may operate within a 

moral medical discourse where the family is regarded as having a moral obligation to 

care; the state as having some responsibility, but where the patient's diagnosis would 

also be taken into account. As within the social care model, therefore, carers may be 

perceived either as co-workers, co-clients or the need to become superseded carers. 

• An Instrumental Normative Discourse: The medical professionals may operate 

within the instrumental normative discourse where there is an over-riding concern 

with costs and finance. 

The way in which the social care model, and aspects of the medical model 

discourses, intercede and mediate the desired transition of reforms towards 

residualisation and a technocratic managerialist regime of welfare highlight the 

struggles, tensions and re-definition of roles that are being negotiated between 

'professionals' and the 'new' public managers. John Clarke, Allan Cochrane & 

Eugene McLaughlin argue the medical professionals have tended to fare better in 

their resistance to managerialisrn than social care professionals because: 'their 

ability to resist owes much to the degree of traditional professional independence 

from the state they enjoy' (Clarke, Cochrane and McLauglin 1994:232). 

Dlseunive Challenges: The emergence ofCaren' Counter-Constructs 

The COWlter discourses are complex and both feed off and resist aspects of the 

dominant discourses identified in the model. Carers resolve. or attempt to resolve 

the dichotomies in which they are positioned in certain directions. 
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Within the sample there are many different challenges by individuals. However, 

the counter-constructs tend to centre round an emerging consciousness of 'rights'. 

This is expressed mainly in terms of empowerment and self-determination. The 

question has to be asked where do such 'ideas' or 'discourses' arise from? Ideas 

are not 'free floating' but stem from socially constructed discursive practices at 

particular historical conjunctures. 

ii) The provenance of 'rig/its' 

Centrally these fledgling counter-constructs are linked with the notion of 

citizenship and rights. Full citizenship, according to Marshall (1950), requires 

three components: civil rights (property and legal rights), political rights (voting 

and democratic rights) and social rights (the right within a social democratic 

welfare state to social security, health and social care and to education). It is 

through the state that the 'social rights of citizenship are determined and allocated' 

(Lister 1993:6). 'Rights', however, are contentious. Citizenship and social rights 

do not confer equality, they are socially constructed discursive constructs which, 

it may be argued, operate ultimately in the interests of capitalism and the state. In 

other words, social rights, Hartley Dean (1996) contends, 'are not all they seem'. 

He argues: 

To cloak human welfare in an ideological discourse of 'rights' conceals the 
fundamental nature of relations of power under capitalism. It is a nonsense to 
suggest that social rights will guarantee unemployed people, pensioners or 
disabled people power to negotiate their claims with departments of state. Social 
rights give expression to the ultimate dominance of capital over labour and serve 
to extend or permeate that dominance into the sphere of state-citizen relations, 
and into everyday life (Dean 1996:75). 
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In addition, the feminist critique of 'rights' has pointed to the gendered social 

construction of citizenship and social rights, as demonstrated within the 

public/private divide. This has been described by Carol Pateman as the 'patriarchal 

separation' (Pateman 1989) of rights. Rights, therefore, which are given and 

constituted within the 'public' sphere systematically disadvantage women. Equally, 

the point at which the dividing line between the public and the private is drawn 

constitutes 'a political act and can be drawn in different places for particular 

groups' (Lister 1991 :66). This dividing line consistently 'marginalises' certain 

social groups: 

•Rights', u socially and politically constru.cted phenomena., are with few 
exceptions unmindful of such dimensions as gender, 'raoe', age and disability and 
welfBTe rights may be seen in many respects to have failed women, 'black' people 
(that is people from ethnic communities), older people and people with 
disabilities (Dean 1996:39). 

Clare Ungerson has attempted to address the relationship between rights, informal 

caring and citizenship which, she reports is extremely complex. She raises the 

conundrum outlined above, of the public/private divide, which is particularly 

pertinent to infonnal carers: 

Carers BTe not in the public domain. Moreover, there is a panoply of ideology 
that reinforces this idea that caring is essentially a private activity, the motivation 
arises out of love and kinship {which] are particulaistic, intmnal and domestic -
unlike citizenship which is most often taken to be general, external and public 
(Ungerson 1993:144) 

This is one difficulty. Another she points to within the caring relationship is the 

potential for a conflict of interest. The carer may want different 'rights' to that of 

the 'cared for' person. A third difficulty is what she has termed the elision within 

the feminist literature of mothering' and 108.ring' which 'treats mothers and carers 

as though they are in identical positions' (ibid 146). This ignores differences such 
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as age as a great majority of informal carers are beyond child-bearing age. 

Therefore discourses around employment and income-related discourses have to 

be treated with caution in relation to informal care. A fourth difficulty is the 

question of the length of time informal caring may continue, which can be 

'unknown', whereas in the normal course of events 'mothering' is both shared 

between the state and family, and will have a limited time expectation. Not only is 

the length of time of informal caring unknown, it is also unknown as to whether or 

not the state will 'step in' to help with infonnal care. These uncertainties create the 

situation where, say, "'carers' career breaks is much more problematic than the 

development of rights surrounding maternity' (ibid: 148). 

Possible schemes, such as carers' career breaks, respite care schemes, protection 

of pension rights, or more radical ideas, such as basic income guarantee, or carers 

being paid for the work they do, are all fraught with problems. The last issue 

particularly as it 'commodifies' care: 

The effect of which 'might alter - quite possibly for the worse just as much as for 
the better - the relationship between carer and the person cared for. It is not 
difficult, for example, to imagine a dependent person assuming that they have an 
infinite right to their carer's time and patience because their carer's time and 
patience is being paid for by the state (ibid: 150) 

However, rights may be 'emancipatory' Dean (1996) through a notion of 

empowerment, as the following discussion indicates. One way of attempting to 

shift power, of developing counter-constructs, is through 'claim based' bottom-up 

challenges. Such challenges to doctrinally imposed top-down rights comes from 

the rise of the 'politics of identity' groups discussed in Chapter 2, of which 

feminism is one. Here, as suggested above, attempts may be made to re-draw the 
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public/private divide. Others may be made through what Croft and Beresford 

( 1991) describe as the 'politics of participation' which have arisen from 'a search 

for a different politics' focusing on people's increased ability to define and 

articulate their own needs through self-advocacy movements. This is linked with 

four developments: 

• The emergence ofnew social movements 
• The rekindling of interest in human need 
• The re-emergence of the idea of citizenship 
• Postmodernism 

(Croft and Beresford 1991 :20) 

Some of these four themes will arise again in Chapter 7. The community care 

refonns claim to promot.e empowennent through 'choice' and 'voice'. But, as 

Anna Coote (1993), argues 'choice' is mediated through institutions acting as 

agents. such as within the development of the quasi-marketised welfare state. 

There is, therefore, little evidence that individual citizens are being empowered. 

A further problem with choice as a means of empowerment is that some citizens 

have more power to choose than others. As already indicated social rights do not 

confer equality. and social rights involve a battle over scarce resources which are 

rationed and controlled by the state. Social rights, therefore, rather than 

necessarily enabling choice do, in effect. 'provide a powerful mechanism for 

state/ideological control' (Dean 1996:76). 'Choice'. therefore is problematic. 

Voice to<> can be problematic. Anna Coote argues that although this is an 

important element of the democratic process through lobbying and campaigning, 

it is limited in the capacity to empower the citizen. 

156 



Hartley Dean suggests that the work of David Held (1994) offers 'a new and 

sophisticated alternative to Marshall's concept of citizenship [ which] was founded 

in a certain state-market essentialism' (Dean 1996:226). This is the notion of 

'nautonomy' which focuses on asymmetric power relations: 

Wbat Held calls 'nautonomy' (i.e. the negation of autonomy) occurs when 
relations of power in society are such as systematically to generate asymmetries 
of life chances. Such asymmetries in life chances may correlate with geography, 
class, gender or 'race' (ibid: 227). 

Whereas Marshall advocated three kinds of rights, civil, political and social, Held 

offers a more complex relational concept connecting power and rights. 

Nautonomy postulates seven sites of power: the body, welfare, economy, coercive 

relations, culture, civic associations, regulatory and legal institutions. These sites 

of power are related to differing categories of rights: health, social, economic, 

pacific, cultural, civil and political. What Held's more sophisticated concept of 

rights provides is: 

A sense of the vulnerability of the citizen to the power of others in society: not 
only the vulnerability of the working class to the capitalist class or the 
vulnerability of the individual to the sate, but the vulnerability of women to 
patriarchy, ofethnic communities to racism, and of the citizens ofpoor oountries 
to the interests ofrich countries. (ibtd: 228) 

This concept of rights illustrates just what a multi-dimensional notion it is, 

especially as the nature of democratic welfare capitalism is changing through the 

impact of 'post-modernisation' and economic globe.I changes. It is against this 

background that the 1challenge1 from individual carers to dominant state 

discourses constituting the reforms is set. 
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Within this model 'empowerment' may be facilitated through the doctrinal rights 

of 'professional gatekeepers' where carers are able to 'feed off socia1 rights 

discourses within the sub-categories of the two significant mediating discourses, 

those of the 'carer as co-client', or the 'superseded carer'. This move will address 

and legitimise carers' 'rights' as individuals to choice or support (recognising the 

way in which the notion of choice if qualified). Equally empowerment may be 

facilitated through an emergent sense of a 'claims based' right. This may be 

through the 'politics of participation' paradigm, if carers are in contact with 

Disability Groups, Carers Groups or Advocacy Groups. Or it could be through 

informal contacts and friends who can help carers recognise their vulnerabilities 

and the 'asymmetries of power within families' (Dean 1996:228), as associated 

with the notion of nautonomy, which prevent carers from being able to participate 

fully in social life. 

A further potential for empowerment may arise as a result of the dividing line 

between the public and the private being re-cast, or re-drawn, as productive work 

in the public sector has become feminized, and this notion will be discussed 

further in Chapter 7. 

The development of these counter--constructs may hinge on all or some of these 

discourses, and are mostly tentative and provisional. Frequently they may be 

couched in aspirational tenns and a generalised desire for 1care1 to be seen as a 

shared responsibility between infonnal carers and the state. This, in effect, is a 
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challenge to the state's re-drawing of the public/private divide, where carers' are 

being socially constructed as the first line of support. 

This completes the description of the model and its categories and sub-categories. 

4.8.2 The contextualised analysis 

The contextualised analysis contains four sections. 

Q Thefoursecdons 

Carers' Personal Context: 1bis section covers biographical details, such as who carers 

are/were caring for and their relationship with that person; whether they perceive 

themselves to be full-time carers; whether they are combining paid work with the caring 

responsibility; whether there are any siblings and the relationship with siblings if this 

appears relevant; and whether there is any professional support. 

Setting the Scene - the interview process: This includes information on how carers 

cmne to contact me and where/how we met; the negotiated 'placing' process; and the 

form the interview took. 

Contextual Analysis: This section de-constructs and identifies particular discourses from 

within the model impacting upon individual carers attempts to shape their subjective 

positioning within their caring responsibilities. It identifies their negotiating processes 

including any tensions, contradictions and 'costs' they experience, and the formation of 

any counter-constructs which arise. 
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Absence or Presence of discourses: This section identifies which discourses, if any, 

individual carers harness or construct to legitimise - to allow or give her/himself -

permission to say 'no' to caring, or set limits to the caring responsibility. 

ii) Individualised 'life-story' flow charts 

The contextualised analysis was then expanded into a flow chart 'over time' for 

each individual carer (see Appendix F). This flow chart illustrates which 

discourses are taken up, challenged or negotiated and which discourses are absent 

at particular moments in time. 

The advantage of the flow chart is that, not quite at a glance, but relatively easily 

both the contextual data and the discourses can be seen, but far more importantly, 

the flow chart illustrates their complex inter-relationship. The flow charts help to 

show why individual carers are 'where they are' at a particular moment in time; 

the carer's contextual specificity, their differences and diversities. The flow charts 

illustrate quite graphically individual agency and the carer's negotiations of 

dominant discourses, as counter discourses or relative accommodation to such 

discourses are revealed. The continuing struggle and process of the productive 

working of power are thus brought into sharp focus. The flow chart is divided 

into five columns: 

Age/Life Stages: This colwnn highlights important stages within an individual carer's 

life as identified in the Carers' Personal Context section of the analysis. It will record 

such things as when the caring responsibility started. and trace the development of that 

responsibility, say as the dependent person's health deteriorates or circumstances change, 
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through to when the caring role stopped (if this is the case). It also records family 

background and details which impinge on the carers own subjective positioning and 

self-identity. or changes within the carer's life style, such as giving up paid employment. 

Mediating Factors: This column records other factors which are significant to an 

individual carer's experiences within the life/age stages, as identified in the Carers' 

PenJ.onal Context section of the analysis. For instance, it may elaborate upon some 'fact' 

within the first column. such as perceived family/professional/social expectations of that 

individual carer's responsibility, or it may elaborate upon gender divisions within the 

family and the caring responsibility, or the carers placing within the public/private 

dualism or other discourses. 

Dbcountt Praent: This colwnn shows which discourses are present at each life/age 

stage selected and whether or not they have helped legitimate the decision to say 'no'. 

Therefore by glancing down this column a clear picture ornerges of cbmlge over time. 

This column also shows any counter discourses to the dominant disoourses identified 

within the model constructed by the carer. 

Tensiona/costB/contradk:tiom widun discou.nes: 'This column gives an insight into 

the 'struggle over meaning' between competing discourses,, and the workings ofpower. It 

records the negotiating process over time; the frequcm.tly painful experiences carers 

undergo by locating their subjectivity within particular discourses; the tensions and 

contradictions inherent within diSOOUJ."Sel aad wid1in individual carers' struggles to re

define and construct altemativ,e diacounes. 
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Discourses absent: This section also records change over time as it marks which 

discourses are absent at each particular age/life stage selected. The most frequent 

discourse within the 'absent' column recorded early in the flow charts is the 'Rights of the 

individual providmg care'. This indicates that carers are constructing their identity within 

the 'norms' of social beliefs, and have not, at this stage in their story made any attempts to 

develop a 'counter construct'. As carers stories unfold however, this discourse may 

disappear from the absent column completely if a particular carer has managed to 

construct a 'counter discourse' acknowledging a right to say 'no' to caring (or aspects of 

caring). In which case the 'Rights of the individual providing care' will appear in the 

Discourses Present column. The development of this 'counter discourse' will have helped 

and enabled that carer to legitimate the decision to let go of the caring responsibility - to 

say 'no' to caring - or to negotiate limits to the caring responsibility. 

This completes the descriptive sections on the two aspects of the synthesised 

analysis. All the analyses underwent a rigorous process of development and 

refinement. This included constant appraisal, feedback and suggestions on drafts 

from my two internal supervisors as well as peer feedback through presentations, 

both internally and externally. 

In September 1995 I incorporated two new sections into the contextualised 

analysis. The first, Class and Access to Professional Gatekeeper's Discourses, 

was included in order to look, even if only briefly, at the complex and ambiguous 

question of class and gender where women are defined in relation to men 

according to male socio-economic classifications. The second, The 

Researcher/Researched Relationship, highlights the question of reflexivity and 
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power and attempts to deal further with my own subjective positioning in the 

study. The final composition of the sections comprising the synthesised analysis 

is presented in Chapter 5. 

4.9 Conclusion 

This chapter has traced the move within the thesis to introduce subjectivity 

concretely into the study. This has been through the development of a qualitative 

interview study and through the introduction of myself as the subjective researcher 

into the research process. In keeping with the theoretical and methodological 

positions I have adopted. I have attempted to make the research 

production/knowledge process visible to demonstrate intellectual rigour. My being 

able to call on the 'reflective diary' and conference papers written at the time of 

undertaking the research has assisted this process. The final section outlined the 

model finally developed for the synthesised analysis, and the study's findings are 

the subject ofChapter 5. 
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CHAPTER5 
THE INTERVIEW STUDY AND REFLEXIVE CRITIQUE 

5.1 Introduction 

This chapter opens with a selection of analyses from the interview study which 

demonstrate the working of the Synthesised Analysis. It then moves on to discuss 

some of the findings selected to illustrate differences between carers in terms of 

their ability to say 'no' to caring or aspects of caring. The findings demonstrate 

how carers' differences are mediated by age, 'class', access to professional 

gatekeepers, who carers are caring for, carers' positioning within the 

public/private divide, and other factors. 

The chapter then moves onto a reflexive review and critique of issues arising from 

the completion of the study, as viewed at the time of writing-up in the summer of 

this year. 

5.2 Examples Of The Working Of The Synthesised Analysis 

As all the analyses are long it is not possible to present them here in their entirety 

and this has given me a great deal of thought about how to present the material; 

how to do justice to my work. To illustrate difference, as well as some 

similarities, between individual carers in the study the following analyses are 

offered: 

• A section comparing three female carers' analyses to demonstrate the working 

of the synthesised analysis. These carers have been selected due to their 

differing abilities to say 'no' to caring. The first analysis of 'Elizabeth's 
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story' is an abridged version of the full synthesised analysis which is 

appended (Appendix E). In order to demonstrate the analytical process 

visually a copy of the 'developments over time' flow charts for these carers 

have also been appended (Appendix F). 

• A brief section on the two male carers' analyses within the study. 

• A section exploring the additional elements introduced into the analyses in 

September 1995: that of the researcher/researched relationship and class and 

access to professional gatekeepers discourses. This section will focus on all 

five carers. 

• A brief section describing some tentative findings from across the female 

carers within the study. 

To protect carer identity and ensure anonymity all names have been changed and 

permission obtained from carers to include short quotations from the data. 

It should be stressed that the 'reading' of the data I present can only be viewed as 

partial and temporary. This is due, partly, to the nature of post structuralism itself 

and its acknowledgement of the lack of a fixed or single 'truth', and its emphasis 

on plurality of meaning and the constant re-construction of meaning. In additi~ 

my own subjectivity and epistemological and ontological positioning within the 

research project will point my work in certain directions. In summary, therefore, I 

do not contend that my "reading' of the data is the only possible reading. Other 

equally valid readings are entirely possible. 
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The Synthesised Analysis 

The full Synthesised Analysis covers the following sections. Not all sections will 

apply to all carers (an example ofthe full analysis is given in Appendix K): 

Section 1: Carer's Personal Context: Biographical details, carer's personal 
history. 

Section 2: Setting the Scene: The Interview Process: Setting the scene, the 
interview process. 

Section 3: The Contextual Analysis: The negotiation of discourses: 
The Moral Imperative to Care: Tensions and Contradictions. 
The Normative Discourse 
The mediating discourses 

Section 4: Absence/Presence of discourses legitimizing permission to say 
'no' to caring: 
Professional Gatekeeper's Discourses: The mediating discourses. 
State Discourses: The instrumental/normative discourse. 
Family Discourses: The moral imperative to care discourse. 
Development ofa counter discourse. 

Section 5: Class and access to Professional Gatekeepers' Discourses: 
Male/Female differences? 

Section 6: The Researcher/Researched Relationship: The 'placing' process, 
sensitivity/rapport/empathy/respect, the power relationship, the 
knower/known relationship. 

5.1.1 Comparisons between the three female carers 

l) The synthesised analysis: EUzabeth's story 

Section 1: Carer's Personal Context 

Elizabeth is in her fifties, married with adult children and grandchildren. Her 

husband is a long distance lorry driver. She holds a relatively weak position 

within the public/private dualism working as a cleaner part-time in order to fit 

paid work around her caring responsibilities. 
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She shares the care of her elderly bed-ridden mother with her stepfather. Her 

mother requires 24 hours a day care. Elizabeth spends an average seven hours a 

day sharing the caring responsibility. At the weekends her stepsister also shares 

in the caring. The other sibling, her stepbrother1 is not involved. Elizabeth's 

stepfather has crippling arthritis. The family has two hours per week input from a 

District Nurse. 

Eli:r,abeth desires to beck away from caring to regain a life of her own. She wants 

time to enjoy being a grandmother, be with her husband or take up education. She 

wants to say ·no· to caring but is struggling with competing discourses which 

maintain her in the caring situation. She would see the decision to stop caring as a 

selfish act. 

Caring is not a new experience for Elii.abeth. She 8.lld her mother are particularly 

close as her mother was widowed when Elimbeth was a baby. When her mother 

re-married Elimbeth went to stay with her aunt. as her new stepfather was 

chronically sick. However. when her mother bad a nervous brea:kdown Elizabeth 

returned to care for her mother and new siblings. At that time Eliz.abeth perceived 

this to be a natural thing to do. although this created a reversal of the parent/child 

relationship. Elizabeth recalls feeling some tensions: 

And u much u I loved my mum ..... l uaed to think 'why me'? Peeling sony for 
myself. You know what you•re like whfln you're a ttwm..(p 2). 
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I'd great expectations, I'd great plans ....And I felt cheated, ve:ry cheated. I had to 
swallow it. My mwn was sick and she would have done they same for me. 
Everything was reversed suddenly. (p 1). 

The reversal of the parent/child relationship continued on and off in Elizabeth's 

adulthood (see flow chart) to the extent that when her mother retired at 60 

Eliz.abeth would often find her 'camping on my doorstep when I got home' (p3). 

Eliz.abeth began to feel 'bogged down'(p3) by her mother's dependence. 

Section 3: Contextual Analysis 

The Moral Imperative to Care: 

At the time of the interview Elizabeth is undergoing contradictory tensions within 

the moral imperative to care. She appears to be oscillating between a positive 

injunction to care and caring as a form of compulsory altruism. This is intimately 

bound up with her sense of •iost' opportunities and a feeling her mother has 'taken 

something away' from her: 

I mean I've had to take a menial job because of the hours that fit .....It still isn't 
too late for me to take a part-time course, but where? Anywhere I studied she 
would be with me. How do you block that out when you're not there with her? I 
feel as though I've lost out. rm the one that might as well be sick ... But I don't 
want to get bitter about her. That is the one tbing ... and I figure ifl got out before 
I got to that stage that'd help me (plO). 

In addition Elizabeth makes constant reference to the effect that familial ideology 

has within her kin relationships. An ex.ample of this is her mother's perceived 

preference for males: 

She lets it be known that she prefers boys. Which is something that I resent. 
Very much so. She'll rely on me, but at the same time [will say] "give me boys 
any day, they're easier to cope with,. (p 3). 

And what hurts me is that although my mum doesn't say it, she wants it to be the 
boys. and I'm desperate that my daughter never really cottons on. And she looks 
at me daring me to say anything (p S). 
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and her description of her stepbrother's position in relation to 'care'. 

· I feel bitter about my brother in lots of ways. But then having said that, he does 
have a living to earn (p7) ..... Why my brother doesn't come up, one, he's got so 
many outside interests. that is the only thing I can think of. His other interests 
seem far more important... .and perhaps they are to him, perhaps they are. 
Perhaps he's doing what I should have done years ago. But I set a pattern and I 
can't seem to break it. So that's me. Its nobody else's fault, I set the pattern. 
Maybe l should have been like him and thought 'no' ... But it didn't work out like 
that. I think it was emotional pressures. Yes...which is worse (p 13 ). 

Section 4: AbsencdPresence of discourses legitimizing - allowing or giving -

permission to say •no' to the caring role. 

Eliz.abeth has not been able to harness support or develop counter discourses 

which address her 'rights' as an individual, or 'give her permission' to say 'no' 

to caring. She appears isolated. Examples are: 

ProfCMional Dltcoursa: 

The med1cc1/ model di.vcourse: 

There is a small amount of regular help provided by the district nurse. But 

Eli1.abeth has difficulty in addressing her own needs with either her or the 

family doctor: 

The nurse comes to see my mother once a week, she• s very nice and I know 
they're stretched. She doesn't give any advice, even when you ask for it. (p4). 

1ne doctor is very good but he molly-cuddles my mum. He wanted her to go and 
have some tests. She cried. she screamed. "Alrig.ht, we'll leave you". Now, 
where does that leave us? {Elizabeth and her stepfather} (p4). 

The medical professionals appear to be operating within the sub-categories of 

the ·carer as a co-worker' or the •primacy of the patients needs'. This is further 

demonstrated in the mother's resistance to respite care: 

But even she [the nW'IWi} said •well if she doesn't want to go why upset her? Its 
no g<Xxi, it won't do any good with her ir1 this frame ofmind (pl2). 
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The Social Care Model: 

The social care professionals also appear to operate within the 'carer as a co

worker' sub-category: 

They're so cavalier. Well, at least I've found they are. I'm not saying everyone 
feels this, but this is what I've found. They thought I was after a home help, and I 
don't noed a home help. Um...no...that isn't it. I think its moral support you 
need. (p 12) 

Elizabeth has not been able to access discourses advocating the carer as a 'co

client' or 'the superseded carer'. 

State Discounes 

The instrumental/normative discourse: 

Elizabeth articulates some concerns which possibly point to informal care being 

constructed as a normative component of the contract culture: 

And the system doesn't seem to cater for the carer. This is the whole point. 
Alright it's perhaps geared for the person that you are taking care of at home. 
They will provide a commode, they will provide a wheelchair...And obviously 
it's a financial ...and space and resources. They prefer you to take care of the sick 
and elderly at home. They save money (p12). 

Family Discourse,: 

The gendered structuring ofFamJlial Ideology: 

Elizabeth and her kinship network are imbued with familial ideology according 

to which the underlying assumption is that women are the 'natural' carers. 

Within her own family, therefore, Elizabeth has met contradictory discourses 

relating to her own 'rights'. Her husband states that, whatever her decision, he 

will support her, but takes no active role in helping her in her dilemma. Neither 

has she been able to gain support from her sons, in particular her elder son. This 

has hurt her: 
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My eldest son, he would say, well you've made your choice Mum - he wouldn't 
condemn me, I'll say that, he's not that type of boy. He'd say, look you've done 
your bit, but there'd always be a 'but'. I don't know what that 'but' would be, 
but with him there would always be that 'but'. (p 10). 

The 'but' represents her son's positioning within familial ideology. On the 

question of her stepfather the situation appears more ambivalent, as ostensibly 

he carries the main responsibility within the carer typology; that of a spouse 

carer, but he himself is chronically ill: 

I think my stepfather is half expecting me to say, well from now on I just visit. In 
any small way that I can help, I will.... (p7). 

But I've got to the stage now, and he knows. You see he did say to me I think 
you're ready to throw in the towel (p9). 

Elizabeth feels tom between discourses reinforcing the moral imperative to care 

and her own struggling needs to 'back away' (p 1). This is compounded by her 

stepfather's dependency on her continuing in her role: 'He doesn't have a life. 

His eyes light up when I arrive' (p7). One 'way out' of the dilemma would be 

for her stepfather to consider the possibility of his wife going into a nursing 

home. He cannot bring himself to do this, and Elizabeth in acknowledging this, 

understands her own isolation and responsibility for any decision she ultimately 

takes. 

But its finding the backbone to turn round, stand up and be counted and say 
enough's enough (p 10). 

But the choice has got to be mine. And the thing is, how am I going to regard 
myself once I've been big enough or coward enough, call it what you like, to 
make that break? I know, I can say with hand on heart that I wouldn't want to go 
back to it. It's as simple as that, because I want my life back (p 14). 

Developmentofacounterdiscourse 

Elizabeth's kinship network is imbued with familial ideology which considers it is 

natural for women to care, and this can offer an explanation as to why her eldest 
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son has a 'but'. This helps to explain why Elizabeth is struggling to develop a 

counter discourse and gain approval for her own needs. Her situation illustrates 

the power of familial ideology. Also her situation exemplifies the power of the 

internalisation of 'the caring relationship' through the unification of the caring 

for/caring about dichotomy which socially constructs differing caring values 

between males and females. 

In addition, Elizabeth may be unable to construct a counter discourse because of 

the 'negotiating' process which occurs within families when establishing kinship 

relationships, as has been identified by Janet Finch and Jennifer Mason. Her long 

standing development of 'commitments over time', her personal 'biography' and 

her personal 'reputation' within the kinship group may have effectively afforded 

other members of the family legitimation 'not to care'. 

At the time of the interview she has been unable to find sufficient legitimisation 
from within herself or her family to say 'no' to caring: 'I think its more my 
family's approval I want. .. and my own' (pl4). 

Elizabeth's discourse arises again in chapter 6 within the 'Q' Sort study. 

ii) The synthesised analysis: Margaret's story 

Margaret is about ten years younger than Elizabeth. She left her marriage whilst 

quite young and became a single parent. She entered the civil service and took 

up higher education part-time as a mature student. At the time of the interview 

Margaret held a professional grade position within the civil service and was the 

main breadwinner in a loosely structured matriarchal family network. 
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When her mother's health initially deteriorated Margaret brought her home to live 

with her family and remained in full-time employment whilst other family 

members helped to look after her mother. At this stage Margaret appears to be 

operating within a discourse of the family rather than the state being the first line of 

support. As her mother's health continued to decline and the family based caring 

arrangements began to break down, however, Margaret looked to the state for 

assistance but found 'it was an all or nothing situation, there was no sort of half

way house' (p20). There was no provision to enable her to work parMime and 

continue with caring: 

As much as I wanted to care for mum, certainly at the beginning I did, um, I 
didn't really see actually why I should live on the breadline to do it. Um I 
desperately didn't want to get to the stage where I actually had to give up my job, 
even though if I could financially have afforded it, I would have gone part time. 
But the trouble is, of course, the benefit structure doesn't actually support you 
doing that. I mean had that been an option I could probably and would have 
willingly gone part-time and coped with it that way. Um, its not really surprising 
so many people end up in homes when there is no real financial support towards 
the idea ofpeople caring on a part-time basis (p15). 

As her mother's situation deteriorated, Margaret was caught in a distressing web 

of competing subjective positions, torn between the moral imperative to care on 

the one hand and state discourses which did not support her on the other: 

Um, and I think that that is where perhaps comm.unity care is falling down 
most... .I think most, or a lot of families, would happily be involved in the care of 
their elderly relatives, um, if they felt that their role was to enhance their lives 
rather than just, um, just the drudgery of day-to-day care (p 20). 

However. after her mother's admission to hospital following a stroke and a 

worsening of her health, professional care gatekeepers offered Margaret differing 

discursive 'subject positions'. One was the position of'carer as co-client' in respect 

ofwhich social services would arrange for formal carers to come into the home to 
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enable Margaret to continue with her full-time career. However, Margaret felt that 

if she took this offer up she would effectively be acknowledging, in the final resort, 

that informal care still takes precedence over formal care: 

If she came home, even if they were prepared to put a carer in, which was an 
option that was discussed with me... but you can't cover for people who go sick 
or who miss the bus or whatever happens ... At the end of the day if the person is 
there and they're living with you, you cant just say, well I'm sure they will be 
along later sometime Mum. Turrah, I'll see you tonight .... I'm not going to go 
out to work and leave my mum without breakfast (p16). 

For Margaret this offer was insufficient. She wanted a response from the state 

which was not based on positioning her instrumentally. She did not want to risk 

having to forego her relatively strong position within the private/public dualism, 

which she had acquired through her professional career and 'breadwinner' status, 

as this could potentially lead to living in relative poverty. Thus Margaret had 

transformed her subjective positioning within familial ideology and adopted the 

'preferred subject position' traditionally offered to men: 

I'm quite conscious that ifl gave up work I'd be giving it up - that would be it. 
The chances of going back after any lengthy period of giving up to look after 
mum would be nil. So I would be saying that's it -that's the end of my career. 
That's the end of a decent pension if you like, possible career, better money 
sort of in the years when your children have gone. Um, and I think, again I 
didn't think of myself as materialistic, but I didn't want to do that (p 13). 

Later in the interview she builds on her 'colllter construct' to comment on the 

invisibility of the gendered differences structuring women's positioning within the 

public/private dualism and informal care: 

I think, partially, it's the old trouble, it's out of sight, out ofmind. I think that a lot 
of women up tmtil perhaps my generation have bitten the bullet, given up work, 
and 'looked after mum'. Perhaps that was easier in the days when divorce wasn't 
so common. Um, when they'd got husbands wages to fall back on and they were 
probably working for the money that made life easier rather than the money that 
provided the electricity and the bread every day. Um, I think there is still an 
expectation that a woman will care (p 18). 
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A further gatekeeper's discourse, that of the mediating 'superseded carer', 

subsequently offered to Margaret, however, opened up the possibility for a 

further shift in her subjective positioning within the moral imperative to care: 

My own doctor, who is also my mother's doctor, said 'look before you make any 
decision think carefully about what you're taking on'. I mean, she didn't tell me 
not to, and she didn't tell me that I ought to, ..er, but I think she was trying to 
edge me against the idea of taking it on (p 12). 

She [the hospital social worker] has been very very good, as I say I haven't felt 
any sort of emphasis from her that she thought that I ought to go on caring, I've 
never had any feelings like that at all. Though I think I've thought that she ought 
to think I ought to go on caring! (laughs) (p 12). 

This last sentence, however, demonstrates the power of the gendered 

internalisation of the caring relationship within society's mores and the social 

construction of identities. Margaret anticipated the professional care worker would 

expect her to be operating within that discourse, and felt that that expectation was 

legitimate. 

The option of the 'superseded carer' discourse, along with her relatively 'strong' 

position within the public/private dualism, afforded Margaret the potential scope to 

legitimise a decision to say 'no' to caring which had not been open to Elizabeth. 

What Margaret was struggling with, like Elizabeth, was the ability to transfonn the 

caring for/caring about dichotomy: 

I think the problem is, it is so difficult, emotionally to separate the caring from 
the loving. And I think that its very difficult to actually think along the lines of 
•yes I love you mum, but I don't really want to be physically responsible for 
looking after you' (p 13). 

This has resulted in emotional pain. The attempt to separate the caring for/caring 

about dualism brought a re-construction of personal identity premised on guilt and 
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selfishness. The hospital social worker, seeing Margaret's painful dilemma, 

suggested a compromise solution whereby the mother enters a home on a 

temporary 'monthly review' basis. The intervention of care professionals working 

from within the mediating discourses which offer doctrinal rights legitimising the 

position of the 'superseded carer' has enabled Margaret to move towards a decision 

to say 'no' to caring. Her shift in position is tenuous, however, as she still does not 

know how she will feel if her mother makes a personal plea to 'come home': 

I just.. .I just.. .I think its one of those things that.its just too horrific to actually 
think what you'd do. I couldn't. I love her too much for her to be unhappy, but I 
dread being pushed into that comer of making that final decision and saying, 
"I'm sorry, mum, but I can't take you home"(p 12). 

iii) Comparison between 'Elizabeth' and 'Margaret' 

Elizabeth and Margaret are both caring for an elderly mother but entered the 

caring life-cycle typology at different stages; Elizabeth initially as a child and 

Margaret as an adult with adult children of her own. Elizabeth had experienced 

the early reversal of the parent/child relationship, but her current tensions are 

bound up with the relationship between herself and her stepfather. She is caught in 

a struggle between her mother's needs, her stepfather's needs, and her own desire 

to spend more time with her 'own' family, particularly her grandchildren. This has 

also brought into sharp focus the differences between her life and her step

brother's life, which she is finding increasingly difficult to accept. 

Their differential positioning within familial ideology and the public/private 

interface, as well as their access to professional gatekeeper's discourses to help 

legitimise the decision to say •no', also construct significant differences in 
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Margaret's and Elizabeth's experience. Their main similarity lies in their struggle 

to challenge the gendered internalisation of the caring relationship within the 

moral imperative to care discourse, particularly that of the caring for/caring about 

dichotomy. 

In contrast to Margaret and Elizabeth, Jacky was caring for a partner and, like 

Margaret, she took up the caring responsibility at a later life stage than Elizabeth. 

Jacky is, however, the youngest carer in the study, being in her early thirties. 

iv) the synthesised analysis: Jacky's story 

Jacky had been with Bill for seven years before finally saying 'no' to caring and 

leaving the relationship. As a young single parent she had met and befriended 

Bill who had muscular dystrophy. Their decision to live together was taken as a 

result of their mutual loneliness, she felt they were 'waifs in a storm' (pl). It was 

intended to be a mutually beneficial business arrangement and Jacky had felt 

'perfectly happy to take that on' (pl). 

Jacky appears to construct her relationship with Bill in terms of the parent/child 

dualism initially: 'I decided that here I was, I've got a child and I've got this 

other, to all intents and purposes, child to take care of in the future (pl). 

Gradually, however, she positions herself within the moral imperative to care 

encompassing the notions of reciprocity, responsibility, love and duty as they 

become partners. 
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As Bill's condition began to deteriorate he became totally dependent on Jacky for 

all aspects of his care, refusing outside intervention or help. Her position was 

beginning to be intolerable: 

He'd forgotten that I was a human being. He'd forgotten that I had any wants or 
needs ofmy own. I was just there to do whatever Bill's bidding was really (plO). 

The thought of spending the rest of my life in that situation was almost more than I 
could bear. The idea of, I don't know - the entrapment I suppose really (p7). 

Gradually Jacky was experiencing caring within the tenns of compulsory altruism 

rather than within a positive injunction to care and found it very difficult to 

address her own needs, let alone to have thought about constructing discourses 

which would enable her to say 'no' to caring: 

I think that if I'd have thought that I had had rights as a carer, if I'd had thought 
that I was important somehow, then I would have sought help (20). 

She felt her needs were subservient to her partner's: 

because, in my mind because we [her daughter and herself] were fit and healthy -
it was this 'poor man' with all these 'terrible problems' to cope with (p20). 

However, as the situation worsened she did hope for some help although she had 

difficulty herself in articulating this need with professional gatekeepers. She tried 

to gain support from her doctor but appears to have been regarded within the 

'carer as co-worker' discourse or the 'primacy of the patient discourse' within the 

medical model: 

I told him bits and pieces about, you know, the strain that I feh that I was under, but 
he never did put two and two together or ask questions (p14). 

On one occasion, after having to admit Bill to hospital, she hoped that the staff 

would recognise her needs, but Bill persuaded the hospital staff to let him go 

home. 
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Jacky comments: 

I wanted ~o say n~, n~, I'm not listening to this. Hang on, Jacky needs somebody 
to help with the situation- but I didn't, I backed down (p4). 

It was only when Jacky confided in a friend about some difficulties in her 

relationship that it became possible to consider other choices in her life. Her 

friend: 

Very gently, as I say over this eighteen month period, gave me pennission to say 
'Jacky needs more than this. Jacky can't cope any more (p8). 

In retrospect, Jacky recognises that the first step towards this construction of a 

counter discourse was that she had to learn to recognise herself as 'a carer'. 

She argues: 

unless people are even helped to identify themselves as carers in the first place, you 
are never going to get anywhere. I think people need to be given permission to say 
'I can't do this, or I don't want to do this' (p 14). 

In order for Jacky to gain her independence she had to separate the unification 

of the caring for/caring about notions within the moral imperative to care 

discourse. This was extraordinary painful and took a long time: 

I went to [my friend] and stayed there for, oh, a month. And frankly I don't know 
how she coped really, because, LI couldn't think straight. LI cant remember an 
awful lot about that month to be honest... She would put the food in front of me 
and say 'eat'. I don't think I would have done if she hadn't done that. Um, I 
couldn't sleep. I remember I did an awful lot of walking at three o'clock in the 
moming ... and she fielded all the calls from people (p 16). 

Eventually Jacky constructed a counter discourse partly through positioning 

herself within the 'politics of identity' discourse where s~e could 'recognise' 

herself as a 'carer', and partly through the notion of 'nautonomy' where a friend 

helped Jacky to recognise her vulnerable position within the power relationship 

between herself and her partner. She was able to separate the unification of the 
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caring for/caring about dichotomy through recognising she could care 'about' 

and feel some responsibility for Bill but not necessarily have to physically tend 

'for' him. She still feels some responsibility towards him: 

I've always been very honest with him, I mean I've never fooled him that there 
was ever any chance of going back, but I think he knows I won't abandon him. I 
won't ever... .l couldn't....! couldn'tjust... ..(p 20). 

She visits him frequently, cuts his hair or does some shopping. For Jacky the 

construction of a counter discourse, which allows her to recognise her own 'rights' 

to become a 'superseded carer', does not totally eliminate the moral imperative to 

care. Her ability to carve a new career for herself and gain a relatively more 

powerful position within the public/private dichotomy has also helped in this 

countering of hegemonic discourses. 

Jacky rejects social care discourses which place informal care as a normative 

expectation. Rather she considers the responsibility for care has to be shared: 

In some cases the responsibility is going to fall more heavily on the statutory 
services and in other cases more heavily on the carers ... but to pray on that, that 
natural caring about somebody is clearly wrong (p19). 

v) Comparison between Jacky and Margaret and Elizabeth 

Both Jacky and Margaret are younger carers than Elizabeth, and neither of their 

accounts is based on long term patterns of caring. Both are financially responsible 

for their households and hold stronger positions within the public/private interface 

than Elizabeth. Equally they are not as immersed within the constraints of 

familial ideology as Elizabeth. Both Margaret and Jacky have taken up form.al 

education as mature students and this has led to a stronger position within the 

public/private dualism. Elizabeth still longs to be able to take up a similar stand. 
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The three carers experienced differing access to professional gatekeepers, and 

only Margaret succeeded in gaining professional legitimation in the direction of 

becoming a 'superceded carer'. All three carers, however, in their attempts to 

counter the hegemonic discourses underpinning the moral imperative to care have 

experienced painful tensions and contradictions which represent the emotional 

'cost' of caring. 

5.2.2 The two male carers in the study 

As outlined in Chapter 4, male carers tend to enter into the caring relationship 

later in their life stages than women and are positioned within the 'carer typology' 

as spouse carers. This was the case within this study. My interest in these carers 

was two-fold. Firstly, I sought to address the question driving the interview study, 

could they say 'no' to caring. Secondly, I wanted to know whether I could 

incorporate them within a feminist study, based on an ontological position of 

oppression, as 'other'. Were they being constituted in social relation as part of a 

marginalised group? This too was discussed in Chapter 4. 

There are two ways in which male spouse carers may be incorporated within the 

'moral imperative to care' discourse: through the 'commitments' of the marriage 

vows and through the act of 'doing' whereby male carers acquire the 'skills' of 

caring, as has been identified by Clare Ungerson and Hilary Graham. How did 

these notions apply to the male carers in this study, especially as the focus was on 

developing counter-constructs to this and the instrumental discourse within the 

reforms? 
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The two carers' stories are very different. Ken is in his early sixties and gave up 

work to care for his wife during his fifties. He is a devoted carer and places 

himself subjectively within the two notions outlined above: 

But, if you - I can't find the word. The word 'love' comes up. It's got to, but I 
think it's stronger than that. Um...the word is 'care'. It always has been. I care 
about my wife. And when you get married you make a vow 'in sickness or in 
health' and once you give your word to somebody that's it. I gave my word to 
my wife that I would look after her no matter what, and that's it (plO). 

I mean I know where the washing machine is, where the hoover is and I now 
find myself having to do budgets for shopping, and I've got it down to a fine art 
(pl2). 

