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God grant us the serenity to resist measuring the outcomes that 
cannot be measured, the tools to measure those that can be, and the 
wisdom to know the difference. 

Gregory (2007, p. 241) 

A further level of complexity can be added to the discussion of clinical 
reasoning by considering the sociopolitical context in which occupational 
therapy is being performed. Individual therapists, teams, models of 
clinical reasoning and styles of practice ail operate within the broader 
political climate of an institution, a health system and those national or 
cultural perceptions that form the matrix against which moral ideals of 
best practice and appropriate client behaviours are formed. These external 
ideologies shape our reasoning styles as forcefully as the elements of 
procedural knowledge we acquire through training. In fact, ideologies are 
powerful enough to shape what is considered a 'good' curriculum, as any  
one who considers that they once practised effectively in blissful ignorance 
of evidence-based practice will well recall (Blair and Robertson, 2005). lt 
is as though the demands of our practice require us to focus on the indi-
vidual snowflakes (the 'client responses, personal beliefs, environmental 
demands and team perspectives' mentioned in Chapter 6) and tbese neces-
sarily distract us from evaluating the size and direction of the entire bliz-
zard. But it is the blizzard itself which delivers each snowflake. This chapter 
takes a moment to explore one recent and persistent ideology in the wider 
social system - managerialism- and its problematic effects on practice. 

The recent rise to prominence of managerialism as a new style of civil 
service is related to a reform movement in public governance called the 
New Public Management (NPM). NPM can be traced back to the 
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Thatcher and Reagan political era of the late 1980s and early 1990s, 
although it is not aligned with a specific political orientation. It is the 
name given to the radical reorganisation, around that time, of the bureau-
cracies of many Anglo-Saxon-dominated governments and international 
organisations (Christensen and Laegreid, 2007) and it was spurred on by 
a lack of confidence in the ability of these governments and organisations 
to contrai welfare spending. This was carried out partly in the name of 
efficiency and partly as a response to what had become a powerful inter-
national reform 'myth' based on a new style of economic theory that 
spread out across the globe, with New Zealand, Australia and Britain 
becoming its most extreme adherents, and Canada and then the 
Scandinavian countries following at a more moderate pace. The charac-
teristic changes in governance included efforts to diminish the size of 
government, increase the transparency of public accounting, allow for 
independent outsourcing of certain previously centralised government 
services and replace professional bureaucrats as heads of public service 
entities with managers. 

State-provided health care was an early and frequent target for these 
reforms. These newly appointed managers were to be held accountable 
for their performance but were at the same time 'left to manage' on their 
own without a direct channel of instructions and feedback to a relevant 
minister. Appropriate performance of these newly reorganised services 
was to be calculated with reference to business models of customers' 
satisfaction, running to budget and the rhetoric of the total quality 
movement. This made a significant break with the previous civil service 
ethos, in which careful stewardship of public resources via the implemen-
tation of ministerial directives through a 1neritocracy-based succession of 
layers of public officiais had been the norm. lt is a particularly strong 
departure from the historical dependency in health services on the techni-
cal advice and judgement of practising senior health professionals for 
policy direction and budget allocation. Such a break was understood to 
remove the 'dead wood' of civil servants who had expected a 'job for life', 
to unblock the inertia of the bureaucracies that had built up small empires 
over the preceding decades and to 'open the box' to innovative and 
efficient new solutions to perceived dilemmas of excessive public welfare 
spending. Managerialism, with its focus on customer service and the 
monitoring of customer satisfaction, was also understood to offer a wel-
come check to the perceived excessive paternalism of health professionals 
in their practice. 

In big-picture terms, the insertion of managers into the public service 
signalled a change away from a notion of the provision of health care as 
a legally assured 'public good' towards a notion of health care provision 
that focussed on measureable outputs and performance - a triumph of 
instrumental reasoning, in which means achieve more prominence than 
ends. Expressed in another way, managerialism has replaced the answering 
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of the needs of citizens as the primary purpose of health care provision 
with a timely response to the demands of clients (Mattei, 2009, p. 169). 
The associated working values of managerialism in this task are 'cost-
effectiveness, efficiency and managerial autonomy' (Mattei, 2009, p. 43, 
citing Sinclair). 