Ken's story revolves around his struggles against poverty and with state agencies 

to obtain financial and practical support. As the family income is just above the 

eligibility criteria for income support he finds he cannot 'open the doors' for 

assistance. Their situation appears to be compounded by insensitivity and 

confusion amongst workers in local agencies, particularly the Housing 

Department, reflecting the attempts of these agencies to implement community 

care reforms. Ken reports on a meeting with a Housing Manager: 

He kept pushing at me, pushing at me. "You can take out a loan" [for a walk in 
shower]. I didn't want to take it out. I couldn't afford to take it out. I'd have 
thought I'd been talking to a double glazing salesman, not somebody who is 
supposed to help me (p 7) 

Ken's attempts to say 'no' are directed towards the instrumental normative 

discourse which is succinctly summed up in his statement: 

There's a new term going around ... we are not Mr and Mrs, we are a "unit". My 
preswnption is that they have to get clear of so many units to be cost effective 
(laughter). It's al.most as though they were running a business, and they've lost 
something on route. They really have lost something ... How can I put this? They 
don't have the touch. Um..you don't feel a person with them (p 3). 

Ken looks to the 'new social movements' to create change. He called for 'a 

national, articulate 'force' to challenge the politicians' 'grandiose plans' [for 
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community care]' (p 13). Ken's discourses arise again in Chapter 6 in the 

'Q' Sort Study. 

Peter is in his fifties and unemployed. He cares for bis wife whom he describes as 

having schizophrenia, but who is in denial. As a result they cannot access state 

benefits and live in poverty. Peter feels very isolated and has found extreme 

hardship in obtaining professional help or intervention on behalf of bis wife. 

This has left him physically and mentally exhausted. He would like to say 'no' to 

caring, to leave the relationship, as he is no longer living with someone whom he 

feels is 'his wife'. He cannot make the decision to physically leave, although he 

states that he has at an emotional/affective level: 'mentally I have, mentally, I've 

just blocked her off' (p 14 ). 

What is maintaining him in his subjective positioning within the moral 

imperative to care is the social construction of the caring relationship based on 

the notion of duty within the marriage ties. He is, however, tom by conflicting 

emotions, and feels trapped: 

Love ... hate ... and you don't like yourself because ofwhat it's turning you into, not 
such a nice person... .it is very very difficult to say, 'Oh, pack your old bags and 
get out' (p 13) 

As a carer you feel guilty because you obviously had a family, having lived 25 
or 30 odd years with someone and you care for them...And really I suppose 
being married to somebody you feel responsible, you feel guilty. It's a hell of a 
cocktail of emotions. But as time goes on you do care less and less about 
them ..... Um ... you do end up hating them and despising them and getting very 
annoyed and very short tempered because you are restricted and tied into 
somebody's else's problem. Which, you then feel guilty about, because it's not 
their fault. They didn't want to be like that (pl3). 
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5.2.3 The researcher/researched relationship/class and access to professional 
gatekeeper's discourses 

i) Researcher/researched relationship 

In this section I utilise extracts from the interview analyses to help me re

construct the researcher/researched relationship which was introduced into the 

research process as part of the theoretical shift within feminist research and the 

introduction of the 'intellectual autobiography'. 

Part of my raison d'etre for the interview study was to enable carers' own 

knowledge and experience to materialise. I was interested in learning from their 

lived experiences of caring. How much I learn will be as a direct result of the 

'productive power' of our interaction. In order to facilitate this, the interviews 

took the form of a conversation or dialogue around four broad themes. I had made 

some 'public' disclosures about myself within the information leaflet and letters as 

part of a way of 'placing' myself with carers (see Appendix C). I saw my 

responsibility in the shared interaction of the interview as facilitative, to give 

carers some time and space to reflect on the interview themes. 

In order to do this, carers needed to feel at ease and comfortable with me and this 

would be achieved by my being sensitive not only to what they were saying, but 

also to how they were feeling. I therefore saw the interviews as a two-way 

process. I was learning from carers' own theorising and knowledge, the sharing 

of which depended on my ability to empathise with their individual situations. 

This empathy would be achieved, in part, through the giving of my full and active 

attention. Part of my ability to achieve this empathy, I felt, also came from 
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having worked with carers and service users for many years before taking up this 

research. 

However, this approach to interviews is not always unproblematic, and in the 

study there was one interview particularly where I experienced tensions and this 

will be discussed in the section below. 

In the case of Jacky, whose caring dilemmas had been resolved, we had a 'shared' 

agenda. She wanted carers to 'know' that you can say 'no'. She wanted her 

experiences to become 'public', and I wanted my research to have a direct impact 

on carers, that is, for the results of the research to help carers. Equally, we had a 

similar backgrowid, in that we had both undertaken developmental work with 

carers. In addition, I felt that this was not the first time she had talked about 

herself and her situation publicly. The analysis reports: 

I felt the interview was based on a mutual agenda and all I needed to do was to 
give Jacky the time, space and freedom to complete her story. Such an agenda, 
however, did not detract from the impact on me of the very real and traumatic 
caring experiences Jacky had undergone and overcome. There was very little 
intervention from me in the interview (p7 ofthe analysis). 

Although her experiences bad been painful and trawnatic Jacky herself bad 

lightened her story through a humour which I felt had probably only been able 

come to the fore with the passing of time. I found her approach very uplifting. 

Marpiet and I too shared some experiences, both having been former Open 

University students. and now both registered for hilber degrees. In addition, I 

recalled how humour too was a part of Marpret's approach to life: 
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I had immediately been struck by the warmth and laughter which generated from 
the household whenever we had spoken, and this was reinforced when we 
actually met. I was made to feel very welcome and at ease in their home (p2 
Analysis) 

With Margaret an initial rapport had already been established due to the number 

of times we had made contact with each other over changes in arranging an 

interview date. Margaret had been offered quite a lot of support from the hospital 

social worker and some of the painful episodes she talked about she had already 

reflected on and explored with that professional gatekeeper. As the interview 

progressed I discovered we had further mutual experiences which may also have 

increased the 'empathy': 

We quickly relaxed in each other's company as I offered her the time and space 
to 'think aloud' and reflect on her experiences. I discovered we felt very similarly 
in our love for our mothers, and I had the usual internal emotional reaction on 
hearing someone talk about their mother becoming frail and dependent, 
following my own mother's sudden recent unexpected decline and spell in 
intensive care (p13 of analysis). 

I did not 'share' these personal thoughts or emotions openly, however, as I felt 

such a disclosure would have been inappropriate, and would have 'taken away 

from Margaret the focus of attention on her and her story' (ibid pl5). I report: 

I believe, however, that my personal 'recognition' of some of Margaret's 
experiences may have been communicated non-verbally through my attentive 
listening, and my 'belief in her story. I think this may help to explain why the 
interview was so successful (ibid p 15). 

A further reason why I felt these interviews were successful may be explained in a 

'recognition' of similarity between myself and Jacky and Margaret. All three of us 

were 'white' 'professional' women. 

With Elizabeth, the initial 'placing' process was different. Elizabeth, who had 

responded to my appeal on local radio, requested. to come to me at the University. 
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Initially she was nervous, feeling uncertain about what the interview entailed. In 

addition, there was the potential for an 'imbalance' in our interview as a result of 

being held in my 'public' place of work. There was, therefore, I felt a 

responsibility on me to establish an initial friendly relationship and spend time 

helping Elizabeth to relax and feel comfortable. As Elizabeth gradually relaxed 

and sought to find expression for her feelings, I recognised she had not openly 

talked about her feelings before and, quite possibly, she had not acknowledged 

them to herself either. Therefore she was articulating very private thoughts and 

needed re-assurance. I record in the analysis: 

The style of the interview which evolved comprised of Elizabeth 'letting off 
steam' about her feelings and tensions initially, with me coming in gently to 
prompt her to give me a wider picture or to reflect upon why she felt like she did, 
to put her situation in context (p9) 

At times she particularly needed reassurance that it was okay to talk about herself 

and her needs. In addition, she occasionally needed time to recover: 

Elizabeth: Um..well here again it my needs... 
Me: But that's what we're here to talk about (p8) 

Elizabeth: These are the things I want to hold on to. If I don't I'd go crackers. 
I'd go crackers .... Gosh, yes, you do know how to make people talk (nervous 
laugh). 
Me: Do you want to have a little break? 
Elizabeth: Yes. Give me a chance to :finish my coffee (p9) 

Elizabeth had appreciated the interview. She states towards the end of the 

interview, that, as a carer, she would like: 

'Somebody, just like you have, just to sit and listen. Have a little swear, have a 
shout, have a thump. It's better than doing that to the patient' (pl2) 

Towards the end of the interview I did 'take control' by leading her towards 

questions relating to support. It is quite possible that I did -have a particular 
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impact on Elizabeth, and that she may have seen me in the light of some helpful 

'professional' or 'counsellor', and, from the section in the analysis where I reflect 

on the interview and the analytical process, I record: 

Upon reflecting on the interview I felt my initial feelings confirmed that 
Elizabeth had found our time together therapeutic and that we had established a 
good reciprocal relationship (plO) 

This appears to confirm my feelings that this is how Elizabeth perceived the 

researcher/researched relationship. This will be critiqued later in this chapter. 

Elizabeth's story comes up again in Chapter 6 and it is interesting to note that she 

did make the decision to say 'no'. She did stand back from caring, and health 

professionals took over. 

Ken was the first person in the pilot study I interviewed, and he had insisted that 

his wife, for whom he cared, be present even when I checked back with him that 

he understood the research question was about saying 'no' to caring. I had gone to 

his house, therefore, with lots of 'questions in my head'. Ken had a very clear 

idea of what he wanted to tell me, and I had to work hard to interpret what that 

was in relation to saying 'no' to caring. During this interview he was very much 

the 'knower', the theoriser. The questions in my head were gradually resolved as 

I learnt that what he was saying 'no' to was the direction of the community care 

reforms, rather than to saying 'no' to caring for his wife. In the analysis I report 

he 'added a further dimension, a broader brush to my research question' (p8 of the 

analysis), as he had helped to extend my understanding of the different meanings 

carers might take from my research question. The interview was eased, too, I 
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think by the presence of his wife, who although she did not join in directly, 

communicated with Ken non-verbally with nods or laughter, or a shaking of her 

head, throughout the time I was with them. The interview became a three-way 

form of communication but with Ken very much 'in control'. I was grateful for 

the insights this interview offered, as I explained to Ken, as it had increased my 

awareness of being open to carers' differing interpretations of the research 

question. 

The relationship between Peter and myself was more problematic. Like 

Elizabeth, Peter came to me at the University, but this time at my request. He 

contacted me as a result of my article in a local newspaper. I had difficulty 

ascertaining if he met the research criteria, but was interested in order to have 

input in the study from the mental health client group. My caution led to my 

decision to ask him to come to me rather than me go to him. 

This was the only interview where I experienced several contradictory tensions. 

Initially I found Peter's approach to myself as the interviewer problematic. I felt 

as though there was a struggle over understanding between us, which evolved 

around power. For example, in the early stages of the interview I found myself 

frequently intervening to re-direct the narrative back to the subject of the 

research, and I was, therefore, taking control. Once these parameters had been 

established, the interview progressed well. For me, however, there were several 

tensions, and questions in my head which, on reflection, I have termed the 'shock 

of the discourse of 'force". Peter's story revolved around the use of force, both 
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verbal and physical, as a means of combating marginalisation, inequality and the 

inability to access community care services. His story was 'shocking'. 

All through the interview I found the mental pictures evoked by the discursive 

narrative of his wife's situation problematic and troubling, (see the following 

section on class and access to gatekeeper's discourses). In addition Peter's 'story' 

had inadvertently touched on a near mirroring of my own past, through a 'mis

recognition': 

I don't think the education authorities or society in general knew what - they talk 
about bullying - they haven't a clue what bullying's about. We had riots. It was 
nothing for a teacher to be 'bottled' (p2) 

His 'placing' of me within a higher education institution mis-recognised my 

background. I, too, had experienced the awful secondary modem system, and the 

bullying by the gangs to which he alluded ( again see the next section for 

clarification). Both these examples invoke the power of patriarchy, namely 

patriarchy and power within 'households' and patriarchy and power within 'male 

gangs'. One of the 'tensions', I was faced with, therefore, was whether or not to 

proceed because I was beginning to feel at such 'odds' with Peter's narrative. 

However a question in my head was 'if the 'state' had intervened to help Peter and 

his wife would this have prevented a resort to force'? This was why I needed to 

proceed with the interview to gain further insight and understanding of his 

complex situation. This contextualisation was important. 

The difference between the interview with Ken and the interview with Peter lay 

in how the question of 'control' was focused. Ken 1took' control of the interview 
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because he had a very strong idea of what he wanted to say about commwtity 

care, and he wanted me to take his knowledge away and use it through the 

research to help carers. With Peter, initially, I experienced the feeling of him 

wanting to take control of me, rather than control through a focus on the subject 

of the research. This might partly have been due to his complex and ambivalent 

feelings about his ability to say 'no' to caring. 

In addition, Peter was 'isolated' in relation to who or where to tum to express his 

feelings. This is demonstrated in his statement: 

You're stuck there. You've got no help anywhere, you've got no one to talk to. 
This is one of the reasons why I've liked coming here, its given me a chance to 
have a natter (p9). 

On reflection I think that both Elizabeth and Peter responded to my appeal for 

participants as a way of breaking down their isolation. This raises the 'interview 

as therapy/interview as empowerment' dichotomy which will be discussed later in 

this chapter. 

The interview relationship is therefore complex. The differences between the 

accounts of all of these five carers indicates the contextual nature of interview 

research, the need to be sensitive to the particular researcher/researched 

relationship, and the wider context within which both the 'researcher' and the 

'researched' are situated. 

I felt that the interviews offered us all very valuable experiences. I gained through 

giving time, space, respect and a very focused attention. I certainly gained new 
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knowledge from their lived experience; by 'becoming the knower'. In addition this 

knowledge impacted on me at a deep personal level due to my own mother's 

increasing frailty, and my ovm increasing lived experiences of caring. The five 

carers gained from the opportunity to talk, explore their situation and feelings, 

reflect, theorise and make their 'knowing' public in an atmosphere of trust and 

respect. In order for this knowledge to be gained, I did not feel I had to disclose 

very personal and private information or be forced into intimacy. In fact, this 

would have been quite an inappropriate response to Peter's discourse, where I 

actively intervened to maintain a respectful distance between us. 

ii) Class and access to professional gatekeeper's discourses 

Julia Twigg and Karl Atkin argue: 

middle class people's 'social skills and powers of articulation mean they are more 
likely to become visible to a service provider and to have a productive interaction 
than their working class counterparts (Twigg and Atkin 1994:137) 

However, as raised in Chapter 3, class as a defining feature of capitalist societies 

has been challenged by the rise of 'post-modernism' through the collapse of over

arching theories. The post-modernist argument contends that 'risk' displaces 'class' 

as an organising principle, but, in terms of the substantive distribution of life 

chances, it may be argued class still matters. This is one of the 'tensions' within 

this research, and within the universal/post-modernism debate. As we have seen, 

however, Fiona Williams offers a possible 'accommodation' with her model of a 

polyhedron. Following this model enables a consideration of class to be 

incorporated. The notion of 'class' in relation to feminist research is also 

problematic, as suggested in Chapter 4, because it is socially constructed within 
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the male paradigm of 'public' social relations. Class. therefore, although not 

unproblematic, has been considered within the analysis in relation to Julia Twigg 

and Karl Atkin's contention. 

If you compare Elizabeth, Margaret and Jacky's situations and access to 

professional gatekeepers, does class offer any insight? With all three carers their 

1class1 position appears ambivalent. Elizabeth., although married to a lorry driver, 

had a private education and professional ambitions until her caring responsibilities 

for her mother interceded. Margaret describes how she comes from a close-knit 

working class background, but is now a professional civil servant, embarking on a 

masters degree and economically independent Jacky does not talk about her 

early background, but does relate her story to gaining an education and to 

becoming an articulate professional worker who is also economically 

independent. Neither Jacky or Elizabeth were (are) able to access support from 

professional gatekeepers. Margaret, although extremely articulate, at one stage in 

her caring 'career' also could not access support from such professionals. 

A possible explanation appears to be linked to the power of gendered discourses 

materially structuring social relations, social values and social policy, where it is 

assumed that care is a woman's 'natural' respotlSl"bility. Margaret's considerable 

social skills did not help her at a time when she needed help from professional 

gatekeepers as the discourses within which they were operating plaoed the 

responsibility on the family, ~ therefore, primarily upon women. 'Class' 

the.refore remains a submerged 'difference' within these carers' situations. 
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The 'concept' of class is not quite so problematic in relation to the two male 

carers in the study, but neither is it straightforward however, as will be explored 

later in the thesis. Ken was an articulate person who had formerly held a position 

as a business manager. He had a very good relationship with the family GP who 

appeared to regard him within the 'carer as co-client' medical discourse. Ken's 

difficulty, however, has been the strength of the ideologically driven instrumental 

normative discourse. The impact of leaving the public productive sphere early 

had gradually reduced both him and his wife to living in poverty. He felt 

abandoned: 

You know, you're not producing anything - we don't need you any more - you're 
on the scrap heap (p13) 

Such 'marginalisation' has set him outside the public world as 'other' and re

constituted him within the 'private' realm of familial relations. However, even 

here, he cannot legitimatise a claim on the state as he is above the financial 

threshold for accessing state benefits, and positioned within the new contractual 

arrangements socially constructing informal care as the first line of support. 

Peter's story partly revolves around his thirteen years of unsuccessful attempts to 

access professional gatekeepers. Can this be associated with class? Peter is the 

one carer within the study who talked about his childhood in relation to class. 

His describes his London working class background very clearly. He received 

very little fonnal education and describes his school days in a secondary modem 

school as a 'blackboard jungle' where 'you weren't allowed to be clever, that was 
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a deadly sin' (p 3). Physically within this 'blackboard jungle' he was 'the top lad 

[of the gang] and no-one touched me' (p2). Whilst he states that he enjoyed 

national service he also had no illusions that he was anything other than 'cannon 

fodder' (p3 ). His adult identity appears to be shaped within this subjective 

positioning and these discursive 'marginalising' practices. As his wife's health 

deteriorated, he describes how he wanted to approach her employers: 

With my upbringing, I would obviously stand on my own feet and say 'aye, aye, 
come outside' or something you know. I wanted to tell them to sod off (p5) 

Such conduct may not have helped him in his need for professional gatekeeper 

support. But it also seems probable that the medical gatekeepers were operating 

within the sub-category of the medical model's 'ethical rights of the patient' 

discourse, which focuses on the 'patient' rather than the 'carer' : 

Even though she was getting worse and worse, and even the consultant admitted 
that she was pretty badly disturbed, but they still wouldn't take her in or give her 
treatment, because it was against her private rights, or the patient charter, or 
something like that (p8). 

Eventually, when his wife's behaviour became so extreme, Peter threatened 

extreme action: 

In the end I said to them [the hospital] look, either you oome out and do 
something or I'll tell you what I am going to do. rm going to take her round there 
and I'll tie her, I have to tie her up to the bed, otherwise she causes .... , and I'll tie 
her to your doors and leave her there, and 111 phone the national press, if this is 
the only way she can get help .... (p7). 

On talking about the closing down of large long-stay hospitals, he partly puts his 

situation down to 'bad luck', reasoning that there are 'thousands of really 

psychiatrically ill people in the community, and they've got their hands full with 

that lot' (p10). He feels powerless to change his situation, and his example 
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possibly highlights the potential for trauma and personal tragedy which underlies 

the impact of rationing and under-funding within the area ofmental health. 

Like Ken, Peter is located outside discourses legitimating a claim on the state, 

being unable to claim benefit, and like Ken he does not play a 'productive' role in 

society. They are both 'oppressed'. However, their oppression does not stem 

from patriarchy but from an ontological 'sense of being' brought about by 

inequality, both through poverty and through unequal access to the welfare state. 

In turn, Peter particularly does appear to have been oppressed by his class 

position which partly maintains him in his state of poverty. This raises the issue 

of 'structure' and 'difference', which will be discussed further in the final chapter 

of this thesis. 

5.2. 4 Some provisional findings from across the female caret'S within the study 

Within the sample of thirteen carers who participated, two carers from the pilot 

study were 'willing carers' and so have not been included in this summary. 

At the time of the interviews, between July and September 1994, one carer had 

not been able to say 'no' to caring. Two had perceived the situation as having 

been taken out of their hands against their wishes. Six had taken the deci~ion and 

were no longer caring or had negotiated an alternative to the aspect of caring they 

wished to stop. One was still attempting to negotiate a very complicated proposal 

to stop caring, and one had finally and vexy painfully come to a tenuous and as yet 

w:ltested decision to say 'no' to caring. 
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Some tentative findings 

i) The three carers who could not say 'no' or who felt that the decision had 

been taken out of their hands, could not transform their positioning within the 

moral imperative to care. They were unable to lay claim to public consideration 

in their own right. 

These carers were among the older carers in the sample, being over fifty or in 

their early sixties and were either positioned solely within the home, or within a 

very weak position within the public/private interface. Two had no access to 

professional gatekeepers operating within the 'carer as a co-client' or the 

'superseded carer' discourses, and, therefore, could not harness any professional 

support to help legitimise a decision to stop caring. Two did not appear to have 

access to any 'new social movements' or 'politics of identity' groups, such as a 

carer's organisation or other networks to help them to construct counter 

discourses. The third was a member of a carer's forum, from which she gained 

emotional support, but this was directed towards maintaining her in the caring 

situation. 

Within the data from the accounts of these three carers there were frequent 

references to the superior positioning within the family afforded to males. This 

would often be couched in terms of the 'favourite' brother, son or grandson; or of 

the cared-for person's preference to seeing a son or grandson (who was 'excused' 

from the physical tending role) over a daughter or granddaughter. In addition, the 

cared-for person often expressed a preference for advice (particularly legal 
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advice) from a male member of the family. One carer felt that her parents had 

wanted her to be a 'boy'. This had resulted in very low self-esteem: 

My mother gave me the impression that she wanted a boy, and my brother came 
later, and he was the important one in the family - not me. I had to leave school 
at 14, um, um, but my brother went on to college and I've always felt bitterly let 
do"Ml from that point ofview (Carer 14: pl) 

Such examples point to the potential impact on familial relations of the gendered 

social construction of familial ideology and the internalisation of gendered 

identities, whereby 'the sexual division of labour and women's responsibilities .... 

are linked to and generate male dominance' (Chodorow 1978:76). 

ii) Seven (one only tenuously) carers had succeeded in saying 'no' to caring, 

or aspects of caring. They were younger, in their thirties or forties, and worked 

full-time. The only exception was the 'volunteer carer' who was retired and in her 

early fifties. Four of these carers were divorced with children and had either 

remained as lone parent families or taken up new relationships or formed different 

family networks. One carer was a single daughter who was an only child and the 

final carer was the only carer being within a conventional 'nuclear' family. 

All six 'working' carers perceived themselves as having to be financially 

responsible for themselves and their families. They had become the 'breadwinner' 

( or in the case of the married carer, an essential joint breadwinner). It is possible 

to see these carers as located at the intersection of the re-drawing of the 

public/private dualism within the feminist critique of 'social rights' referred to in 

Chapter 4 and the earlier analyses. Yet, these carers did not experience their 

subjectivity in quite such strong terms of 'dependency' within familial ideology as 
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the three older carers. Nevertheless, their 'independence' was still constrained by 

the wider working of prevailing patriarchal discourses within society locating 

'care' as being synonymous with 'women', and their sense of identity was thus 

primarily constructed within the moral imperative to care discourse through 

values underpinning 'the caring relationship'. 

Part of the painful processes in which they were engaged creating a counter 

discourse to enable them to say 'no' to caring, therefore, was in the attempted 

transformation of the caring for/caring about dichotomy, which was never fully 

achieved. 

iii) The eleventh carer, Betty, was in her sixties and positioned herself firmly 

within the 'positive injunction to care' discourse. Her struggles were directed 

against the thrust of the government's reforms, particularly those of cost 

constraints and managerial opposition to formal provision over-riding informal 

support. Her preference would be to give up the physical tending of her severely 

handicapped adult daughter by moving out of the specially adapted family council 

home, leaving her daughter in the home supported by the input of formal paid 

carers. She had the full support of her family in this decision, but was constantly 

being advised by professional care gatekeepers': 

'it can't be done. We haven't got the funds and we haven't got the carer input' 
(Carer 3, p6). 

She was unable to access professional gatekeepers who were operating within the 

'co--client' or 'superseded' carer discourses. However, through contact with a 

national advocacy scheme, she had obtained further legitimation for her decision 
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to give up the physical aspects of caring. An advocacy worker with a legal 

background was supporting her in her negotiations with the various statutory 

services. Although this carer felt that 'the family' was the first line of support, 

she reasoned that the length of time she had served as a carer legitimated her 

decision to say 'no' to the physical aspects ofcaring. 

I'm getting too old now, and time's passing you know. And I think if she was 
looked after by younger people with more energy she'd do more things, but I 
haven't got the energy to do it. I'm completely exhausted, you know. 
(Carer3 :p 13) 

What she was seeking was public pem1ission to give up the physical 'tending', 

aspects of caring and hand these tasks over to the state agencies whilst retaining 

supervisory responsibility for her daughter. For example, she wanted to select the 

paid carers who would tend to her daughter's physical needs. This carer1s 

'empowerment' caine from the new social welfare movements. Betty's discourses 

arise again in Chapter 6 in the 'Q' Sort Study. 

Summary 

This brief overview of the eleven female carers within the study has identified a 

generational polarisation amongst the carers. The younger carers do not situate 

themselves primarily within a dependent subjective position within the 

conventional nuclear 'family'. They are more closely positioned at the interface 

between the public and the private, and have often sought to gain financial and 

material security for themselves through entering education in later life. In 

addition, they are frequently the main breadwinner. Their identities are tom 

between differing tensions and contradictions through their subjective positioning 

within the internalisation of values underpinning the moral imperative to care and 
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within emergent counter-constructs which argue for the 'right' to self

determination, independence and choice. These carers are contesting the power of 

discourses which work to subject them within the private sphere of domestic 

reproduction and infonnal care and are increasingly looking towards the public 

sphere in relation to a re-casting of identity. 

The older female carers within the study generally have a weaker position within 

the public/private dualism and are situated. more concretely within discourses 

socially constructing the moral imperative to care, although their discourses too 

do contain contestations to this subjective positioning. 

The findings relating to the younger female carers in particular in the interview 

study appear to be in line with other research undertaken during this period, 

particularly that of McGlone and Cronin (1994). Their research indicates that 

whilst there is no evidence, as yet, that families are less willing to care than they 

once were, daughters and daughters-in-law now increasingly 'weigh up' family 

obligations in relation to caring for an ageing parent against decisions about 

employment, career and social security entitlements. In addition, the research 

undertaken by Janet Finch and Jennifer Mason (1993), as has previously been 

discussed, point to care as a 'negotiated' rather than 'obligatory' normative 

requirement, and whose evidence: 

directly challenges any idea that the family should be seet1 as the first and most 
appropriate line of support wherever possible. and that the state should simply 
play a residual role. (Finch and Mason 1993: 179) 
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5.1.5 Discussion 

The interview study has highlighted the competing intersections within which 

infonnal/private carers are positioned within current social relations and welfare 

refonns, particularly those discourses advocating a shift from 'morality' to 

'nonnality' within the community care reforms. 

Through the development of the synthesised analysis, with its emphasis on 

contextuality, a complex range of differences between carers has been traced and 

analysed. In particular, the contextualised analysis demonstrates carers' attempts 

to legitimise a decision to say 'no', and identifies their supporters (or whether they 

were able to harness support) in their attempts to negotiate this claim. The 

individual carer 'development over time' flow charts highlight the working of 

power and carers' agency. The flow charts record the tensions, struggles and pain 

involved in carers' attempts to develop cowiter discourses at differing stages in 

their caring 'careers'. The flow charts also indicate carers' progress in trying to 

reach their decision through tracing discourses present and absent over time. The 

articulating force behind the development of the counter discourses in the 

attempted transformation ofthe moral imperative to care is a growing claim-based 

'rights' discourse. Carers are arguing for 'the rights of the individual providing 

care'. 

This counter-construct is sometimes facilitated as a form of empowerment 

through access to the 'new social movements'. But equally counter-constructs 

may be articulated through a claim for a re-drawing of the public/private divide or 
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through an individual claim to self-determination, independence and choice 

through an articulation of resistance; a challenge to 'nautonomy' (Held 1994). 

Increasingly these emerging counter-constructs around 'rights' have become 

important in the light of the lack of any formal 'rights' for informal carers within 

the private sphere of the home, for as Hartley Dean comments: 

The public sphere is where civil and political rights reside which is dominated by 
men. The private sphere, in contrast, is not inhabited by rights; it is the domestic 
domain of hearth. home and family. The public/productive sphere is separated 
from yet dominates the private/reproductive sphere ...the issue is not only one of 
direct discrimination but also of the failure of social rights to redress the unequal 
burden of (unpaid) caring and domestic work which women carry. (Dean 1996: 
80/81) 

However, the lack of formal obligatory rights between relatives within the private 

sphere of the family is also important: 

Claiming rights is definitely not seen as a legitimate part of family life...there are 
no fixed rules of obligation. The fact that responsibilities are not mirrored by 
rights reinforces our b~ point that they are fluid and not fixed. (Finch and 
Mason 1993:167). 

What the majority of the informal carers within the interview study are doing is 

attempting to negotiate 'rights' within the discursive space 'opened up' between 

these two aspects of 'rights'. They are trying to break away from any notion of 

'right' of family members to care, which they may experience as a felt obligation 

(even if this is really a negotiated experience), and from any normative 

requirement to care imposed by government which places them within the private 

sphere bereft of 'rights'. Rather, what these carers are attempting to do, however 

hesitantly, especially the younger •~ is to construct and lay claim to new and 

different 'rights' for themselves. 
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Those carers in a stronger position within the public/private divide are attempting 

to break down and re-draw this line and are increasingly situating themselves 

across this line. These 'rights' may consist in saying 'no' completely to caring, or 

may relate to setting limits on what carers are prepared to do and what they think 

the state or the government should do. 

However, taking the study as a whole, a diverse range of differences influence 

carers' contestations, and success in saying 'no'. Some of these differences are: 

age; life-stage~ education; 'class'; who carers are caring for; the carer's position 

within the gendered hierarchy of care; carers' comparative strength or weakness 

within the public/private dualism~ carers' access to professional gatekeepers (and 

those gatekeeper's positioning within dominant discourses); managerialist 

discourses; the rationing imperative; cost-containment; access to new social 

movements which may be empowering; and the ability to gain legitimacy for a 

claim to say 'no' to caring. In addition, the inclusion of the two male carers has 

identified a further difference, that of marginalisation and inequality (which can 

partly be associated with class), and resultant poverty through a social 

construction of 'other'. Some concrete examples of carer 'differences' are briefly 

summarised below (in annotated fonn): 

Peter: The impact of: 
age. 
cla&a, 
poverty, 
m.argina!isation, 
inability to acoesa profeuiooal ~ 
caring for IOrDOOlle with sdnzoplnnia, 
position as aspouse carer within the hierardly ofcare, 
lack ofaccess to productive relatioal. 
subjugation within the private sphere ofreproduction Idations. 



All these differences impact on Peter's lack of agency to legitimate a claim to say 

'no'; to challenge the direction of the government's drive within social policy. 

Jacky: A younger female carer: 
lone parent, 
e<rhabitant household, 
relatively strong position within the public/private divide, 
caring for an adult with physical disabilities rather than mental ill-health, 
main breadwinner, 
received support from friend to legitimate a decision to saying 'no' to caring. 

Jacky was able to say 'no' to caring. 

Betty: Older female carer: 
caring for a profoundly disabled adult daughter, 
severe learning difficulties, 
willing carer but ,eekjng the right to become a 'superseded carer', 
gaining support from the 'new social movements', 
empowerment through an advocate to help her contest SSD Management 
opposition. 

Betty is still fighting to become a superseded carer. 

The heterogeneity ofcarers has thus been emphasised, and is an important issue in 

relation to policy. If Social Policy constructs informal carers as a homogenous 

'group' it is in danger of missing important differences between carers, and their 

different needs, as Means and Smith argue: 

It is osscntial to recognililPJ that caring situation vary widoly in the extent and types 
ofrosponsibilitios., in the stage of life at which sudl responsibilities were taken on 
and in the constant or periodic nature ofthe need ibr caring. Hence personal care 
may be the main feature of caring for a person with a physical impairment, but 
this is less likely to be the cue in situations in mental ill-health (Means and Smith 
1994:80) 

The importance of the 'client group' as a potential for difference is also 

highlighted, particularly 'mental health' and 'teaming disability', which tend to 

produce differing subject positions within carers. These two 'client group' 

diffinoces are discussed further in the 'Q' Sort Study, the subject of the next 

chapter. 



The carers within the interview study argue for a shift in emphasis towards an 

acceptance by the state that it too has a responsibility for care. This view 

corresponds with the views of families interviewed in Finch and Mason's study, 

where there was a strong indication that 'policies which are designed to make 

people more dependent on their relatives breach a principle which many people 

hold dear' (Finch and Mason 1993:179). In addition they argue: 

In questions about caring for someone who cannot fully look after themselves, our 
respondents were more likely to accord responsibility to relatives if the assistance 
needed was temporary, or did not demand high levels of skill. But in questions 
which implied that the person needed nursing care, including intimate bodily 
contact, more people were inclined to say that the state services were preferable to 
relatives (ibid: 19). 

The arguments presented in this chapter suggest, therefore, that the community 

care refonns' discursive thrust to construct informal care as a normative 

requirement is in danger of working against social and cultural expectations and 

norms. This finding is potentially significant, particularly in relation to the study's 

important identification of generational differences, where younger women 

especially are actively 'contesting' and re-defining the responsibility of 'care' 

towards dependants. This may point to wider patterns of change and 

fragmentation within familiaJ relationships in society. This will be considered 

further in Chapter 7. 

Finally, there are some significant differences absent from this account which are 

pertinent to the thesis as a whole, as t.beR, was no input from black or ethnic 

carers. This will be discussed fm1ber in the reflexive critique, the next section 

within this chapter. 



5.3 A Reflexive Critique 

This critique addresses some issues arising through the on-going process of 

reflection and re-evaluation since the work was undertaken., the analyses 

developed, and writing-up commenced. 

5.3.1 Critique of the IIIOdltl of dbcuntve categories within the synthesised 
analysis for the interview stu.dy. 

The development of the synthesised analysis focused on two inter-related models 

to explore the linked notions of carer agency and choice, however limited they 

might be. The descriptive flow chart of the model of discursive categories 

identified the desired thrust of recent governments' reforms, which I bad identified 

as a shift from a moral expectation to a normative requirement in relation to 

informal care. That is, a move from an expectation of informal care as part of 

society's mores and values, based on a concept of social obligation socially 

conslructed through a 'moral imperative to care', to that of a rational and 

instrumental assumption of a normative requirement of care as structured into the 

community care reforms. 

The model also identified two significant mediating discourses which had the 

power to impact on the desired thrust of recent community care reforms, that of 

professional gatekeepers, as well as a third, carers' emerging counter constructs. 

On reviewing this aspect of the synthesised analysis, although I think the model 

worked well and produced results which ~ the range of differences carers 

experienced in their negotiations of the discourses, it was a simplified model. As 



such, it does not do full justice to the wide range of competing discourses 

underlying policy and provision but rather provides an indication of the general 

thrust of reforms. For example, there was no direct discussion on how, say, the 

impact of the rationing imperative or devolved budgetary arrangements on front

line workers would impact on professional gatekeepers' discourses in relation to 

informal carers. However, the model was adequate for the purposes of enabling 

an exploration ofcarer choice or agency. 

Equally, in relation to the moral imperative to care discourse, some of the 

discourses within the sub-categories could have been broken down further into 

analytically distinct concepts, such as the notion of duty, or reciprocity, rather 

than being enveloped in the general tenn 1the caring relationship'. 

Overall, however, I think the distinction between the internal/external focus of the 

two sub-categories within the moral imperative to care worked, and this was the 

direction in which my attention turned. These are issues which I may have 

attempted to return to at some stage in my studies ifmy personal situation bad not 

cbanaed The model and the contextualised analysis with its life-stage flow charts 

did produce very insightful analyses into carers' dilemmas and negotiations. In 

addition, the synthesised analysis created new are.as to explore, such as the 

question of 'rights' and their provenance. 



5.3.2 Style ofpresenJation ofthesis/the inJellectual autobiography/rigour 

The raison d'etre of the feminist epistemological approach I selected is to attempt 

to produce accountable unalienated knowledge through making the intellectual 

process of the knowledge production visible. This has been termed the 

'intellectual autobiography' (Stanley, 1991). This rationale established the style in 

which the thesis has been written and presented and focuses on the inter

relationship between the subject of the research and the subjectivity of the 

researcher. Like the development of the study itself, this inter-relationship was an 

evolving process. As an 'aide memoir I maintained a 'reflective diary' whilst 

undertaking the analysis stage of the interview study. 

Reflecting on this process during the writing-up of the study I identified two 

dilemmas. One was the difficulty experienced with trying to produce unalienated 

knowledge; how to present the convoluted and 'messy' process of the 'doing' of the 

research to ensure rigour. This was especially difficult in view of the time that bas 

elapsed since undertaking the research. The second was my progress in corning to 

a real understanding of what the term 1intelleotual autobiography' meant in relation 

to myself as the reflexive subjective researcher. 

In considering how to present the research process, I had decided the style of the 

thesis would have to follow the shifts. disjunctmes, hesitations and progress of the 

research process itself. It would have to show not so much 'how it was at the 

time\ but to re-construct a perspective. a version that appertains or approximates 

to that process, as it appeared 'at the time'. For inspiration I drew on a paper 



presented m 1995 at the Women's Studies Network (UK) 8th International 

Conference. This paper was an invaluable reflective source and recorded quite 

eloquently some of the struggles I was going though at the time. 

The idea of using this source as a way of 'anchoring' the research process 

historically established the pattern of the presentational style. I have attempted to 

make the knowledge production visible, and therefore more accountable through 

the inclusion in the thesis of extracts not only from this paper but the reflective 

diary and other conference papers written during the period of the research. 

The process that gradually evolved has also incorporated an on-going critique of 

my work as pa.rt of the learning and knowledge production process enhanced by 

'extracts'. However. it has made the thesis lengthy and possibly cumbersome. It 

does not enable a 'reader' to identity, say, a methods' section, or a discrete 

literature review in the way that a conventionally written thesis does. It cannot do 

this, as this is not how the research process works. The thesis, therefore, has not 

been subjected to the 'nonnal' process of the management and manipulation of 

information whereby the text is realigned into discrete and separate categories. 

(This is not to say the thesis has not been manipulated in some way, as obviously 

it has). Without the diary. and the associated papers, it would have been difficult 

to write up the research process in the way I had determined. The intellectual 

autobiographical research process traces the 'ups and downs', the getting stuck and 

resolutions made. The extract.s illustrate thoughts on possible avenues of 
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development, some of which were taken up, and some rejected and the degree of 

intellectual ~uggling' that goes into the research process. 

The research process records my attempts to incorporate contextuality, and my 

struggles over how to address my own subjectivity within the research process as 

part of the contextuality. However, in reviewing this process now, in the year 

2000, I have recognised the entries in my reflective diary and the full analyses did 

not record a great deal of self-reflection in relation to bow my own subjectivity 

impacts on the research, but rather tended to focus on methodological 

considerations. 

The question to be asked. therefore, is did the intellectual autobiography work? Is 

the research process transparent. has it shown the knowledge production process 

sufficiently, has it been shown to be rigorous? I would argue that the intellectual 

autobiography amply demonstrates the 'richness' of the research experience, it 

demonstrates the subtle, complex and multi-layered nature of research 

development. theorising and knowledge production in relation to the theme of the 

study, 'care' and 'informal carers'. It sheds light on the analytical research process 

by illuminating the 'fractured' nature of research~ the constant 'too-ing' and 'fro

ing' between the literature, the texts and the intellectual 'conceptualising' of the 

researcher to make the analysis rigorous. In this respect I think it has been 

successful and accountable and has certainly been able to produce a very explicit 

account (as demonstrated) of the methodology and the research process. But it 

does more than this. 
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By 'de-constructing' the research process, and making it visible, it enables a 

further reflexive de-construction to occur through 'confronting' the researcher with 

her own socially constructed values and assumptions. The de-construction brings 

into sharp relief the underlying discourses on which the analysis is built, the 

ideological social constructions informing that research; the historically and 

culturally specific subjectivity of the researcher. In this way the intellectual 

autobiography acts as a tool of de-construction to help the researcher understand 

how and in what way she is also 'a subject in the research' (Stanley, 1991). The 

de-construction in other words is turned on the subjective researcher herself. 

The constant reflexive process of the working of the intellectual autobiography 

enables increased self-awareness to be developed. As a result of gradually 

recognising the inter-relationship between the 'subject' and myself as the 

'subjective researcher' I have come to a deeper understanding of the fact that: 

the researcher is also a subject in her research and her personal history is part of 
the process through which 'understanding' and 'conclusions' are reached (Stanley 
and Wise, 1993:59). · 

This knowledge has produced the following insights: 

i) Power and the researcher/researched relationship and empowerment: 

I have found the question of 'power' within the researcher/researched relationship 

problematic. My subjective positioning sugpts an unequal relationship. This is 

partly created by the public status I hold in relationship to the research, that of a 

researcher within a higher education institution and my power to set the research 

agenda. In addition my acquired social status, that of a white, middle class, 
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'educated', mature 'professional' woman may place me in the eyes of some carers 

without any knowledge of my background in a 'particular' way. An example was 

given in the interview study of the impact on myself of such a 'mis-recognition'. 

Additionally I also have to recognise that as well as having a genuine interest in, 

and desire to secure a better situation for carers, I also have a very personal 

interest in the success of the research for my own personal gain. In the interviews 

I have, at times, directed them towards certain issues, such as the potential for 

support, or re-directed interviews where I felt the narrative was inappropriate and 

sexist. I have made ethical decisions to intervene and in the final analysis 

inevitably retained aspects of power. Therefore, for this and many other reasons, 

the researcher/researched relationship is not a 'level playing field'. 