While most commentators would suggest that we are now in an era of 
post-NPM (Christensen and Laegreid, 2007), the results of two decade of 
NPM 'reforms' have left permanent changes in the landscape of health 
care. Furthermore, in those countries which had initially resisted the 
impetus to NPM, the process has now taken hold - in France, Italy and 
Germany (Mattei, 2009), Scandinavian countries, Japan, India and Brazil 
(Christensen and Laegreid, 2007), for example. Thus NPM (or its reor-
ganisational legacy) is still a patent force affecting the sociopolitical 
climate in which many occupational therapists (OTs) practice. For example, 
in New Zealand, a country that adopted the reform movement rapidly 
and to an extreme degree, the government attempted to dismantle the 
entire welfare system via the selling off of state-owned assets such as 
rural hospitals which had been paid for by successive generations of tax 
payers' investments since the First World War. In a post-NPM political 
climate, these estates have not been recoverable. In the United States, the 
influence of NPM on public policy reform is a legacy of two decades, in 
which efficiency and performance have been prioritised over transpar-
ency, equality, representativeness, plurality of values and accountability 
in the delivery of public services. This lias occurred to the extent that 
Christensen et al. (2010) suggest it is widely understood to have under-
mined the rule of law in the regulation and implementation of public 
policy. The UK abandoned NPM after a decade of uneven and confusing 
outcomes, through which it had become clear that the adoption of NPM 
had created its own new set of problems. This resulted in the cal! for a 
stronger role for central government direction of health service providers. 
The health service had become unstable, with the appearance of pockets 
of competitive but uncoordinated short-tenn contracted workers, and 
the outsourcing of key features of service provision to private companies. 
This had the unintended effect of replacing the diffuse aim of 'working 
the public good' with a type of gamesmanship in which contractors 
worked simply to achieve the anticipated outputs written into their 
contracts (Mattei, 2009). 

It is not possible to return to earlier pre-NPM days, and the discon-
nected arms of service policy design and costing versus service provision 
in health care appear to be permanent changes, as do the rise in hybrid 
private/government contractors and the increased use of public represen-
tation to 'represent' consumer views. The more significant long-term 
change for practising health professionals however has been the manner 
in which NPM appears to have changed the face of the public governance 
of health care provision by facilitating the rise of the power of managers 
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versus the authority of professionals and civil servants in the delivery of 
health care services. For example, Mattei (2009) notes in her study of 
welfare policy changes in Europe that the discretionary power of manag-
ers has increased in the last two decades and the organisations which they 
oversee have become more autonomous, leaving managers much freer of 
political accountability for their operation. As a result of this, she suggests 
that managerialism is the key challenge faced by modern welfare states, 
and a pressure that arises frorn within them (Mattei, 2009). To put this 
another way, managers are not elected by the people and so they cannot 
be deposed through the normal democratic routes of elections. Despite 
this, their role and influence has expanded so much over the last two 
decades that they are now the key interpreters and irnplementers of 
government policy. Mattei is arguing that from this almost invisible posi-
tion and by simply following their professional values of prioritising their 
autonomy, and promoting efficiency and measurability of performance, 
they subtly shift the orientation of government departments and services 
so that the tail begins to 'wag the <log'. Welfare states begin to opera te as 
though citizens' needs are not as important as the organisational budget. 
Such a change then becomes impervious to correction by any external 
political influences because it has been built into the system. 

Let us consîder then, what are some of the potential problems in 
clinical work that such a turnaround might bring? Accountability for 
managers means holding individuals and departments to the meeting of 
specific and prior organised performance measures - where in this mix 
is the room for professional-based decision making on client needs? This 
becomes a particularly pressing element to consider in a reflective 
practice if client satisfaction and autonomy are prioritised as one of the 
measures of 'excellence' in service delivery. For example, do clients 
always benefit from receiving what they want? ls the loss of paternalism 
by liealth professionals always a good thing? By shifting accountability 
of welfare services downwards to managers, governments now rneasure 
accountability through performance instead of debating and deliberat-
ing on accountability through political means. This can leave you 
'performing' evidence-based practice without considering the polîtical 
pressures that direct the general orientation of your wider practice. 
(In terms of the opening analogy, you may be caught up in researching 
the form of individual snowflakes while forgetting to regularly scan 
the horizon for the direction, force and scale of approaching blizzards.) 
For example, is the national occupational therapy service adequately 
funded or has government support for your specialist areas of practice 
been gradually withdrawn in the last two decades? Has service delivery 
become fragmented? Has your job been disarticulated amongst othei; 
lesser-trained health workers? ls the new frarnework of service delivery 
conceptually designed to address the core social context of your clients' 
problems/challenges? 
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Writing during the heyday of NPM in the USA in the 1980s, Neuhaus 
(1988) directly noted the effect of technology and cost contairunent on 
decision making in the OT clinic, observing that 'The therapist has 
increasingly less contra! over whom to treat, when and how ... ' (pp. 291-292). 
In the next decade, Schell and Cervero (1993) suggested that these exter-
nal influences were important and the experience of working through 
them was pervasive enough to be given a specific title - they suggested 
'pragmatic reasoning ) - which covered thinking through the 'constraints 
imposed by reimbursement, equipment, and organizational culture' on 
optimal client-centred interventions. Around the same time, Peloquin 
(1996) argued of OT practice that 'when management issues preempt all 
other concerns, the ethos of caring and the art of practice are at risk' 
(p. 456). Have these sorts of prablems disappeared in the 21st century? 

Depending upon your age, you may have grawn up in this era of NPM 
and post-NPM, in wbich case you will find it completely familiar to be 
held accountable in your practice for meeting externally imposed work-
load performance measures such as case loads, or recomrnended lengths 
of hospital stay, deviation frorn client progression along standard care 
pathways, monthly budget allowances for treatment aids, utilisation of 
evidence-based treatment and so on (Blair and Robertson, 2005; Butts 
and Nelson, 2007; McCluskey and Cusick, 2002; Pinder et al., 2006; 
Stergiou-Kita, 2010). The intriguing thing about such performance 
assessments in a managerialist environrnent is that they are independently 
created by line managers without reference to your own specific daily 
workloads or your professional judgement about the needs of each 
individual client placed within your care. Prior to the decades of NPM, 
such variances would have been at the discretion of the senior OT admin-
istrator (Rappolt et al., 2002), but nowadays senior OTs are likely to be 
managers themselves, emphasising 'budget contrai ... efficiencies ... [ and] 
their autonomy to make decisions' (Gambie et al., 2009, p. 122) while 
struggling in the process to corne to terms with their increasing separa-
tion frorn any clinical duties. Underlying this current focus on rnanagerial 
rneasurement of case loads is a premise that clients are like widgets in an 
industrial production line, as one manager said to the author in the 
heyday of the implementation of NPM in New Zealand health care: 

Seventy per cent of the people who corne in for a certain procedure or 
whatever, urnm, are your 'runners'. They are your REGULAR people 
that kind of corne thraugh da da da da da, and then you've got your 
SPECIALS that go up to two standard deviations and that's your 
people who you need to treat in a special way and that's OK. And then 
you've got your STRANGERS which are your unpredictable outlying 
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people. People in medicine, doctors, nurses, radiation therapists, 
occupational therapists they ALWAYS like to treat EVERYBODY as a 
STRANGER because it's EXCITING. ln actual fact 70% of them 
[clients] are just runners - it's a fairly ROUTINE sort of process. 

Fitzgerald (2004, p. 336) 

The quote underpins two outcomes of the insertion of managers into 
health professionals' working environments - the push towards the 
homogenisation of clinical care (as a response to the managerial impera-
tive for efficiency) and the displacement of clinical authority from senior 
members of the professions a cross to 1nanagers ( as a response to the 
managerial imperative for autonorny in the 'right to manage'). For health 
professionals, the outcome has been a silent adoption over recent decades 
of what Duyvendak et al. (2006, p. 7) cite as 'a new kind of conscious-
ness, "a  dispersed managerial consciousness'" in their clinical decision 
rnaking. ln other words, we all take a little interna! manager along with 
us into our practice environments, making microassessments of the cost 
consequences and the efficiency of our practice, which then intrude into 
the substance of what our professional opinions and decisions might be. 
There is very little ernpirical study of the effects of this changing line of 
professional accountability on the practice of OTs. The work of Rappolt 
et al. (2002) in exploring Toronto-based OTs' perceptions of work 
changes through health care reforms is, however, one interesting excep-
tion. This study was based on interviews with 19 senior OTs in a variety 
of practice contexts and reported that all participants noted a 'perceived 
loss of control over the content of their work, the instability of occupa-
tional therapy positions and work environments and isolation from their 
peers'. Furthermore, the organisational changes associated with NPM 
were understood by all participants to have impacted negatively on 'their 
capacity to practice occupational therapy as they believed it should be 
practiced' (Rappolt et al., 2002, p. 300). The small body of work that has 
emerged from this and a variety of other health professionals suggests 
that tbe incremental effect of these daily, tiny decisions tinged with ideas 
of cost containment and the need for increased efficiency accrues over 
time to create startling changes in professional practice. 