What I attempted to do was to establish the interviews on a basis of respect 

and an understanding that I, as the researcher, am not the 'objective knower', not 

the 'expert'. However, if we take the analysis of Elizabeth undertaken in 

September 1995 and de-construct the Researcher/Researched Relationship 

section, there are some very interesting discourses being articulated: 

Did my realisation of the force of these structural discourses shaping her 
positioning within her familial relationships affect the course of the interview? 
I remember being struck by the thought that she would probably not be able to 
say 'no' because of the relatively powerless position from which her struggles 
stemmed .... As I gradually sensed the impossibility for her of her dilemma, her 
weak negotiating position... I 'took control' of the interview to enable her, after 
she had 'off-loaded' her feelings to explore the question of where and how she 
could gain some support. I hope, however, that this was conducted in a non
directive and supportive manner. 
Upon reflecting on the interview I felt my initial feelings confirmed that 
Elizabeth had found our time together therapeutic and that we had established a 
good reciprocal relationship 
(Elizabeth's analysis, Appendix E) 
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I think these extracts illustrate several things. One that I was working within a 

'care professional' context where I was taking control. Whilst listening and 

learning from Elizabeth's experiences, I was also theorising them within the 

context of my 'professional background' whereby I took an 'ethical' decision to 

direct her towards ensuring she was aware of what fonns of support might be 

available. As well as listening to Elizabeth's story as the 'expert' in relation to the 

painful processes she was undergoing, I was also being 'the expert' listener and 

offering a 'therapeutic' interview. 

The second relates to the reference to 'reciprocity', which illustrates how 

vulnerable we are to 'contradictions' within our work, for I had established the 

principle that I was not focusing on establishing reciprocity, but rather respect. I 

do, however, qualify this: 'I think the interview offered us both some valuable 

experiences and in that sense was reciprocal'. 

This de-construction does not take away my genuine desire to be open, to be a 

sensitive researcher, but it does point to the need to be aware of 'where we are 

coming from'. By increasing an understanding of our own value bases, our own 

assumptions, we can acknowledge how we are 'subjects' in our own research. 

This may need to include an acknowledgement that we do hold power. 

The intellectual autobiography has therefore been empowering for me, both 

through the knowledge I have gained from carers and through an increasing 
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appreciation of my own need for self-reflexivity, and reflexivity within the 

production of knowledge, both central to the theoretical and methodological 

approach. 

Before leaving this subject I want to return briefly to the notion of 'therapeutic' 

interviews and the issue of empowerment. One definition of a therapeutic 

interview is the opportunity for reflection and re-evaluation of experience that can 

occur as part of being interviewed (Opie, 1993). However, other researchers have 

suggested that, rather than 'empowering', therapeutic interviews can be 

pathologizing and work in the interests of 'a liberal revision of the practice of 

consciousness-raising* (Kelly. Burton and Regan 1995:35). 

Those carers within the interviews who were expressing very introspective 

'private• accounts were facilitated by the way I located myself within the 

interaction. which as I have demonstrated. was probably therapeutic. They also 

tended to give feedback towards the end of thei.r interviews stating bow helpful 

they had found them. (see for example both Elizabeth's and Peters accounts in 

this chapter). Finding an interview helpful is not necessarily the same as finding 

an interview 'empowering'. However two of these carers did go on to say 'no' to 

caring. and so it is possible the interviews may have helped them in the way 

Annie Opie suggests and this may have been a contributory factor in their 

eventual •empowerment'. 

It is rarely possible to know the outcome, if any, of a single interview. Carers 

offer to participate in research for diverse reasons, some of which may not be 
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known to themselves. There were certainly carers within the sample who 

expressed very public reasons why they wanted to participate. One reason was 

the hope that by making their experiences 'public' this would help other carers 

(there was therefore an expectation that I would fulfil my side of this equation and 

make their experiences public). A second was to help other carers to recognise 

themselves as 'carers' and to join forces, to collaborate for social change through 

channels such as the new social movements, particularly carers' organisations. 

However, in relation to the theme of this thesis, this too may be problematic for 

some of the major Carers Organisations do not necessarily support carers wishing 

to say 'no' to caring: 

The Carers National Association bas expressed support for legislation both in 
tenns of the moral right of carers to services and as a 'wise investment to help 
carers keep going for as long as possible' (cited in C«vi, 1995). Such claims 
appear not only to buy into policy assumptions about the preferability of 
'informal' care, but to reinforce particular constructions of the 'deservingness' of 
carers (Ellis and Davis 1995:6) 

A further difficulty with the notion of 'empowerment' is the possibly unrealistic 

expectation of what might be achieved, and it might be prudent to recognise that 

'participating in a research project is unlikely, in the vast majority of cases, to 

transfonn the conditions of women's lives' (Kelly, Burton and Regan 1995:37). 

However. it can and does happen. as was clearly demonstrated by one carer who 

participated in the 1Q' Sort study, as reported in Chapter 6. She found the process 

of prioritising the 'Q' Sort statements gave her the ability to reflect on her situation 

and then act to say 100' to caring. At the very least th~ a study should have an 

aspiration for change and the potential for empowerment, even if this is set in a 

broader c<mtext of longer-term social change such as changes within social policy. 
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ii) The centring ofgender and race 

In setting up the interview study my focus was on 'carers' rather than 'female 

carers',. although I had anticipated that most carers who would make contact 

would be women. In the event I only succeeded in gaining two male spouse 

carers and no black or ethnic carers. There was a danger, therefore, of gendered 

difference in relation to female carers masking these other important differences, 

particularly in view of the early un-refined theoretical focus of the thesis. I had 

hoped this would be addressed through my referring to the feminist critique of 

social policy, which stresses cultural and gendered differences, and argues for 

'race' and 'gender' to become central to an understanding of social policy. In 

addition, with the refining of the theoretical synthesis, I also placed the research 

within a feminist epistemology which has the potential to acknowledge other 

differences. (Stacey, 1991). 

The inclusion of the two male carers in the interview study has contributed to the 

study's capacity to demonstrate potential further levels of differenta.tion within and 

between carers, centring around 'class' and 'marginalisation' from the public world 

of productive relations. 

As importantly, however, the positioning of the analysis within a theoretical and 

methodological framework based on a feminist ontological understanding of 

patriarchy, enabled an analysis of patriarchy to be applied to the two male carers. 

This identified and produced an insightful account of the working of patriarchal 

power inside the two households. and the impact ofthis on the caring situation. 

217 



The failure to include black or ethnic carers as I recorded at the time could partly 

be attributed to my inability to access them, and partly because of my subjective 

'placing\ which may not have had the required resonance to obtain a response. I 

had also expressed ambivalence at the start of the study as to the appropriateness 

of interviewing carers from different cultural backgrounds. On reflection, I realise 

that the ambivalence I had shown might equally well have been reflected within 

these national organisations and that this was why black or ethnic carers had 

remained 'invisible'. This points to the importance of ensuring that race and 

gender do become 'centre stage' within social policy, to make sure we recognise 

and challenge our assumptions especially when, even if unwittingly, we may be 

contributing to institutionalised racism. Mary Maynard sums this up succinctly: 

To imply tbat matters of class are significant to the experience of the working 
class alone. that 'race' is important for only some ethnic groups (for to be 'white' 
is also to have ethnicity). or that sexuality is relevant only to lesbians and gays 
is to miss the point. For all these things structure all oor lives, no matter how 
invisible they might be in experiential terms, and we are not excused from 
confronting them because we are not members of a particular oppttiSSed group 
(Maynard 1995:24) 

This experience has helped me address my own subjective positioning and 

assumptions. The adoption of the intellectual autobiography within this thesis. 

therefore. has enabled these insights to materialise, they mark some of the 'rites of 

passage' referred to in the introductory chapter to this thesis. 

5.4 Condukta 

This chapter has highlighted the myriad different subjective and materially 

experienced discourses which impact on individual carers to i.nfluence both their 
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'taking up', and their degree of agency and power to 'contest'. their subjective 

positioning within community care discourse. 

An important aspect of the counter-constructs being constructed by carers has 

been the expression of a desire for a new form of claims-based 'rights', and the 

synthesised analysis has identified carers attempts to lay claim to public 

consideration in their own right. 

The reflexive critique has produced new insights into the research process and 

shown, amongst other things, how I have attempted to break down the opposition 

of the 'researcher' and the 'researched' and address the question of who is the 

'knower' and what is 'known'. The critique has demonstrated how feminist 

researchers are also the 'subject' of their research. 

Finally, as suggested in the discussion on the findings of the interview study, the 

significant identification of generational differences amongst carers' levels of 

contestation to the reforms will be taken up and discussed further in the final 

chapter of the thesis. 
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CHAPTER6 
CARERS' VIEWS ON WHOSE RESPONSfflll,ITY IT IS TO CARE: 

A 'Q' SORT ENQUIRY 

6.1 Introduction 

The interview study highlighted the complex processes involved in carers' 

accommodation to, negotiations of, and resistance to dominant community care 

discourses in their attempts to say 'no' to caring, or aspects of caring. I wanted to 

continue this exploration with a larger number of carers drawing on the material 

gained from the interview study to look at carers' views of who was responsible 

for care. 

I was seeking a methodology which would enable me to continue to develop the 

theoretical synthesis embarked on, ensure carers remained 'centre stage', and 

retain the existing carers who had participated in the interview study in the 

research. As discussed in Chapter 4, feminist research can extend beyond 

qualitative interviews to encompass both diverse and multiple methods, as 

Reinharz (1992) expounds: 

The use of multiple methods in a single study has earned its own name -
triangulation. Sometimes multiple methods reflect the desire to be responsive to 
the people studied [and can] increase the likelihood of obtaining research utility 
(Reinharz 1992:197). 

In my search to be responsive to carers, and to seek further research utility 

through a form of triangulation, I recalled a presentation I had attended at the 

Social Policy Association's Annual Conference in 1994. Here Gillian Reynolds, a 

feminist researcher, was describing her work on constructing biographical 

accounts of the re-negotiation of dominant ideologies in relation to 'work' 

'charity' and 'physical/sensory impairment' (Reynolds 1994). For this she had 
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utilised 'Q' Methodology. a methodology which appeared to offer the principles I 

was seeking. I decided to investigate this further and identified a colleague at 

Luton University who had experience of m1dertaking 'Q' Methodology. On 

discussing my ideas with her and exploring some of the literature I felt a study 

informed by this approach could be very exciting and offered several advantages: 

• The opportunity to situate the study -within the theoretical approaches selected 
for the thesis. 

• The ability to retain carers at the centre of the study, and for them to attain a 
degree ofcontml over the study. 

• An encompassmt."nt of subjectivity. 

• The opportW1ity to utilise knowledge gained from work undertaken on the 
thesis so far. 

• The opportunity of retaining the original 1S carers from the interview study in 
the 'Q' Study if they so -wished. 

• The opportunity to ext<.-nd the study to a larger cohort ofcarers. 

This chapter explores my utilisation of this methodology through a 'Q' Sort study 

undertaken with 37 carers. The chapter also offers a reflexive critique of the 

contribution of this study to the thesis undertaken at the time of writing-up, in the 

summer of this year. An additional brief section on the specific contribution of 

'triangulation' that this study offers to the developing theoretical synthesis is 

discus.~d in Chapter 7. 

6.2 Tbeory 

'Q' methodology wu invented in the 1930s by the physicist and psychologist 

Wil!iam Stephenson. (193,; 1936b; l9S3) and developed further in the 1970s by 

the political scientist SR Brown (1980). 'Q' methodology's modus operandi is a 
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1Q' Sort. A 'Q' Sort is a collection of items individuals are asked to sort and rank 

according to the subjective understanding and meaning they invest in each item. 

The collection of items frequently comprises a large number of 'statements' 

which respondents are asked to rank according to levels of agreement and 

disagreement. 

A •statement' is constructed through a process of distillation and refinement from 

a body of information. Within my own work a possible example could be: 'caring 

is a natural duty between family members'. Statements, in effect, therefore> 'tell a 

story' which respondents 'recognise' and interpret according to their subjective 

n.."Sponsc to that story. Respondents are asked to rank their level of agreement or 

disagreement with that statement [story], in relation to all the other statements in a 

'Q' Sort, by scoring ea.eh statement on a grid The scoring normally marks an 

ascending and descending scale with a zero category in the middle, for example: 

Agree Disagree 
+5+4+3+2+1 0 -1-2-3-4-5 

The first task of the respondents is to divide a 'Q1 Sort of separate statements into 

three piles, those with which they agree, disagree and those which do not have any 

particular meaning for them. This third pile will nonnally go in to the Ocolumn 

of the grid. although adjustments may have to be made in the final positioning on 

the grid. This is the first stage of the sorting and prioritising of meaning. The 

next stage is to start the process of ranking each statement against the other 

statements in each of the two remaining piles until a decision bas been reached on 

which they agree and disagree with the most. Statements will then be placed in the 

grid on a descending scale of agreement/disagreement. Grids will vary in shape 



and size depending on how many statements comprise a 'Q' Sort, and this will be 

considered later in the chapter. The completed grid represents 'the orderly 

examination of human subjectivity' (Brown 1980:5). 

The notion of subjectivity is key to 'Q' methodology: 

When a subject responds to a scale item the meaning and significance his 
response hu for him may differ in major rospecta 1rom the meaning assumed by 
the observer or anyone else. l...aguag&-in•use is by its nature symbolic with each 
combination of words being capable of carrying a wide range of meanings. 
(ibtd:3) 

'Q' methodology is a statistical methodology, but one with a difference, focusing 

as it does on subjectivity and not objectivity. I was initially and primarily 

interested in this methodology because of its stress on subjectivity and meaning 

and its ability to handle a larger number of carers than I could encompass in an 

interview study. However, a.~ will be argued later in the chapter, I saw other 

possibilities for the methodolc>gy as well. 

'Q' methodology utilises statistical correlation but opposes conventional social 

science statistical analyses as used within the discipline of psychology, which 

tends to measure trait relationships. such as attitude scales. Although it is a 

recognised methodology. it challenges orthodox psychology through the concept 

of ·operant' subjectivity. 

6.2. I Opmuct vmNS operatkmal ~ 

Stephenson and Brown aque that oooventional behavioural psychological tests 

have been constructed from an uncritical and assumed external perspective 

expoundins the 'objective~ or 'neutral' role oftbe researcher/investigator who will 



create hypotheses and tests which may be statistically measured and analysed. 

But, Brown suggests such tests are not objective. This 'operational' approach, he 

argues, is spurious as the investigator merely 'uses the subject's responses to 

assist him in bringing his concept into being' (ibid:3). In effect, Brown concludes 

this process resembles: 

a transaction that is more akin to creativity than to measurement...For an 
investigator to regard his own understanding as in some sense objective or correct 
is therefore pretentious in the extreme' (ibid:2/3). 

Operant subjectivity differs from operational definitions based on scaling and 

questionnaire methodologies firstly through its approach to the search for 

knowledge and secondly to its notion of validity. Operant subjectivity 

approaches knowledge from an internal perspective~ it enquires of the respondent 

what they think, what meaning they ascribe to something. This moves the 

research question away from positive definitive answers to viewpoints, as Brown 

argues: 

A subjective operant, unlike a scale response, is neither right nor wrong. A 
person's judgement as to the best way to solve [say] the energy problem is simply 
his viewpoint. It may be regarded by some as wrong-headed by others as liberal 
or conservative, but that it is his is seldom in doubt. An operant approach 
therefore has little use for such platonic concepts as validity. There is no outside 
criterion for a person's own point ofview. (ibid:4) 

Equally, therefore knowledge is not validated by measurable scales imposed on the 

research question by the investigator, but comes through the operant understanding 

of the subjects, in the placing ofthe statements from her/his own viewpoint: 

A Q sort is a picture, being an individual's conception of the way things stand. 
As such it is subjective and self-referrent. The individual merely operates with 
the sample of statements in order to provide a model of his viewpoint vis-a-vis 
the subject matter under consideration; his elicited response indicates what is 
operant in his case. e.g., that he agrees with statements a and b more than c. The 
resultant factors point to categories of operant subjectivity. (ibid:5-6) 
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This leads to an imJX)rtant aspect of 'Q' Methodology, it is the respondents, not the 

researcher, who detennine which statements will emerge as specific 'accounts', or 

'factors' from a 'Q' Sort. 

Statistically. this is achieved through a process which enables a person by person 

correlation to occur rather than a standard item by item correlation which would be 

undertaken in conventional psychology statistical programmes. What this 

accomplishes is a process whereby it is the participants themselves who become 

the variables. This by-person analysis identifies alternative, statistically different 

and independent sorting configurations to conventional statistical analysis whereby 

people classify themselves. This has caused 'Q' Methodology to be referred to as 

'the inverted factor technique• (Stephenson 1936a). Brown describes this as: 

a method for determining bow persons have classified themselves..lf two persons 
are like-minded on a topic. their Q sorts will be similar and they will both end up 
on the mne factor. Hence. we do not classify them: they classify themselves on 
their own tenns. which emerge as factors (Ibid: 208) 

I found these .aspects of 'Q' methodology particularly appealing, as it offered the 

prospect of enabling the carers within the study to remain 'whole' as they bad 

within the interview study and for them to put themselves into particular 

categories. or 'factors'. These factors would represent particular 'accounts'. 

Therefore it is the carers. not the researcher, who undertake the initial hard work 

of interpretation. theorising. cod.ina and classification. This initial focus is not 

based on any attempt at 'shared understandinss' between the researcher and the 

researched in relation to a number of statementa, but on unders1andinss imparted 

by the carers themselves on to the statemeDts. The researchers task is to let go of 



any 'meaning' she/he may have invested in the statements in the preparation of the 

'Q' Sort, and interpret the meaning imposed by the carers on to the statements as a 

result of their theorising, interpretation and sorting. 

In addition, the technique would enable me to go from the 'particular'; a 'whole' 

individual's subjective choice in relation to the ranking of a number of different 

statements; to the •general' by looking at the issues which arise across a sample 

base: 

Factors indicate clusters of persons who have ranked the statements in essentially 
the same fashion: Explanation of factors is advanced in tenns of commonly shared 
attitudes or perspectives (ibid:6) 

The central acknowledgement of subjectivity and the multiplicity of meaning 

lends 'Q' methodology to a social constructionist approach, therefore. This has 

been particularly demonstrated by researchers such as Wendy Stainton Rogers 

( 1991) in her work on explanations of health and illness, Celia Kitzinger ( 1987) 

in her account of the social construction of lesbianism, and Gillian Reynolds 

( 1994) in her research for her PhD thesis, Work, Charity and Physical/Sensory 

Impairment. This chapter draws on all their work. 

6.2.2 The question ofthe number ofparticipants required/or a 'Q' sort 

Because 'Q' methodology explores individual subjective response to statements, it 

is seeking common patterns, of agreement and disagreement, across individuals. 

The methodology can thus be viewed in a similar way to analytical qualitative 

approaches such as grounded theory or discourse analysis of in-depth interviews, 

which also search for common categories or themes. Neither approach make any 



claim of generalisation across population samples, being concerned with subjective 

experience which is recognised as partial and temporary. 

Within a 'Q' Sort all viewpoints ( or statements) are treated as of equal importance 

until shown not to be through the process of sorting by the participant. It is usual 

for only a limited number of accounts to emerge from the statistical analysis, in the 

same way as it is usual for a limited number of categories to emerge from 

transcribed texts before they become saturated, (i.e. the researcher considers no 

further categories or sub-categories will emerge from the data). 'Q' methodology, 

therefore, like interviews, does not require a large number of participants to 

saturate the data: 

The number of distinctly different sortings is not expected to be near-infinite but 
is expected to form a more limited number of patterns [factors/accounts] and in 
most Q studies no more than five factors normally emerge. It is on the basis of 
this latter principle that Q-technique studies typically employ small number of 
cases (ibid:62). 

Resulting accounts arising from a 'Q' Sort are normally considered in terms of 

typologies. Type A (factor A, or account A) will have a particular outlook or value 

orientation~ a viewpoint, which will vary in some significant way from the 

viewpoint of Type B and Type C etc. What is being measured by the statistical 

process is plausibility structures, or frames of mind, contextually operant at that 

time, Brown advises: 

It is rarely necessary in work of this kind to obtain large numbers of each type; 
five or six persons loaded significantly on a factor are nonnally sufficient to 
produce highly reliable factor scores. Increasing the number of persons on a 
factor merely fills up factor space, but has very little impact on the scores 
(tbid:61). 
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Although it was important to recognise the value in not having to reach very large 

numbers of carers, the final point in 'Q' methodology's favour for me was what 

Wendy Stainton Rogers describes as its 'emancipatory' technique: 

Those of us who use Q method in our research do so because it is the only 
technique we have found which places the participants in the study [original 
emphasis] in control of the classification process. A factor cannot emerge unless 
participants sort items in ways that enable it to do so (Stainton Rogers 1991:130) 

An important aspect of 'Q' methodology, therefore, is that although I, as the 

researcher, am setting the research agenda and creating the menu from which 

carers choose, carers do retain an element of control through the classification 

process. Additionally, the majority of the statements I will be presenting have 

come from carers themselves through the interview study, rather than from 

myself It is the carer who undertakes the analytical process of prioritising 

statements against one another in order for certain 'factors' to emerge. 

6.2.3 The question ofhow many 'statements' comprise a 'Q' sort 

There is no definitive answer to this question. Each researcher's set of statements 

comprising a 'Q' Sort will have emerged from an iterative process posited on their 

underlying aims. For example, Celia Kitzinger's work focused on establishing 

particular 'versions of reality' of a specific group, those who identify themselves 

as lesbians. She therefore gathered her 'Q' Sort Statements from a specifically

experiencing group, as too did Gillian Reynolds. Wendy Stainton Rogers, on the 

other hand, gathered her statements from a much broader population, 

encompassing a range of cultural discourses. For her, her quest began with the 

need to 'immerse myself in as many different pertinent discourses as possible' 
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(ibid: 137). All three of these researchers however finally worked with 'Q' Sorts 

of around 100 statements. 

6.3 Undertaking The 'Q' Sort Study 

6.3.J Method 

In considering my study I worked, to some degree, within both the approaches 

adopted by these three researchers. I focused on a 'specifically-experiencing' 

group - informal carers, but I also took into account wider social and political 

discourses impacting on that specific group. 

To formulate my 'Q' Sort Statements I utilised the interview data, including the 

interview transcripts and the analyses, fieldnotes from meetings/networking with 

Carers Groups, the documentary study analysis, the literature, and the 'reflective 

diary'. I also received some assistance from the Psychology Lecturer at the 

University who had experience of undertaking 1Q1 Sorts. In particular, she helped 

me address my own subjectivity within the research to ensure the focus of the 'Q' 

Sort statements addressed cultural and other differences. 

6.3.2 Developing the 'Q' sort statements 

This proved to be a more complex and lengthy process than I had envisaged, 

initially involving: 

• Searching the transcribed interview texts for discourses around the question of 
carers' views on who was responsible for care. 
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• Identifying broad categories within which the statements fell. These 
comprised: 
• Familial formations 
• The caring relationship 
• Society 
• Gender and ethnicity 
• The state/government 
• The moral imperative to care/the normative requirement to care 

• Condensing extracts into simple and clear 'statements'. 

• Identifying 'gaps' in relation to dominant social policy discourses around 
care, and feminist critiques of such discourses. 

• Introducing some statements drawn from the wider literature/sources. 

My initial list of provisional statements numbered over 100 and these were 

circulated to both my supervisors for comments and suggestions. In addition I 

met with the Psychology lecturer who also suggested several amendments. The 

provisional list was then modified and further statements introduced on 

cultural/familial differences, ethnicity and reciprocity. Other statements were 

eliminated. 

At this stage I decided to meet two Carers Support Groups to gauge members' 

response to the study. The idea of the 'Q' Sort study was received positively but 

there was a concern about the time and commitment involved. Additionally 

carers felt overwhelmed by the thought of too many statements. I therefore 

decided to limit the 'Q' Sort set to 50 statements (Appendix G). The final make

up of the statements was 33 'carer' statements and 17 'wider' statements. 

230 



The next stage was to detennine the shape of the grid into which the statements 

would be placed. As I planned to work with only 50 statements, most of which I 

felt carers would have strong views on, I followed Brown's (1980) advice to work 

with a flattened quasi-normal distribution curve: 

With respect to highly controversial issues, subjects are generally anxious to 
agree or disagree with most [statements], there being relatively fewer about 
which they are neutral; under these conditions, a more flattened distribution is 
generally employed since this provides more opportunities for responses at the 
extremes of the distribution and reduces the number of those in the center (op 
cit:200). • 

The shape ofthe Grid 

Strongest Disagreement •◄t--------►- Strongest Agreement 

-4 -3 -2 -1 0 +1 +2 +3 +4 

Having settled on the shape of the grid I undertook several trial runs of the 'Q' 

Sort, attempting to adopt differing subjective positions or 'perspectives' on the 

caring responsibility and then asked members of my family to do the same. The 

aim being to identify where some statements might need to be 'reversed' in order 

to gain a more balanced set of statements. Six were subsequently 'reversed'. 

6.3.3 Pilodng the 'Q' sort 

To pilot the 'Q' Sort I made contact with my own local Carers Group, with whom 

I had worked closely in the past, and six volunteers offered to undertake the 

exercise. A pilot 'package' was develop~d (Appendix H). This contained: 
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• A general information sheet on the study, plus instructions on how to 

undertake the 'Q' Sort. 

• The 50 statements. 

• The 'Q' Sort Grid, with abbreviated instructions and a demographic section. 

• A 'pre-statement' sheet, which asked carers to write a definition, however 

briefly. on who they thought was responsible for care before looking at the 

statements. 

Additionally. two further optional tasks were included. One was a request to 

comment on each of the individual statements. This involved writing a few 

words on their reaction to statements, on each statement contained within a 

separate sheaf of papers. The second task was a review sheet. This sought 

feedback on the carers' experieooes of undertaking the whole exercise as well as 

on whether the exercise had changed their views. Finally a draft letter intended 

for the main sample was enclosed with the pilot pack. This letter introduced the 

study and gave personal information about myself, in line with the feminist 

research principles established for the thesis. I was seeking feedback from the 

carers in the pilot study on whether they liked the letter, or whether they felt it 

needed changing before being sent to the main carer sample. 

The pilot was undertaken between November 1995 and January 1996. Only five 

carers completed the *Q' sort. u the mmaining carers relation became critically 

ill. All five found the instnlelions clear and easy to follow and the results did not 

indicate a 'skew' in any direction. Two found the whole exercise stimulating and 

rewarding. if time comuming and two felt unable to handle the optional task of 
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commenting on individual statements, but enjoyed sorting and scoring the 

statements. All completed the pre-statement sheet and review sheet. One carer 

found the exercise 'uncomfortable', as it brought emotions normally suppressed to 

the surface. All liked the introductory letter but felt it was too long. All 

commented on the amount of time and effort the exercise took. 

I also received feedback from two national voluntary organisations I had sent the 

pilot package to for comments. Both supported the study but felt the exercise was 

complex and would be time-conswning for carers. 

6.3.4 Modifying the 'Q' sort 

After discussions with my supervisors, it was felt that modifications were 

required to reduce the amount of time and commitment for carers. I reluctantly 

decided to remove the optional task of commenting on the statements within the 

separate sheaf of papers, but incorporated a paragraph in the letter encouraging 

carers to comment on statements if they wished. Finally I made some additions 

to the demographic section to include family composition and occupation 

(bearing in mind the feminist caveats on this issue) and re-worked the ethnicity 

section. 

In February 1996 the modified 'Q' Sorts were sent to a further 35 carers, including 

twelve of the fifteen carers in the interview study. All twelve completed the 'Q' 

Sort. The other carers were accessed through national carers' organisations, the 

local press and various University of Luton internal circulars. I did stress, in 
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these introductory letters/press releases that I was looking for Black or ethnic 

carers who may be willing to participate. But once again I did not get any 

response from such carers. In all 37 out of a total of 40 'Q' Sorts were completed 

and returned. This includes the five carers within the pilot. 

6.4 The Statistical Programme 

The University did not have access to the specialised 'Q' Analysis software. I 

therefore turned to Wendy and [ the late] Rex Stainton Rogers for help and they 

generously allowed me the use of their dedicated 'Q' Methodology software 

programme, and checked the validity of the inputted data and results. A brief 

description of the statistical process is appended in Appendix I, and is not the 

focus of this chapter. 

What the programme does, however, is to produce a number of accounts or 

factors which will have some 'exemplar' carers. These carers will have emerged 

according to their 'loading' on a factor. This loading has to be selected before the 

data is manipulated. I selected a statistically significant level of loading of+ or -

.60. A lower probability level would have produced more 'exemplars'. However, 

as the principle of 'Q' methodology is the production of a taxonomy, once these 

factors, or 'accounts', have been identified, increasing the numbers within them 

would have simply produced more of the same rather than something qualitatively 

different. Therefore the higher probability level was selected. Where there are a 

nwnber of exemplar 'Q' Sorts within a factor, the scores will have been fused to 

produce an 'idealised' factor. But factors which have fewer than two significant 
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loadings are still meaningful. This is because, as outlined above, the principle of 

'Q' Methodology is the development of a taxonomy, and, as Celia Kitzinger 

expounds: 

there is no special utility in having a large number of persons defining any one 
factor..additions merely serve to fill up factor space without altering in any 
way the factor array or interpretation. A factor defined by only one person 
may, therefore, be sufficiently distinctive to be interpretable by the researcher 
(Kitzinger 1990:85/86). 

6.5 Results Of Statistical Analysis 

The statistical analysis produced nine factors or accounts of which seven were 

significant (see computer print out, Appendix J) 

'!it1111Jmll:J' tJ.J)/iu:tars: 
Factor 'Q' Sort 
A: 6 7 8 10 16 18 28 31 37 
B: 36 
C: 34 
D: None 
E: 1 26 
F: 20 
G: 27 
H: none 
I: 33 35 

In all there are seventeen 'exemplar' accounts represented in these seven factors. 

Of the seventeen carers, seven (six female and one male), were part of the 

interview study. The major result is Factor A which produced 9 positive 'Q' 

Sorts over +.60. However, there was one very interesting result running counter 

to these scores in this factor, being •.55 and so this, too, was analysed to see what 

oppositional insights were being constructed. In order to simplify the study only 

the +4, -4 and+ 3, -3 results were analysed. 
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Results OJFactor Scores 

Factor +4 +3 -4 -3 
Statements Statements Statements Statements 

Factor A 24,37,43 3, 5, 9, 10, 29 19,33,44 8,25,38,42,50 
Counter A 8, 15,42 6, 14, 19,28,45 4,24,37 9,20,29,34,43 
Factor B 4,29,37 5, 7, 15,26,50 14, 28, 39 6, 10, 22, 31, 43 
Factor C 1, 2, 13 36, 17,24,27, 15 6, 14, 18 7,50, 19,22,8 
Factor E 9,19,31 24,32,33,38,41 6,8,28 7,20,21,35,39 
Factor F 3, 7,31 9, 10, 20, 24, 37 25,47,48 27,28,33,46,50 
FactorG 10,31,49 5,9,26,29,34 19,25,39 6, 8, 28, 33, 50 
Factor I 2, 19. 31 1, 3, 9, 21, 29 8,28,45 4, 25, 38, 41, 50 

A significant result of the 'Q' Sort were the gendered differences displayed by the 

factors. Each factor was gender specific: 

Factor 'Exemplar' Resoondents Gender 

Factor A 

FactorB 
FactorC 
FactorE 
Factor F 
FactorG 
Factor I 

Nine respondents (plus one 
counter-'Q' Sort result) 
One respondent 
One respondent 
Two respondents 
One respondent 
One respondent 
Two resoondents 

All Female 

Male 
Female 
Both Male 
Male 
Female 
Both Male 

6.6 The Analytical Process 

Because of my commitment to visibility, accessibility and accountability the 

analytical process was contracted. The initial process involved: 

• Listing the +4, -4, +3 and -3 statements for each ofthe seven factors in full. 

• Grouping the results for each factor into two main categories: Familial/Caring 
Relationships/Society, and The Government/State, taking great care to translate 
negative statements correctly. 

• Undertaking an initial analysis. This drew on: 
• The individual statements selected within each factor. 
• The grouping of the statements into the two categories above. 
• The additional qualitative data, if any, within the 'Q' sorts. 
• The biographical details on individual 'Q' sort grid sheets. 
• The interview scripts of carers identified within the individual factors 

who had participated in the interview study. 
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I then presented a copy of the initial analysis to all eighteen carers. Each carer 

could trace back and check the results of their own, or their 'merged' 'Q' Sort, 

and consider my interpretation and analysis of those results, making the whole 

process visible. I also gave the analysis to my supervisors for comment, 

suggestions and feedback. This paper was completed in May 1996. 

The feedback process was very important, particularly for those carers who were 

not in the interview study. I needed confirmation from carers that some of the 

'assumptions' I had made in my interpretation of the meaning they had imposed on 

the statements in the factors were valid. It is this stage in the methodology that 

marks the development of a 'shared understanding' between the researcher and the 

researched. The process was lengthy, therefore, and in one or two cases took two 

follow-up letters and subsequent phone calls. Even when I received a formal 

written letter from carers I still needed to contact them by phone to 'check out' or 

clarify certain points. 

However, I tried to approach carers sensitively as I was only too well aware, being 

an active carer myself by this time, how difficult finding time could be. By the 

middle of July 1996 I had feedback from thirteen of the eighteen carers. Each 

Factor was accounted for, with five carers from Factor A. Because of my own 

increasing caring commitments no further work was undertaken until January 

1997, by which time I had received feedback from two more carers. 
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It was interesting to note that all the feedback I received was very positive. Carers 

had appreciated the opportunity to continue to be part of the study and to receive 

feedback on their own views. In addition, they felt that the feedback had helped 

them learn about other carers' situations and viewpoints. Quite often the feedback 

was reflective. Some examples of carers' feedback are given below: 

First, I am grateful for the opportunity to read it, and I find it a very accurate 
interpretation of my feelings (and much more articulate). Secondly, I am 
heartened to think other carers feel the same, and are courageous enough to say 
so. Third, I note the gender of the nine carers in the Fact A results. I wonder if 
women are more honest? More resentful at being taken for granted? Fourth, the 
discourses on 'rights' are those which I feel strongly about. Being frail, sick or 
old does not confer on you additional "rights". Carers have rights too, and 
deciding not to care is not evidence of selfishness, but the considered weighing of 
probabilities. Finally I am pleased to see other carers mentioned the lack of 
government response, and the need for some recognition and resources. (Factor 
A) 

I am very impressed with what you have written and would find it difficult to 
improve on. I would be interested to know how you arrived at the 50 statements 
in the first place, where they have come from. (Factor F) 

I am particularly impressed with the range and breadth of issues covered. I would 
be very interested to hear how you are going to develop it, how you are going to 
link the biographical details. Would like to know more about the hierarchy of 
care. Are you going to publish the results for carers to see? (Factor A) 

I am very happy with what you have written. I particularly like the term 
'pragmatic' carers. There is no point in getting angry about the carer's situation, 
as this only reflects back on the person receiving care and harms the relationship 
(Factor E) 

The analysis covers clearly the carers' views. Perhaps it should be taken into 
account that the question of who is responsible for care only came about as a 
result of the state realising carer's economic standing to society. Do carers 
understand their standing in the economy of the 'country's costs'? Anyway, many 
thanks for your efforts to include us (Pilot Study [male carer]). 

However, the process of feedback highlighted an essential finding within the 

study. The carer in Factor B had expressed his satisfaction with my interpretation 

of the factor and had answered several questions in my efforts to clarify meaning. 

However, as part of this process it gradually transpired there had been a mis-
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understanding, and this carer appeared to have completed the 'Q' Sort from the 

perspective of a 'formal' paid carer more than from an 'informal' unpaid carer 

perspective. This demonstrates two things, firstly the importance of feedback, and 

secondly even when rigorous efforts are made to ensure clear instructions are 

given when setting up the sample, it is not always possible to check individual 

interpretations or understandings of those instructions. 

The final analysis paid greater attention to contex:tu.ality, through a closer linking 

of the biographical details contained on each carer's 'Q' Sort Grid Sheet (See 

Appendix H) with the analysis. The analysis uses as its main theoretical tool the 

gendered hierarchy of care identified within the caring literature (Nissel and 

Bonnerjea 1982; Ungerson 1987; Qureshi & Walker 1989). This was selected 

because of the range of caring situations within the sample, and the gendered 

differentation within the factors. The analysis also took into account feedback 

received from carers. 

After the completion of an analysis for each individual factor I attempted to distil 

the account into a single phrase or word, in order to construct a schematic 

taxonomy of accounts. This proved an extremely difficult task. A tentative model 

was circulated to my supervisors with request for feedback and several 

suggestions were made. No further work was done on the 'Q' Sort until May 

2000. In re-visiting the 'Q' Sort study each factor was searched to identify 

whether it contained one or more statements which did not appear in any other 

factor. I reasoned that such statements would be pivotal to an understanding of 
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differences between the accounts, and would help validate or question my earlier 

provisional classifications, 

I believe these pivotal statements demonstrate what I have come to term the 

'ontological underpinning' of the accounts. These statements illustrate the 

subjective meaning imposed on each factor by carers and demonstrate how each 

particular account is premised on an ontological position, a way of being/viewing 

the world, drawn from personal experiences and 1.lllderstandings. Some of these 

differences are 'oppositional' such as between Factor A and its counter factor, and 

some make subtler distinctions, being more a difference of degree between 

accounts. 

6.7 Final Analysis And Classification Of Each Individual Factor 

As the final analysis for each factor was long, especially if drawing on the 

interview study's data. thete is insufficient space to include the full results within 

the main body of the thesis. The full Factor A analysis is contained within the 

appendices (Appendix K). 

Reported here is a summary of the analyses and the respective classifications 

arrived at. The summary for Factor A is fuller than the other summaries. The 

selected statements for each of the remaining factors are contained within the 

appendices along with the biographical details of the exemplar carers within the 

factors (Appendix L). 
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6. 7.1 The factors 

i) FACTOR A 

There were nine carers' 'Q' Sorts identified as exemplars within this, the major 

factor. The level of significance of their 'Q' Sorts ranged from +.61 to +.90. Toe 

selected merged statement were: 

+4 Scores 
Statement No. 24: Carers have a right to stop caring. 
Statement No. 37: Sometimes the responsibility of caring can lead to 

hating. 
Statement No. 43: Society makes carers feel guilty if they wish to stop 

canng. 

+3 Scores 
Statement No. 3: 

Statement No. 5: 

Statement No. 9: 

Statement No. 10: 

Statement No. 29: 

Caring within families is governed by unspoken 'rules' 
ofobligation. 
Women experience a mixture of shock and guilt if they 
no longer wish to care. 
The government has put carers at risk ofsevere 
financial loss. 
To say the responsibility for care lies with families is to 
say it lies with women. 
Carers feel trapped in their caring role. 

-4 Scores 
Statement No. 19: 

Statement No. 33: 
Statement No. 44: 

-3 Scores 
Statement No. 8: 
Statement No. 25: 

Statement No. 38: 

Statement No. 42: 

Statement No. 50: 

A carer should be prepared to give up work and live on 
income support to care full time. 
Carers should sacrifice themselves in order to care. 
Everyone has a 'right to demand' care from a relative. 

It is not the state's responsibility to care for people. 
The level of state benefits carers receive adequately 
compensates carers for the responsibility they carcy. 
It is right that the government regards carers as a 
natural resource they can use. 
Carers should care for a family member as a way of 
repaying them for help and care received in the past. 
It is reasonable for the govenunent to expect people to 
make sacrifices in order to care. 
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Biographical Details 

• All are women, their ages range from mid thirties to fifty. 
• Most have been caring for a number ofyears, one for 36, starting as a child. 
• Of these car~s, fi_ve were no lo~ger caring, the cared-for person either having recently 

entered a residential home, hospital or died. 
• Four were part ofmy interview study. 
• Five ~escribed themselves as currently, or having been, full-time carers, the others as 

part-tune carers. 
• Seven ~u_t .~f the nine combine, or had combined, paid work with their caring 

respons1b1httes, some full-time, some part-time. 
• Six reported they had a significant disability or frailty, which affected their ability to 

care. 
• Of these six, three worked full-time and one part-time. 
• All nine carers described their ethnic origin as being White/UK. 

Who they were caring for: 

Number of Carers Who Caring For Form of disability/frailty. 

4 

1 

2 

1 
1 

Elderly Parent or Parents 

Partner 

Husbands 

Young-Adult Son 
Neighbour (volunteer 
carer) 

MS, Alzheimer's disease, 
Cancer, Stroke 
Severe muscular 
dystrophy. 
Severe physical disability/ 
Alzheimer's disease 
Mental illness/Schizophrenia 
Senile dementia 

Summary ofanalysis 

The carers in this account argue that although families, and particularly women, 

do take on a moral responsibility for caring this has personal costs and effectively 

traps them. One of these costs is the potential for the relationship between the 

carer and the person requiring care to deteriorate to such a degree that caring can 

lead to a feeling of hating. Another is the perceived loss of any 'right' to choose 

whether or not to care, or determine whether such a choice is in the best interests 
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of all concerned. A further sense of loss is demonstrated through perceived 

feelings of economic and social exploitation. 

A major factor in such exploitation is the social construction of familial ideology 

and the belief that a woman's primary responsibility lies within the ties of kinship 

obligations and the 'family'. The female 'exemplar' carers agree with the statement 

'to say the responsibility for care lies with families is to say it lies with women'. 

They feel compelled to care, for if they do not they will feel they are going against 

prevalent social mores and feel guilty. 

This account challenges the power inherent within the gendered hierarchy of care 

and calls upon 'society', the government and the state to recognise that carers have 

'rights' too~ carers should not have to make such large sacrifices. The nub of this 

account lies in the single pivotal statement within the factor, the disagreement 

with Statement 44: 'everyone has a 'right to demand' care from a relative'. To 

agree with this would be to acknowledge the strength and validity of the discourse 

that caring is the primary responsibility of families, and, therefore, women. This 

challenge represents the ontological framework within which these female carers 

are struggling to position themselves. 

Although these female carers may have started as willing carers, and some are still 

willing carers, they are increasingly describing caring in terms of discourses 

around 'burden' rather than 'reciprocity'. They consider the state has devolved its 
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responsibility onto families to such an extent that it is putting carers at financial 

risk. 

Therefore the carers within this account do not believe the level of state benefits 

adequately compensates carers, nor do they believe carers should have to give up 

work in order to care. Increasingly these carers are taking issue with state 

agencies and setting limits to the degree to which they are prepared to carry the 

responsibility for care. Paid employment is becoming crucial 'to their sense of 

self' (Ungerson 1987:75) and they are gradually turning to the public sphere as the 

locus of their identity, as well as the 'family'. 

Conversely, however, these carers share a painful recognition that giving up the 

caring responsibility may place the person they care for 'at risk', as 1s 

demonstrated by the following extract from the feedback data from one carer: 

I had to make this decision on my own. I have to take the consequences, the 
rejection of my son .... Can you imagine how I feel? What this has done to me? I 
know he has nowhere else to go.. .Ifhe ended·up on the streets again I would feel 
responsible ('Q' Sort qualitative feedback data) 

In conclusion, the carers in this account consider the government exploits 

families, and therefore women, by regarding them as a natural resource it can use, 

thereby forcing them to make both personal and economic sacrifices. 

These carers' occupations, either before or whilst caring comprises: 2 nurses, 2 

teachers, 1 occasional F.E. tutor, 2 civil servants, a school technician and a 

distributor. Four of these carers, three of whom are separated or divorced, have 
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taken up ( or are about to take up) higher education and gained degrees or higher 

degrees as mature students (feedback docwnent). 

It is interesting to note that five of the seven carers who are combining paid work 

with 'unpaid' caring responsibility are women with no other 'breadwinner' in the 

household. These women have to depend on their own resources for their 

livelihood. They do not want to be dependent on the state. All feel dissatisfied 

with the current level of state intervention and the direction of social policy, and 

argue that the responsibility for care lies as much with the government and the 

state as it does with families. 

Six of the carers in the account are involved in cross-generational caring and three 

same generational caring. The three same generation c.arers' ages range between 

late thirties and sixty. One, a co-habiting carer who was the youngest carer in the 

'Q' Sort sample, had left the caring relationship. This carer's situation has already 

been discussed in Chapter 5, being one of the three female carers selected for 

illustrating the analysis of the interview study. One had requested that her 

husband be admitted to residential care, and another was left alone as a result of 

the care-recipient leaving the relationship to live with a former paid carer. Within 

this very small sample of same generation carers there can be seen a shift within 

social/kin relationship 'obligations' and the separation of caring relationships, 

which point to challenges to the hierarchy ofcare. 
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Within the six cross-generational carers, five of whom are daughters and one a 

female parent-carer, assumptions are also being contested. These carers are not 

willing to accept that because they are daughters, or a moth.er, they will 

automatically take up the caring responsibility. They are refuting, or at least 

negotiating, their primary positioning within the gendered hierarchy of care. 

In summary, the carers within this factor appear to be struggling to construct a 

new ontological 'way of being', a new way of experiencing the world. This is 

being social constructed through a bottom-up, claims-based, 'rights' discourse that 

argues the government has a responsibility for care and should not exploit carers. 

In addition, for some, this emergent 'rights' discourse re-draws and blurs the 

distinctive line between the public/private dualism and challenges patriarchy. 

This factor may be said to represent Carers 'Breaking Out' 

ii) FACTOR A: A COUDter account 

This counter 'Q' Sort exemplar carer scored a level of significance of -.55. This 

carer, (Betty), is in her sixties and participated in the interview study where her 

story also represented a counter discourse to saying 'no' to caring. She has cared 

for her multiply and profoundly disabled daughter since birth and, in addition, 

cared for her mother when she became too frail to look after herself. 

Summary ofanalysis 

Betty's counter account argues from an essentialist standpoint, believing that the 

desire to care stems ftom emotional feelings, affective bonds, biological ties and 



reciprocity. This exemplar carer's account considers the moral responsibility for 

care lies with families not the state. Therefore a carer should not be paid for 

taking on what is a 'natural' responsibility. However, the argument proceeds, it has 

to be accepted that there may come a time when it is no longer possible for a 

family member to continue carrying the physical responsibility for care. Betty 

considers that the government, the state, and members of society generally would 

recognise the validity of her claim (and other carers' in the same situation as 

herself). Therefore, carers like her would not be made to feel guilty if they wish 

to stop caring. 

The argument in this account, like the female carers in Factor A, is presenting a 

case for carers' 'rights'. However, the exemplar carer here is not fighting for 

increased financial support for carers from the government, but for the 'right' for 

her severely disabled daughter to receive good quality safe care, which she no 

longer feels able to give her. The provision of this care, the arguments proceeds, 

is ultimately a government responsibility, through 'financing care in the 

community' ('Q1 sort qualitative data) more appropriately and effectively. 

The pivotal difference between th_is account and the main Factor A account lies in 

the disagreement over the statement based on the notion of reciprocity: 'Carers 

should care for a family member as a way of repaying them for help and care 

received in the past' (Statement 42). The counter factor agrees with this 

statement, whereas the main account disagrees considering such a viewpoint has 

the potential, ultimately, to trap carers in poverty and leave them dependent on 
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inadequate state benefits. Ontologically these two groups of carers are pulling in 

opposite positions. 

The counter account is also interesting because it introduces a new insight, not 

brought up within the other account, that of the potential for 'sexual abuse' in 

fonnal care settings. This is demonstrated in the exemplar carer's concerns: 'I 

mean I'm against males, I can't see any abuse happening, but' (Interview script p 

16). Recognising that her daughter will outlive herself, the carer is anxious to 

maximise her daughter's future quality of life and is mindful of her daughters 

vulnerability. This counter factor has, therefore, opened up a very sensitive and 

possibly contentious issue, which may otherwise have lain hidden, and 

demonstrates how: 

The data gathered with the 'Q' sample may lead in quite different directions, since 
theoretical rotation may produce a factor structure about which the original 
statement design has little to say (Brown 1980:39). 

Within the caring literature it is argued that parental carers occupy a particular 

place within the caring experience: 

Parents assume they will remain primarily responsible for the person they look 
after and in control of the main decisions regarding their care ... Independent living 
and the problems of securing a decent future for the person after the carer's death 
are central to the experience ofparental carers (Twigg and Atkin 1994 p97). 

It is particularly instructive, therefore, to compare this carer's story with that of 

the other parent-carer in Factor A This carer came to recognise that her son 

could, with professional help, re-take responsibility for his own life. 

Contextually, the difference in the form of disability, namely profound learning 

and physical disability and mental health/schizophrenia, is significant. The carer 
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of the son was able, eventually but painfully, to let go of the caring responsibility 

and turn her attention to her own future need to establish a career in order to 

escape the poverty to which her caring responsibilities had reduced her. The carer 

in the counter account continues to see her responsibility for her daughter as a 

responsibility which will remain with her at the level of 'caring about' all her life. 

Her challenge (which was eventually successful) was to persuade the state to take 

on both the financial costs and the carer costs of the 'caring for', the physical 

tending. aspects of care. This carer's perception of her responsibility for care is 

common among parental carers of people with severe and multiple disabilities, 

and can create a profound sense of personal responsibility and protectiveness. 

The Counter Account in Factor A may be said to represent Protective 

Caren. 

iii) FACTOR B 

There is one •exemplar' carer within this factor, the level of significance of the 'Q' 

sort being +.64. This carer is a young single adult male who works as a fonnal 

paid carer within the community and cares for his elderly widowed mother. He 

was not part of the interview study. This factor represents the main 'oppositional' 

viewpoint in the 'Q' Sort study. 

Summary ofAnalysis 

Like the Counter Account in Factor A. the exemplar carer in this account argues it 

is primarily the moral and legal (through the marriage ties) responsibility of 
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individuals and families to care for one another. What is objected too, however, is 

the suggestion that familial caring effectively means caring by women. The 

ontological position of this account posits that the caring responsibility extends to 

both sexes, and, therefore, the government should not develop policies based on 

an expectation that it will be women rather than men who will care (Statement No 

22). This is the pivotal argument of this account. 

However, the exemplar carer recognises the caring responsibility tends to fall on 

women's shoulders, and concedes that there may be cultural pressures and 

practices around caring which have the potential to exploit women. Such 

pressures help to create an expectation within society, and within women 

themselves, that women rather than men will care. 

The exemplar carer within this account stresses that men should not be excused 

from caring, but this is subsequently tempered by a suggestion that certain social 

and cultural taboos, such as personal intimate hygiene (feedback document) 

impact on male carers. Such restrictions impose limitations on male carers. This 

account, therefore, picks up aspects of the sensitive gender issue raised in Factor 

A's counter account. The reason why this account advocates such a position may 

be linked to the carer's own position within the public and private sphere as a male 

carer. 

There is a strong argument within this account that the costs of care should not be 

financed primarily from the public purse. Rather, the responsibility for care lies 
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with individuals, not the government: 'It is first and foremost the responsibility of 

the individual to prepare for when he or she gets old to be cared for' (qualitative 

data). One way to achieve this is through the provision of private pensions or 

insurance schemes which will give people 'some element of control and ensure 

some degree of choice for when they are in need ofcare' (feedback document). 

This viewpoint is in line with a political emphasis on shifting the responsibility 

for care into the informal and private sectors and away from formal state provided 

services. 

However, the exemplar carer does attach a proviso to his argument to insist that 

there should be public recognition by the government of the caring responsibility 

which individuals and families fulfil. Ideally this would be through some form of 

payment for care and additional practical support. Such a contribution would 

enable carers to be more self-reliant and to combine caring with part-time paid 

work. In turn, this may go some way to avoid the caring relationship sliding into 

one of hatred, and enable carers to feel less trapped 

This factor may be said to represent Self Reliant Individuals. 

iv) FACTORC 

There is one 'exemplar' carer within this factor, the level of significance of the 'Q' 

sort being +.63. This female carer is in her early fifties. She took part in the 

interview study (Elizabeth) and, at that stage, had not been able to say 'no' to 

caring. She has cared for her mother periodically since childhood. In between the 
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interview study and the 'Q' Sort study this carer had withdrawn from undertaking 

a major caring responsibility for her mother. This carer is one of the three female 

carers discussed in detail in the interview study. 

Summary ofanalysis 

This is a reflective account, focusing on how the taking up of the caring 

responsibility is shaped by the prevailing culture in which individuals are situated. 

There are four pivotal statements which do not appear in any other account. The 

nub of this account is the ontological struggle to transform self identity through 

challenging the gendered hierarchy of care. Of particular importance to this 

exemplar carer is the need to separate the caring for/caring about dualism. 

The four pivotal statements revolve around challenges to the socially constructed 

convention that a woman's sense of identity is intimately bound up in the notion of 

caring, of serving others. Whilst acknowledging 'female carers find it harder to 

separate the 'loving' from the physical caring 'tasks' than male carers' (Statement 

13), Elizabeth argues society should not make women 'feel worthless if they have 

to give up caring' (Statement 18). She challenges socially constructed discourses 

and discursive practices whose preferred subject positions leads both families and 

professionals to expect women to take on the caring responsibility. The impact of 

such discursive practices, she argues, produce a sense of guilt and personal 

worthlessness, a diminishing of self-value and identity within women if they wish 

to stop caring. This exemplar carer argues that there is a need for a transformation 

in the gendered differentation of the social construction of identity. Such a 
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transformation would include the gendered internalisation process. Increasingly, 

Elizabeth believes, differing life styles and 'family' fonnations will create 

changes which will enable a transformation of gendered social relations to occur. 

Therefore, she reasons, the changing shape of families will gradually reduce the 

willingness of people to care and enable women to recognise they 'have a right to 

stop caring' (Statement 24). The account calls for the caring responsibility to be 

shared between individuals (both male and female), families and the state. 

This account's similarity with Factor A lies in the agreement that caring equates 

with women, and the desire to transfonn this discourse. Whereas Factor A 

emphasises transfonnation through women's increased participation in the public 

sphere and the changing shape of familial relations, Factor C has a slightly 

different focus. Whilst not disagreeing with the argument presented in Factor A, 

this account places a stress on the 'internal' social construction of identity which 

positions men and women differently within social relations. The stress is on the 

experiences of the gendered workings of 'the caring relationship' within the moral 

imperative to care discourse, and the desire to challenge and transfonn this 

discourse. 

This factor may be said to represent carers re-constructing identity 

v) FACTORE 

There are two 'exemplar' carers within this factor. The level of significance of 

their 'Q' sorts being +.67 and +.63. Both are male spouse carers. One carer is in 

his seventies and the other in his fifties. Both took early retirement to care for 

their wives. Neither participated in the interview study. 
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Summary ofanalysis 

The exemplar carers in this account consider the physical and emotional aspects 

of the caring responsibility rest with families and affective relationships. This is 

illustrated in the agreement with the statement 'it would be inhuman not to care 

for a member of a family' (Statement 32), which is one of two 'pivotal' statements 

in this account. These two exemplar carers consider the desire to care stems 

naturally from the affective bond between two people regardless of whether they 

are married or co-habiting. 

These carers argue 'caring' is a two-way process, made up of the inter

relationship between the person needing care and the carer, it is about sharing: 

'this is what loving care is all about' ('Q' sort pilot feedback). Their account 

seems to accord with Clare Ungerson's findings suggesting male spouse carers 

tend to use the language of 'love' rather that 'duty' (Ungerson 1987. p 98). These 

exemplar carers argue professionals should encourage carers to give up caring 

when they can no longer continue, and this is the second 'pivotal' statement in the 

account. These carers consider it is also the state's responsibility to care for 

people. 

An argument is developed for a three-way responsibility for care: the government, 

the state and individual carers. There is a recognition of the high costs of welfare 

and these carers have been persuaded by the cogency of the government's 

arguments that there is 'no alternative but to regard carers as 'cost effective' units, 

and 'a natural resource the government can use' (Statements 38 & 41). The 
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government, they believe, is obliged to do so. However, this 'use' should not be 

to the extent that carers are 'abused1• 

This account differs from Factors A and C, therefore, in its acknowledgement that 

the government and state has no option but to 'use' carers, in as much as an ageing 

population, where people are living longer, necessarily brings with it escalating 

welfare costs. Such costs will have to be borne by individuals, as well as the 

state, and, therefore, these carers considers the government is obliged to regard 

carers as a 'cost effective' resource it can call on. The account differs from Factor 

B's stress on individual responsibility through self-reliance based on insurance or 

pension schemes to emphasise individual responsibility through the enduring 

power of love and sacrifice. The ontological underpinning of this account appears 

based on a plea for compassion. 

These exemplar carers have taken up the preferred subject position ofmale spouse 

carers within the gendered hierarchy of care, both taking on their caring 

responsibilities later in life towards the end of their public 'productive' years. 

This factor may be said to represent 'Pragmatic' carers. 

vi) FACTOR F 

There is one 'exemplar' carer within this factor, the level of significance of the 'Q' 

sort being +.62. This is a male carer in his late seventies. He and his wife care 

full-time for his mother-in-law, who is over a hundred and who lives with them in 

their home. He was not part of the interview study. 
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Summary ofAnalysis 

This account takes the view that the responsibility for care lies with the 

government and families and that it takes on a moral dimension. The exemplar 

carer considers that the government has let its citizens down by taking advantage 

of people's natural desire to care (Statement 47). This is the nub of this account, 

this statement being one of three 'pivotal' statements. 

In this particular family, there are two full-time carers looking after one very frail 

elderly woman. All their time is devoted to her. They have no respite care and 

are unable to lead even partially independent lives (feedback document). This 

exemplar carer considers that people should not be placed in the same position as 

him and his wife, where they carry the primary responsibility for care: 

I think it should be a shared responsibility between Government and the family to 
care ('Q' sort qualitative data). 

There is a strong sense of the burden of care in this account. The exemplar carer 

argues elderly people particularly have been let down morally by recent 

governments who have brought about radical change in the welfare system. 

These changes amount to a reneging on earlier 'cradle to the grave' policies and 

have left elderly people helpless and bereft of security. This exemplar carer feels 

that he has been disowned by the welfare state and agrees with the statement 'as 

people are now living longer the state must increasingly bear more of the 

responsibility for care (Statement 31 ). 



However, this exemplar carer does not agree that 'women tend to feel men should 

not have to care' (Statement 46) nor that 'Men tend to hinder women from saying 

'no' to caring' (Statement 48). These are the remaining two 'pivotal' statements in 

the account. Rather he argues both men and women should care. But this view 

needs to be seen in relation to the exemplar carer's positioning within the 

hierarchy of care. Primarily I think he is saying that men should care for their 

wives or elderly relations once they are 'free' to do so, and that women would 

agree with this: 'women will expect and wish this to happen' (feedback 

documents). This freedom stems ma.inly from the conventional situation of 

'retirement' from the public world of paid employment. 

This factor may be said to represent Disinherited older carers. 

vii) FACTOR G 

There is one 'exemplar' carer within this factor the level of significance of the 'Q' 

sort being+ .68. This female carer is in her fifties and has cared for her father, who 

had Alzheimer's disease, and her elderly mother who is nearly ninety and has 

short-term memory loss. She was not part of the interview study. 

Summary ofanalysis 

This exemplar carer argues from the perspective of the primary position accorded 

to daughters within the expectations and obligations of the hierarchy of care. She 

considers that it is the moral responsibility of families to care and agrees with the 

statement 'to say the responsibility for care lies with families is to say it lies with 

women' (Statement 10). 

2S1 



The pivotal statement within this account appeared at first sight to be misleading: 

'A carer may choose to care when this is not necessarily in the best interests of the 

person needing care' (Statement 49). However, what this exemplar carer is 

arguing is that such a 'choice' may not be an active one in the light of the lack of 

any real alternative. The teasing out of the meaning of this statement was an 

example of the development of the 'shared understandings' between myself and 

the carer where I sought clarification and feedback on my interpretation of the 

operant subjectivity. 

This exemplar carer considers that her father would have received a better quality 

of care if the family could have accessed some professional input in respect of 

care, which it could not. Therefore, as there was no 'choice', the carer felt trapped 

into taking up the sole responsibility for care. 

There are tensions and struggles surrounding this carer's experiences of having to 

carry the sole responsibility for care, but on balance this tension is resolved 

through the agreement with the belief that 'a carer's proudest achievement is to see 

someone 'through' right to the end of their life' (Statement 26). 

This female exemplar carer argues that government policy is built on an 

assumption that carers are willing to care and, although she is a 'willing carer', 

what distresses her is that she feels both the government and the state ought to 

have a reciprocal moral duty to support carers. This is the underlying message of 
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this account. Carers should not have to make such large sacrifices, both 

personally and financially. 

This exemplar carer's 'Q' Sort feedback describes her experience of caring as a 

'frightening struggle': 'I felt obliged to plead [with formal agencies] for help 

which was both embarrassing and humiliating. It made me feel ashamed' 

(feedback document). To ask for help was to admit failure. She felt unable to 

legitimate a claim to a 'right' for a service because she was made to feel that there 

was no choice other than her own 'service'. 

Although there is an agreement that families are the first line of support, the plea 

presented here is that they should not have to bear this responsibility alone. The 

government has taken something away from carers by not standing by its 

responsibility for care. 

This factor may be said to represent 'Disenfranchised' carers 

viii) FACTOR I 

There are two 'exemplar' carers within this factor, the level of significance of 

their 'Q' sorts being +.74 and +.63. Both are male spouse carers who gave up work 

to care full-time for their wives. One is in his sixties and has been a carer for 

approximately fifteen years and was part of the interview study. The other is in 

his mid-forties and has cared for his wife after she had a stroke two years ago. 

Summary ofanalysis 
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This two exemplar carers in this account confonn to the belief that caring within 

families is governed by unspoken rules of obligation. This is demonstrated 

through an agreement with the expectations and obligations underpinning the 

gendered hierarchy of care, where the first line of assistance is the spouse: 

I believe if r~u. ~ manied you have both an individual responsibility as a person 
and respons1b1ht1es under the laws of the land to the person you are married to in 
the legal sense ('Q' sort qualitative data). 

Such beliefs they argue take on a legal as well as moral dimension. Like the male 

carers in Factor E. these carers argue that spouses should be prepared to give up 

work and live on income support to care full-time, but the corollary to this is that 

they are trapped by poverty within their caring situations. 

A sense of injustice and anger permeates this account which is directed towards 

the government and the state. The pivotal statement within this account is an 

agreement that 'Carers have been abandoned by the state' (Statement 45). These 

two exemplar carers' ontological sense of being stems from a sense of 

abandonment: 'carers have been trapped by legislation into caring' (Statement 2). 

They dispute the statements: 'it is right that the government regards carers as a 

natural resource it can use' (Statement 38), and 'it is right that the government 

prefers carers to take the responsibility for care to save public money' (Statement 

4). In addition the account objects to the notion that the government has no 

alternative but to 'regard carers as cost effective units' (Statement 41 ). Overall the 

two exemplar carers consider the government has acted unjustly towards carers: 

What happen! to all this money that I've paid in over all these years? I think I ought 
to have a little bit of it back (Interview script p14). 



They consider the increasing emphasis within state agencies on efficiency and 

cost effectiveness has brought about an unwelcome and uncaring attitude towards 

carers. The conclusion of the viewpoint is that it is the responsibility of spouses, 

families and the government to care, and that this takes on a moral dimension. 

This factor may be said to represent 'Abandoned' carers. 

6. 7.2 Summary ofclassification offactors 

The final composition of the classification of the factors eventually derived at 

compnses: 

Factor 

Factor A 

Sex 

Females 

Classification 

Carers 'Breaking Out' 
Counter-Account, Factor A Female Protective carers 
Factor B Male Self-reliant Individuals 
Factor C Female Carers Re-constructing Identity 
Factor E Males Pragmatic carers 
Factor F Male Disinherited older carers 
Factor G Female Disenfranchised carers 
Factor I Males Abandoned carers 

6.8 Discussion 

What the analyses have revealed to me, and what the 'Q' Sort inverted factor 

analysis appears to have measured, is the level of personal agency carers feel that 

they have at their command. How they make sense of, negotiate and challenge 

dominant discourses, is contingent on their perceived degree of agency; their 

sense of being able to make a legitimate 'claim' for public consideration in their 

own right. Thus the 'Q' Sort appears to represent a taxonomy which describes a 

descending scale of personal agency between the potential for pro-action and 

engulfment: 

261 



Factor Level of Personal 
A~encv 

Classification 

Factor A High Carers 'Breaking Out' 
Counter-Account Factor A High Protective Carers 
FactorB High Self-Reliant Individuals 
Factor C Medium/high Carers Re-constructing Identity 
Factor E Medium/low Pragmatic Carers 
Factor F Low Disinherited Older Carers 
Factor G Low Disenfranchised Carers 
Factor I Low Abandoned Carers 

The factors may also be represented in a schematic model which incorporates 

these high/low classifications of agency, makes links with the question raised in 

this research, and in the interview study, about carers' claims to 'rights' and draws 

on the question of who is responsible for care. 

The schematic model should be treated with caution, however, as carers' sense of 

agency and 'rights' are complex and contingent on other additional differences. 

Some examples of these differences are age, life-stage, 'class', who carers are 

caring for, the stage at which they started caring, whether they care full-time or 

part-time, and their access to support from professional gatekeepers. 

The schematic model has four quadrants intercepted by an agency/rights axis and 

an individual/collective axis on expectations of who is responsible for care. (I am 

indebted to my supervisor, Hartley Dean, for prompting this idea from work he 

was currently developing on discursive moral repertoires, and which has · 

subsequently been published in Dean H. with Melrose M. (1999) Poverty, Riches 

and Social Citizenship, Macmillan. 
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'Q' Sort Schematic Model 
High Sense ofAgency/Rights 

Factor B: 'Self Reliant' Individuals -
A high sense ofagency 
with the potential for pro-action 

Factor A Counter Account: 
'Protective Carers' -
A high sense ofagency 
With the potenlial for pro-action 

Individual/Family 
Expectatdom 

Factor E: 
A medium-low sense ofa 

potentialfor p 

Factor A: Carers 'Breaking 
Out' - A high sense ofagency 
with the potential for pro-action 

Factor C: 'Carers Re
Constructing Identity' -
A medium-high sense ofagency 
with a potential for pro-action 

Collective/State 
Expectations 

· c Carers -
ncy with limited 
ction 

Factor F: Disinherited Older 
Carers 
Factor G: Disenfranchised 
Carers 
Factor I: Abandoned Carers 
All three factors indicate a low 
Sense ofagency - 'engulftnent' 
in caring situation 

Carers within the two high to medium/high agency/rights quadrants divide into 

two divergent categories where agency is directed towards either challenging 

hegemonic state discourses constructing 'care' as an individual/family 

responsibility or towards accommodating this discourse, by acknowledging 

individual/familial responsibility and making appropriate provision. Carers 

within the lower agency/rights quadrant were more circwnscribed and had a low 

sense of agency. This model indicates the following perspectives: 
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High sense ofagency/rights and collective/state expectations 

The female carers in Factor A are challenging the state's hegemonic social 

construction of the fusion of women and families as being primarily responsible 

for care. These carers are beginning to champion a claim to 'rights' as a counter 

discourse to the state's hegemonic norms. They are doing this through setting 

limits to their perceived responsibility for care; re-drawing the public/private 

division; breaking away from oppressive relationships~ stressing the need for the 

government to recognise that it has a responsibility towards care; and refusing to 

allow an 'individualistic' view of the responsibility for care to engulf them in 

poverty. Factor A argues for a shared responsibility for care. 

Medium-high sense ofagency/rights and collective/state expectations 

The female carers in Factor C challenge the whole basis of patriarchal society to 

argue for a re-definition of gender and responsibility in relation to identity and 

'care'. Increasingly, as women re-construct their identities, changing family 

patterns and life styles will challenge social policies built on an assumption that 

women will care. This challenge will take the same form as the counter claim to 

'rights' outlined in Factor A. The carers in Factor C argue that 'care' needs to be 

re-constructed as a genuine collective social responsibility incorporating men, 

women and the government. 

High sense ofagency/rights and individual/family expectations 

The male exemplar carer in Factor B and the female exemplar carer in Counter 

Factor A are in favour, in principle, of the view that individuals and families are 
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responsible for care, but this is tempered by an argument for some level of 

government responsibility. This responsibility should be through 'enabling'. The 

government should enable carers to become 'superseded carers' when appropriate 

and it should provide resources for services for people with severe learning 

disabilities to enjoy a safe quality of life. In addition, the government should 

provide resources to enable carers to remain 'self-reliant' within the public 

domain. Factor B contends that individual agency can be brought about through 

the public rights gained by remaining a part of the public sphere of productive 

relations. That is: 

Where civil and political rights reside; it is the domain of the market and the 
state; it is the site ofproductive and administrative activity which is dominated by 
men (Dean 1996:80). 

This will enable economic self-reliance (although this viewpoint does not take 

into account the unequal relationship between men and women in the public world 

of productive relations). Whereas Counter Factor A harnesses agency and 'rights' 

through the empowerment afforded by the 'politics of identity' groups, as 

previously discussed in Chapter 5. 

Medium-low sense of agency/rights, individual/family expectations and 
collective/state expectations: 

The male spouse carers in Factor E argue that care is a three-way responsibility. 

It is part of the personal and individual responsibility that stems from entering into 

a loving relationship but it is also the responsibility of the government and the 

state. These carers consider that the government can make a legitimate call on 

families to bear a responsibility for the financial and human costs of care and this 
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therefore imposes a restriction on any claim to rights carers may feel they have. 

However, where governments abuse their power by calling on and utilising 

individual and/or familial responsibility, for example through reducing those in 

the caring relationship to living in poverty, then this would legitimise a counter 

claim to rights by carers. These carers' viewpoint concludes families, the state 

and the government have a combined responsibility for care. This factor 'sits 

across' the individual/collective quadrant. 

Low sense ofagency/engulfment and collective/state expectations 

Carers within Factors F, G and I are 'engulfed' in the caring responsibility. 

Primarily (but not solely) these carers are older male spouse carers who feel their 

material situation gives them very little opportunity for personal agency. They are 

no longer part of the productive world of public employment, and are looking 

after elderly family members of an older generation or spouses within the 'private' 

sphere of the home. Their accounts are permeated by an experience of 

abandonment, and a perception that their 'rights' or 'citizenship' have been taken 

away. Such a loss results in a loss of agency. These carers argue the government 

has reneged on its moral responsibility for care and has treated carers unjustly. 

The male carers, in particular, are struggling with a loss of civil rights and a 

'reversal of public patriarchy', having crossed the divide from the public to the 

private world of domestic informal care. All the carers in these factors appear to 

be experiencing the impact of the shift in the welfare mix where 'greater demands 

are made on informal care when high levels ofcare needs cannot be met by formal 

services' (Tester 1996:144). 
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Low sense ofagency/engulfment and individual/family expectations 

There are no factors situated in the fourth quadrant, which would represent willing 

and compliant carers who regard care as being the total responsibility of 

individuals and/or families. Such carers would be 'engulfed' but would 

presumably not recognise that they have any 'claim' on society. However, in the 

interview study, there had been a carer, Jacky, who would at one stage have fitted 

this quadrant, as would the carer in Factor A's counter account if her situation had 

not changed. Both of these carers were willing carers, and both placed themselves 

subjectively in the preferred subject position of 'motherhood' within the moral 

imperative to care discourse at one stage in the 'caring careers'. However, as their 

situations changed, both came to adjust their subjective positioning to recognise 

that they had 'rights'. In order to do this, they had to come to a recognition that 

they were 'carers'. This 'shift' in subjective positioning was, in effect, a political 

shift. It is unlikely, therefore, that participants could be attracted who would fit 

this fourth quadrant by making an appeal for 'carers' as they would not necessarily 

recognise themselves in such an appeal. 

A further possible reason is the focus of the thesis. The drive of welfare policy 

reforms, the feminist critique of social policy and informal care, and the question 

of carers' choice, particularly the choice to say 'no' to caring, have all informed the 

composition of the statements. Therefore, whilst acknowledging that caring can 

be a very special and a very positive life-enhancing experience, this is not the 

focus of this thesis. 
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6.9 Conclusions 

In the qualitative data linked with the 'Q' Sorts of those accounts being expressed 

by carers within factors A, F, G, I and to some extent factor B there is evidence of 

a strong sense of the 'burden' of caring. Throughout the 'Q' Sort study it is 

frequently linked with the construct: 'caring can lead to hating'. The notion of 

'burden' is key, I think, within the meaning of the 'Q' Sort study and it has multiple 

meanings: 

• It is directed at the strain of the physical tending aspects of care; the physical 
draining and fatigue involved in the heavy end of caring, especially when this 
is unrelieved. 

• It is directed at the emotional 'costs' of care; the stress and strain of caring 
which can lead towards a feeling of 'hating', or a feeling of 'guilt' if a carer 
wishes to give up the caring responsibility. 

• It is directed towards the burden of the financial costs of care which carers 
carry, often reducing them to live in poverty. 

• It is directed towards the lack of social rights accorded to carers, which places 
a burden on carers to care with no legal or legitimate course of redress. 

All these 'costs' are incorporated in the 'burden' imposed on carers by social 

welfare policies which construct individual/family care in terms that accord it 

priority over collective/state care. Once again, there is a suggestion, as in the 

interview study, that most of these carers' discourses are not pulling in the 

direction of prevailing policy discourses. Rather the burden of care can only be 

relieved for some of these carers, most especially the older carers, by social 

policies which advocate a shift towards greater state and government 

responsibility for 'care'. Some carers, particularly those in Factor A, however, are 
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'weighing up' the costs of care to themselves and taking action, as the following 

extracts from feedback data illustrates: 

I think you 'read' the Q sorts exactly as I had intended. I enjoyed the process and 
found th~ results comforting in that I ~ not alone with all the emotional baggage 
and f eehngs of love, hate, frustratlon and sheer exhaustion. I have now 
withdrawn from all weekend caring for Dad, I felt terrible but, as I explained I 
have been so ill. He didn't speak to me for 3 months but I still kept up during the 
week, evening and night care. Eventually I decided it wasn't worth putting up 
with that sort of treatment, so withdrew two weekdays as well! He has gradually 
come rowid. I'm now feeling better than I have for years. ('Q' Sort feedback 
letter/Carer 8 in the Interview Study). 

The 'Q' Sort acted as a catalyst. By sitting down and really prioritising the 
statements, by giving myself time to think, by taking stock, it allowed the 'small 
voice' inside me to insist upon being heard. I decided I would not allow my son 
to return home. I'm tired of living in poverty, I want a future for myself before its 
too late. My son will eventually recover and lead a nonnal life, but will I? I have 
done my bit and more. I have been treated unjustly - by my ex-husband, the state, 
the government and the caring professionals. They have all assumed it was my 
responsibility to care. (Abridged version of 'Q' Sort feedback telephone 
conversation). 

In summary, this study has highlighted some important differences amongst 

carers, particularly gendered generational differences, which complement the 

findings of the interview study. It has pointed towards differing caring 

locations/situations. This may be older male spouse carers 'trapped' in poverty 

and no longer able to access the 'public' world of productive relations. It may be 

younger female carers who are struggling not to become immersed in poverty and 

are attempting to 'break out' from aspects of caring through entering formal paid 

employment. It may be parental carers wishing to 'protect' their child from 

society whilst at the same time wishing to relinquish the physical 'tending' (Parker 

1981) aspects of ea.ring. Whatever their differences, they are united in their view 

that the government does have a responsibility for care, even if this is a limited 

responsibility, and it has laid a 'burden of care' on carers. 
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The following reflexive critique and review was undertaken in August ofthis year 

after the completion of the writing-up of the study. 

6.10 Review And Critique 

This methodology with its emphasis on social construction and subjectivity was 

selected as a way of enabling my work to remain within the theoretical synthesis 

being developed within the thesis. Two of the 'strengths' claimed by proponents 

of this methodology relate to who produces knowledge, (and this can be linked 

with the feminist fusion of the 'known' and 'knower'), and its capacity for 

emancipation. 

In extending the interview study I was anxious to ensure that carers remained 

central. The idea of being able to re-construct and re-present socially constructed 

discourses which carers had vocalised within the interview study to a wider group 

of carers for sorting and prioritising was very attractive. This offered carers an 

opportunity to gain knowledge and take meaning primarily from other carers' 

experiences and not that of a third party ( although there were a limited number of 

statements put in by myself). That carers themselves found this to be so has been 

demonstrated in the extracts from some of the feedback data, and is further 

illustrated in the following example: 

I thought one of the most heart-wrenohing examples of the dilemmas carers find 
the:m.selves: in was demonstrated by the quotation of the caring neighbour who 
had only been able to say 'no' for a week before resuming, because of ~e 
inadequacy of the state care 1hat was put in place of her own. I can empathise 
with that situation entirely. I felt sv.cb. deep sorrow for the person receiving such 
a poor level ofcare from t:bti state (Extract from 'Q' Sort feedback, Factor A) 
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The majority of the carers had found the exercise, whilst hard and demanding, 

rewarding and insightful. The circulation of the initial analyses had been 

particularly appreciated as this had given carers an opportunity to learn from each 

other's experiences. It had helped break down their feelings of isolation. It had 

helped them to know that other carers had similar feelings; that they weren't alone. 

In addition, the task of undertaking the 'Q' Sort had certainly helped to 'empower' 

one individual carer, to enable her to move in a new direction and say 'no' to 

caring. 

In addition, I felt that the increased carer participation within the research process, 

offered by this methodology had the potential to address the question of power 

within the researcher/researched relationship, to explore further the relationship 

between what is 'known' and who is the 'knower'. The potential emancipatory 

power of the methodology hinges on the ability for the researcher to address her 

own subjective positioning within the research to enable other voices to come 

through. The carers held the power to define which factors will emerge, but the 

researcher has to use extreme caution in the interpretation of meaning within the 

factors, not least of which is the need to address her own subjectivity. To explore 

this further I want first to address what could be seen as a potential 'limitation' of 

'Q' Methodology. 

The question has been asked of me, as a research student going 'down the road' of 

'Q' Methodology, why, what does this methodology offer that an interview study 

does not? Is it not too prescriptive, as it is not 'open ended' as in the case of a 
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qualitative interview exploring subjectivity, and cannot have the freedom for new 

ideas, new avenues of thought to be developed? The answer to that of course 

could be a 'yes'. A further question was, could I not have just undertaken a further 

interview to explore the differing emphasis of the related interview question? 

Again, the answer could be a 'yes', but there would be a but (rather like in 

Elizabeth's interview script!) 

The answer to these questions lies in how and why you are interested in using 'Q' 

Methodology. My rationale was to gain additional insights from the existing 

study, to allow carers' voices in the study to be developed further as well as to 

embrace new carers understandings and experiences. A completely new interview 

study would not have done that. For me, 'Q' Methodology held the potential to 

offer a form of complementary critique of the interview study. Part of this 

critique is the 'emancipatory' notion of who is producing the knowledge, the 

debate over what is known and who is the knower in a feminist research study. 

Within those parameters I would argue, and demonstrate, that the methodology 

has been successful, even though it has taken me some time to recognise this, as 

will be explained: 

Whilst recognising that the 'parameters' do appear set for carers undertaking the 

study by operating within defined 'statements', the strength of a 'Q' study will 

depend on the breadth and depth, and the balance of the composite statements. 

These are, as has been stated, drawn from the interview scripts but also 
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incorporate the wider reading and learning associated with the thesis. So, again, 

the strength of the 'Q' Sort will depend on the researcher's skill in drawing up the 

wide picture of discursive repertoires from which the carers 'pick and mix', make 

their selections, and impose their own meanings on those discursive repertoires, to 

create their own stories. 

The further skill that is required lies in the analysis of these stories which, in 

effect, may produce subtle refinements to the findings of the interview study, by 

identifying further layers of difference articulated by the carers themselves 

through their selection of the 'Q' statements. This skill relates to the sensitivity of 

the interplay between the 'known/knower' dualism, the developing of an 

understanding by myself as the researcher of what meaning carers' have imposed 

on these statements. For me, therefore, in reflecting on the analysis I have 

undertaken, I realise that I still have lessons to learn. I still had not always got to 

the nub of what the methodology offers, and it is this that I am now going to 

address, through one particular but important example. 

In the analysis of the factors I point to a 'surprise' finding in the Counter Factor A. 

On reflection I realise this is not a surprise, but a central tenet of the carer's 

subjectivity which I had 'masked' through my own subjectivity within the 

research. The issue relates to the potential for 'abuse' the parent carer was 

concerned about by male carers in state provided services, such as respite care or 

residential accommodation. This is why this 'Q' Sort 'stands out' as a contra

distinction within Factor A. For this exemplar carer, caring is only safe within the 
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individual/family quadrant, or more precisely within her responsibility as the 

mother of a very vulnerable young adult. For the mother's 'fear' of men in relation 

to the potential for 'abuse' extends to the power of patriarchy both public and 

private. This is all there in the interview script; the references to bruises on her 

daughter, scratches on her daughter, and the mother's gradual refusal to allow her 

daughter to go into respite care, and her 'challenge' to the local authority about the 

standards of care in their respite accommodation. I had picked this up to some 

degree within the interview study, but it had become masked within my over

riding concern/interest. My research 'agenda' (as the subjective researcher) 

focused more on her challenges to the 'instrumental normative discourse', her 

challenge to the state to get the service she wanted for her adulVchild. What the 

'Q' Sort offers is the carer's subjective voice, her subjective priority as the 

'knower'. From the choice of statements available to her, this was one of the 

issues she 'selected' as informing her view about who is responsible for care. Her 

'Q' Sort offers this emancipation from and balance of the researcher's viewpoint. 

Recognising this and enabling this voice to come through is part of the 'productive 

power' (Foucault) relationship being established within the analytical process, the 

sharing and development of the inter-relation between 'knower' and 'known'. 

A further example of how 'Q' Methodology can act to complement and extend 

some of the analyses undertaken in the interview study but this time to confinn 

the subjective understandings I as the researcher was developing in relation to the 

carer's interview story, is the exemplar carer in Factor C. This is Elizabeth whose 

interview analysis is appended to this thesis. At the time ofthe interview I felt that 
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she was struggling with her feelings towards her step-brother and gendered 

identities more generally. This was confirmed in her selection of statements 

within the 'Q' Sort, which 'picked up' on and developed the theme of transforming 

identity, as well as in a feedback conversation, where she advised: 

When it was obvious that it was very near the end we were all there all the time 
[the step-father, step-sister and herself] but not my [step]brother. Since Mum'; 
death he has become isolated from the rest of us, it's caused a further rift in our 
relationship ('Q' Sort feedback, Factor C). 

For her, social relations which could evolve to transcend the gendered social 

construction of identities to construct 'care' as relational to both genders, would go 

some way to ameliorate such painful experiences and gender differences. 

'Q' Sort Methodology therefore can act as a process of refinement, and through 

such 'checks' and 'balances' a more genuinely shared understanding can be reached 

between the knower and the known. to enrich the subjective story being told. 

But equally, however, there may be checks and balances which the researcher 

may wish to introduce as an outcome of the study, and this points to a different 

form of 'limitation'. A possible limitation for the researcher is the fact that you do 

not get all the statements back which you have put into the 'Q' Sort. 

A great deal of time, care and refinement is given to the selection of statements in 

order to try and achieve a balanced overview of the themes within the study. Not 

all these themes are going to be 'picked up' and re-presented back to you in the 

fonn of discursive factors. What comes back will depend on the materially 

grounded situations of the participants and the ideological discursive narratives 
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which inform their subjective and ontological positioning. An example in this 'Q' 

Sort of themes which did not 'come back' were statements relating to cultural 

differences and unconventional caring relationships. These statements were placed 

within the 'O' ranking discard pile because this particular group of carers, who all 

defined themselves as White/UK/Irish in the ethnicity categorisation in the 'Q' 

Sort grid sheet ( see appendix H), did not relate to these statements. 

What are we saying, if as researchers we ignore these differences, these silences, 

especially in the light of an acknowledged need for such issues to be highlighted 

in social policy? Such a question comes back to the notion of the power invested 

in the research and the researcher. Although 'Q' Methodology may be 

emancipatory, a further check and balance may be needed to ensure some voices 

are not being empowered at the expense of silencing others. However, such a 

critique, of course, may be applied to interview studies and other methodologies 

as well, it does not just apply to 'Q' Methodology. 

Allowing for these 'limitations' this methodology produced some subtle and 

refined accounts or 'viewpoints' which complemented the findings of the 

interview study across a wider group of carers, 37 in total, of whom 11 were male 

carers. This enabled a richer picture to emerge of male carers' experiences, 

particularly older spouse carers. In addition the analysis re-identified 'burden' as a 

metonym for 'care' and indicated the multiplicity of meanings attributable to this 

discourse within the study. This, stemming as it does from direct carer experience, 

offers an alternative view to some of the current critiques referred to in Chapter 2 
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in relation to community care which challenges the feminist critique ofcare based 

on the notion ofburden. This study has identified how 'care' may be a 'burden' for 

men as well as women, particularly with the impact of recent welfare policy. 

In summary, 'Q' Methodology is a rigorous methodology. To be effective it 

requires skill in developing a wide ranging but relevant 'set' of statements drawn 

from the subject area. This is both a time-consuming and onerous task. It 

requires skill in developing a comprehensive and accessible 'Q' Sort package to 

give to carers. The 'handing over' of the responsibility for which factors will 

emerge to participants enables a genuine emancipatory process to be initiated. A 

further set of skills is then required as you develop the analysis. This includes the 

ability to address your own subjectivity and the ability to recognise how your 

subjective agenda in relation to the themes you have established may differ from 

participants. In addition you need to develop an effective feedback process with 

participants, to explore the sharing of meaning and recognise the multiplicity of 

meaning. 