Wilson and Cheetham (2008) offer us an intriguing parallel insight 
into this phenomenon. Their research project was based on a textual 
analysis of historical OT articles rather than any ernpirical study of OTs' 
experience of health care changes. However, they suggest that histori-
cally, a changing focus in the New Zealand OT literature can be observed, 
from 'activity' to 'problem solving' to the 'management' of clinical prac-
tice. They suggest that all of these themes are relevant to contemporary 
professional practice. In the following section, however, I provide two 
examples of the subtle changes caused when management of practice 
becomes the sole and dominant focus of professional life, as well as some 
solutions to the dilernmas created by the ideology of managerialism. 
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Luhrmann's study of psychiatrists in the United States, conducted in the 
1990s at the crest of popularity of NPM in the USA, is a very instructive 
study for understanding the impact of managerialism on clinical practice. 
For she shows a gradual change occurring in psychiatrie practice (under 
the impact of managerialism) away from 'talking' therapies towards 
medication (Luhrmann, 2000). The dinicians with whom she spoke cited 
the impossibility of providing progress measures to managers of client 
improvement when using talking cures which focused on increasing 
clients' insight into their own problems versus the ease of demonstrating 
'progress' via the numbers of pills prescribed to clients. They also strug-
gled to be seen as 'efficient' because of the indeterminate nature of the 
length of time for a talking cure - insight by definition being an elusive 
quality to achieve within a predetermined timeframe and one that is 
not always accompanied by positive emotions on the client's part. 
Pharmaceutical treatment (which dealt rather more with symptoms than 
causes) required much less persona! and prolonged contact with the client, 
resulting in a measurable increase of throughput of clients who could 
obligingly (under medication) provide ample evidence of enhanced eus-
tomer satisfaction. For managerial approaches to health care, it is the 
measurability of an outcome such as this that is attractive, allowing it to 
be monitored over time. That the general purpose of the therapy had 
drifted from gaining client insight to the far less complex task of symptom 
management and risk reduction became the private ethical dilemma of 
each individual practitioner. This silent 'drift' in treatment goals is exactly 
the sort of problem that can arise in clinical practice when one fails to 
consider the effects of the wider sociopolitical context on one's practice. 

In the following example, taken from students' writing for a New 
Zealand-based postgraduate course in clinical reasoning, Jenny perceives 
(too late) the 'drift' in the organisational goals of the national health 
insurance provider (ACC) towards maximising cost containment for the 
organisation and away from enabling its clients to return to a meaningful 
life after accidenta\ injury: 

I received a referral to see Mary for a social rehabilitation assessment, 
and workplace assessment, return to work plan and monitoring [and 
as J I had assessed Mary's social rehabilitation needs two months 
previously ... I was surprised to receive the new referrals ... I met Mary 
at her home. She was more frustrated and upset than atour first meeting 
as she had not had the anticipated surgery to repair her ruptured linger 
extensor tendon nor was she back at work. Mary reported that the case 
manager had declined the recornmended support because she thought 
Mary's children were 'old enough to help with all tasks'. 

As Jenny goes on to perceive, her problem is the loss of authority of 
clinical need compared to the organisation's need for cost containm.ent: 
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'I am only rnaking recomrnendations so have lirnited control over how 
my report [is] interpreted and/or used.' Meanwhile the purpose of her 
work becomes no longer to enable but rather to recommend. A similar 
experience of drift is captured in a British Columbia-based study by 
Mortenson and Dyck (2006), who recorded OTs from acute care settings 
finding that the focus of their intervention in the eyes of the organisation 
became early discharge rather than the client. The authors' findings 
emphasise the significance of the institutional context on clinicians' 
behaviour. They note that 'the institutional documents, policies and 
procedures seemed to be a greater deterrninant of occupational therapy 
practice' than individual workers' commitment to client-centred practice 
(p. 268). To return for a moment to the earlier-cited Canadian study by 
Rappolt et al. (2002), which explored the impact of organisational 
restructuring on OT practice, for those working entirely in the clinical 
environment, the effect of reporting to duty managers who were not 
trained as OTs, along with the necessity to adhere to institutionally pre-
scribed protocols, was bewildering - as one informant framed it, 'I don't 
feel like an OT anymore' (p. 298). 