The feedback process is emanicpatory, being empowering for both the researcher 

and the researched and involves the process of the attempted fusion of the 'known' 

and the 'knower'. In addition the feedback process maintains participants' ability 

to remain central to the research. The outcome can add finesse and further layers 

of difference, to an interview study. A further advantage of this methodology, I 

have suggested, is that it can offer a validatory critique, a form of triangulation to 

the interview study, and this is taken up in chapter 7. 

277 



CHAPTER7 
CONCLUSION: POST-MODERNISM AND THE THEORETICAL 

SYNTHESIS 

7.1 Introduction 

This final chapter consists of two sections. The first takes up the issue raised in 

the interview study, that of the impact on informal carers of changes occurring 

within social relations as a consequence of the rise of post-modernism. This 

section addresses this question in relation to the key finding of chapter 5, the 

interview study, and chapter 6, the 'Q' Sort study. The chapter then culminates in 

the presentation of the theoretical synthesis, which has gradually been developed 

during the course of the research. 

7.2 The Changing Face Of Informal Care? 

Carol Smart argues that the impact of change which 'post-modernism' or 'late 

modernity' has brought about is not its defining feature per se, it is 'the rapidity of 

change itself which is the defining characteristic (Smart 1997: 301). In relation to 

families, however, she argues the 1990s have seen a wish to: 

tum the clock back on all family life in order to recapture an era when the family 
was the solution to social ills rather than source of social problems. We are 
witnessing a renewed emphasis on the family as the one institution which should 
not change, even though it is taken for granted that everything else around the 
family is changing radically. [original italics] (ibid: 302). 

The desired drive of the community care reforms during the time in which this 

research was undertaken, the early 1990s, attempts to place informal care 'back' 

within a particular form of familial responsibility, that of the 'nuclear family' 

based on an assumed 'right' to assistance from relatives. Such an assumption has 

the potential to smack of the intersection of 'care' and 'liable relatives' once again, 
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as Finch and Mason argue: 

The 'rights' to assistance was expressed explicitly in the Poor Law concept of 
'liable relatives'. The concept of liable relatives was removed from the law in 
1948, leaving legal liability only between spouses, and for young children. The 
more that governments try to re-draw the boundaries between the state and the 
family, and to extend the range of responsibilities which they assume will be 
taken by kin, the closer we come to reviving the idea of liable relatives (Finch 
and Mason 1993:180). 

The impact of this drive and carers' contestation to these ideological and political 

assumptions will briefly be reviewed by considering the key findings from across 

the two carer studies reported in Chapters 5 and 6. 

A key finding within the interview study was a generational difference between 

female carers. This was confinned and developed further through the self

identification of gendered generational differences within the seven factors by the 

1Q' Sort study. Here all the younger female exemplar carers, whose ages ranged 

between the mid 30s and late 40s, placed themselves in Factor A: Carers Breaking 

Out, while the three other older female exemplar carers placed themselves in 

Counter Factor A, Factor C and Factor G. These older carers were in their 60s or 

late 50s. The remaining four factors were all older male carers apart from Factor 

B who it transpired had completed the 'Q' Sort more from a formal rather than 

informal carer's perspective. 

The two studies suggest that there could be differing 'routes' down which informal 

care may go which is increasingly marked by a polarisation of carer agency 

between pro-action and engulfment; risk and agency, and this polarisation is 

marked by carer age. 
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The carers who expressed a sense of engulfment were all older co-resident carers. 

Arber and Ginn ( 1997) note the difference between co-resident care and extra

resident care ofelderly people: 

Co-resident carers spend 53 hours per week providing informal care to an elderly 
person. This is almost six times greater than the average hours spent by those 
caring for an elderly person in another household. The greatest time is spent by 
carers who support their elderly spouse, averaging 65 hours per week with 
negligible gender difference (Arber and Ginn 1997: 353). 

In addition they contend that 'elderly carers are more likely to continue to provide 

care in the face of severe disablement' (ibid: 355). The oldest carers in this thesis 

were coping with severe disablement. For example, the male Factor F exemplar 

carer was in his late 70s caring for a mother-in-law who was over 100 and totally 

dependent. 

This raises the further question of who is responsible for an ageing population? 

The carers in the bottom right hand comer of the 'Q' Sort model quadrant (Factors 

F, G and I), who were in the main older carers (over retirement age), felt strongly 

it was not their total responsibility. They argued that caring was also the 

responsibility of the government. However, whilst feeling angry and 'let down' by 

the government, they also felt helpless to ameliorate their situation. These carers 

carried the full 'burden' ofcare identified in Chapter 6. 

Their 'taking-up' of the preferred subject position within the community care 

reforms places them in an ambivalent position within the new marketised 

definition of community care as 'service providers' within the mixed economy of 
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care. All these carers will have negotiated and established what Finch and Mason 

have termed a moral personal reputation as the carer for the relative in need of 

care by establishing commitments over time and reciprocal relations (Finch and 

Mason 1993). In addition, the male spouse carers will have taken up the precepts 

of 'duty' and/or 'love' as contained within the marriage ties. They all construct 

their identities within the moral imperative to care, but the reforms have placed 

them in the situation where they: 

must now compete for a share of limited state funding controlled by social 
services departments who function, not only as assessors of need, but as rationers; 
not only as enablers, but as brokers in the marketplace for social care. The 
process is dehumanising in that it reduces the responsibilities [ carers feel] to a 
liability. In place of the social negotiation of family responsibilities is a market 
negotiation (Dean 1995:156). 

These older carers point to a further polarisation and divergence within social 

relations which is occurring as part of recent governments' emphasis on self~ 

reliance and individualism and a residual role for the state. Such a regulation is 

creating 'one group of older people with property and an occupational pensio~ 

and another living in rented accommodation and dependent on the state pension' 

(Fox Harding 1996:43). This has been referred to as 'two nations' (McGlone 1992) 

of older people. It is this second group who are represented in the thesis and their 

degree of 'choice' is heavily constrained by their positioning within the reforms, 

and places them at risk of poverty and with very little support. 

However, evidence that some older carers do make a choice was seen m 

Elizabeth's situation ( one of the younger 'older' carers in the thesis). Elizabeth did 

eventually make a 'choice' to say 'no' in the interval after the interview study. This 

was very painful for her and, in particular, she found it very difficult to go against 
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the powerful social mores contained within the socially constructed gendered 

differentation of familial ideology in which her kin network was immersed. She 

comments in her 'Q' Sort feedback: 

I did what I thought was right and set some time aside for myself. I did not want 
to be so engulfed by my mum that I lost all sense of myself, my own self worth. 
I'm not sure my own family understand this ('Q' Sort feedback, Factor C). 

Elizabeth appears to stand at the 'threshold' of change, poised at the point of 

polarisation between younger and older carers. Being an older carer she had felt 

constrained but had eventually 'taken a stand' (Interview script). At the same time 

she points towards the rapid changes occurring in society and familial 

relationships to argue that 'The changing shape of families today reduces the 

willingness of people to care' ('Q' Sort: Statement 1). She pleads for a re

construction of 'care' within social relations and especially a re-conceptualisation 

of caring identities to encompass both male and female. 

The research has indicated that the younger female carers were able to construct 

counter discourses to political and social ideological hegemonic discourses more 

effectively (although still hesitantly) than the older carers. This, I have argued, 

could be partly attributable to their stronger position within the public sphere 

which has 'opened up' a discursive space to enable them to make a claim for 

public consideration in their own right. A further factor could be the loosening of 

the power of embedded historically specific social constructions, such as familial 

ideology. A third factor could be the prospect of being reduced to living in 

poverty, or to escape poverty, as was demonstrated in the case of the parent carer 

in Factor A. These generational differences between the carers in this thesis 
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impact on the decision to 'choose' to care and suggest such changes may be linked 

to the pace of social change referred to by Carol Smart, and it is to these trends 

that I now turn. 

7.2.1 'Care' and social trends 

The UK does not have an explicit policy for the family. For example, there is no 

minister with formal departmental responsibility for families, and the well-being 

of families is affected by a wide range of social and economic policies. As has 

been argued, from the late 1970s in the UK there has been a growing emphasis on 

the need to promote self-reliance as opposed to dependency on the state within 

welfare policy. This has resulted in: 

an increasingly intense debate about changing family patterns in general and the 
perceived threat to civilised society on the onward march of lone parenthood in 
particular. John Major came to power at the end of a decade in which a number 
of long-term trends in family and women's employment patterns had accelerated 
(Lister 1996:11/12). 

Increasingly 'women seem to be more independent of marriage, and to have less to 

gain from it' (Fox Harding 1996:47). There has been an increase in divorce, an 

increase in lone parenthood, an increase in co-habitation and re-constituted 

families over the past few decades. New patterns are emerging which involve 

more complex family forms. Ruth Lister notes that by 1990 single person 

households had overtaken the nuclear family as the most common family form, 

although there was considerable variation between ethnic groups: 

The proportion of women aged 18 to 49 who were married had fallen from 74 per 
cent in 1979 to 61 per cent in 1990. Conversely, the proportion ofwomen in this 
age-group cohabiting had increased from 11 per cent to 22 per cent o~er the s~e 
period. By 1992 the figures were 59 per cent and 21 per cent respectJ.vely (Lister 
1996:12) 
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Significantly, in addition within the UK women are set to outnumber men in the 

labour market. Importantly, however, she continues the labour market is: 

Segregated along both vertical and horizontal lines and in which the majority of 
jobs open to women have been low paid and part-time. The UK has the second 
highest proportion of female part-time workers in the EU (though part time work 
is much less common among minority ethnic women). It also boasts the highest 
earnings gap between women and men (ibid: 13). 

This links back to the issues raised in Chapter 3 of the impact of 'post

modernisation' and the rise of 'post-Fordism' as a result of global economic 

change, which will be considered next. 

7.2.2 Post-modernisation and the impact ofpost-Fordism within welfare 

The impact of post-modernisation in the UK has brought about a reduction in 

manufacturing, new and expanding developments within information technology, 

the media and information services, and an increase in the service sectors. These 

changes increasingly turn upon a post-Fordist emphasis on the fragmentation of 

work and a polarisation between core and periphery workers. There has been a 

trend towards the feminization of labour where women are to be found 

overwhelmingly within the service rather than industrial sectors, and within the 

periphery rather than the core. 

The feminist critique of mainstream accounts of the impact of post-Fordism on 

welfare considers these accounts do not pay sufficient attention to the range of 

complex social relations, and their particular histories, appertaining to welfare. 

For example Fiona Williams points out that such accounts ignore the inter

relationship between the state and 'race' and imperialism, the state and 'disability', 

the state and unpaid domestic and caring work, and the state and patriarchy. 
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There has been a tendency she argues 'to generalise and conceptualise from the 

basis of the white, male experience of work and ofwelfare' (Williams 1994:66). 

This critique can be further highlighted through a focus on the contradictory 

aspect of the introduction of new public managerialism to create cultural change 

within the community care reforms. This has impacted particularly on the 

increasing number of female workers within the 'care' sectors. Increasingly, 

women have been subjected to the 'disciplinary' power of new public 

managerialist discourses. 

This can be seen, for example, within the re-structuring of local authorities' social 

service departments through the intensification of a male dominated 'core'. Such 

core workers tend to focus on information gathering and new technology at the 

expense of the care function which is mainly undertaken by female workers who 

are located at the periphery. This male dominated core also controls the labour of 

women within the lower reaches of the department and within the provider 

organisations at the periphery by utilising neo-Taylorist techniques such as part

time, low-paid short-term contracts (Ellis and Davis 1995). This can be seen 

particularly in the impact of the 'contracting out' of services, where it is primarily 

women and black workers who take up the menial positions which have been 

contracted out to other organisations outside the social service departments. Such 

practice, Fiona Williams argues is both profoundly gendered and racist (Williams 

1993). 
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Therefore, the increased role of women in the workforce is not unproblematic. 

These changes in the composition of the workforce, and the potential impact 

within wider social relations raise the issue of citizenship for women, and the 

struggle over how citizenship can be re-cast and utilised within a post-modem 

welfare state. Ruth Lister for example, poses the conundrum facing many women 

today of: "citizen-the-carer' or 'citizen-the-wage-earner'?' (Lister 1999:17). This 

question harks back to the equality/difference debate within feminism which is 

premised on what has become termed as Wollstonecraft's dilemma The 18th 

century liberal feminist Mary Wollstonecraft insisted on the one hand that women 

were equal to men, and on the other that 'women have specific capacities, needs 

and concerns, so that the expression of their citizenship will be differentiated from 

that of men' (Patemen 1992:236). 

However, Ruth Lister suggests we need to move beyond the equality/difference 

opposition and develop policies and changes in the labour market which can 

accommodate both women as "citizen-the-carer' and as 'citizen-the-wage-earner'. 

She goes on to argue policies need to be developed which give greater value to 

care work and promote women's position in the labour market whilst 'tackling the 

sexual division of labour and time' (Lister 1999:29). With regard to informal care 

this re-casting tends to be couched in terms of payments for care, the difficulties 

of which have already been discussed in Chapter 4 in relation to Clare Ungerson's 

work. One major obstacle, as indicated by both Clare Ungerson and Ruth Lister, 

is the potential for a clash of interests between the needs of disabled people as 
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represented by the disability lobby within the new social movements, and the 

needs of informal carers. 

The potential to recast 'citizenship on more inclusive lines and in ways in which 

women and men can begin to operate as citizen-carer/workers on equal terms,' 

(ibid:29) appears elusive. Such a re-casting of gendered social relations, however, 

is exactly what Elizabeth appeals for, both in the interview study and the 'Q' Sort 

study. Within the interview study it is a more hesitant suggestion, but within the 

'Q' Sort study it is a definite plea, and, as importantly a forecasting that the 

intersection between 'women' and 'care' is changing. 

These changing social trends have the potential to impact adversely on an ageing 

population and the question of the future 'availability' of informal care, and thus it 

may be argued: 

The model of the White, heterosexual, nuclear family on which community care 
is based rests on outdated assumptions. In the late twentieth century the decline 
in full employment for men, the increase in women's paid work, and rising 
numbers of one-parent families and other family forms mean that many 
households no longer depend on the earnings of a male breadwinner. Such 
changes in demographic and employment patterns have not altered the perception 
that middle-aged women are the natural carers, and that the decrease in numbers 
of this age group in relation to increasing proportions in the oldest age groups is a 
cause for concern. (fester 1996:143) 

To conclude: The potential for the younger female carers to make the choice to 

say 'no', however difficult or tentative, indicates an emerging shift within our 

Wlderstanding of 'care'. The younger female carers participating in this research 

have actively challenged the social and political discourses structuring community 

care. The impact of globalisation and post-modernism has brought about changes 
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within society and for women. 'Post-modernisation' has created an expansion and 

feminization of labour offering more scope for women to enter the labour market, 

whilst at the same time, it has impacted on governments creating the necessity to 

be even more competitive within global markets. This has created a response from 

recent governments to find ways to reduce public expenditure. This has resulted 

in the driving down of the costs of welfare and the concomitant attempt to place 

the responsibility for 'care' 'back' on to 'the family'. 

The younger female carers are increasingly positioned at the intersections of'care' 

and 'paid work', 'care' and new 'familial forms' and increasingly 'care' and 

'autonomy' as a result of the changes which global transformations and post

modern society has brought about. They are increasingly financially independent 

with accompanying economic and child-care as well as informal care 

responsibilities. Their subjective positioning and identity is, therefore, 

increasingly at odds with the political agenda. 

It is not just the drive of the community care reforms shift from a moral 

imperative to care to a normative expectation of care that these carers are 

negotiating and challenging. They also draw on the social changes brought about 

by globalisation on the one hand whilst attempting to negotiate aspects of the 

socially negotiated moral obligation to care on the other. Part of their counter 

claims involve a commitment to, and demand for, some fonn of collective/state 

intervention for care. 
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7.3 The Theoretical Synthesis 

The conundrum I had set myself in Chapter 4 was to develop a theoretical 

synthesis between feminist post-structuralism, feminist research based on feminist 

theory, epistemology and ontology, and the feminist critique of social policy. In 

short this comes down to the tensions between 'difference' and 'commonality' or, 

the contradictions between fractured identities on the one hand, and the concept of 

a 'given personality' on the other. This dichotomy is highlighted through binary 

oppositions. Feminism for example can be divided between essentialist/humanist 

standpoints and post-modernist or post-structuralist standpoints. Another 

opposition, which has been raised frequently in this thesis, is that of universalism 

and difference, seen as the 'confrontation between the old certainties of social 

policy and the troubling insights ofpostmodem theory' (Ellis and Davis 1995). 

The question then arises of how do you reconcile these differences? How do you 

reconcile material structural relations, such as poverty or 'class', which create 

common patterns of inequality with a more fractured understanding of difference 

and diversity? How do you reconcile a post-modernist/(feminist)post-structuralist 

stance, with its emphasis on fragmentation, risk, difference, power, gender and 

agency, along with a rejection of universality and over-arching theories, with a 

discipline such as social policy which seeks to provide universal and equitable 

welfare services? Or again, how do you enable the differing feminist 'standpoints' 

such as the 'successor sciences' with their emphasis on humanist and liberal ideals 

J to be accommodated with the post-structuralist emphasis on anti-humanist' 
relativism? The answer is to move towards a recognition that these are not 
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immutable binary oppositions, but are complex social constructs which are in fact 

inter-related and open to change. This point has already been raised within this 

thesis by theorist1s such as Fiona Williams, with her polyhedron, and Ruth Lister 

with her quest for a re-casting of citizenship. Ways need to be explored to 

accommodate both 'commonality' and 1difference' in order that neither 'masks' 

each other, for as Peter Taylor Gooby argues: 

If postmodernism denies the significance of such broad developments [as 
economic liberalism] and substitutes a language of particularism and diversity, 
the approach may obscure one the great reversals for the most vulnerable groups 
in a cloud of detail, may ignore the wood through enthusiasm for bark rubbing 
(Taylor Gooby 1994:388-9). 

Additionally, Fiona Williams addresses this question in a paper she wrote and 

presented to the Social Policy Association Conference in July 1995: 

Research needs to be informed by the wider dynamics of social and economic 
change. For example, the extent to which the intensified globalisation of 
capitalism and technology has changed the nature and experience of work along 
with the boundaries of the nation state in the West, or the extent to which 
women's claim for autonomy have contributed to the restructuring of household 
forms. These issues are connected to the question of risk as well as to the 
question of how, within all these changes, welfare systems can develop policies 
of sufficient flexibility and comprehensiveness to insulate people from some risks 
and to provide them with the resources to control others. In other words how far 
are these wider changes forcing the emergence of a new welfare settlement 
(Fiona Williams 1995). 

Other academic theorists, too, are working towards this unifying goal, as 1s 

demonstrated in Christine Hallett's introductory chapter to Women and Social 

Policy (1996) for which she is the editor, where she states: 

Central to this book are both the differences and commonalities experienced 
by women in relation to social welfare. Politically the commonalities may be 
important but the specificity ofwomen1s position is also critical for individual 
women's lives at particular points and their experiences of social welfare 
(Hallett 1996: 11). 
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Feminist theory is also addressing these issues. This can be seen through 

arguments for a 'politics of unity rather than relativism or pluralism' (McDowell 

and Pringle 1992:252), or from feminist post-structuralism, where Joan Scott 

argues: 

It is surely not easy to formulate a 'deconstructive' political strategy in the face of 
powerful tendencies that construct the world in binary terms. Yet there seems to 
me no other choice. Perhaps as we learn to think this way solutions will become 
more readily apparent. Perhaps the theoretical work we do can will prepare the 
ground (Scott 1992:263). 

What these theorists point to is the need to develop ways of working across 

divisions, which recognise their inter-connections rather than their oppositions. In 

order to develop the theoretical synthesis, therefore, I have attempted to 

accommodate these binary oppositions by arguing for a recognition, at an 

aspirational level, for the potential for unity, for the potential for movement. 

What the theoretical synthesis attempts to do is develop a way of thinking, a way 

of addressing the three perspectives which enables the potential for such shifts in 

theory to materialise. The attempt to develop a synthesis is, therefore, temporary, 

ongoing and continuous. The following constitutive precepts identify where the 

synthesis is at the time of writing-up, the early summer of 2000, they indicate a 

'frozen snapshot' in time, in movement: 

Feminist epistemology and ontology. 

This offers: 
• A recognition that theory is reflexive, accessible and derived from experience 

analytically entered into. 
• A recognition that theory is temporary and subject to constant revision, but 

emanates from concrete material conditions. 
• A focus on unalienated knowledge through a rejection of 'Scientism' and 

a focus on making the knowledge production process visible. 
• A focus on an ontological basis of gendered oppression, but which does not 

restrict an acknowledgement ofother forms of oppression, such as race. 
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• A recognition of agency and the working of power. 
• A recognition of differing 'feminist standpoints'. 
• A recognition that 'oppression' can come through being marginalised as 'other'. 

(This recognition enables the 'male carers' to be incorporated within this 
theoretical stance). 

Feminist Post-structuralism 

Which incorporates: 

• The notion that identity is fractured, socially constructed and open to change . 

• The understanding that women's subordination in patriarchy may be viewed as 
historically socially constructed forms ofoppression. 

• The notion that the relationship between language, social institutions and 
individual consciousness may be viewed as dynamic, and offers possibility for 
change. 

• The notion ofFoucault's concept ofproductive power . 

• The recognition that through the process of de-construction and re
construction women's diverse and differing experiences may be transformed 
into theory. 

• The notion that binary oppositions between differing feminist approaches are 
not immutable, but are complex social constructs which are inter-related and 
hence moveable. 

The academic feminist critique of informal care and social policy. 

This incorporates: 
• The critique of the elision of 'women', 'care', and 'the family' within social 

policy. 
• An expanded critique on 'care' and 'the caring relationship'. 
• The need to bring gender and race into the heart of social policy. 
• A critique of the politicalisation and incorporation of new managerialism 

within recent welfare reforms to assist with the residualisation ofthe state. 
• The impact of these reforms on informal carers. 
• The impact of'post-modernism', which: 
• Brought an emphasis on difference and diversity. 
• Created the opportunity for new forms of resistance: 'new social movements' 

and the 'politics of identity' movements. 
• The impact of'post-modernism' on welfare policy: 

• The articulation of post-modernism within an analysis of social policy 
which demonstrates the imposition of diverse forms of a marketised and 
contract led service, which includes the subjugation of informal care 
within that contract culture, from a 'top-down' focus. 

• The articulation of post-modernism within an analysis of social policy 
which focuses on a 'bottom-up' analysis of difference and diversity, and 
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which exposes the 'false universalism' (i.e. a model based on white 
patriarchy and familial ideology) ofthe post-war welfare state. 

• The need to find ways of enabling social policy to address both 
universality and difference. 

This theoretical synthesis is tentative, dynamic and open to constant development. 

Where it is specifically 'feminist' is in its location within a particular feminist 

epistemological and ontological position, that of 'a way of being in the world'. 

This way of being acknowledges and recognises the impact of patriarchy and 

marks the 'standpoint' of the researcher. This theoretical synthesis has been 

developed within Liz Stanley's notion of feminism: 

'Feminism' is not merely a 'perspective', a way of seeing; nor even this plus an 
epistemology, a way of knowing; it is also an ontology, or a way of being in the 
world (Stanley 1991:14). 

However, it is not imprisoned within this subjective positioning, but is informed 

by it. For example, such an ontological position does not restrict 'gender' to only 

looking at women but acknowledges the need to focus on men and masculinity. 

Equally, it acknowledges that gender 'can no longer claim the legitimating mantle 

of the difference' (Hallett 1996: 11) it encompasses other forms of oppression, 

such as that experienced as a result of race or disability. 

This emergent theoretical synthesis provided the philosophical and theoretical 

framework for the research, and the methodology developed was both informed 

by and part of this epistemology. The term 'methodology' I adopted refers to both 

the theory and analysis of the research process and incorporates the task of putting 

theory into practice; the actual 'doing' of the research. 
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Therefore, like the synthesised analysis, the methodology was dynamic and 

created gradually as the research evolved The final composition of the 

methodology adopted, along with its constituent parts, comprises: 

Feminist research which is grounded in feminist theory. 

This takes account of: 
• The researcher/researched relationship through establishing non-exploitative 

and empa:thetic research interviews which: 
• Acknowledge it is not just the researcher who 'knows'. 
• Acknowledge research subjects know and theorise their experiences. 
• Recognise the productive relations of power within the interview. 
• Demonstrate an approach to the interview based on respect, sensitivity, 

openness, clarity of communication, appropriate disclosure, a genuine desire 
to 'know' and a belief in the narrative. 

• The 'intellectual autobiography' which: 
• Focuses on the research process - to illuminate 'what is going on'. 
• Makes explicit the intellectual labour process of knowledge production. 
• Takes account of the researcher's subjectivity. 
• Contextualises the research process. 
• Focuses on reflexivity. 
• Focuses on power. 

• Incorporates the use of a 'Reflective Diary' to assist the intellectual 
autobiography. 

• Attempts to produce unalienated knowledge. 
• Attempts to create opportunities for social change. 

De-construction and Discourse Theory. 

This offers: 
• The possibility of analysing discourse as 'interpretative repertoires' which 

accommodates fluidity, and plurality, but which enables informal carers to 
remain centre stage through incorporating contextuality. 

• The rejection of grounded theory's concept of tabula rasa, and the 
incorporation of the researcher's epistemological and ontological standpoint, 
and the prior identification of two major discourses. 

• The possibility for other significant categories and sub-categories to arise from 
data. 
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In relation to the interview study this offers: 

The Interview Study. 
• A dynamic and contextualised de-construction of texts which enabled the 

development of a synthesised analysis comprising: 
• The identification of two further significant categories comprising 

professional gatekeeper's mediating discourses. 
• The identification of carers' counter discourses based on social rights and 

empowerment through new social movements. 
• A model exploring the relationship between major discursive categories 

and sub-categories identified. 
• An individualised contextualised analysis for each carer. 

• A flow chart incorporating 'changes over time' for each carer. 
• The identification of difference and diversity 
• The working of power 
• The working of agency 

In relation to the 'Q' Sort study this offers: 

'Q' Methodology. 
• The incorporation of the researcher's epistemological and ontological 

standpoint 
• The ability to retain carers at the centre of the study, and for them to attain a 

degree of control over the study. 
• The continuing encompassment of subjectivity. 
• An encompassment of meaning as variable, open to interpretation and not 

'fixed'. 
• The opportunity to utilise knowledge gained from all work undertaken on the 

thesis. 
• The opportunity of retaining the original 15 carers from the interview study in 

the 'Q' Study if they so wished. 
• An emancipatory approach. 
• The opportunity to provide a form of triangulation to the research process 

which would complement and enhance the findings of the interview study. 

7.3.1 &planation ofthe theoretical synthesis 

The bringing together of feminist post-structuralism and feminist theory with its 

focus on power and oppression, as well as the capacity for contestation and 

agency, and combining these approaches with the feminist critique of social 

policy, has provided invaluable insights for ways of moving across oppositions; to 
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search for ways of bridging theoretical oppositions. These insights have gradually 

been developed through considering the debates and contestations around the 

impact of globalisation and post-modernism on the structuring of social relations 

and social policy. 

Where the three theoretical approaches have become 'fused' into a synthesis which 

can accommodate differences is through the concept of 'identity'. An important 

aspect of the power of hegemonic discourses lie in their organisational function; a 

form of disciplining social relations. Examples have been given within the thesis 

of the power of disciplinary discourses 'placing' carers subjectively and informing 

their identities. These discourses operate at many levels: through the power of 

capitalism operating on a global scale; through the regulation of social relations 

within welfare through the community care reforms; and through the 

internalisation of the moral imperative to care, to give but three examples. 

Individuals are in effect controlled, disciplined, 'placed' and monitored by 

discourse within broad organisational 'structures'. 

Therefore, whilst there is the potential for opportunity to 'select' from the myriad 

of choices informing meaning within discourse, there are also powerful preferred 

subject positions which discourse and discursive practices offer, which will be 

repeatedly 'selected'. This is because the power of these constructions lie in their 

apparent 'truth', or obviousness. Discourse holds power through appearing to be 

'natural' 'true' and 'universalistic'. This goes back to the arguments presented in 

Chapter 3 on post-structuralism. These common discursive repertoires create and 
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regulate powerful organisational and disciplinary 'structures' such as class, gender 

'care' and 'informal care' at particular historical conjunctures within social 

relations, at particular moments in time. 

The experience of discourse at the individual level will, therefore, have a tendency 

to be constrained by these structures in material terms, such as life style options, 

and the 'choice' for variable meanings may appear, and be apprehended, as 

illusionary, if such 'choice' is apprehended at all. The power of discourse, 

therefore, informs identity as experienced as a 'felt' sense of selfhood, a 'given' 

personality which individuals will experience as relatively fixed, relatively stable 

and relatively structured. Discourse subjugates 'identity'. I have described this 

subjugation of female carers' identity in my chapter entitled 'Constructing the 

'private carer': Daughters of reform? in H. Dean (ed.) Parents' duties, children's 

debts, Avebury (1995), which I wrote arising from the work undertaken for this 

thesis: 

The feminist social constructionist critique of the caring relationship argues that 
what women 'experience' as natural has in fact been socially constructed through 
the placing of reproduction within the private sphere of the family. Therefore, 
when daughters and daughters-in-law perceive, and experience, caring as a 
natural fulfilment of familial duties, or a willing repayment of their natural debt 
to their parents, or a natural expression of their feminine identity, they are 
interpreting and experiencing social constructions as essentially lived 'facts'. 
These 'facts', however, are not naturally or biologically given 'truths', but are 
powerful ideological constructs within a particular hegemonic patriarchal form of 
social production and reproduction. As such, therefore, they are open to 
challenge and possible change (Thompson 1995: 114) 

Therefore, within this research individual carer identity has been shown to be 

shaped in relation to discourses impacting along traditional notions of 

stratification such as 'class' within a modernist apprehension of social policy, as 
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well as within the more 'fractured' notions of difference as apprehended by post

modemism. This incorporates gender, age, race, carers' position within the 

public/private divide, whether carers are 'parent', 'spouse' or 'partner' carers, and 

the impact of the need for care - such as learning disability, mental ill health, 

physical disability or dementia, to give some exan1ples which illustrate the 

diversity of difference amongst carers. Both these 'universalising' and 'fractured' 

differences impact on the taking-up of subjective positions of individual identity 

which place individuals concretely in materially experienced structural locations. 

The bridge within the theoretical synthesis between 'modernism' and 'post

modemism', universalism and difference lies in the notion of being able to 

acknowledge both a degree of continuity and the potential for multiple meaning 

within the social construction of 'selfhood', or 'identity'. Whilst there is a sense of 

an experience of a core identification of being a 'carer', this identity is also open to 

multiple layers of meaning whilst retaining the sense of being a 'carer'. Thus 

identity is not essentially 'fixed', but neither is it completely free-floating and 

constantly changing, for if it were then carers would be able to say 'no' to caring 

without any difficulty. Therefore the potential for agency, for 'reading' alternative 

subject positions, for producing different meanings, is, theoretically, always 

present. 

Many examples of the power of discourse to attempt to construct identity and 

hence structure have been demonstrated. These are not straightforward processes 

but are complex and multi-faceted. For example the theoretical synthesis has 
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explored how post-modernism and the globalisation of capital relations has 

created new discursive practices such as changing social relations and work 

patterns, particularly for women in recent decades within the UK. We have seen 

how the rise of post-modernisation within the UK has both feminized labour and 

offered new, but possibly contradictory, subject positions to women. In addition 

the synthesis identified how the harnessing and introduction of regulatory 

discourses such as new public managerialism by the government within welfare 

have the capacity to constrain, 'control' and marginalise women, both as care 

workers at the periphery of productive relations, and as 'carers' within the private 

sphere of the home. 

At the same time, however, we have also seen how these discourses have been 

countered by the younger female carers and new 'identity' subject positions taken 

up premised on a notion of 'rights'. These younger carers have taken advantage of 

the opportunity for the increased autonomy that post-modernism and post

modernisation has offered. They have succeeded in challenging the preferred 

subject position of community care discourses socially constructing their identity 

and structural location within the private sphere ofsocial relations. They have re

cast their identities to larger or lesser degrees within the overall sense of 'self as 

'carer' to encompass 'self as 'carer/paid worker' within the productive relations 

offered by post-modernisation and 'self as 'carer/new family forms' from within 

the new autonomy offered by post-modernism. By 'taking up' new meanings and 

challenging the regulatory power of the state, they have re-drawn the locus of 

'care'. 
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What the theoretical synthesis has been able to accomplish, looking through the 

'fused' de-constructionist lens of feminism, the feminist critique of social policy 

and feminist post-structuralism, is identify the constant struggle of 

power/knowledge over meaning which is involved in 'identity', 'structure' and 

'agency' from a feminist perspective. This synthesis also incorporates the 

subjective identity of the reflexive feminist researcher. We have seen how recent 

governments' top-down attempts to shape, regulate and control individual carers 

within social relations through a particular social construction of 'the family' has 

been challenged by claims-based bottom-up counter discourses from the carers' 

participating within this research. 

But we have also seen how these top-down discourses have been challenged 

differently according to generational differences amongst carers. For example, the 

older carers participating within this research have not been able to harness new 

forms of meaning, new counter identities, from within the discourses offered by 

post-modernisation, whereas such discourses have enabled the younger female 

carers to harness greater counter discourses around autonomy. The older carers, 

although contesting community care discourses, have become subjected to the 

other impact of post-modernism, that of a discourse of 'risk', by being situated 

outside productive relations. Their subjective identities are being regulated, 

controlled and placed within material structural locations which disempower, 

marginalise and place them at the periphery of social relations. 

300 



Before leaving this concluding section there is a further issue which needs to be 

aclmowledged, and that is work undertaken by other social theorists on 'identity'. 

The period between the completion of the groundwork for this thesis and this final 

submission was over three and a half years, and within that time my work has 

effectively 'stood still', until the re-appraisal, reflection and further reading 

involved in the final writing-up took place. As one of the last intellectual 

struggles and attainments I have undertaken was the pulling together of the 

theoretical synthesis, I have been able to draw on the more current work 

surrounding the complex and multi-faceted debate over 'structure', 'difference' and 

'identity'. This has helped me crystallise what I was attempting to do in my own 

work at that time. I would, therefore, like to acknowledge in the following section 

how the work of (Brah 1996; Penna and O'Brien 1996; Williams 1996 and Taylor 

1998) has helped to situate my own, although I have tried to describe the 

development of my theoretical synthesis in my own language and terms. 

Taylor (1998) utilises the work of Brah (1996) and her notion of identity as 

containing a core which she describes as 'I' to develop the notion of 'unity'. He 

suggests that as 'subjects' we are formed within a complex array of power 

relations within social relations which are 'inscribed with a multiplicity of social 

categories of difference' (Taylor 1998:340), but out of which individual 

subjectivities cohere to form a sense of unity. This cohesion, he contends, 'does 

not imply natural or cultural essentialism, but points, none the less to the unity 

underlying multiplicity or difference' (ibid: 335). 
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Taylor's work also demonstrates an accommodation between 'modernism' and 

'post modernism', difference, structure and identity, by arguing: 

these social categories of identity [which] are neither structurally determined 
subjectivities which can be read-off from biology or production - as some 
versions of modernism would have us believe, nor free-floating and freely chosen 
through consumer life-styles - as some interpretations of postmodernism would 
have it. They are constructed through processes which operate at the levels of 
production and consumption, but also of politics, cultural significations and 
institutional practices, and are shaped by macro and micro relations of power 
involving old and new political forces and movements. Some of these social 
categories are more resistant to change and some are more fluid and open. Some 
of them seek to ascribe essentialised characteristics to their incumbents and some 
may suggest themselves as social constructions - as 'fusions', cross-overs' and 
other forms of'cultural hybridity' [original italics], (ibid: 341). 

This scenano allows for all 'structures', whether socially constructed within 

universal terms (such as 'class' within modernism), or within the differentation of 

post-modernism, to be taken into account in the defining and negotiating of 

'unity', and therefore, identity. 

As has been demonstrated within this thesis, some carers have succeeded in 

negotiating and contesting and therefore changing their 1structural' locations and 

situations. They have succeeded in negotiating and contesting the driving force of 

recent governments' welfare reforms, and have re-constructed a differing sense of 

'identity'. They have accomplished this through constructing a differing sense of 

'unity' from within the complex 'cultural hybrid' of the diverse range of discursive 

social categories impacting on them. 

Finally, as I have argued earlier in this thesis, a further way in which the 

theoretical synthesis has been accomplished is through enabling a form of 

'triangulation, to occur within the methodology developed in relation to the 'Q' 
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Sort study. Such a claim would have to be treated with some caution in a research 

project premised purely on post-structuralism. However, as the theoretical 

synthesis develops an accommodation between post-structuralism and 

essentialism it allows for individual 'identity' to encompass both a sense of 'unity' 

and 'difference'. This accommodation bas, as described earlier, been encapsulated 

through the notion of a core 'I', (Brah 1996~ Taylor 1998) which underlies the 

multiplicity of difference. 

It is to this core 'I' that I speak in relation to my being able to use the 'Q' Sort study 

as an effective form of triangulation. This is because those carers who have 

participated in the interview study and the 'Q' Sort study are likely to· 'talce up' 

their subjective experiences, their core identification of 'I', as 'carers' from within 

discourse. They are likely to interpret meaning at this 'core' level in a similar way 

in the period between participating in the interview study and subsequently 

participating in the 'Q' Sort study. 

This core identification of 'I' as a 'carer' is the benchmark from which challenges 

and plurality of meaning emanate. It is, however, not immutable, it too also has 

the potential to change along with carers' structural locations if carers manage to 

transform their core 'identity' as 'carers'. 

7.4 Conclusion 

Through bringing together and working within three theoretical perspectives, a 

specific feminist ontological and epistemological approach to research, feminist 
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post-structuralism and the feminist critique of social policy, a tentative theoretical 

synthesis and methodology has gradually been established. This synthesis and 

methodology accommodates theoretical binary oppositions through the 

transcendence ofidentity and offers an original contribution to knowledge. 

The findings from the de-construction of social and political discourses 

positioning informal carers within recent community care refonns point to a 

generational polarisation amongst these informal carers, creating differing 

accommodations and challenges to such discourses. Such differences have been 

informed by the impact of post-modernism, both on governments and informal 

carers. The younger female carers within this thesis are increasingly re

constructing their identity within a framework of autonomy and independence, 

arising from the social changes post-modernism has brought about. They look to 

the government to produce social policies which can respond flexibly to their 

diverse needs. The older carers within the thesis are the potential 'casualties' of 

post-modernism and they call on the government to support their needs. 

Therefore whilst post-modernism may have the capacity to constrain governments 

through the shifts and changes it has brought about within social relations, and 

reconstituted our understanding of 'care', it has not done so to the degree that we 

would no longer make demands on governments and the state for 'care'. The 

carers within this research call for a 'new welfare settlement' (Fiona Williams 

1995) in relation to informal care. 
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COMMUNITY CARE PLANS - RECORDING FRAME 

NAME OF AUTHORITY-----------------------YEAR OF PLAN-----

1. THE 'ENABLING' AUTHORITY: 

a) Does the Plan include a 
statement about being an 
enabling authority? 

b) Where does it state this? 

c) How does the Plan define 
the 'enabling' role? 

2. STIMULATING A MIXED 
ECONOMY OF CARE: 

a) Does the Plan describe its 
approach to stimulating a 
mixed economy of care? 

b) Where does it state this? 

c) What form does this take: 

Yes/No 

personal development---
community development--
market development------

Yes/No 

By the active establishment of residential/ 
day care/domiciliary care 1 trusts 1 ?-------------------
By establishing 'for profit' organisations?-----------
By establishing 'not for profit' organisations?-------
By inviting competitive bids from providers 
through the production of service specifications?-----
By formalising existing grant-aid arrangements 
into service specifications?--------------------------
By negotiating 'block I contracts with providers?------
By negotiating 'spot' contracts with providers?-------
By joint commissioning/purchasing with DHAs?-----------
Any other farms .•.•.•....•.•.•.............•...... • • • • • 

d) If 'block' contracts are 
being negotiated does it 
state for which type of 
service? Yes/No 

e) If yes, which service? ----,--------------------



-------------------------f) Where does it state this? 

g) If 'spot' contracts are 
being negotiated are they 
being registered? 

h) If yes, with whom? 

i) Where does it state this? 

j) If joint commissioning/ 
purchasing is being 
conducted does it state 
for which type of service? 

k) What are they? 

1) Where does it state this? 

m) Does the Plan indicate 
how suppliers are selected? 
eg: 

Yes/No 

Yes/No 

Formal tendering----------------------------
Open tendering------------------------------
Select List tendering-----------------------
Negotiating with a single supplier----------
Negotiating with a range of suppliers-------
Negotiating with new organisations----------
Use of long-standing associations-----------
Professional knowledge-----------------------
Other----------------------------------------

3. NEW PUBLIC MANAGEMENT 

a) Does the Plan set targets/Performance 
indicators which are: 

Quantified in terms of 
inputs (eg costs) 
Time constrained 
Quantified in terms of 
outputs 

b) Does the Plan identify 
a formula for funding 
services? 

Yes/No 

Yes/No 



c) If so, where does it 
do this'? 

d) Does the Plan explain 
how the formula was 
arrived at'? 

e) If so, where does it 
do this'? 

f) Does the Plan clearly 
state who is responsible 
for monitoring overall 
implementation'? 

g) If yes, where is this 
referred to 

h) Is there a clear and 
explicit role for elected 
members within the Plan? 

i) If yes, where is this 
referred to? 

j) Does the Plan refer to 
the need to develop new 
financial information 
systems (IT based)? 

k) If yes, where is this 
referred to? 

1) Does the plan identify 
a strategy for en
hancing the efficiency 
of its own in-house 
providers'? 

4. PROMOTING CHOICE FOR 
INDIVIDUALS: 

a) Does the Plan advise how 
the authority believes 
it is going to promote 
choice for people? 

Yes/No 

Yes/No 
Can't tell---------------

Yes/No 
Can't tell----------------

Yes/No 

Yes/No 

Yes/No 



--------------------------

----------------------------

b) Where does it state this? 

c) What form does this take: 

Purchaser/Provider Split--------------------------------
Individually tailored care plans------------------------
Spot purchasing related to individual packages of care--
Advocacy services---------------------------------------
Empowerment of users/carers 'voice 1 ---------------------

Users/Carers Charters------------------------------------
Other----------------------------------------------------

5. PURCHASER/PROVIDER SPLIT: 

a) Is the SSD planning to 
implement a purchaser/ 
provider split? 

b) Where does it state this? 

c) If yes, will this involve 
departmental re-structuring 

d) At what level will this 
split be operative: 

Yes/No 

Yes/No 

Strategic Purchaser/Provider Separation-----------------
Senior Management Team level----------------------------
Local Purchaser/Provider Separation---------------------
Does not state/can't tell--------------------------------

6. DEVOLVED BUDGETS: 

a) Does the CCP state whether 
it is planning to 
decentralise its budgets? Yes/No 

b) Where does it state this? ---------------------------

Assistant Director--------c) At what level: Area Manager--------------
Care Manager------~--------
Other----------------------



---------------------

---------------------

----------------------
----------------------

7. CARE MANAGEMENT: 

a) Does the Plan detail its 
arrangements for 
Care Management? 

b) Where does it state this? 

d) Does the plan describe any 
'pilot' Care Management 
initiatives? 

e) Where does it state this? 

f) Does the plan state when 
full Care Management will be 
implemented? 

8. NEEDS LED ASSESSMENT: 

a) Does the Plan define assessment 
specifically as a 'needs led' 
assessment? 

b) Where does it state this? 

c) Does the plan identify an 
overall 'model' of 
assessment? 

d) If so, where does it state 
this? 

e) Does the Plan identify its 
organisational arrangements 
for assessing needs? eg: 

Yes/No 

Yes/No 

Yes/No 

Anticipated date-----

Yes/No 

Yes/No 

Not clear 



Type and level of staff involved at each stage of 
assessment: 

First Interim Final 

Care Manager-----------------------------------------------
Care Assessor----------------------------------------------
Other-------------------------------------------------------
Specialist Client Teams-------------------------------------
Generic Teams-----------------------------------------------
Multi-disciplinary Assess.---------------------------------
Inter-Agency Assessment-------------------------------------
Other-------------------------------------------------------

f) Where aoes it state this? 

g) Does the Plan identify how 
assessment is linked with 
other organisational aspects? 
eg: Care Management----------

Purchaser/Provider split-
Planning arrangements-----

Other---------------------

h) Where does it state this? 

i) Does the Plan give any 
indication of the 
'eligibility'/prioritisation 
criteria for assessment? Yes/No 

j) If so, where does 
state this? 

it 

k) Does the plan state its 
method of advising on the 
outcome of a needs-led 
assessment? eg: Individual Care Package-

Individual Care Plan-----
Other--------------------

1) Where does the Plan state 
this? -------------------------



-------------------------

-----------------------------

m) Does the Plan state its 
procedure for identifying 
individual's unmet needs'? eg: 

Recording 'unmet needs' in Individual Care Plans---------
Recording 'unmet needs' in Individualised Care Packages--
Recording 'unmet needs' through the Planning Process-----
Other-----------------------------------------------------

n) Does the Plan detail its 
'initial' assessment 
arrangements? Yes/No 

o) If yes, where does it state 
this? 

p) Does the Plan details its 
arrangements for receiving 
referrals? Yes/No 

q) If so, does this contain 
information on: 

Type and level of information available to 
applicant for an initial approach, such as 
leaflets/guidelines etc. Yes/No 

Distinction between enquiries/referrals Yes/No 

Criteria for responsibility for 
allocating assessment to which staff'? Yes/No 

Level of information required by SSD to 
make judgements about appropriate response 
eg: assessment pro-formas, self-referral forms'? Yes/No 

r) Where does it state this 
information'? -----------------------------

s) Does the Plan state its 
method of advising on the 
outcome on an initial 
assessment'? Yes/No 

t) If yes, where does it state 
this'? ---------------------------



u) Does the Plan outline its 
plans for staff training 
on assessment? 

v) Does it identify levels 
of staffing'? 

x) Where does it state this? 

9. PRACTICAL SUPPORT TO CARERS 

a) Does the Plan identify 
any specific practical 
support to Carers? 

b) What is the nature of 
this support? 

c) Where does it state this? 

d) Does th.e Plan indicate how 
Carers are involved in client 
assessment? 

e) Where does it state this? 

f) Does the Plan indicate 
whether Carers themselves 
will be eligible for an 
independent needs-led 
assessment? 

g) Where does it state this? 

Yes/No 

Managerial------------------
Professionally qualified----
Vocationally qualified------
Receptionist-----------------
Other------------------------

Yes/No 

Delegated funds-----------
Improved information------
Carers Support Groups-----
Improved respite care-----
Advocacy Schemes----------
Independent Assessment----
Involvement in cared-for's 
assessment-----------------
Other----------------------

Yes/No 

Yes/No 



h) How 'central' to the Plan's 
commitment to community care 
does practical support to 
carers appear to be? Central-----------------

Peripheral--------------

i) Is it possible to identify 
where this appears in the Plan? 

j) Does the plan acknowledge that 
the needs of Carers are distinct 
from the needs of users? Yes/No 

k) Where does it state this? -------------------------

1) Does the Plan acknowledge 
there may be tensions 
between Carers' needs and 
Users' needs? Yes/No 

m) If so, 
this? 

where does it state 

n) If this is acknowledged, 
to which group does the Plan 
give priority? Carers-----------------

Users------------------

Does not state---------

o) Does the Plan identify if 
it involves Carers formally 
in Joint Working Groups/Pilot 
Projects/Initiatives Yes/No 

p) If Yes, where does 
this, and what are 

it state 
they? 



q) Does the Plan identify if 
it involves Carers formally 
in the Joint Planning 
Processes? 

r) If Yes, where does it state 
this, and what are they? 

s) Does the Plan identify 
any training/resources/ 
initiatives to enable 
Carers to participate in: 

Yes/No 

joint working programmes---------
joint planning processess--------
consultation exercises-----------
pilot projects--------------------
other-----------------------------

t) Does the Plan identify 
a lack of expertise in 
'how' to work with Carers 
and if so does it identify 
how it is going to 
address this'? 

10. POPULATION NEEDS ASSESSMENT: 

a) Does the Plan identify 
whether it is building a 
population needs profile? 

b) Where does it state this? 

c) Does the profile include 
local sources of information 
from: 

Yes/No 

Yes/No 

client group registers-------------------------------
General Household Survey's findings on Carers--------
Structured consultation with vol. orgs.--------------
Structured consultation with Use-rs-------------------
Structured consultation with Carers------------------
Joint Planning Processes-----------------------------
Internal Planning Processes--------------------------
The inclusion of Individual Needs Assmt---------------



11. USER CONSULTATION/INVOLVEMENT 
- JOINT WORKING 

a) What forms of joint working does 
the Plan identify for gaining 
the views and experiences of 
users? 

Pilot Projects---------------------------~ 
Joint Planning Processess-------------~--
Advisory role with user groups-----------
Consultation Forums----------------------
Officer Membership on User Cttee's--------
Other-------------------------------------

b) Does the plan differentiate 
between users and carers in 
its joint working processes? Yes/No 

c) Does the Plan identify any 
training/ resources/initiatives 
to enable users to participate 
fully in: 

joint working programmes---------------
joint planning processes---------------
consultation processes------------------
other-----------------------------------

d) Does the plan identify a lack 
of expertise in 'how' to 
work with users, and if so 
does it indicate how it is 
going to address this? Yes/No 

e) How does the plan refer to 
users: 

Customers-----------
Consumers-----------
Clients--------------

f) Does the Plan state whether 
individual users may control 
their own budgets? Yes/No 

g) If yes, where does it state 
this? 



12. COMPLAINTS PROCEDURE 

a) Is the Complaints Procedure 
described in the Plan: 

Internal/external to SSD 
Integrated with other complaints 
procedures 
An adaptation of or a successor 
to a previously existing procedure 

Yes/No 

Yes/No 

Yes/No 

b) Is it possible to identify where 
the plan states this? 

c) Is the procedure described: considerable---
moderate-------
minimal---------

d) Is the procedure based on a model 
which is: 

juridical-administrative------------
consultative-consumerist------------
participative-enabling---------------
can't tell-----------------------~---

e) Does the Plan's complaints 
procedure include 
'representations' as well 
as complaints? Yes/No 

13. CONSULTATION FORUMS 

a) Does the Plan: 

specifically address/identify consultation 'forums'----
refer only incidentally to consultation 'forums'-------
doesn't mention consultation 'forums'-------------------

b) Is it possible to identify 
where the plan states this? 

c) Does the Plan refer to consultation 
with the following that is: 



------------------------------
------------------------------
------------------------------
------------------------------
------------------------------

voluntary organisations 
community groups 
user groups 
carers' groups 
advocates' groups 
other non-statutory bodies 
(specify) 

d) Is it possible to identify 
where these are mentioned? 

14. QUALITY ASSURANCE 

a) Does the Plan use 'Quality 
Assurance' terminology? 

b) Exhibit at least some 
usage of the term 'customer' 
in preference to 'client'? 

permanent/ recent proposed 
ongoing 

Yes/No 

Yes/No 

c) Describe a QA procedure that 
is: External to SSD 

Internal to SSD 

d) Describe a QA procedure which 
is: 

Integrated with the Complaints Procedure------------
Distinct from the Complaints Procedure---------------

e) Describe a QA procedure which 
is: 

established (eg at least lyr as at Jan'92)-~--------
recently planned-------------------------------------

f) Is it possible to identify 
where it states this 



AppendixB 

Results of Documentary Study 

a) New Public Management "Conformity" Index 

The following results are based on the presence or absence of statements 

about the first six components of the indexin either or both the 1992/3 or the 

1993/4 community care plans. The results are presented in rank order 

according to the frequency with which they appeared.: 

Table 1: 

Ranking of the General Six New Public Management Criteria according to the 
number of the Thirty-Four Authorities indicating compliance 

Number ofAuthorities 
Stimulating a Mixed Economy of Care 32 
Consultation Forums 31 
Promoting 'Choice' for Individuals 29 
Devolved Budgets 25 
The 'Enabling' Authority 24 
The Purchaser/Provider Split 18 

1st. Stimulating a ''Mixed Economy ofCare": (32 out of 34 authorities). 

Thirty-two local authorities outlined a variety of proposals, the main forms 

of which are summarised in Table 2. 

Table 2: 

Local Authorities' main proposals for stimulating a mixed economy ofcare. 
Number oflocal authorities out of 34 adopting proposal in their 1992/3 and 1993/4 
Plans 

1992/3 Plans 1993/4 Plans 

Some form ofService Agreement/Specification . 20 21 

Developing independent 'not-for-profit' trusts 4 4 
Direct 'in-house' provision/business units 4 7 
Joint Commissioning Health/Social Services 5 10 
Continuation of grants to voluntary sector 5 2 
Developing partnerships 8 7 
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The 1989 White Paper outlined specific ways in which a mixed economy of 

care might be promoted, including contracting and tendering arrangements, 

the stimulation of not-for-profit agencies and the voluntary sector as well as 

the 'floating off' of self-managing units (DH 1989: para.3.4.6). All but two 

of the local authorities endorse a commitment to such objectives, and the 

1993/4 plans suggest an increasing level of endorsement. 

2nd . Consultation Forums: (31 out of 34 authorities). 

Thirty-one authorities indicated that they had established specific 

consultation forums, which were either recent, on going, or had been 

established for some time. On the question of consultation there was a 

problem of definition. It was unclear from their plans when the 31 local 

authorities refer to consultation with carers as to whether they are referring 

specifically to informal carers. The overwhelming majority of authorities 

indicated that they had, as they are required, established consultation 

'forums'. However, some authorities may have established carers forums 

which are attended by voluntary organisations and/or 'caring' professionals 

such as social workers, community nurses etc. These 'carers' may speak on 

behalf of informal carers with, or without, their knowledge, but equally may 

be representing their own 'caring' needs/interests. These findings remain 

ambiguous, as it is unknown to what degree these consultation processes 

reach out to informal carers. 
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3rd . Promoting "Choice"for Individuals: (29 out of34 authorities). 

Of the twenty-nine authorities claiming to promote choice for individuals, 

their statements primarily fell into four categories: 

• The beliefthat the care management process would provide choice. 
• The belief in the development of the mixed economy to provide choice. 
• The legislative requirements to advertise complaints procedures and ensure that 

individuals have greater access to information and advice. 
• Empowerment of individuals 

4th. Devolved Budgets: (25 our of 34 authorities). 

Twenty-five authorities indicated that budgets were being devolved to either 

Area Manager/ream Manager or Local Service Manager levels. Very few 

had delegated budgetary control to individual Care Managers. 

5th. The "Enabling" Authority: (24 our of 34 authorities). 

Twenty-four authorities at some point laid claim to being an enabling 

authority within the plans. 

6th. The Purchaser/Provider Split: (18 out of 34 authorities). 

Barely half the authorities claimed to be ready to implement this major 

organisational restructuring. Of the eighteen who advised they were 

developing an internal split, ten indicated the split would involve 

considerable organisational re-structuring. One advised it was conducting a 

partial split, one other that it was not developing a formal split and one 

authority's plans were unclear. 
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Compiling the different cumulative 'scores' which the local authorities 

achieved against the six components of the index produced the follo'Wing 

frequency chart: 

Figure 1 
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b) The Technical 'Conformity' Index 

The result of the Technical Conformity Index presented quite different levels of 

compliance to that of the General Conformity Index, and indicate th~t authorities 

appeared in the initial stages of implementing effective new systems, as can be 

seen from Table 3: 

Table 3: 

Ranking of the Six Technical New Public Management criteria according to the number 
of the Thirty-Four Local Authorities indicating compliance 

Number ofAuthorities 

Setting specific targets/performance indicators 20 
Clear and explicit role for elected members 16 
Responsibility for monitoring overall implementation 15 
Need to develop new IT financial information systems 14 
Formula for funding services 9 
Strategy for enhancing in-house provider efficiency 8 
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c) Practical Support to Carers 

Local authorities were similarly assessed on the basis of their community care 

plans for their 'compliance' with the eight components of the proposed Index of 

Good Practice. The results are listed in rank order in accordance with the extent 

of their compliance. 

1st• Indications ofSpecific Practical Support to Carers: Thirty two of the 34 local 

authorities gave examples of practical support to carers. These fell into the 

following categories: 

• Delegated :funds/increased funds for specific services (eg respite care) 
• Designated posts (eg Support Workers) 
• Establishment ofCarer Forums/Panels/Units/Support Groups 
• Demonstration Projects ( eg: Kings Fund, Princess Royal Tru~ CNA) 
• Research/f raining 

The linguistic thrust of this support appears geared towards enabling carers 

maintain their caring responsibilities. 

2nd. Indications of whether carers are involved in the cared-for person's 

assessment in addition to that person (where this is appropriate): Thirty of the 34 

local authorities indicated that carers were eligible to be involved in the 

assessment process. 

3rd. Indications ofwhether carers will be offifred an independent assessment of 

their own needs if required: Twenty-eight of the. 34 1ocal authorities indicated 

that this was possible. These last two components address the important question 

of the needs-led assessment process in relation to carers. The 'proper assessment 
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of need and good case management' is according to the 1989 White Paper the 

'cornerstone of high quality care'. Equally the Department of Health,s Policy 

Guidance indicates: 

The preference of carers should be taken into account and their willingness to continue 
caring should not be assumed .... Carers who feel they need community services in their 
own right can ask for separate assessment (DH1990: paras. 3.28 and 3.29). 

However, the 'contradiction' contained within the doctrine of new public 

management here becomes apparent through the question of the eligibility criteria 

for services. In order to ensure the most effective use of limited resources the 

guidance also states that services should only be offered to those 'with the greatest 

needs' (ibid: para. 1. 10). This rationing of services is dealt with through local 

arrangements for determining appropriate eligibility criteria and, therefore, 

restricts the degree of choice open to both users and carers. Although local 

authorities did not always indicate their eligibility criteria in their plans, it may be 

assumed that the commitments they made apply only to carers of those users who 

have met eligibility criteria. 

4th. Indications ofwhether carers were involved in joint working, Joint planning 

or other forums: Twenty-eight of the 34 authorities identified specific initiatives 

and three further plans indicated that these were in the planning stage. These fell 

into the following categories: 

Table 4: 

1992/3 Plans 1993/4 Plans 

Pilot Projects (such as Needs Assessment) 4 10 
Joint Working/Joint Planning 21 22 
Joint Training/Training of Professional Staff 6 9 
Advocacy 2 3 
Forums 5 13 

6 



Again, there was a problem with analysis in this sub-section as it was difficult to 

ascertain whether carers were involved in the form.al joint planning processes or 

simply informal joint working initiatives. This problem also applied to 'forums'. 

It was unclear whether they were primarily self-help forums or open forums with 

the opportunity of commenting to statutory authority personnel. Only a minority 

of authorities mentioned more practical forms of joint involvement, through 

training or advocacy, for example. 

5th . Acknowledgement that the needs ofcarers may be distinct from the needs of 

the cared-for person: Twenty-six of the 34 authorities drew a distinction•in their 

recognition of the need to provide services for users as well as services for carers 

and additionally for the need to consult separately. 

6th. Indications ofa central commitment to supporting carers: Twenty-four of 

the 34 authorities were judged to have demonstrated a central, rather than a 

peripheral, commitment to carers within their plans through fulfilling three or 

more of the following five criteria: 

• Whether there was a separate section on supporting carers within the plan. 
• Whether carers needs were included within the client group sections ofthe plans. 
• Whether carers were included in joint planning/joint working initiatives. 
• Whether carers were included in general Statements ofPrinciples 
• Whether there were specific targets within the plans for implementing proposals for 

supporting carers. 

7th . Acknowledgement that there may be tensions between carers' needs and 

users' needs: Sixteen of the 34 authorities acknowledged that there may be 

tensions between carers and users needs. However this minority figure may be 

accounted for by the way in which informal carers are primarily seen and socially 
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constructed as 'service providers' within the reforms rather than as 'customers' in 

their own right. 

8th. Whether plans acknowledged and sought to remedy a lack of 'expertise' on 

how to work with carers: Only three of the 34 authorities acknowledged an initial 

lack of expertise on how to work with carers, and all three addressed this through 

contacting and working with national organisations responsible for representing 

carers needs. 

Compiling the different cumulative 'scores' which the local authorities achieved 

against the eight components of the proposed index produced the following 

frequency chart: 

Figure 2 
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Under the 'Good Practice' Index there were twenty-one local authorities (nearly 

two-thirds of the plans studied) who recorded positive scores of between six to 

eight. These authorities may potentially, therefore, be regarded as possible 

'examplars' of Good Practice, as proposed in this study, in meeting the key 

objective of the 1990 White Paper 'to ensure that service providers make practical 
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support to carers a high priority'. However, the pace at which local authorities 

were implementing change was variable and individual authorities were 

identifying differing local priorities and needs. 

d) Combining the new public management 'conformity' index with the 'practical 

support to carers' indicator 

The following indicates the ranking of the complete seven new public 

management criteria according to the number among the 34 local authorities 

indicating compliance: 

Table 5: 
Toe ranking ofthe seven new public management criteria 

Number ofAuthorities 
Stimulating a Mixed Economy ofCare 32 
Practical Support to Carers 32 
Consultation Forums 31 
Promoting 'Choice' for Individuals 29 
Devolved Budgets 25 
The 'Enabling' Authority 24 
The 'Purchaser/Provider' Split 18 

From this it can be seen that authorities perceive practical support to carers as a 

major objective within the language of their plans. 
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I am currently employed as a Research Assistant 
within the Faculty of Health Care and Applied 
Social Studies at the University of Luton, where I 
am also registered for the degree of PhD. My 
research interests focus upon the recent reforms 
within community care, and in particular how 
these changes will affect carers looking after 
people living in their own homes. 

Previously I worked for many years as a 
professional Community Development Worker 
specialising in developing services within the 
community. Here I gained the experience of 
working with voluntary organisations, small self
help groups; statutory agencies, disability groups 
and individual service users and carers. 

I am actively involved in a local Carers Project 
which I helped to establish four years ago. We 
give carers information and advice, practical help 
and emotional support. I am also continuing my 
work with both individual service users, carers 
and small informal groups helping them to 
identify their needs and organising relevant 
training days and programmes. 

COMMUNITY CARE IN THE 
1990 1s 
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TO TAKING ON THE CARING 
ROLE? 



The r~cent changes in the way community care is being 
?rgamsed places greater emphasis upon choke for people, 
independent living and the ability for people who may be 
affected by problems of ageing, illness or disability to 
continue to live in their own homes. 

However, in order for these proposals to work the 
g~vernment has advised that the bulk of the caring role 
will have to be provided by families, friends and 
neighbours. 

But what happens if relatives or family members feel 
unable to care, for whatever reason, or consider that 
their existing caring role is too heavy to continue? 

Are they really given a free choice? 

Are alternative options or choices offered? 

Is their right to choose treated with the same respect 
as that of the person needing care? 

Are people given a choice to say 'No' and helped and 
supp~rted in this decision? 

Just how difficult do people find these kind of 
decisions? 

As part of a research project I am undertaking at the 
University of Luton I am investigating tle,choices made by 
those who d~dde they can n9 longer c"fe. or wh9 do not 
wish to take up the caring role: · · ·• 

Have you be~n in this situaticim? 

Would you be 1\Tilling to share your,experieitces with 
me? ,, 

Could I come and talk to yo!fll 

If so, I would be very grateful. I would only take up a short 
amount of your time and anything you tell n1,e will be 
treated in the strictest confidence. In order to help you 
know a little more about me some background information 
is printed overleaf. If you decide you would like to take 
part please contact me: 

Mrs Diane Thompson 
University of Luton 
The Research Centre 
John Matthews Building 
24 Crawley Green Road 
Luton 
Bedfordshire LUI 3LF 

Telephone Number: 0582 - 456843 

Your help will contribute to our understanding of how the 
government's new policy on community care is affecting 
people. 



AppendixD 
The 15 Carers in the Interview Study 

The Carin Situation 
Carer 1 

Carer 2 

Carer 3 

Carer 4 

Carer 5 

Carer 6 

Carer 7 

Carer 8 

Carer 9 

Carer 10 

Carer 11 

Carer 12 

Carer 13 

Carer 14 

Carer 15 

Husband caring for wife. Wife has cancer and other subsidiary conditions. Husband,s 
own health deteriorating. Took early retirement to care full time, is now 60. Willing 
carer - attempting to set limits and gain extra support from the State. Living on benefits. 

Mother looking after profoundly handicapped daughter of 22. Willing carer - fighting 
against cuts in Learning Disability services. Works part-time. 

Mother looking after profoundly handicapped daughter in her 30s. Mother in her 60s. 
Has been a willing carer but now exhausted. Attempting to seek alternatives for her 
daughter - coming against resistance by the statutory agencies. 

Single parent looking after an uncle who has Cerebral Palsy and learning difficulties. 
Willing carer. Feels the government does not support carers. In 30s. Living on benefits. 

Single parent in her 30s. Had been caring for a partner who has muscular dystrophy, 
but decided she would have to stop. Took the decision to leave the relationship. 
Works full-time. 

Single parent in her 40s. Had been caring for her daughter with learning difficulties until 
her daughter's behavioural problems became so severe she felt unable to cope any longer. 
Works full-time. 

Married daughter in her 50s helping her stepfather look after her elderly mother wh6 
has been bedridden for two years. The daughter feels tied. Wants to give up but tom 
Because of her love for her mother. Wants more help from the statutory authorities. 
Works part-time to fit in with caring responsibilities. 

Married daughter 44 years old caring for her father after a stroke left him with 
epilepsy, asthma, speech and behavioural problems. Wants to set limits on caring. 
Works full-time. 

Single parent in her 40s. Mother in her 80s - has had a series of strokes. Presently in 
hospital. Daughter tom between taking mother home or allowing her to go into a home. 
Works full-time. 

Husband in his 50' scaring for his wife who has schizophrenia. Unemployed, living in 
poverty. Wants to stop caring. Feels unsupported. 

Single daughter in her early 40s. Had been caring for her mother who had developed 
Althzeimers disease. Decision taken to let her mother go into a nursing home. 
Works full-time. 

Single daughter, in her 40s. Caring for her mother. Initial contact from mother as 
opposed to the carer. In the event the daughter a willing carer, but worried about future. 

'Volunteer' befriender. Later became a carer- story ofhow she tried to get the statutory 
authorities to take on the caring responsibility. Took early retirement from work. 

Older wife caring for husband who has had a series of strokes. He is currently in hospital 
She is worried about coping. Suffering from depression, does not work outside the home. 

Single daughter, now retired, had been caring for her mother until onset of dementia. 
Eventually the mother went to live with another daughter. The carer very tom 
about this. Felt unable to cope with her mother, but unable to cope with the decision 
not to care. 



AppendixE 

The Interview Study: 
Interview No 7: Analysis 

1. Carer's Personal Context 

Elizabeth helps care for her elderly bed-ridden mother along with her step-father. 

Her mother requires 24 hours a day care, seven days a week. Elizabeth's step

father is the primary carer and Elizabeth goes to his house every week-day and 

spends an average seven hours a day sharing the caring role. At the week-ends 

her step-sister travels to help them both with the caring. Elizabeth's step-brother, 

the only other sibling, does not share in the caring of his mother. The step sister 

and brother are twins. Elizabeth's step father, the twins father, is himself elderly 

and is coping with crippling arthritis. The family has two hours per week input 

from a District Nurse. 

Elizabeth is in her fifties, married with two grown up sons and a younger 

daughter. She also has two grandchildren. Her husband is a long distance lorry 

driver which means that normally she only sees him at weekends. She works 

part-time as a cleaner in order to fit paid work around her caring role. 

The interview primarily focused around her over-riding desire to back away from 

the caring role in order to regain a life of her own. A major concern for her. at 

this particular moment in time is her perception that, at her age, she may be 

beginning to risk 'loosing out' on opportunities and life chances to do something 

for herself. Exan1ples she quotes are being free to enjoy the pleasures of being a 
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grandmother; to take the opportunity of entering some form of further/higher 

education; and to be free to have more time with her husband She desperately 

wants to say 'no' to the caring role but is struggling with competing discourses 

which maintain and sustain her in the caring role. Although at an abstract level 

she can articulate discourses which may legitimate a carer's right to say no, she 

cannot bring such discourses to apply, at a material and concrete level, to herself. 

Therefore she does not know how, or whether, she can give up the caring role 

because she would perceive this as a selfish act 

2. Setting the Scene: The Interview Process 

Elizabeth responded to me through my appeal on local radio and ea.me to the 

University for the interview. I showed her around the floor of the building where 

I worked and made us a cup of coffee. She knew the area and the history of the 

University well, being a local person, and had in fact attended at Luton briefly 

when it had been a Technical College. When we were back in my room with our 

coffee we discussed the interview format again and the four themes. She was 

very interested in my research, although nervous about being tape r:ecorded, and 

feared she would run out of things to say. I tried to re-assure her that if that 

happened we could have a short break and then use the prompt list to help us. 

also advised her that if at any stage she wanted to stop and have a break we could 

do so. We had a 'trial run' with the microphone and tape recorder and mutually 

agreed that in order to help her into the conversation she would start with her 

present caring situation and her dilemmas about her caring role. The interview 

lasted for approximately 90 minutes. 
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3. Contextual Analysis 

The primary discourses competing and structuring Elizabeth's subject positioning 

and experiences are those within the sub-categories of the gendered patriarchal 

relationships within 'familial ideology' and the 'internalisation of values ~thin 

the caring relationship' within the 'moral imperative to care' discourse. 

The Moral Imperative to Care: 

The gendered internalisation ofvalues within the Caring Relationship: 

Caring for her mother as a sick elderly person was not a new experience for 

Elizabeth. Her childhood and upbringing revolved around caring for her 

mother. They had had a very loving, close and intimate relationship 

established by her mother having been widowed whilst Elizabeth was still a 

baby. When her mother re-married Elizabeth was still a YOU118 child and ~ 

went to stay with her aunt who became her mini-mum as her step-father was 

chronically sick. 

However, when she was a young teenager her mother had a nervous breakdown 

and Elizabeth was sent back to care for her mother and her younger twin. step

brother and step-sister. Her early sense of responsibility and ·dtrty was being 

constructed through the internalisation of discourses based on a positive 

injunction to care, reciprocity and love. However, these discourses "1~e not 

passively adopted, they contained tensions. She reflects on hor comtadictory 

and conflicting emotions and experiences at that time as a young girl: 
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Great expectations, I'd got great plans for myself ...And I felt cheated, very 
cheated. I had to swallow it. My mum was sick and she would have done they 
same for me. Everything was reversed suddenly. (p 1). And as much as I 
loved my mum, ah, how can I explain it.. .I used to think 'why me'? Feeling 
sony for yourself you know what your like when your a teenager (p 2). 

The caring relationship established within childhood and adolescence continued 

in adulthood to the degree that Elizabeth felt that her and her mother's roles had 

been reversed, exchanged. Even after Elizabeth herself was married, raising 

her own children and working part-time she still found her mother: 'cam.ping on 

my doorstep when I got home' (p3). She felt completely 'bogged down with her' 

(p3). 

Her mother's health seriously deteriorated in her early seventies, but she refused 

to go to hospital. By her mid seventies she was bed-bound and the family pattern 

of caring outlined in the opening section of the analysis was established, and has 

been operating for the past three years. 

Elizabeth's experiences of contradictions and tensions with the Moral. 
Imperative to Care sub-categories of Familial Ideology and 'compulsory 
altruism' in the Caring Relationship: 

Over the three year period since her mother became immobilised Elizabeth bas 

shifted her subjective positioning within the moral imperative to care, 

increasingly experiencing the caring role more and more within the sub-category 

of compulsory altruism. She is concerned about her current feelings towards her 

mother which is intimately bound up with her sense of 'lost' opportunities: 
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I mean I've had to take a menial job because of the hours that fit round my 
family, instead of doing something .... .It still isn't too late for me to take a part
time course, but where? It would mean I would have to study at my mum's 
house, at my own home. Anywhere I studied she would be with me. How do 
you block that out for part of the day, when your'e not there with her? I can't 
do that. I feel as though I've lost out. I'm the one that might as well be sick 
(plO). 

Elizabeth considers that her mother has 'taken something away' from &er (p 1O) 

and feels she needs help in coping with her emotions: 

But I feel as though I have no life. I know it sound selfish, it probably ii 
selfish, but I'm 54 years old. I want to enjoy my two grand-daughters. I want 
to enjoy the caravan that we've got that we can't.. .... .its the little things (p6). 

But I don't want to get bitter about her. That is the one thing...and I figure ifl 
got out before I got to that stage that'd help me. I don't know whether :it 
would help anyone else, but boy would it do me a power of good. But its 
finding the backbone to turn round, stand up and be counted and say enough's · 
enough (p 10). 

However, in addition to the power the internalisation process of compulsory 

altruism has upon Elizabeth, she is also immersed in the powerful ~ifect of 

patriarchy in the form of familial ideology which dominates her family n,~twork. 

This is demonstrated early on in the interview when Elizabeth describes the 

expectations of 'the family', especially her mother, that she as the eldest daughter 

would automatically take on the caring role when her mother could no longer 

cope: 

' 
My aunt never asked nothing from me other than the fact tbat l was there, ·~I 
felt that my mum did. Not in words, but in deeds. Perhaps I felt 'oh wny' you 
know? You don't have kids .... dont get me wrong I wasn't put on, lllOt by any 
means, but I was made to understand that I was there. I was the eldest, there was 
nobody else. (p 2) 

Examples illustrating the superior positioning with which 'the ma1e• u,:~®9 
, ! I, 01 • ·•_'j.'1''"':; 

within her family are constantly rehearsed throughout the interview: 
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My mother loves my daughter, but she lets it be known that she prefers boys. 
Which is something that I resent. Very much so. She'll rely on me, but at the 
same time (her mother will say) "give me boys any day, they're easier to cope 
with" (p 3). 

And what hurts me is that although my mum doesn't say it, she wants it to be 
the boys, and I'm desperate that my daughter never really cottons on. I know , 
she loves her and she gets the jewelry box out and says look at this my darling 
it is for you, and everything, but I feel its an act with mum. And she looks at 
me daring me to say anything (pp 5/6). 

But I do think, where possible it should be a joint...my sister for obvious 
reasons ... she lives in W... um, she's only able to help one day a week. My 
brother can't or won't for various reasons ...... My brother can go to hell if he's 
not going to pull his weight in the home (p 13). 

Elizabeth's description of her step-brother's role in the family particularly 

reinforces the power of this gendered patriarchal structuring and the construction 

of familial ideology within which she is positioned: 

I feel bitter about my brother in lots of ways. But then having said that, he does 
have a living to earn (p7) ..... Why my brother doesn't come up, one, lle'sgot~ 
many outside interests, that is the only thing I can think of. He goes nigh,t fishing, 
he runs a football team. His other interests seem far more important...and 
perhaps they are to him, perhaps they are. Perhaps he's doing what I should have 
done years ago. But I set a pattern and I can't seem to break it. So tbats me. Its 
nobody else's fault, I set the pattern. Maybe I should have been like M. and 
thought 'no' ... But it didn't work out like that. I think it was emotional pressures. 
Yes ... which is worse (p 13). 

By adopting the dominant 'preferred' subject positions offered by the discursive 

practices within the social construction of patriarchal familial ideology and 

compulsory altruism, Elizabeth constitutes herself within an oppressed position. 

She does not do this passively however, but is struggling to find the strength to 

resist such discourses from a relatively powerless position. This relative 

powerlessness is reinforced however by her weak positioninc within the 
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public/private dualism and her lack of 'status' in her interface with public society 

due to her low-paid part-time employment as a cleaner in a large organisation. 

For Elizabeth the setting of a pattern of behaviour that she can't br~6tld which, 

is distinct and morally distant from her step-brother's is, she feels, .of'iher own 

making. This is the 'truth' of the matter as she perceives and experiences it She 

does not locate her relative powerlessness within her wider structural social 

location per se, but attributes this to her own 'identity' and the pressures of her 

close familial relations. She recognises that in order to 'break away' from the 

caring role she would have to go against her own sense of moral identity and 

values. 

4. Absence/Presence of discourses legitimizing - allowing or mt!g -

permission to say 'no' to the caring role 

In this case study Elizabeth has not been able to find a route through competing 

discourses which will legitimize a decision to say 'no' to the caring role. She 

has not been able to harness or articulate sufficiently, although she is stfU$1ing 
' ' ' . 

to do so, alternative discourses which address her 'rights' as an i.&vid-1: aat1 

which would enable her, or 'give her permission' to, stop caring. Percei~ 

avenues of possible support do not materialise, leaving her isolated ~~s 

from the transcript are: 
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Professional Discourses: 

The medical model discourse: 

Elizabeth has regular contact with the district nurse who comes once a week for 

two hours and her mother's doctor, who visits regularly about every three weeks. 

She has had difficulty however in addressing her own needs with either of them: 

The nurse comes to see my mother once a week, she's very nice and I know 
they're stretched. She doesn't give any advice, even when you ask for it. (p4). 

The doctor is very good but he molly-cuddles my mum, but then he knows, or I 
like to think he knows, what he's doing. He wanted her to go and have some 
tests. She cried, she screamed. "Alright, we'll leave you". Now, where does that 
leave us? ( e.g. Elizabeth and her step-father) (p4). 

Elizabeth's description of her experiences indicates that the medical professionals 

with whom she is in contact appear to be operating within the sub-category ofthe 

'carer as a co-worker' or the sub-category which considers the needs ctf the 

patient to be primary over other considerations and does not, therefoie, tab •into 

account the carer's needs. 

A further reference to the presence of the operation of these sub--ca.tegories 

appears within the interview when the question ofElizabeth's mother l()Wg into 

temporary respite care was raised but where her mother was refusing to go: 

But even she (the nurse) said 'well if she doesn't want to go why upset her? ltsoo 
good, it won't do any good with her in this frame ofmm.d (p12). 

The Social Care Model: 

Elizabeth has had equal difficulty in accessing support from ~"• 

professionals who appear to have operated, rather unsympatbetiad\y, ·witMa 

the carer as a co-worker sub-category: 
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They're so cavalier. Well. at least I've found they are. I'm not saying 
everyone feels this, but this is what I've found. They thought I was after a 
home help, and I don't need a home help. Um...no...that isn't it. I think its 
moral support you need. (p12) 

Within neither the social care model or the medical model discourses has 

Elizabeth been able to access ·the sub-categories of the carer as a 'co-client' or 

'the superseded carer', these are absent. The discursive processes being 

operationalised by the professional workers work ultimately within the interests 

of the patient rather than the carer. Elizabeth experiences the impact of the 

power of such discourses as effectively 'closing off any potential for her to gain 

access to any legitimization of her own rights within such discourses. 

Tne instrumental/normative discourse: 

Elizabeth's inability to harness discourses which would support her in her 

decision to say no, and help legitimize her decision, is also demonstrated in the 

following examples of the instrumental normative discourse operating at a 

structural institutional level. As such, this again appears to isolate Elizabeth from 

alternative discourses which would offer her support as a carer. 

And the system doesn't seem to cater for the carer. This is the whole point. 
Alright its perhaps geared for the person that you are taking care of at home. They 
will provide a commode, they will provide a wheelchair and medication.....(p6). 

But I feel as though the carer's needs they just get eroded, they just get buried.... 
(p8) 

I mean, I think medically and that, the sick person is pretty well taken care of by 
and large. .And obviously it's a financial ... and space and resources in the 
hospital. They prefer you to take care of the sick and elderly at home. They 
save money (p12). 
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The consequences of the presence of the above discourses is that informal 

caring is clearly being articulated and experienced by Elizabeth as the primary 

component of the 'care contract'; a given resource upon which the state can 

call. Informal caring is the first and primary line of support, rather than the 

state. 

Family Discourses: 

The moral imperative to care discourse: 

Elizabeth and her family network are imbued within the gendered structuring of 

familial ideology where it is perceived that women are the 'natural' carers, and 

this has been reinforced through the operation of the gendered internalisation of 

values within the caring relationship. Therefore Elizabeth perceived her caring 

role within her adolescence and young adulthood as a natural, common sense 

held belief The discourses present represented the notions of love, duty, 

reciprocity, responsibility, identity through adopting the positive injunction to 

care subjective positioning and the unified 'caring for/caring about' dichotomy. 

The influence of the working of familial ideology is particularly marked later in 

Elizabeth's case study when the level of care increased to meet her mothers 

needs once she had become bed-bound and needed twenty-four hour a day 

attention. At this stage, although her mother's husband has become the main 

carer, who appears to be operating within the moral imperative to care discourse 

through the sub-category of love, duty, responsibility and reciprocity as 

represented within the marriage ties, he is the only male offering any care within 
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the family. Elizabeth comments that 'he's just bone weary. The man is too bone 

weary to even .... whatever my mum says he will go along with for a quiet easy 

life' (p 6). 

Of the three siblings, the two sisters share the supporting caring role, Elizabeth's 

sister helping at weekends, while their brother gives no caring input at all. 

Elizabeth is gradually beginning to experience the caring role within the sub

category of compulsory altruism and becoming increasingly resentful of her 

brother: 'My brother can go to hell if he's not going to pull his weight in the 

home' (pl3). It is her increasing level of resentment against her brother, and, 

therefore, the gendered construction of familial ideology, that is motivating 

Elizabeth to challenge her situation. She sees her brother leading an active and 

full 'public' life within civil society, whilst her life becomes more and more 

restricted and constricted within the subservient 'private' realm of the family. 

This restriction has extended to the point where she is now not able to spend 

time with her own grandchildren because of her mother's and step-father's 

dependency upon her. She has reached the point where, she states, 'But I think 

I've got to start making a stand, and quite honestly I just don't know where to 

start' (p 6). 

Development of a counter discOQf,e: 

Elizabeth's dilemma is how to make her own needs, as opposed to the needs of 

her mother, paramount. How to 'address her own rights and be supported in a 

decision to stop the caring role. · She has not, at the time of the interview, been 
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able to find a route through or transform the discourses within the moral 

imperative to care in which she is positioned and which she in turn positions 

herself, and appears trapped: 'But I feel there's a thread and it won't break. 

They say that the chains that keep you are the invisible ones' (p 8). Neither has 

she been able to harness the support of discourses operating within some of the 

sub-categories of the social care model or the medical model discourses which 

would have the potential to legitimize such a decision. 

The family discourses containing and shaping Elizabeth's subjective positioning 
within the moral imperative to care: 

Within her immediate family Elizabeth has met contradictory discourses relating 

to her own rights as an individual. Her husband states that whatever she decides 

to do he will support her, but does not appear to take an active role in helping 

her in her situation, or the caring role. Her two adult sons, too, do not appear to 

physically help with the care of their grandmother, although Elizabeth states they 

adore her: 

Well, where his grandmother is concerned (the eldest son), she's the 'be all and end 
all', and I'm pleased he's like that because she's been marvelous to him, there's no 
two ways about it., ..He goes to see his grandma quite regular. My other son, he too 
is very close to my mother but he won't go to see her. He'll ring her. He can't 
cope with it. That's the top and bottom of it. He can't cope to see the way she is, if 
he doesn't see it - he's like a bloody ostrich if you don't mind me saying - he's 
buried his head in the sand. 

In particular she has been unable to gain approval or legitimization of her rights 

to give up caring over her mother's rights to receive care from her eldest son, 

whom she thought might J13,ve supported her. 
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This has hurt her: 

Um. ..I thou~t I.' d got an ally in my eldest son and I said to him please try and talk 
to N~ t~ go m Just for the seven days to give granddad and me a break, you know. 
He said 1f she doesn't want to go in leave her....And I felt so disappointed in him, 
because I thought he was the one person who could have helped us (p5). 

My eldest son, he would say, well you've made your choice Mum - he wouldn't 
condemn me, I'll say that, he's not that type of boy. He'd say, look you've done 
your bit, but there'd always be a 'but'. I don't know what that 'but' would be, but 
with him there would always be that 'but'. (p 10). 

These male members of Elizabeth's family illustrate the powerful process of the 

split in the internalisation of caring values between males and females which, 

according to the psychodynamic perspective occurs within the resolution of the 

Oedipus complex. This results in caring being 'given to women. ..while at the 

same time caring is taken away from men: not caring becomes a defining 

characteristic of manhood' (Graham 1983, p18). This, plus the impact of the 

sons' positioning within familial ideology, where they see it as the woman's role 

to care, helps to explain why Elizabeth is struggling to gain approval for her own 

needs and rights from these members of the family, and why her eldest son has a 

'but' about a potential decision from Elizabeth to stop caring. 

Upon the question ofher step-father the situation is complex: 

I think my step-father is half expecting me to say, well from now on I just visit. 
In any small way that I can help, I will.... (p7). 
But rve got to the stage now, and he knows. You see he did say to me I think 
your ready to throw in the towel. But I want him to say the time has come for ~s 
to sit down, the whole family, and say well this is what must be done. She will 
eventually have to go into care. (p9) 

Elizabeth feels tom between familial discourses operating within her own 

family, which reinforce the moral imperative to care and shape her experiences 
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within that discourse and her own struggling needs to 'back away' (p 1) from the 

caring role. This is compounded by her step-father's dependency on her 

continuing in her role: 'My dad doesn't have a life. His eyes light up when I 

arrive. He can get in his garden, and if he feels like going for a pint at a lunch 

time, he can go, you know, and things like that' (p7), and her acknowledgement 

and recognition ofhow vital her help is in supporting him in his role. 

One 'way out' of the dilemma of these discourses, which would legitimize both 

hers and her step-father's situation, she thinks, would be for her step-father to 

consider the possibility of his wife going into a nursing home. He is, however, 

unable to bring himself to do this, and Elizabeth in acknowledging this, 

understands her own isolation and painful responsibility for any decision she 

ultimately takes. If she eventually finds the strength to take the step to stop 

caring she will have challenged the power of patriarchy and will have done this 

without the support of some members of her family, any professionals and the 

state. She accepts the total responsibility for such a decision by stating: 

I've got to be honest. I don't want anybody to take the decision for me 
because nobody can. That's got to be mine, and whatever I decide I'll live 
with rightly or wrongly (p7). 

But the choice has got to be mine. And then the thing is, once having made ~ 
choice, how am I going to regard myself? Will I be doubtful. God, I can easily 
reverse it. I know. But having made that break, I know damn well, I know 
myself, I wouldn't want to go back to it. Once I've been big enough to be able to 
do it, or big enough or coward enough, call it what you like, to make that_break. I 
know, I can say with hand on heart that I wouldn't want.to go back to 1t Its as 
simple as that, because I want my life back, and I haven t got one. Well, ~ a 
life, and they say life is what you make it But that's not true.... Anyway, I ve 
done my talking (p 14). 
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5. Class and access to Professional Gatekeeper's Discoul'le.1: 

Elizabeth's needs remained relatively 'invisible' to both health and social care 

professionals with whom she came into contact and she does not appeal' to 

have been able to strike up a productive or equal dialogue with these 

gatekeepers. Rather she demonstrates a belief in the superior 'professional' 

knowledge of her mother's doctor even when this is to her personal cost Her 

inability to express or articulate her own needs may, therefore, be informed by 

her less powerful social class position, and this combined with the particular 

discourses within which the professional appeared to be operating is 

contributing to her inability to say 'no' to the caring role. 

6. The Researcher/Researched Relationship: 

Style ofthe interview/level ofintervention by me 

When I met Elizabeth at the University she appeared to be very stressed, and 

in order to give her some time to relax I showed her around the building and 

made us both a cup of coffee. She was particularly concerned that she would 

run out of steam or not be able to express what she wanted to say. I felt it 

very important to reassure her that the interview would proceed at her pace 

and that if she felt she needed to stop and have a break at any time that was 

fine. In addition I explained that I had a prompt list which we could refer to if 

she felt she needed help with the four themes. 

Elizabeth felt she was not a naturally articulate person and this was an area of 

concern to her. However the style of interview which evolved comprised of 
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Elizabeth 'letting off steam' about her feelings and tensions initially, with me 

coming in gently to prompt her to give me a wider picture or to reflect upon 

why she felt like she did, to put her situation in context. As the interview 

progressed I asked her more direct questions to clarify a situation or move into 

new areas within the themes. 

She started by giving me a very brief potted history of herself and her family 

and then quickly moved on to the tensions she was feeling about her current 

caring role and her relationship with her mother. In order to help her relax 

more I guided her towards going back and exploring her relationship with her 

mother in her childhood. As she became involved in telling her story she 

became more confident and then found no difficulty in talking. I only 

interrupted very briefly three times in the first four pages ofthe transcript. 

As Elizabeth moved on to talk about how she shares the caring role with her 

step-father I intervened a little more to try to establish just how she, as 

opposed to her step-father, related to the caring professionals. For the next 

five pages there is very little interruption from me as Elizabeth moves on to 

talk about the wider family relationships and how this links with the care of 

her mother. 

As I listened to Elizabeth I began to recognise her need just to 'off load' to 

someone at that time, and she reminded me of other carers whom I had 

interviewed in the past, not to do with this specific project, but with former 
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research where I had been trying to identify carers' needs. One of the main 

findings of this research was the need for carers to be able to access the 

support ofa 'listening ear'. 

I felt therefore by allowing Elizabeth to take her time this would enable her to 

reflect on her situation and 'let out' deeply held feelings and anxieties. This 

she did, although she occasionally needed time to recover from her emotions 

and also be to re-assured that it was okay to talk about herselfand her needs: 

Elizabeth: Um ... well here again it's my needs. 
Me: But that's what we're here to talk about (p8). 

Elizabeth ..... These are the things I want to hold on to. Ifl don't I'd go crackers. I'd 
go crackers ...... Gosh, yes...you do know how to make people talk (nervous laugh). 
Me: Do you want to have a little break? 
Elizabeth: Yes. Give me a chance to finish my coffee. 
Short break in interview (p 9). 

After the break she continued for a further four pages articulating clearly her 

feelings about her mother and then followed my more direct questions about 

how or where she sought support. The last two pages are spent helping 

Elizabeth to explore the question of whose role it is to 'care'. 

My over-riding feeling was that Elizabeth was really appreciating the 

opportunity to have some time for herself and to be free to talk about her 

feelings; to share her story with someone who would listen rather than talk. 

This feeling was confirmed by her statement, made towards the end of the 

interview, that, as a carer, she would like: 
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somebody, just like you have, just to sit and listen. Have a little swear have 
a shout, have a thump. Its better than doing that to the patient (pl2 ). ' 

Reflecting upon the interview and the arzalytical process: 

Reflecting on the interview I felt my initial feelings confirmed that Elizabeth 

had found our time together therapeutic and that we had established a good 

reciprocal relationship. I felt I had gained something very special from 

Elizabeth which I could not quite pin down, but which was something to do her 

with her complete lack of self 'effect' and her insight and wisdom into her own 

situation. In terms of feminist research I felt that she was very much the 

'knower' (Liz Stanley 1991) from whom I as the researcher could, and did, 

learn. 

For me Elizabeth's story gave a clear illustration of how powerfully gendered 

patriarchal discourses worked in practical every day terms. Throughout the 

analytical process I was struck by how well Elizabeth's experiences fitted in 

with aspects of Janet Finch and Jennifer Mason's explanations of the 

· negotiating processes that occur within families when establishing kinship 

obligations. 

Elizabeth had from an early stage begun to form a personal biography as 'the 

carer' within her family network through taking up the 'preferred' subject 

position offered within the highly gendered moral imperative to care discourse. 

Over the years she continued to develop a commitment over time to the role, 

even though tlJjs was increasingly becoming a negative experience and 
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Elizabeth found herself experiencing tensions and contradictions. This resulted 

in her establishing a personal reputation as a carer which, in turn, makes it very 

hard for her to seek legitimation from her kinship group for a decision 'not to 

care'. Conversely her step-brother, whose beliefs take up the dominant male 

perspective of familial ideology, has not built up a similar biography, reputation 

or commitment over time and, therefore, he does not have the same difficulty in 

finding legitimation in the eyes oftheir family for not taking up a caring role. 

The reason why I think I feel such compassion for Elizabeth is due to the fact 

that she acknowledges the differences between herself and her step-brother but 

feels that these are a result of her action alone which she could have simply 

rectified if she had acted more 'like him'. What she does not allow for, or 

possibly fully recognise, is the structural nature of such gendered relationships, 

the impact of patriarchal discourse which are shaping her identity and 

subjectivity. 

Did my realisation of the force of these structural discourses shaping her 

positioning within her familial relationships affect the course of the interview? 

I remember thinking during the interview that she would probably not be able to 

say 'no' because of the relatively powerless position from which her struggles 

stemmed. Therefore, although I think the interview offered us both some 

valuable experiences and in that sense was reciprocal, I have to recognise I 

retained a more powerful position within the process. This was because as I 

gradually sensed the. impossibility for her of her dilemma, her weak negotiating 
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position within the discourses impacting on her, I 'took control' of the interview 

to enable her, after she had 'off-loaded' her feelings, to explore the question of 

where and how she could gain some support. I hope, however, that this was 

conducted in a non-directive and supportive manner. Because I felt such an 

empathy for Elizabeth and her story I did not experience any tensions or 

contradictions within this analysis, apart from the usual difficulty I experienced 

with all the analyses, that of trying to ensure that I did Justice' to each 

individual person's story and experiences. 

Elizabeth remained a very important carer for me within the sample, and it was 

to her transcript that I turned first when it came to beginning the analytical 

process, mainly I think because I respected her simple honesty and integrity and 

found her situation so compelling, but also because her experiences brought 

theory into practice so well for me. 

29.9.95. 
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Flow Chart - Developments Over Time 
Carer No 7, Elizabeth: Shares the care of her elderly bedridden mother with her step-father. Has not been able to say 'no' to the caring 
role. Workimt-class familv. · 

Life-Age Stages Mediating Factors Discourses Present Tensions/Costs/ Discourses Absent 
Contradictions within 
discourses 

Infancy: Elizabeth's mother 
Close relationship with mother widowed when Elizabeth 

10 months old 

Early Childhood: 8-16 yra: 
Mother re-married. Her Elizabeth's aunt paid 
new husband chronically Ill. for her to go to a private 
Elizabeth went to live with her convent school. 
new aunt. She then attended local 
Her mother had tw.ins when Technical College • had 
she was 10. high hopes for herself. 

She retained close relat
ionship with her mother. 

16+/Youns Adulthood: 
Her mother had a nervous Tluown into 'caring' role. Moral Imperative to Care: Teneions: 'Rights ' of the 
breakdown. Family expectations that 'Familial Ideology' Mixed emotions - feelings of individual providing
Aunt told her to go backhome to as oldest daughter it was 'Internalisation of Values' reciprocity but also 'why me?' care. 
look after her mother and the her duty to care, reciprocity; positive Felt there was a reversal of 
twins. Had to give up plans for injunction to care; personal mother/daughter relation

college/future. Identity; obligation; duty; ship. The effects / costs of 
Beginning of formation of women as natural carers; her mother's increasing 
'commitments over time': dependency. dependency on her. 
personal identity /bio
graphy as a 'carer'. 

Her mother recovered her Elizabeth left home, 
health and went back to work. married and had children 

of her own. 

Her mother retired. Life again became hard for Moral Imperative to Care Ten1iona/contradiction1: 'Rights' of the 
Elizabeth as her mother Continuation of above. develping imbalance of individual providing
becoming increasingly reciprocal relationship. care. 
dependent upon her again. Reversal of mother/daughter 

role again. Elizabeth 
feeling 'bogged down' by her 
mother's constant need for 

comoanionship. 

Late 30'• to late 40'1: 
Elizabeth's mother went back Period of well-being. 
to work part-time. Good reciprocal reh,tlon
Elizabeth began to 'catch-up' on ship. 
lost opportunities: further 
education courses ele. 
Elizabeth's mother retires at 
aie 71. 

Lale 40'1 to early SO'e: 
In 1991 her mother became bed Elizabeth taking-up the Moral Imperative to Care Tensions/Costa: 'Rights' of the
bound. caring role again, sharing Continuation of above Caring role conflicting individual providing
Bizabeth takes menial cleaning with her step-father and with her own desires - to be care. 
job to fit in with caring role. step sister. Caring role with her own family : her 
Her step-brother excluded/ reinforced through the husband/grandchildren,
excused from the caring role. strength of her personal Conflicting with her. desire to 

biography/reputation/ catch up and make something 
identity established over of herself before she is too old 
time. 
Caring role reinforced Continuation of above plus Elizabeth does not feel able 
by professionals Moral/Normalive to address her own needs 

Dlacoune - carer as a co with the caring professionals. 
worker - carer primarily The caring role becoming 
wants to care, primary transformed from a positive 
focus the cared-for not the injunction to care to that of 
carer. compulsory altruism. 
Medical Model • looking at 
medical needs of the Blizabeth feels angry with 
patient. her mother because she 
Instrumental Normative perceives she has a 
Dlecoune • carer as a preference for her grandsons 
'given' resource. Costs to be rather than her grand
home by fam.lly not state. daughter. 

Time of Interview, 1994: 
Reviewing her life situation. Anger/frustration that her Attempting to construct a Tensions: CaMot separate
Wishing to give up the caring step-brother can 'opt out' counter discourse whkh the caring for/caring about 
role. of the caring situation and acknowledges her needs and dichotomy. 

get on with his own life. rights as an individual. Cannot let go of the moral 
Aware that she has set Imperative to care and the 
patterns of behavl~ur constraints of familial 
which are difficult to Ideology.
break. Cannot present an argument 

which would seem legitimate 
in the eyes of others for 'not 
caring 'in the same way as 
her step-brother can. 

Unable to take decision to ,ay Unable to legitimate a 'Rights' of the carer.'no"al present time counter diacoul'8e either Empowerment of carer.
from professionals or some Transformation of 
of her immediate kJn, 'caring for/caring about' 
particularly one of her 
aon,. "I think ii more a,y 
famlly'a approval I want Public/private
,-"'.... .and.11:1.v,........_11., ~-



Flow Chart .. Developments Over Time 
Carer No 9, Margaret: Margaret, who is in her middle forties, cared for her mother 1or eignteen months as she became increasingly frail 
and elderly until her mother was admitted to hospital after a severe stroke in 1994. Her mother is currently in a nursing home on a month 
by month review basis. Working-class origins. Transformed working-class background now professional civil servant. 

Life/Age States Mediating Factors Discourses Present Tensions/Costs/ Discourses Absent 
Contradictions within 
these discourses 

Childhood: 
Very close kin networks. 
Unconventional family. 
Margaret close intimate 
relationship with mother. 
History of caring within 
the family. 
Margaret spent some time 
being looked after by her 
aunt rather than her mother 

Margaret passed for 
grammar school - the flrst 
2irl in family to do so. 

Her mother and sister very 
close, have always lived in 
same street and for some time 
in same households after 
their marriages. 
Her mother and sister good 
neighbours/carers in their 
local neighbourhood. 

Her father thought she could 
now make something of her• 
self bv becoming a 'secretary' 

Moral Imperative to Care: 
Internalisation of Values 
Familial Ideology 

Young Adulthood: 
Margaret married and had 
two children. 
Decided to end the marriage 
Became a career civil 
servant & took up studying. 
Set up home with her cousin 
who helped raise family. 

Her father contracted 
Alzheimer 's disease. 
Her father dies. 
Her mother living indepen-
dently - loving, close 
relationship. 

Her mother and her aunt 
'cared'for her father - saw 
this as their roles. 

' 

Moral Imperative to Care , 

Middle Adulthood: 
Mother's health beginning 
to deteriorate - falls etc. 
'Caring' at a distilnCe 

Being caUed out of work for 
emergencies. 
Travelling evenings/week-
ends to do shopping/washing 
and keeping an eye on her. 

Moral Imperative to Care Tensions/costs: 
Internalisation of Values: Beginning to find it stressful 
reciprocilyi positive in- to cope with caring and full• 
junction to care; sense of time work, plus studying. 
personal identity. 
Filmilial Ideology • women 
as ni\luml carcni. 

Mother's health failing and 
dependency increasing. 
Margaret brings her mother 
home to live with her and 
her cousin. 

Margaret considers part• 
time work. She feels she is 
faced with alternative of 
giving up work and living in 
comparative poverty to care 
for her mother, or consider 
residential care for her 
mother. 
However, decides she 
cannot face such a stark 
alternative - continues in 
full•time work. 

Extended family rally round 
to help with caring tasks -
daughter, uncle, cousin etc. 

Unable to get adequate help/ 
provision from state in way of 
services or rinancial benefits, 
eg; day care not available or 
not flexible enough. 

Moral Imperative to Care Increasing tensions between 'Rights' of the 
her desire to care for her individual providing 
mother and wanting care. 
to keep her independence/ Carer as a co-client. 
career. Contradictions in The superseded carer. 
Familial Ideology: interface 
of public/private. 

Continuation of above plus Contradictions/Costs: 'Rights' of the 
Inatn,meutal Normative Feeling enormous Slrl!SS and individual providing 
discourse. Carer as a given guilt • tom between retaining care. 
resource. Family bears her love for her mother and Carer as a co-client. 
responsibility for caring , yet not wanting to have to The superseded carer. 
rather than the state. physically 'tend' for her 

mother. Positive injunction 
Social Care Model to care becoming compulsory 
Discourse• carers as a altruism • bringing guilt. 
co-worker. Increasing tensions within 

her interfoce within the 
oublic and the privale. 

February.1994: 
Margaret's mother has a 
severe stroke and is 
admitted to hospital. 

Her mother's condition 
improves. 

May 1994: 
Margaret agrees to her 
mother going into a nursing 
home on a monthly review 
basis. 

Caring Professionals are 
concerned for her needs 
and well-being. 

Caring professionals offering 
Margaret a way round her 
dilemma - through the 
notion of monthly reviews 

SociaVMedical Model Contradictions/Costs: 'Rights' of the 
Discourses• carer as a Mc1rgaret continuing to individual providing
co-client. struggle lo construct a care. 
Continuation of Moral counter discourse which will 
Imperative to Care enable her to 'let go' of the Instrumental 
Discourse. cc1ring role. Feeling selfish. Normative Discourse 

Social Care Mod.ii Continuation of above - 'Rights' of the 
Discourse- recognition that she does individual providing 
the superseded carer. not want to lose her career. care. 

Wants to 'love' her mother Instrumental Normative 
but not 'care for' her mother. Discourse 

Carer as co-worker. 

A Tentative Counter Tensions: 
Discourse within the Moral Although Margaret has 
Imperative lo Care based on been able to construct this 
Familial Ideology and the counter discourse, it is still 
interface of the public and only tentative. If her 
the private • mother actually asks her if 
the transformation / she can 'come home' 
separation of affective Margaret does not know 
elements of the 'caring for whether she will be strong 
caring about' dichotomy eg: enough to say 'no'. 
Separation of emotion and 
responsibility 'about' from 
the actual physical tending 
t,,sks o( caring 'for'. 

Counter di~urse given 
legitimacy by the care 
professionals and her kin-
shio12roup. 

Margaret still torn with 
guilt and painful feelings of 
selfishness 



Flow Chart - Developments Over Time 
Carer No 5, Jacky: Jacky was a young divorced single parent who cared for her new partner, who had muscular 
dystrophy, for 7 years before deciding she could no longer carry on in the caring role. Working-class family. 

Life/Age Stage Mediating Factors Discourses Present Tensions/Costs/ Discourses Absent 
Contradictions within 
discourses 

Young Adulthood: 
Jacky married young and 
had a daughter at 19. 
The marriage split up and 
Jacky became a single 
parent. 
She met her new partner, 
Bill who has muscular 
dystrophy. 

Late 20's - Early 30's: 
Bill & Jacky began to live 
together. 
Bill working and maintain-
ing independence. 

Bill's condition began to 
deteriorate. 

Bill became increasingly 
dependent. 
Jacky taking on a caring role 
in addition to her job/studies 

Bill refusedany outside 
intervention/help/support. 
Jacky's health began to 
suffer. Caring task very 
heavy. 

Jacky unohle to Jll'l support 
from mlnlm11l contact she 
had with care professionals 

y.. 
Jacky's daughter demands 
the right to leave home and 
go away to school. 
Bill advised he was going to 
be redundant. 
Jacky succeeds ln gaining 
1st class Honows Degree. 

They were both lonely 
'waifs in a storm'. 
Initially a business 
arrangement. 

Jacky began to leam to drive, 
and to study. 
Jacky began to regard 
the relationship as a 
'partnership' and a family. 

Bill unable to accept his 
increasing disability. 

He began to develop self-
hatred/anger - and projected 
this on to others. They lose 
their friends. Jacky feeling 
very isolated. 

Rl'~ordr.d ln~trummtnlly hy 
professionals: 
Upon slipping a disc told her 
daughter would have to care 
and take on the tending tasks 
until she was well enough to 
continue. 

Bill makes plans to work 
independently - with Jacky 
as his assistant. 
Jacky horril!ed by the 
prospect. Wishing to retain 
her independence to. work in 
her area of expertise. 

Moral Imperative to Care: 
Internalisation of values -
reciprocity; positive in-
junction lo care; duty; self 
identity. 
Familial Ideology - women 
as natural carers 

Moral Imperative to Care 

Mora.I lmp<'ratlvc lo Ciuc 
Instrumental Nonnallve 
Discourse: 
Family first line of support 
for care, not the state. 
Carer as a given 'resource'. 

Moral Imperative to Care 

Tensions/Costs: 
Jacky coming under stress of 
coping with so many 
different demands - caring 
job, studies. 
Stress and strain of coping 
with situation 

Tcn11lonAIConlradlC"tlon11: 
Shift wllhln moral 
imperative to care from 
positive injunction to care 
to compulsory altruism. 

Tensions/Costs: 
Jacky 'loses' her daughter. 
Contradictions within 
'familial Ideology' - Jacky 
within the interface of the 
public/private. 

'Rights' of the 
individual providing 
care. 

'Rir,htl'I' of the 
Individual providing 
care. 

'Rights' of the 
individual providing 
care. 

Middle-late 30's 
The relationship between 
Bill & Jacky deteriorating 

A friend helped Jacky to 
talk about her difficulties 
within the relationship. 

Early 1994 
Jacky leaves Bill 

Bill forced to seek help/ 
intervention from the state 

Life becoming intolerable 
for Jacky. She feels she is 
just there to do Bill's bidding. 

The friend gradually 
empoweredJacky to 
consider her own needs/ 
rights. This process takes 
eighteen months. 

Continuation of support from 
friend and voL orgs. such as 
the Samaritans. 
Social Services provide aids 
to independent living/support 

Moral Imperative to Care 

Gradual development of a 
Cowiter Disooume based on 
the recognition of being a 
carer, and the rights of the 
individual providing care 
to choice. 

Costs/Contradictions: 
Jacky still constrained by 
the moral imperative to 
care • now becoming 
structured aroWld the 
concept of 'pity'. 

The Rights of the 
individual providing 
care. 

Late 30's: 
Jacky and Bill still living 
independently 

Jacky starts a new career as 
a Carer's Development 
Worker 

Jacky has started a new 
relationship with someone 
else. 

Once again 'good friends', 
Bill has come to terms with 
his increased disability. 
Jacky keeps a watchful 'eye' 
on Bill's health. 

She is concerned to help 
carer's recognise their own 
needs/rights - to enable them 
to have a choice. 

Still supports/helps Dill 
as a friend/ carer. 

Counter Discourse baaed 
on the transformation of 
the caring for/caring about 
dichotomy through 
Jacky's placement within 
the interface of the public 
and the private, and the 
"empowerment" of carers -
the choice to say 'no'. 
Self-determination. 



1. The changing shape of families 
today reduces the willingness of 
people to care. 

4. It is right that the government 
prefers carers to take responsibility 
for care in order to save public 
money. 

7. Husbands and wives should care 
for each other because of their 
marriage vows. 

10. To say the responsibility for 
care lies with familie.,; is to say it lies 
with women. 

13. Female carers find it rurdcr tu 
separate the 'loving' from the 
physical caring ·tasks' than male 
carers. 

The 'Q' Sort Statements 

2. Carers have been trapped by 
legislation into caring. 

5. Women experience a mixture of 
shock and guilt if they no longer 
wish to care. 

8. It is not the state's responsibility 
to care for pt.'<lple. 

11. Caring can often involve the 
reversal of the mothering 
relationship. 

14. Men should be excut:.eJ 
from caring. 

3. Caring within families is 
governed by unspoken 'rules' of 
obligation. 

6. Carers should not receive practical 
or financial support to enable them 
to combine caring and pa.rt-time 
work. 

9. The government has put carers 
at risk of severe financial loss. 

12. There is an as6,umption that Black 
families can automatically rety upon 
their exh.ndtl{} fa1nily nchvorb for 
care. 

15. U i:; the ,noral responsibmty of 
famiht.~ to care. 

https://excut:.eJ


16. It is right that society does not 
encourage men to care. 

19. A carer should be prepared to give 
up work and live on income support 
to care full-time. 

22. It is right that the government 
expects that women rather than men 
will care. 

25. The level of state benefit carers 
receive adequately compensates carers 
for the responsibility they carry. 

28. Carers should not be paid for 
taking on the caring responsibility. 

17. Women feel that professionals 
expect women to want to care. 

20. Caring means controlling 
someone's life. 

23. The government's policy on care 
takes sufficient account of families 
who do not conform to the 
'traditional' family model. 

26. A carer's proudest achievement 
is to see someone 'through' to the 
end of their life. 

29. Carers feel trapped in their caring 
role. 

-·-,--->'~ -- .;·· 
-- -- ._.7-..--

18. Carers feel worthless if they 
have to give up caring. 

21. Co-habiting partners will not 
feel the same level of moral 
responsibility to care as married 
partners. 

24. · Carers have a right to stop caring. 

27. It is right that as women take on 
an ever increasing role in the work
force this will reduce their 
willingness to care. 

30. Women cannot say •no• to 
caring. 

·- •. ~---~ 
,:::~-. 



31. As people are now living longer 
the state must increasingly bear 
more of the responsibility for care. 

34. It is right that government policy 
assumes carers are willing to care. 

37. Sometimes the responsibility of 
caring can lead to 'hating'. 

40. The fact that women take on tht~ 
responsibility for care implies this is 
automatically their role. 

32. It would be inhuman not to care 
for a member of the family 

35. It is not right for Professionals to 
encourage carers to give up caring. 

38. It is right that the government 
regards carers as a natural resource 
they can use. 

41. The government has no 
alternative but to regard carers as 
'cost effective' units. 

33. Carers should sacrifice themselves 
in order to care. 

36. Women who cannot fulfil the 
family expectations to care are 
resented by that family. 

39. The family responsibility to care 
ceases once the person being looked 
after requires nursing care. 

42. Carers should care for a family 
rnember as a way of rc..paying them 
fur ht!lp and can." received in the past. 

43. Society makes carers fed ~uilty 44. Everrone ha!:! a 'right tu dt.:nrnnd' •15. C:irern have not been ..1bandoncd 
if they \Vish to stop caring. care from a rdatin:. bv the !-l<ltc. 

; 



46. Women tend to feel men should 47. It is quite in order for the 48. Men tend to hinder women 
not have to care. government to take advantage of from saying 'no' to caring. 

people's natural desire to care. 

49. A carer may choose to care but 50. It is reasonable for the 
this may not be in the best interests of government to expect people to make 
the person needing care. sacrifices in order to care. 
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GRID SHEET: INSTRUCTIONS 

'Q' SORT: CARERS' VIEWS ON WHOSE RESPONSIBILITY IT IS TO CARE 

STRONGEST DISAGREEMENT <-------> STRONGEST AGREEMENT 
-4 -3 -2 -1 0 +1 +2 +3 +4 

(3) (3) 

(5) (5) 

(6) (6) 
(7) (7) 

(8) 
1. Take the 50 statements and sort into three piles. An agree/disagree 

and 'uncertain/discard' pile. 
2. Take your 'marker' cards and place them in a row the same as the 

scores on the grid above (-4,-3,-2,-1,0,+l,+2,+3,+4). 
3. Select three statements from the agree pile which you agree with 

most and three from the disagree pile with which you disagree most 
and place these under each other below your +4 and -4 'marker' 
cards respectively. 

4. Continue 'scoring' the statements in this way lower and lower until 
you reach the Ocolumn. You should have 5 statements under each 
of the -3 and +3 markers, 6 statements under the -2 and +2 markers 
and 7 under the -1 and +1 markers. 

5. Place the remaining statements from the 'discard' pile under your 0 
'marker' cards. If you do not have 8 statements here you will have 
to make some choices between those left over in your -1 or +1 
columns. 

6. Transfer the numbers from the statements, in the order you have 
placed them on your grid, onto the grid on this sheet. 

Please complete the following additional information. This will help me 
identify similarities/differences between carers: 

Sex ........................... Age .......................... . 
Ethnic Origin (please see over page) 

Whether currently caring ......................... . 
If not, please describe circumstances ....... 

Who caring/ cared for ( one or more 
persons) ................................................... . 
Form of cared for person(s) frailty/ 
disability .................................................. . 

Length of time caring ............................... . 
.. .. ... . . . . .. . . ... . ... . . . . . . ... ............. .... .... .. . . .. . .... ... 
Caring in own home/cared for person's 
home/other............................................... 

Full-time/ part-time carer ........................ . 
Whether in paid employment .................. . 
If so full/part time .................................. . 
Occupation .............................................. . 
If full-time carer, occupation beforehand 

Caring shared with others - if so who 

Other dependants in household (eg 
young children) ........................................ . 
Who else lives with you (state whether 
this includes cared-for person) ............... . 

Do you have a frailty/ disability which 
affects your ability to care ...................... . 
. ................................................................ . 



THE 'Q' SORT PACKAGE 

This package contains: 

• 

• 

• 

• 

• 

• 

A pack of 50 short 'statements' . 

A pack of 'marker' headings to help you create your own grid 
initially, to 'score' the statements. 

A 'pre-statement' sheet of paper which asks you to briefly describe 
who you think is 'responsible for care' - to be completed before you 
start the actual 'Q' sort. · 

A sheet of paper containing a 'grid' with instructions upon how to 
complete it, plus additional information for completion which will 
help me identify individual carer's particular situations. 

A sheet of paper asking you to review your pre-statement 
description and to make comments on any particular 
'statements' if you wish, as well as any general comments on the 'Q' 
sort itself. 

A large stamped addressed envelope for returning the 'Q' sort . 



UNIVERSITY OF LUTON 
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THE 'Q' SORT PACKAGE 

This package contains: 

• 

• 

• 

• 

• 

• 

• 

Some loose sheets of paper with the 'statements' on, numbered 1 to 
50, which you will need to cut out along the black lines. 
Essential 

A sheet of paper containing a 'grid' with instructions upon how to 
complete it plus additional information for completion which will 
help me identify individual carer's particular situations. 
Essential 

A sheet of paper with some 'marker' cards for you to cut out to help 
you 'score' the statements. 
Essential 

A 'pre-statement' sheet of paper which asks you to briefly describe 
who you think is 'responsible for care' - to be completed before you 
start the actual 'Q' sort. 
Essential 

A larger sheaf of papers stapled together with all the 50 'statements' 
on with a space alongside each 'statemen~' for your written 
comments. This sheaf of papers to remain intact, not to be cut out. 
Optional 

A sheet of paper asking you to review/comment on the 'Q' sort and 
to consider whether you wish to write another 'definition' of whose 
responsibility it is to care now that you have completed the 'Q' sort. 
Optional 

A large stamped addressed envelope for returning the 'Q' sort . 



GENERAL INFORMATION ON THE 'Q' SORT 

The pu_rp~~e of the 'Q' sort is to give you an opportunity to think about 
and pnontlse a range of different statements around the theme of 'whose 
responsibility it is to care'. What I am interested in is your feelings what 
you think about these statements, how you react to them. You can1 tell me 
th~s by tI:te way in which the 'score' the statements upon the 'grid', and I 
will outline how to do this in the instructions section overleaf. 

However, first of all, before you begin to think about starting the 'Q' sort 
there are a couple of points I would like to stress. 

The first is that there is no 'right' or 'wrong' response to these statements. 
Each statement will have a different meaning for each of you depending 
upon such things as who you are caring for, how long you have been 
caring, whether you are sharing the caring with someone else, whether 
you are in paid employment as well as caring, whether you are a male or 
female, whether you are a full-time or part-time carer and whether you 
have other dependants, such as children, to care for as well. It is the 
differences as well as the similarities in carer's responses that I am 
interested in. 

The most important point to remember is, as you go through the 'Q' sort, 
that what I am interested in is your particular response to the statements, 
what they mean to you. Obviously your response will be made in the 
light of your own caring experiences. 

The other point is, because I realise that I am asking a lot of you and I 
know that as carers you have very little spare time, not all the items listed 
in the 'package' are essential. Some things are marked as o1?tional. 
However, you may find the 'Q' sort interesting but demanding and . 
probably quite frustrating. There may be some statements about _which 
you feel you really would like to 'explain' why y~u scored them in a 
particular way, what they particularly mean~ or _did 1;ot me'.111 to you. You 
may want to tell me more about this. The optional exer~1ses enable you 
to do this and will give me further insights into your particular 
interpretation of those statements. 

Remember I am as interested to hear about those you disagreed with, and 
why, as those you agreed with, but equally I wo:1ld be particularly 
interested to learn a little more about those which you felt had no 
particular meaning for you, or which you found confusing and unable to 
make sense of. This will help me consider whether I need to change '.11'Y 
statements, to make them clearer, before the 'Q' sort is sent to the main 
carer sample in the New Year. 



INSTRUCTIONS FOR COMPLETING THE 'Q' SORT 

1. 1:'he _C~rer's ,Pre-Statem,ent (Essential task): Before you start cutting 
up the md1v1dual statements could you please complete this sheet of 
paper which asks you to describe who you feel is responsible for care. This 
mai'.' only be a short sentence. Just dot down some of your thoughts and 
feelings about whose responsibility ~ think it is. This may be useful for 
you to look at sometimes once you are actually working on the 'Q' sort. 

2. The 50 'statements', the 'grid' and the 'marker' cards (Essential 
task): This is the main purpose of the research and so obviously is 
essential! Initially cut up the 50 statements and sort them into three piles. 
Those with which you agree, those with which you disagree and those 
with which your are either unsure, have mixed feelings about, do not 
understand or which don't appear to have any particular meaning for you 
personally (not all the statements are going to be relevant to each 
individual carer). It might be an idea to spread the three piles out so you 
can see all the statements as you may find that you may change your 
mind. Take the time to 'swop' the statements around into the different 
piles if you wish until you feel reasonably happy. 

You can now begin to think about 'scoring' the statements. For this you 
need the 'marker' cards. The process now becomes rather like a child's 
game! Take the sheets of paper with the marker scores on them and cut 
these up. What you are going to do is re-create the shape of the grid as you 
'score' each individual statement. You will need quite a lot of space, 
either a table or desk top, or even possibly the floor. Place the 'marker' 
cards in a row across, starting with the -4 card on the far left and ending up 
with the +4 card on the extreme right, thus: 

-4 -3 -2 -1 0 +1 +2 +3 +4 

are now ready to start scoring. First, from your agree pile select the 
three you feel most strongly about and place them down in a column 
under each other, in any order you like, beneath the +4 marker card. Do 
the same with your disagree pile and put them down under the -4 marker 
card. 

Next do the same again but this time take five statements each from the 
remainder of the statements within the two piles with which you feel 
strongly, but not quite as strongly as the first three you selected which are 
already in your 'grid', and put them down under the +3 and -3 mark~r. 
cards. Keep on working in this way 'scoring' the statements from w1thm 
the remaining two piles with which you agree or disagree less and less 
strongly, until you reach the marker card scoring 0. Note: The columns 
down must be as follows: 



+4 and-4 - three columns down of statements. 
+3 and -3 - five columns down of statements. 
+2 and -2 - six columns down of statements. 
+1 and -1 - seven columns down of statements 

When you have completed your 'grid' this far you will be left with the 
middle marker card of O empty. In here you put the cards you had initially 
sorted into the third 'discard' pile, the ones which you either felt 
uncertain about or which did not have any meaning for you or which you 
could not understand. There have to be 8 statements in this column. 

However, you will in all probability find that the statements do not fit so 
easily and neatly into these last three columns, the +1, -1 and O scored 
columns. And it is here that you may have to make some further difficult 
decisions, jiggling the statements around to make them 'fit' the grid. 

Having completed your 'own' grid you may wish to leave it for a while 
and come back to it once or twice to see if you have changed your mind 
about the way in which you have 'scored' the statements. You may wish 
to change one or two statements around. 

When you are quite happy with your own grid you can then start 
transferring the numbers of the statements onto the 'Grid Sheet' 
contained within this package for returning to me. All you do is simply 
enter the number of each individual statement in the order that you have 
placed it on your grid on to the Grid Sheet. Then complete the additional 
information about yourself that I ask for on this sheet of paper. This is 
important as it will help me identify carers' situations, their similarities 
and differences. However, do not put your name on this sheet of paper. 
This is not necessary, and it ensures confidentiality and anonymity. 

. The additional sheets of paper with the statements on (optional task): 
you have the time and would like to complete this part of the 'Q' sort I 
uld be very grateful. What I am looking for here is a short account 

· you as to why you scored each statement as you did on the grid. It is 
r opportunity to tell me a little more about what each statement meant 
' ou, how you interpreted its meaning. As this might be a very time

uming task, you may prefer to just pick out one or two statements 
·eh you feel you would like to comment on particularly. 

The Review Sheet (optional task): Having completed the 'Q' sort, 
u may like to go back and review your original description of who you 
ught was responsible for care to see if the·~• sort has created any. 
erent thoughts or views. If so you may wish to tell me how and m 
at way. You may also use the review sheet to feedback to me any other 
ughts and feelings about undertaking the 'Q' sort. 



PRE-STATEMENT SHEET 

PLEASE JOT DOWN SOME OF YOUR THOUGHTS ON WHOSE 
RESPONSIBILITY IT IS TO CARE: 



GRID SHEET: INSTRUCTIONS 

'Q' SORT: CARERS' VIEWS ON WHOSE RESPONSIBILITY IT IS TO CARE 

STRONGEST DISAGREEMENT ( .._,_______ > STRONGEST AGREEMENT 

-4 -3 -2 -1 0 +1 +2 +3 +4 

(3) (3) 

(5) (5) 

(6) (6) 

(7) (7) 
(8) 

1. Take the 50 statements and sort into three piles. An agree/disagree 
and 'uncertain/discard' pile. 

2. Take your 'marker' cards and place them in a row the same as the 
scores on the grid above (-4,-3,-:-2,-1,0,+1,+2,+3,+4). 

3. Select three statements from the agree pile which you agree with 
most and three from the disagree pile with which you disagree most 
and place these under each other below your +4 and -4 'marker' 
cards respectively. 

4. Continue 'scoring' the statements in this way lower and lower until 
you reach the Ocolumn. You should have 5 statements under each 
of the -3 and +3 markers, 6 statements under the -2 and +2 markers 
and 7 under the -1 and +1 markers. 

5. Place the remaining statements from the 'discard' pile under your 0 
'marker' cards. If you do not have 8 statements here you will have 
to make some choices between those left over in your -1 or +1 
columns. 
Transfer the numbers from the statements, in the order you have 
placed them on your grid, onto the grid on this sheet. 

ease complete the following additional information. This will help me 
identify similarities/differences between carers: 

Sex.......................Age........................... . 
Ethnic Origin....................................... . 
Whether currently caring ................. . 
If not did you choose to stop caring 
.. ................... .... . ....... . ..... .. .. .... .. . ........ ........ 
Who caring/cared for ........................ . 
, .................................................... (one or 

ore persons) ................................ •·••••• 
orm of cared for person's frailty/ 
sab1hty ............................................... . 

of time carin ......................... . 

Caring in own home/cared for 
person's home..................................... . 
Full/part time carer ............................ . 
Whether in paid employment ......... . 
If so full/part-time ............................. .. 
Caring sh~ed with others - if so 
who ................................................ . 
Other dependants in household ( eg 
young children) ................................... . 
Do you have a disability which 
affects your abili to care ................... . 



+4 +3 +2 +1 

0 -1 -2 -3 

-4 



'Q' Sort Statements - Individual Carer's Comments - Optional Task 

1. The changing shape of families 
today reduces the willingness of 
people to care. 

2. Carers have been trapped by 
legislation into caring. 

3. Caring within families is 
governed by unspoken 'rules' of 
obligation 

4. It is right that the government 
prefers carers to take responsibility 
for care in order to save public 
money. 

5. Women experience a mixture of 
shock and guilt if they no longer 
wish to care. 

_,,;-ce'",-h"-,a-- .,"i.,,,,J.""'"''"'"-....·,-,-. 
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6. Carers should not receive practical 
or financial support to enable them 
to combine caring and part-time 
work. 

7. Husbands and wives should care 
for each other because of their 
marriage vows. 

8. It is not the state's responsibility 
to care for people. 

9. The government has put carers 
at risk of severe financial loss. 

10. To say the responsibility for care 
lies with families is to say it lies with 
women. 



11. Caring can often involve the 
reversal of the mothering 
relationship. 

12. There is an assumption that 
Black families can automatically 
rely upon their extended family 
networks for care. 

13. Female carers find it harder to 
separate the 'loving' from the 
physical caring 'tasks' than male 
carers. 

14. Men should be excused from 
caring. 

15. It is the moral responsibility of 
families to care. 



16. It is right that society does not 
encourage men to care. 

17. Women feel that professionals 
expect women to want to care. 

18. Carers feel worthless if they have 
to give up caring. 

19. A carer should be prepared to give 
up work and live on income support 
to care full-time 

20. Caring means controlling 
someone's life 



21. Co-habiting partners will not feel 
the same level of moral responsibility 
to care as married partners. 

22. It is right that the government 
expects that women rather than men 
will care. 

23. The government's policy on care 
takes sufficient account of families 
who do not conform to the 
'traditional' family model. 

24. Carers have a right to stop 
caring. 

25. The level of state benefit carers 
receive adequately compensates 
carers for the responsibility they carry. 



26. A carer's proudest achievement 
is to see someone 'through' to the 
end of their life. 

27. It is right that as women take on 
an ever increasing role in the work
force this will reduce their willing
ness to care. 

28. Carers should not be paid for 
taking on the caring responsibility. 

29. Carers feel trapped in their 
caring role. 

30. Women cannot say 'no' to 
caring. 



31. As people are now living longer 
the state must increasingly bear 
more of the responsibility to care. 

32. It would be inhuman not to care 
for a member of the family 

33. Carers should sacrifice them-
selves in order to care. 

34. It is right that government policy 
assumes carers are willing to care. 

35. It is not right for Professionals to 
encourage carers to give up caring. 



36. Women who cannot fulfil the 
family expectations to care are 
resented by that family. 

37. Sometimes the responsibility of 
caring can lead to 'hating'. 

38. It is right that the government 
regards carers as a natural resource 
they can use. 

39. The family responsibility to care 
ceases once the person being looked 
after requires nursing care. 

40. The fact that women take on the 
responsibility for care implies this is 
automatically their role. 



41. The government has no 
alternative but to regard carers as 
'cost effective' units. 

42. Carers should care for a family 
member as a way of re-paying them 
for help and care received in the past. 

43. Society makes carers feel guilty 
if they wish to stop caring. 

44. Everyone has a 'right to demand' 
care from a relative. 

45. Carers have not been abandoned 
by the state. 



46. Women tend to feel men should 
not have to care. 

47. It is quite in order for the 
government to take advantage of 
people's natural desire to care. 

48. Men tend to hinder women from 
saying 'no' to caring. 

49. A carer may choose to care but 
this may not be in the best interests 
of the person needing care. 

50. It is reasonable for the 
government to expect people to make 
sacrifices in order to care. 



REVIEW SHEET (OPTIONAL) 

PLEASE JOT DOWN ANY CHANGES YOU WOULD LIKE TO MAKE TO 
YOUR ORIGINAL THOUGHTS ON WHOSE RESPONSIBILITY IT IS TO 
CARE: 

DO YOU HAVE ANY GENERAL COMMENTS TO MAKE ON YOUR 
EXPERIENCES OF COMPLETING A 'Q' SORT? 



RETURNING THE 'Q' SORT 

In order to give you plenty of time to complete the 'Q' sort, I will not be 
expecting you to return the completed sheets to me until after three weeks 
from when you receive the package. 

Please only return to me the completed 'grid' sheet along with any of the 
optional sheets which you may have filled in, in the stamped addressed 
envelope provided. 

Many thanks for helping me with this research. 

Di Thompson 



FACULlYOF 

HEALTH CARE & SOCIAL STUDIFS 

John Matthews Building 
24 Crawley Green Road 

Luton Bedfordshire 

LUI 3LF 
England 

01582 456843 

01582 459787 (Fax) 

Dear 

Re: Researching carers' views on whose responsibility it is to care 

Thank you for agreeing to take part in this study. I hope you find it both interesting and 
stimulating. Briefly it involves sorting and prioritising 50 short carer-led 'statements' around the 
theme of carers views on whose responsibility it is to care. This particular methodology is 
called 'Q' sorting and attached is a package of information which tells you how to undertake the 
'Q' sort in detail. Although the information may look a little daunting at first once you actually 
start working on the statements themselves I think you will find it all falls into place! Certamly 
the carers who participated in the 'pilot' for this study found that to be the case. 

I would anticipate that the 'Q' sort may take a little time to do, but please don't worry, it does 
not have to be completed all in one go. As you read the information you will find that the idea 
is to do it in stages. Most of the carers in the pilot found that it took about two hours 
altogether, but this will depend upon how much time you wish to give it. 

What I would like to do in this letter is to put this study into the wider research context and tell 
you a little bit about myself as the researcher. I am a 'mature' student, married with two adult 
sons, both of whom live at home at the moment. We were also recently joined by my elderly 
widowed mother-in-law after she suffered a series of falls and was temporarily too frail to care 
for herself. After having lived with us for several months her health has improved sufficiently 
for her to re-gain her independence, and she has moved into a flat in a sheltered housing 
scheme. 

Three years ago I took up the opportunity to enter into research full-time to undertake my PhD 
degree. Before that I worked for thirteen years as a general and specialist community worker 
and community services development officer, specialising in the areas of physical disability and 
mental health. My main aims were to enable people to identify their needs and work in 
partnership with the statutory and voluntary agencies to find possible ways of meeting those 
needs. As part of my work I came to know many carers individually and initiated a local carers 
project. 

My PhD research focuses upon community care policy and how this impacts upon people who 
look after and care for a member, or members, of their family who are too :frail, ill, disabled or 
elderly to look after themselves. This caring work is carried out in a voluntary, non-paid 
capacity. However, the research has not focused upon a narrow definition of 'the family' but 
has included different forms of 'families'. Jn addition it has also included a 'voluntary' carer 
who is not a relation. 

University of Luton Registered Ofiice • Park Square Luton Bedfordshire England • 01582 3+111 • 01582 7~3-1-00 (Fax) 

---------- Vice Chancellor Dr Tony Wood ------------



I am now entering the third and final phase of the research programme. The first focused upon 
a documentary analysis of policy and the second covered an interview project with carers 
vvishing to say 'no' to caring, or aspects of caring, for whatever reason. From the outcomes of 
these two phases came the idea for this third study, and the 50 statements that you are being 
a.~ked to score have been condensed primarily from individual carer's own experiences as 
described to me witl:rin the interview texts. What I am trying to do, therefore, is to ensure that 
it is the carer's voice, rather than the researcher's voice, which is coming through the research. 

I hope you enjoy the 'Q' sort. If you do have any problems ooderstanding my instructions 
please do not hesitate to get in touch with me and we can ta1k it through. As I frequently work 
at home as well as at the Research Centre above, I may be contacted either at the above 
number or on 01908-562215, my home number. Please do not worry about phoning me 
during the evenings or weekends as well as during the day. I will be happy to speak to you at 

any time. 

Thanking you once again for agreeing to participate in my research. 

Yours sincerely 



Appendix I 

'Q' Methodology - 'by person' factor analysis 

'Q' Methodology is a form of factor analysis. Factor analysis is conventionally 

used within psychological test constructions such as psychometric tests. The 

initial task of factor analysis is to create a matrix of inter-correlating items or 

variables to seek patterns from within the data. These will be represented through 

a form of clustering where differing variables will group together. Within 

conventional psychology tests measuring trait relationships such statistical 

manipulations are referred to as R methodology (a generalised reference to 

Pearson's correlation r). 

Within 'Q' methodology however, with its emphasis on operant subjectivity, 

rather than 'objectivity', it is not variables as items which are correlated, but the 

participants themselves who become the variables, through the selection and 

scoring of the statements within their 'Q' Sorts. This is referred to as 'by-person' 

correlation. A 'Q' factor analysis undertakes a 'by person' analysis through 

creating a table, or matrix, of inter-correlations to seek patterns between 

individual people's ranked and scored 'Q' Sorts. The analysis mathematically 

reduces the matrix of correlations between the 'Q' Sorts, to identify factor 

loadings. As Celia Kitzinger and Rex Stainton Rogers explain: 

Variables (Q sorts) which are highly positively correlated are apt to 'load on' or 
represent the same 'factor' or underlying dimension, while Q sorts having low 
COITelations will probably be found to load on different factors (Kitzinger 1990: 
85). 

The crucial attribute [ofa 'Q' methodological study] is the correlating ofQ sorts 
by person and the subsequent subjecting of the resultant correlation matrix to Q 
(i.e. by person) factor analysis (Rex Stainton Rogers lecture notes). 
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In order to undertake a by-person factor analysis the data from the 'Q' Sort 

statements is loaded into the computer programme and then 'rotated' creating 

columns out of the previous rows and vice versa. In this way the participants 

become the variables and a by-person correlation can occur. 

As indicated in Rex Stainton Roger's notes, to check that the various by-person 

clusters or groups which appear within an inter-correlation matrix are independent 

of each other, the data undergoes a further mathematical process of 'rotation' to 

ensure the resultant factors are independent factors. This rotation is achieved 

within computer software programmes by a standard technique entitled varimax 

rotation. Each factor identified will be statistically different, unrelated and 

orthogonal (orthogonal, meaning an angle of90° difference) from other factors. 

These emergent factors in effect tell differing stories. The largest 'group' will 

comprise the principal factor, the main 'theme' of the story. But there will be other 

factors, which may be telling oppositional stories or variations on the main theme. 

Within this study the following orthogonal factors emerged: 

Factor Correlations 
Factors processed= 7 

Factor 
A 
B 
C 
E 
F 
G 
I 

A B C E F G I 
8 41 25 43 60 60 

8 -1 24 24 21 -1 
41 -1 24 4 24 36 
25 24 24 28 35 38 
43 24 4 28 51 36 
60 21 24 35 51 35 
60 -1 36 38 36 35 
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In order to identify 'exemplar' 'Q' Sorts within the emergent factors, what are 

termed 'exemplificatory sources of analytical and theoretical understanding' 

(Reynolds, 1994 :213 ), a statistical level of loading will have been pre-determined. 

Within this study a probability level of+ or - .60 and above was chosen for the 

loading of factors. A lower probability level would have produced more 

'exemplar' 'Q' sorts within the factors. However, as the principle of 'Q' 

methodology is the production of a taxonomy, once these factors, or 'accounts', 

have been identified, increasing the numbers within them simply produces more 

of the same rather than something qualitatively different. Therefore the higher 

probability level was selected. 

The next step is to identify an 'ideal' account from the exemplificatory 'Q' Sorts 

within each factor; to produce an 'ideal' Q Sort pattern for each factor. Wendy 

Stainton Rogers refers to this process as the identification of a 'best estimate' fit 

Where several Q-sorts exemplify a factor, a 'best estimate' of the pattern is 
obtained by calculations of weighting and averaging. In this way, a number of 
alternative independent sorting patterns will be identified (Stainton Rogers, 
1991:129). 

For example in Factor A, where there are 9 exemplar carers' 'Q' Sorts, the 

weighting and averaging process undertaken by the specialist 'Q' Sort software 

programme calculations produced an 'idealised' account, or what Brown (1980) 

refers to as an ideal 'factor array', from the nine exemplifacatory 'Q' Sorts. In this 

way the final composition of the 'statements' selected for this factor represent a 

weighted and averaged 'merged' account between the 9 exemplificatory accounts. 

Where there is only one exemplifactory 'Q' Sort in a factor, then this becomes the 
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'ideal' account. Within this study there were four single exemplifactory accounts, 

Factors B, C, F, and G. The computed idealised 'Q' Sort for each factor is given in 

AppendixJ 

The 'Q' Sort factor analysis acts as a sophisticated mathematical calculating, 

ordering and categorising tool to a means to an end, it is not an end in itself. The 

operant subjectivity of the carers' resultant 'Q' sort statements still has to be 

interpreted and this is where you go back to the carers themselves. The 

interpretation will take into account data such as the biographical information on 

the 'Q' Sort grid sheet, the interview texts, the synthasised analysis, any qualitative 

data included in the 'Q' Sort package and feedback from the carers themselves on 

the researcher's analysis. 
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AppendixJ 

Responsibility 04-16-1996 
Choice p. c. q. Study Report 3:25 pm 

==============-=--=-=-======-- --
==page 2= 

Factor A 
-4 -3 -2 -1 0 +1 +2 +3 +4 

33 25 34 40 16 39 2 9 43 
44 38 14. 4 7 1 36 10 37 
19 42 6 15 23 48 31 3 24 

50 45 26 41 12 11 29 
8 28 32 20 46 49 5 

22 21 27 13 17 
47 30 18 

35 

Sorts with significant loadings: 

no label 6 +81 
no label 7 +66 
no label 8 +90 
no label 10 +61 
no label 16 +61 
no label 18 +64 
no label 28 +69 
no label 31 +69 
no label 37 +75 



Responsibility 04-16-1996 
Choice p. c. q. Study Report 3:25pm 

====page 3 = 

FactorB 
-4 -3 -2 -1 0 +1 +2 +3 +4 

14 6 2 1 24 3 11 5 4 
28 10 19 9 25 8 18 7 29 
39 22 21 13 35 12 32 15 37 

31 27 16 38 17 33 26 
43 30 20 41 23 36 50 

48 42 44 34 40 
45 46 49 

47 

Sort with significant loading: 

no label 36 +64 



Responsibility 04-16-1996 
Choice p. c. q. Study Report 3:25 pm 

==== page 4 == 

FactorC 
-4 -3 -2 -1 0 +1 +2 +3 +4 

6 7 4 31 11 3 9 15 1 
14 8 10 33 12 5 32 17 2 
18 19 28 34 20 16 42 24 13 

22 29 35 21 23 43 27 
50 45 37 26 25 48 36 

47 38 39 30 49 
40 41 46 

44 

Sort with significant loading: 

no label 34 +63 



Responsibility 04-16-1996 
Choice p. c. q. Study Report 3:25 pm 

======================'"=""'= 
==== page 5 == 

FactorE 
-4 -3 -2 -1 0 +1 +2 +3 +4 

28 21 25 36 47 17 45 38 9 
6 7 44 42 1 40 27 32 19 
8 35 12 23 26 43 3 24 31 

20 10 50 48 15 49 33 
39 14 46 5 4 37 41 

30 22 11 34 29 
16 13 2 

18 

Sorts with significant loadings: 

no label 1 -67 
no label 26 -63 



Responsibility 04-16-1996 
Choice p. c. q. Study Report 3:25 pm 

==== page 6 == 

Factor F 
-4 -3 -2 -1 0 +1 +2 +3 +4 

25 27 1 8 2 26 5 9 3 
47 28 6 13 4 35 15 10 7 
48 33 14 18 11 38 29 20 31 

46 22 19 12 39 30 24 
50 36 34 16 41 32 37 

43 42 17 45 40 
44 21 49 

23 

Sort with significant loading: 

no label 20 -62 



Responsibility 04-16-1996 
Choice p. c. q. Study Report 3:25 pm 

-------------------------------=---=----=-=-=---~---------= 
===page 7 == 

Factor G 
-4 -3 -2 -1 0 +1 +2 +3 +4 

19 6 14 4 2 11 1 5 10 
25 8 15 16 3 18 7 9 31 
39 28 22 21 12 20 13 26 49 

33 32 30 17 36 24 29 
50 42 44 23 37 27 34 

46 47 35 40 38 
48 41 43 

45 

Sort with significant loading: 

nolabel 27 -68 



Responsibility 04-16-1996 
Choice p. c. q. Study Report 3:25 pm 

===page 8 == 

Factor I 
-4 -3 -2 -1 0 +1 +2 +3 +4 

8 25 14 34 30 37 15 1 19 
28 38 44 26 10 46 18 3 2 
45 41 47 13 12 48 35 21 31 

4 33 6 22 32 11 29 
50 16 27 23 5 24 9 

20 39 40 17 43 
7 36 49 

42 

Sorts with significant loadings: 

no label 33 -74 
nolabel 35 -63 



Responsibility 
Choice p. c. q. Study Report 

04-16-1996 
3:25 pm 

== 
-== page 18 == 

Factor correlations: 

factor A B C E F G I 

A -- 8 41 25 43 60 60 
B 8 -- -1 24 24 21 -1 
C 41 -1 -- 24 4 24 36 
E 25 24 24 -- 28 35 38 
F 43 24 4 28 -- 51 36 
G 60 21 24 35 51 -- 35 
.I 60 -1 36 38 36 35 --

-0-----------------------------------------

Factors processed =7 

-- Normal end of p.c.q. report --



AppendixK 

'Q' Sort Study 
'Q' Sort Analysis: Factor A 

There were nine carers 'Q' Sorts identified as exemplars within this, the major 

factor. The level of significance of their 'Q' Sorts ranged from +.61 to +.90. The 

selected merged statements were: 

+4 Scores 
Statement No. 24: Carers have a right to stop caring. 
Statement No. 37: Sometimes the responsibility of caring can lead to 

hating. 
Statement No. 43: Society makes carers feel guilty if they wish to stop 

canng. 

+3 Scores 
Statement No. 3: 

Statement No. 5: 

Statement No. 9: 

Statement No. 10: 

Statement No. 29: 

Caring within families is governed by unspoken 'rules' 
of obligation. 
Women experience a mixture of shock and guilt if they 
no longer wish to care. 
The government has put carers at risk of severe 
financial loss. 
To say the responsibility for care lies with families is to 
say it lies with women. 
Carers feel trapped in their caring role. 

-4 Scores 
Statement No. 19: A carer should be prepared to give up work and live on 

income support to care full time. 
Statement No. 33: Carers should sacrifice themselves in order to care. 
Statement No. 44: Everyone has a 'right to demand' care from a relative. 

-3 Scores 
Statement No. 8: 
Statement No. 25: 

Statement No. 38: 

Statement No. 42: 

Statement No. 50: 

It is not the state's responsibility to care for people. 
The level of state benefits carers receive adequately 
compensates carers for the responsibility they carry. 
It is right that the government regards carers as a 
natural resource they can use. 
Carers should care for a family member as a way of 
repaying them for help and care received in the past. 
It is reasonable for the government to expect people to 
make sacrifices in order to care. 



Biographical Details 

• All are women, their ages range from mid thirties to sixty. 
• Most have been caring for a number ofyears, one for 36, starting as a child. 
• Of these carers, five were no longer caring, the cared-for person either having 

recently entered a residential home, hospital or died. 
• Four were part ofmy interview study. 
• Five described themselves as currently, or having been, full-time carers, the 

others as part-time carers. 
• Seven out of the nine combine, or had combined, paid work with their caring 

responsibilities, some full-time, some part-time. 
• Six reported they had a significant disability or frailty, which affected their 

ability to care. 
• Of these six, three worked full-time whilst combining caring and one part

time. 
• All nine carers described their ethnic origin as being White/UK. 

Who they were caring for: 

Number of Carers Who Caring For Form of disability/frailty. 

4 

l 

2 

1 
1 

Elderly Parent or Parents 

Partner 

Husbands 

Young-Adult Son 
Neighbour (volwiteer 
carer) 

MS, Alzheimer' s disease, 
Cancer, Stroke 
Severe muscular 
dystrophy. 
Severe physical disability/ 
Alzheimer's disease 
Mental illness/Schizophrenia 
Senile dementia. 

This accoW1t highlights the difficulties and complexities that are inherent in 

challenging society's traditional positioning ofwomen and families as the primary 

site for the responsibility for care. The nine 'exemplar' carers are primarily 

daughters looking after elderly relatives or wives looking after husbands, and as 

such they represent the first line of support called on within the obligations and 

expectations of the gendered hierarchy of care. There are, however, some 

variations: a female co-habiting partner caring for her male partner, a volunteer 
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looking after a frail elderly neighbour and a female parent-carer looking after an 

adult son. Four of the nine carers were part of the interview study. All four gave 

me feedback and I eventually received feedback from six of the nine carers. All 

were impressed with the initial analysis, expressing surprise at the range and 

breadth of the issues covered. They found the qualitative illustrations particularly 

meaningful, as it helped them see that other carers were experiencing similar 

frustrations to themselves. The feedback from one carer, the parent-carer, was 

particularly significant. She advised that the act of doing the 'Q' Sort had: 

acted as a catalyst, enabling the "small voice" inside me to be heard. By sitting down 
and really prioritising the statements, by reflecting upon them, I was able to answer 
that "small voice" which had been there for a long time (feedback document) 

The 'Q' Sort had helped her say 'no' to continuing to hold the pnmary 

responsibility for care for her son. In this way, I believe the 'Q' Sort helped to 

empower this carer to take control of her own life. 

Analysis: 

This account argues that the gendered social construction of 'women' as 

synonymous with 'care' brings about the situation where 'to say the responsibility 

for care lies with families is to say it lies with women' (Statement 10). This has 

brought about the belief that 'caring within families is governed by unspoken 

'rules' of obligation' (Statement 3) and there is a normative expectation that 

'carers should care for a family member as a way of repaying them for help and 

care received in the past' (Statement 42). Therefore, 'society makes carers feel 

guilty if they wish to stop caring' (Statement 43). 
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This brings the argwnent to the nub of this account, these carers' disagreement 

with the statement 'everyone has a 'right to demand' care from a relative' 

(Statement 44). To agree would be to acknowledge the strength and validity of 

the discourse that caring is the primary responsibility of families, and, therefore, 

women. However, they do not underestimate the strength of this value claim 

upon women, as one comments: 

I think there is still an expectation that a woman will care. I think women find it 
quite hard to walk away (Interview, Carer 9, p 18). 

But to acquiesce with society's beliefs about the responsibility for care being a 

natural part of a woman's identity and responsibility further increases carers lack 

of choice and compounds the situation whereby 'carers feel trapped in their caring 

role' (Statement 29). In addition they argue such a demand creates the situation 

where 'the responsibility of caring can lead to hating' (Statement 37), because one 

person's needs over-rule another's: 

Although I think families should help one another, I don't think it should go that far 
that any one member of the family should automatically be expected to subsume 
their life and their interests for someone else (Interview script, Carer 9,p20). 

What these nine carers are attempting to do is to break away from such values. 

This is not easy and they experience complex and ambivalent emotions, and 

therefore agree with the statement 'women experience a mixture of shock and 

guilt if they no longer wish to care' (Statement 5). This is particularly well 

demonstrated by one carer: 

I care deeply about what happens to my son, but feel incompetent to give him the 
specialized care he needs. I think this ambiguity leads to a feeling that I am being 
manipulated and blackmailed emotionally into accepting responsibility ('Q' Sort 
qualitative data [original underlining]). 
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This carer's situation is particularly instructive. She is the only parent-carer 

within this factor, though her son is now a young adult, and the only carer looking 

after someone with mental health difficulties. She is a divorcee, single, in her 

early forties and has poor health. She has been reduced to living in poverty, being 

unemployed and living off state benefits. She is desperately worried about her 

son, but also about herself and her future. Unlike the only other-parent carer 

within the 'Q' Sort, that of the 'counter' carer within Factor A, she believes her 

son will be able to resume an independent life again eventually. Therefore her 

question, within her feedback comments, is will she be able to resume a 'normal' 

life? She has been offered a place on teacher training course. She hopes this will 

ensure some form of future personal security. 

The carers within this factor are attempting to re-draw, to re-negotiate the 

boundaries around who is responsible for care, through the social construction of 

discourses based on 'rights'. They are all struggling with the "small voice" inside 

them which is attempting to be recognised and heard. They therefore believe that 

'carers do have a right to stop caring' (Statement 24), but they are not all wishing 

to stop caring themselves. Rather, they appear to be fighting for a degree of 

choice over whether or how much caring responsibility they shoul.d carry. They 

argue the responsibility for care is a collective, rather than individual 

responsibility. Each carer's needs are different depending on the context within 

which they are caring, but their over-riding plea for some form of transformation 

in the way society socially constructs the caring responsibility is united: 

He is entitled to care in the community - Lam the community - what are my rights 
not to care? ('Q' Sort qualitative data [original underlini11g]) 
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Carers should be volunteers, they should choose to care and not be compelled ('Q' 
Sort qualitative data) 

I think that if rd have thought that I had rights, as a carer, if I'd have thought I was 
important somehow, then I would have sought help (Interview, Carer 5,p20). 

They therefore disagree with the statement 'it is not the state's responsibility to 

care for people' (Statement 8). This belief is clearly articulated by one of part

time carer looking after her father. She is a teacher, has poor health and relies 

upon her daughters to help in the tending tasks. As a result of a stroke her father 

has become difficult and verbally aggressive. The carer has extreme difficulty in 

getting support from state agencies to 'share' the caring responsibility, to give her 

a break: 

They [Social Services] say they're doing all they can, and they can't do any more, 
they have no more resources, especially with all the local government cut-backs and 
things. And also the human resources, in the fact that not everyone is willing to go to 
his house because a lot of people do find his language very upsetting. Which, yes, I 
can understand. I mean they're not paid to be sworn at (Interview script Carer 8, 
pl7). 

Her story revolves around her right to have her "small voice" heard, through an 

ability to negotiate a sharing of the caring responsibility between herself and the 

state. Her story also points to another emphasis within this account, that of the 

burden the responsibility for care places on carers, and the need for a recognition 

that this too should be shared between individual carers and society: 

Whilst individual carers may feel that it is their !!!!tt..to care, the responsibility 
should lie with us all as members of a civilised society ( although one wonders how 
civilised those in government aret!). Responsibility, therefore, should be shared in 
order to lessen the burden on the individual carer ('Q' Sort qualitative data [original 
emphasis and underlining). 

Is it right that MY mental and physical health should be sacrificed before the "team" 
[the community mental health team] take this burden from me? ('Q' Sort qualitative 
data [ original emphasis and underlining]). 
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The carers in this account therefore develop their argwnent through challenging 

the government and the state. They consider the government has put carers at risk 

of severe financial loss and that it is unreasonable to expect people to make 

sacrifices in order to care (Statements 9 and 50). They want the government to 

accept a joint responsibility: 

There has to be a huge acceptance at government level to step in and provide what is 
required. What is available is not good enough ('Q' Sort qualitative data) 

The responsibility cannot be done unaided. You do need support. There has to be 
some sort of funded organisation, statutory, professional support. And so, therefore, 
I would say we are talking government. (Interview Script, Volunteer Carer, pl6). 

This account is permeated with a sense of anger at perceived economic and social 

exploitation. One such area being the government's assumption it can 'regard 

carers as a natural resource it can use' (Statement 38). Such a situation can tip 

carers over the edge into 'hating' the person requiring care. Therefore, these 

carers are setting limits to the degree to which they are prepared to be used as a 

resource. They are increasingly prepared to take issue with state agencies: 

You have to keep on telling them very politely but very firmly what you are willing 
to do, what you are able to do and what you see they should be doing (Interview, 
Carer 8, p 17). 

A further important issue within this account, and a further example of a fear of 

exploitation, is the belief that carers should not have to give up work in order to 

care. Seven out of the nine carers within this factor work, four full-time and three 

part-time. Four have other dependants in the household, either children or a 

further older relative, and five say they have a particular frailty or disability which 

affects their ability to care. The eldest of these carers is sixty and still working 
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full-time despite suffering from severe osteo-arthritis. Therefore, these carers 

would probably agree with Clare Ungerson's ironic statement that: 

only women are apparently the appropriate people to combine caring with paid work 
and child care and to care for dependants of a different generation from then1Selves 
(Ungerson 1987, p83) 

Their belief in their 'right' to access paid work 1s significant in their 

reconstruction of where the responsibility for care lies. Such a belief influences 

their disagreement with the statements: 'carers should sacrifice themselves in 

order to care' (Statement 33), 'a carer should be prepared to give up work and live 

on income support to care full time' (Statement 19), and 'the level of state 

benefits carers receive adequately compensates them for their caring 

responsibility' (Statement 25). Additional comments include: 

Well okay, if the choice is that I've got to give up my job and work and stay at home 
and look after her full-time, live on income support, then I'm not prepared to do it 
(Interview, Carer 9, p 20). 

Give me a Carer's Allowance equal in value to the wage of a psychiatric nurse and I 
might feel differently ('Q' Sort qualitative data). 

as the example quoted above from carer 9 in the interview study illustrates. 

Predominantly, these female carers take issue with the conventional social 

construction of a woman's place being within the private sphere of the home. 

They are not going to be manipulated into this position, with its potential for 

poverty and loss of rights, either by the government or society. These carers have 

become increasingly assertive and regard a position within the public sphere as an 

important element of their self-identity. Paid employment is crucial 'to their 

sense of self (Ungerson 1987, p75). 
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The act of laying a claim to a 'right' to stop caring or asking the state for help can 

be an extremely painful experience, however. This can lead to the care recipient 

being put at a degree of 'risk' which the carers find bard to accept. These tensions 

are particularly well illustrated in the case of three carers within the factor. One, 

the parent carer, describes how she was in mental and emotional turmoil at the 

thought of requesting help for her son: 

How can I betray him by having him re-admitted to hospital?... .! know he has 
nowhere else to go .... .If he ended up on the streets again I would feel responsible 
('Q' Sort qualitative data) 

The pain this carer was experiencing was evident when she phoned me 

immediately after leaving a case conference where she had taken the painful 

decision not to let her son return home: 

I had to make this decision on my own. I have to take the consequences, the rejection 
of my son ... Can you imagine how I feel? What this has done to me? (feedback 
document). 

I have been unjustly treated, by my ex-husband, the state, the government and the 
caring professionals. They have all 'assumed' that it was my role to care. I have had 
to live in poverty and this would only get worse as I get older (feedback document). 

In addition this carer commented in her feedback how she had felt a deep 

sympathy with the second carer's experiences ( outlined below) which she 

described as 'one of the most heart-wrenching examples of the dilemmas carers 

find themselves in' (feedback document). 

This second example is from the volunteer carer who was advised by a statutory 

agency she should withdraw from caring for her elderly neighbour who has senile 

dementia. She comments: 
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The reason given was that if I withdrew as a volunteer then she [ the cared for person] 
would be more at risk and something would be done more quickly. For a whole 
week ~ kept away ..... Home care was visiting after 11.00 and staying perhaps five or 
ten °:1-mutes. They never went and checked the bed which was sodden every 
morrung. They would say to her 'have you had breakfast' and she would say 'yes' 
and they would take it as that. So I resumed my daily visits (Interview script Carer 
13, pp 6/7). 

This carer found the level and quality of state intervention unacceptable, and so 

took up the caring responsibility again. It is clear why the parent carer within this 

factor found the above example so fraught, as it reflected back her own traumas 

about leaving her son at a level of personal 'risk' she found unacceptable. 

The third example is from a carer looking after her increasingly dependent 

partner. This illustrates the complex interplay between the risk to herself and the 

potential risk for the cared for person. This carer eventually caine to the 

recognition that the love within the relationship had gone, and she had just 

become 'the person who 'did' really' (interview script, Carer 5, p8). With the help 

of a friend she gradually took the decision to leave. She describes the process: 

So the actual splitting up. Oogh ..... Um it took months really. Well eighteen months 
from start to finish. Um.. .I became very ill .. .I was under a lot of pressure...But I felt 
very guilty. At the very end I weighed six stone, I was a very poorly person, when I 
think back now. I can remember these 'friends', who had deserted us earlier on, rang 
up and said ...did I realise that I had virtually written his death warrant?". Um...So on 
top of the feeling of 'God what have I done' and 'how is he going to manage' I had 
these people saying to me 'what the hell do you think you are doing', 'do you realise 
what you've done to him', and, oh dear, it really was hell (Interview script, Carer 5, 
pl 1). 

This carer's example illustrates the strength of society's ability to blame and hurt 

someone who goes against its socially constructed norms and mores. She felt she 

experienced a form of moral blackmail. 
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In the case of the parent-carer it will be instructive to compare her position with 

that of the other female parent-carer within the Counter Factor A, and this will be 

looked at in the next section. 

Summary: 

Within this factor the carers' discourses focus upon and across relationships (both 

within families and co-habiting relationships), gender and society as well as 

between carers, the government and the state. Some carers are very angry, others 

less so, but all feel dissatisfied with the current direction of social policy and level 

of intervention by the state. They argue the responsibility for care is a joint 

responsibility, and are transcending and transforming the obligations an.cl 

expectations contained within the gendered social construction of the hierarchy of 

care. Increasingly they are turning to the public, rather than the private sphere, as 

the locus of their sense of identity. 

This factor may be said to represent carers 'Breaking Out' 

29.6.96 
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AppendixL 

'Q'Sort Factor Results: +4, +3 and -4, -3 Statements 
Counter Factor A - Factor I 

Factor A: Counter Account 
+4 Scores: 
Statement No. 8: It is not the responsibility of the state to care for people. 
Statement No. 15: It is the moral responsibility of families to care. 
Statement No. 42: Carers should care for a family member as a way of re

paying them for help and care received in the past. 

+3 Scores: 
Statement No. 6: 

StatementNo. 14: 
Statement No. 19: 

Statement No. 28: 

Statement No. 45: 

Carers should not receive practical or financial support 
to enable them to combine caring and part-time work. 
Men should be excused from caring. 
A carer should be prepared to give up work and live on 
income support to care fulHime. 
Carers should not be paid for taking on the caring 
responsibility. 
Carers have not been abandoned by the state. 

-4 Scores: 
Statement No. 4: It is right that the govemment prefers carers to take 

responsibility for care in order to save public money. 
Statement No. 24: Carers have a right to stop caring. 
Statement No. 37: Sometimes the responsibility of Caring can lead to 

hating. 

-3 Scores: 
Statement No. 9: 

Statement No. 20: 
Statement No. 29: 
Statement No. 34: 

Statement No. 43: 

The government has put carers at risk of severe 
financial loss. 
Caring means controlling someone's life. 
Carers feel trapped in their caring role. 
It is right that government policy assumes carers are 
willing to care. 
Society makes carers feel guilty if they wish to stop 
caring. 

Biographical details 
• This carer is in her sixties and has cared for her profoundly disabled daughter 

since birth. She also cared for her mother for a number of years when she 
became too frail to look after herself. 

• The daughter, who needs twenty-four hours a day care, is now thirty four years 
old. 

• This carer was part of the interview study, and at that time was caring full-time. 
• She currently describes herself as a part-time carer. 
• The carer states she has a disability which affects her ability to care. 
• She describes her ethnic origin as White/UK. 



Factor B 
+4 Scores: 
Statement No. 4 It is right that the government prefers carers to take responsibility 

for care in order to save public money ' 
Statement No. 29 Carers feel trapped in their caring role 
Statement No. 37 Sometimes the responsibility of caring can lead to 'hating' 

+3 Scores: 
Statement No. 5 

Statement No. 7 

Statement No. 15 
Statement No. 26 

Statement No. 50 

Women experience a mixture of shock and guilt if they no longer 
with to care 
Husbands and wives should care for each other because of their 
marriage vows 
It is the moral responsibility of families to care 
A carer's proudest achievement is to see someone 'through' to the 
end of their life 
It is reasonable for the government to expect people to make 
sacrifices in order to care 

-4 Scores 
Statement No. 14 
Statement No. 28 
Statement No. 39 

Men should be excused from caring 
Carers should not be paid for taking on the caring responsibility 
The family responsibility to care ceases once the person being 
looked after requires nursing care 

-3 Scores 
Statement No. 6 

Statement No. 10 

Statement No. 22 

Statement No. 31 

Statement No. 43 

Carers should not receive practical of financial support to enable 
them to combine caring and part-time work 
To say the responsibility for care lies with families is to say it 
lies with women 
It is right that the government expects that women rather than 
men will care 
As people are now living longer the state must increasingly bear 
more ofthe responsibility for care 
Society makes carers feel guilty ifthey wish to stop caring. 

Biographical details 

• The carer within this factor is a young single adult male who works as a 
formal paid carer within the community. 

• He lives at home and cares for his elderly widowed mother who has senile 
dementia. 

• He does not indicate he has a disability that would affect his ability to care. 
• He describes his ethnic origin as White/UK. 
• This carer was not part ofmy interview study. 
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Factor C 

+4 Scores 
Statement No. 1: 

Statement No. 2: 
Statement No. 13: 

The changing shape of families today reduces the 
willingness ofpeople to care. 
Carers have been trapped by legislation into caring. 
Female cares find it harder to separate the 'loving' 
from the physical caring 'tasks' than male carers. 

+3 Scores 
Statement No. 15: 
Statement No. 17: 

Statement No. 24: 
Statement No. 27: 

Statement No. 36: 

It is the moral responsibility of families to care. 
Women feel that professionals expect women to want 
to care. 
Carers have a right to stop caring. 
It is right that as women take on an ever increasing 
role in the workforce this will reduce their willingness 
to care. 
Women who cannot fulfil the family expectations to 
care are resented by that family. 

-4 Scores 
Statement No. 6: Carers should not receive practical or financial support 

to enable them to combine caring and part-time work. 
Statement No. 14: Men should be excused from caring. 
Statement No. 18: Carers feel worthless if they have to give up caring. 

-3 Scores 
Statement No. 7: Husbands and wives should care for each other because 

oftheir marriage vows. 
Statement No. 8: It is not the state's responsibility to care for people. 
Statement No. 19: A carer should be prepared t give up work and live on 

income support to care full-time. 
Statement No. 22: It is right that the government expects that women 

rather than men will care. 
Statement No. 50: It is reasonable for the government to expect people to 

make sacrifices in order to care. 

Biographical details 
• This female carer is in her mid-fifties, and has shared the day to day caring of 

her mother with her step-father since her mother became bedridden. 
• This carer has cared for her mother periodically since childhood. 
• She was part of the interview study, and at that stage had not been able to say 

'no' to caring. However, she subsequently withdrew from undertaking a major 
caring responsibility for her mother. 

• She works part-time. 
• She does not indicate she has a disability which would affect her ability to care. 
• She describes her ethnic origin as White/UK. 
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Factor E 

+4 Scores 
Statement No. 9: 

Statement No. 19: 

Statement No. 31: 

The government has put carers at risk of severe 
financial loss. 
A carer should be prepared to give up work and live on 
income support to care full-time. 
As people are now living longer the state must 
increasingly bear more ofthe responsibility for care. 

+3 Scores 
Statement No. 24: 
Statement No. 32: 

Statement No. 33: 
Statement No. 38: 

Statement No. 41: 

Carers have a right to stop caring. 
It would be inhuman not to care for a member of the 
family. 
Carers should sacrifice themselves in order to care. 
It is right that the government regards carers as a 
natural resource they can use. 
The government has no alternative but to regard carers 
as 'cost effective' units. 

-4 Scores 
Statement No. 6: Carers should not receive practical or financial support 

to enable them to combine caring and part-time work. 
Statement No. 8: It is not the state's responsibility to care for people. 
Statement No. 28: Carers should not be paid for taking on the caring 

responsibility. 

-3 Scores 
Statement No. 7: 

Statement No. 20: 
Statement No. 21: 

Statement No. 35: 

Statement No. 39: 

Husbands and wives should care for each other because 
of their marriage vows. 
Caring means controlling someone's life. 
Co-habiting partners will not feel the same level of 
moral responsibility to care as married partners. 
It is not right for Professionals to encourage carers to 
give up caring. 
The family responsibility to care ceases once the person 
being looked after requires nursing care. 

Biographical details 
• Both are males caring for, or having cared for, wives who have multiple 

schlorisis. 
• One carer is in his seventies and had cared for his wife for twenty-five years 

until she died. 
• As a younger man he had cared part-time but took early retirement to care full-

time as his wife's condition deteriorated. 
• The second carer is in his late fifties, and has given up work to care full-time. 
• Neither state they have any disability that has affected their ability to care. 
• They both describe their ethnic origin as White/UK. 
• Neither carer was part of the interview study. 
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Factor F 

+4 Scores 
Statement No. 3: 

Statement No. 7: 

Statement No. 31: 

Caring within families is governed by unspoken 'rules' 
of obligation. 
Husbands and wives should care for each other because 
of their marriage vows. 
As people are now living longer the state must 
increasingly bear more of the responsibility for care. 

+3 Scores 
Statement No. 9: 

Statement No. 10: 

Statement No. 20: 
Statement No. 24: 
Statement No. 37: 

The government has put carers at risk of severe 
financial loss. 
To say the responsibility for care lies with families is to 
say it lies with women. 
Caring means controlling someone's life. 
Carers have a right to stop caring. 
Sometimes the responsibility of caring can lead to 
'hating'. 

-4 Scores 
Statement No. 25: 

Statement No. 47: 

Statement No. 48: 

The level of state benefit carers receive adequately 
compensates carers for the responsibility they carry. 
It is quite in order for the government to take 
advantage of people's natural desire to care. 
Men tend to hinder women from saying 'no' to caring. 

-3 Scores 
Statement No. 27: 

Statement No. 28: 

Statement No. 33: 
Statement No. 46: 
Statement No. 50: 

It is right that as women take on an ever increasing 
role in the workforce this will reduce their willingness 
to care. 
Carers should not be paid for taking on the caring 
responsibility 
Carers should sacrifice themselves in order to care. 
Women tend to feel men should not have to care. 
It is reasonable for the government to expect people to 
make sacrifices in order to care. 

Biographical details 
• This is a male in his late seventies. He has been a carer for seven years. 
• He and his wife care full-time for his mother-in-law, who is over a hundred. 

She lives with them in their home. 
• He describes her condition as 'total disability' including blindness. 
• He does not indicate he has any specific disability or frailty himself that affects 

his ability to care. 
• This carers was not part of the interview study. 
• He describes his ethnic origin as White/UK. 
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Factor G 
+4 Scores 
Statement No. 1.0: 

Statement No. 31: 

Statement No. 49: 

To say the responsibility for care lies with families is to 
say it lies with women. 
As people are now living longer the state must 
increasingly bear more of the responsibility for care. 
A carer may choose to care but this may not be in the 
best interests of the person needing care. 

+3 Scores 
Statement No. 9: 

Statement No. 5: 

Statement No. 26: 

Statement No. 29: 
Statement No. 34: 

The government has put carers at risk of severe 
financial loss. 
Women experience a mixture of shock and guilt if they 
no longer wish to care. 
A carer's proudest achievement is to see someone 
'through' to the end oftheir life. 
Carers feel trapped in their caring role. 
It is right that government policy assumes carers are 
willing to care. 

-4 Scores 
Statement No. 19: 

Statement No. 25: 

Statement No. 39: 

A carer should be prepared to give up work and live on 
income support to care full-time. 
The level of state benefit carers receive adequately 
compensates carers for the responsibility they carry. 
The family responsibility to care ceases once the person 
being looked after requires nursing care. 

-3 Scores 
Statement No. 6: 

Statement No. 8: 
Statement No. 28: 

StatementNo. 33: 
Statement No. 50: 

Carers should not receive practical or financial support 
to enable them to combine caring and part-time work. 
It is not the state's responsibility to care for people. 
Carers should not be paid for taking on the caring 
responsibility. 
Carers should sacrifice themselves in order to care. 
It is reasonable for the government to expect people to 
make sacrifices in order to care. 

Biographical details 
• This female carer is in her fifties and has cared for her father, who had 

Alzheimer's disease, and her elderly mother who is nearly ninety and has short
term memory loss. 

• She has been a carer for seven years, describing herself as a full-time carer. 
• Her father died four years ago. 
• When she can she works as a nursing assistant in a nursing home two days a 

week. 
• She does not state she has any physical disability affecting her ability to care. 
• This carer was not part of the interview study. 
• She describes her ethnic origin as White/UK. 
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Factor I 

+4 Scores 
Statement No. 2: 
Statement No. 19: 

Statement No. 31: 

Carers have been trapped by legislation into caring. 
A carer should be prepared to give up work and live on 
income support to care full-time. 
As people are now living longer the state must 
increasingly bear more of the responsibility for care. 

+3 Scores 
Statement No. 1: 

Statement No. 3: 

Statement No. 9: 

Statement No. 21: 

Statement No. 29: 

The changing shape of families today reduces the 
willingness ofpeople to care. 
Caring within families is governed by unspoken 'rules' 
ofobligation. 
The government has put carers at risk of severe 
financial loss. 
Co-habiting partners will not feel the same level of 
moral responsibility to care as married partners. 
Carers feel trapped in their caring role. 

-4 Scores 
Statement No. 8: It is not the state's responsibility to care for people. 
Statement No. 28: Carers should not be paid for taking on the caring 

responsibility. 
Statement No. 45: Carers have not been abandoned by the state. 

-3 Scores 
Statement No. 4: 

Statement No. 25: 

Statement No. 38: 

Statement No. 41: 

Statement No. 50: 

It is right that the government prefers carers to take 
responsibility for care in order to save public money. 
The level of state benefit carers receive adequately 
compensates carers for the responsibility they carry. 
It is right that the government regards carers as a 
natural resource they can use. 
The government has no alternative but to regard carers 
as 'cost effective' units. 
It is reasonable for the government to expect people to 
make sacrifices in order to care. 

Biographical details 
• Both are male spouse carers. 
• One is in his sixties and has been a carer for approximately fifteen years and 

was part of the interview study. 
• His wife suffers from cancer and is confined to a wheelchair. 
• He has a heart condition which affects his ability to care. 
• He describes his ethnic origin as White/UK. 
• The other carer is in his mid-forties and has cared for his wife after she bad a 

stroke two years ago. 
• He does not indicate he has a disability affecting his ability to care. 
• This carer chose not to complete the section on ethnic origin. 
• This carer was not part ofthe interview study. 
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