Freidson (2001), writing from a philosophical standpoint, suggests 
that what is at stake in these examples of societies marked by managerial-
ism and consumerism is no less than the very soul of professionalism 
(p. 222). His view of the future of the health professions is particularly 
b]eak, for he suggests that ail things being equal, professionals are on the 
path to becoming 'neutral technical experts' (p. 210) whose specialist
knowledge is applied only within the circumscribed boundary of their
employers' goals. ln other words, the moral and ethical basis of their pro-
fession will wither away as (watched by managers, other professionals
and their own interna! manager) health workers increasingly restrict
their professional interventions to the homogenised forms dictated by 
efficiency in practice. Perceiving such a drift in the moral accountability
of one's practice is difficult however, and most of the empirical discussion
and research on this issue that has emerged is based upon the reflections
of very long-term practitioners who hold sufficient institutional memory
to be aware of other very different social arrangements of 'best' practice.
Such workers however are frequently also the harried lynchpins of
resource-starved contemporary practice environments and finding time 
to research or to write of the significance of their reflections on practice
is difficult. This explains the dearth of published work on such a perva-
sive phenomenon and the significant time lag (often measured in decades)
before such work appears in print. Critiques of managerialism become
implicit behind a lifetime's work of publication, such as the scholarship
of Peloquin (1990, 1993a,b, 1995, 1996, 1997, 2002a,b, 2005). But, are
there ways to shorten the gap between public discussion of the effects of
new ideologies on practice and their first appearance? One solution is to 
find a mode! of practice that will incorporate an awareness of the broader
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political and social environment to influence policy interpretation. Such 
a mode! has been put forward by Fraser and Mathews (2008), which tbey 
call 'critical practice'. lt operates across the domains of analysis, action 
and reflexivity and in doing so it most particularly requires 'understand-
ing individuals (including oneself) in relation to the socio-political and 
ideological context within which meanings are socially constructed' 
(Glaister, 2008, p. 17). I will return to this at tbe end of the chapter. 

A second common problem associated with working in a climate of 
managerialism is that practitioners can also struggle to find the appropri-
ate language in which to frame their disquietude in ways that colleagues 
can understand. In the preceding example, Jenny also noted that she 
'needed to word situations carefully [as] they may be interpreted differ-
ently by others'. In the New Zealand experience of NPM, the profes-
sional disquiet was framed through concerns about the nature of 'care', a 
word that both managers and clinicians used freely to describe clinical 
practice but with radically different meanings (Fitzgerald, 2004). Peloquin 
also noted the confusion from US-based OTs in understanding managed 
care as 'care' (Peloquin, 1996). Unpacking the meaning of acore concept 
like care can form a useful toolkit for practitioners to articulate the 
quality and challenges of their changing practice under managerialism. 
One of the most useful problem solving approaches to the dilemmas 
brought about by this ideology is to begin to create an alternative 
language of practice that can be used to communicate with managers (or 
the internai manager now lodged within our colleagues and ourselves) 
about practice goals that are being damaged in the current external envi-
ronment with its emphasis on efficiency, evidence and measurability as 
the markers of good care. Recognising the mismatch in meanings behind 
the same apparent term can help produce a more productive conversa-
tion either within the moments of our own reflections on practice or 
across the managerial and disciplinary divide. 

Unfortunately, the OT literature has not yet engaged with care as a 
concept worthy of empirical study. To explain the importance of such 
research for OTs, let me draw once more on the previously cited New 
Zealand study on the meanings of care for managers and a wide variety 
of clinical workers. In that study, care for managers reflected the concerns 
discussed by other scholars of NPM. Managers understood good care to 
be a homogenised service, which was maintained at a suitable level of 
quality, and could be performed by a variety of workers once a manager 
had determined the key constituent elements of the technical task. 
Efficient care from this perspective mandated the breaking apart of pro-
fessional identities into a variety of care 'assistants' who could manage 
these newly broken apart elements of the work of professionally trained 
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clinicians. Most importantly, the performance of these care tasks was 
then charted and monitored over time (Fitzgerald, 2004). Provided these 
tasks were completed with a breezy approach to customer satisfaction 
(the need to express to clients that they 'have a nice day!'), the daily 
representation to managers of 'tasks performed' became the quality 
indicator of 'good care'. This is a definition which diminishes the role of 
the emotional quality of the therapeutic relationship itself in the provision 
of care. 

For clinical workers, on the other hand, care in its ideal form was 
individualised, an expression of how workers themselves would like to be 
treated, and consisted of an array of technical processes (techne) and the 
sopbisticated and discipline-specific skill of what Hochschild (2003) has 
termed 'emotional labour'. Health professionals are usually already very 
well aware of the technical competencies of their practice but are often 
less well informed about the emotional competencies which are a similarly 
important aspect of good professional practice and its impact on 'care' 
(Fitzgerald, 2004). lnstead, man y of these emotional competencies are 
understood as persona! attributes, or regarded as a point of some embar-
rassment in public speaking - being qualities that individual therapists 
recognise as essential to the job but which lack any contemporary form 
of professional recognition of their worth. While the OT literature dealing 
with humanism, artistry and client-centred practice shares some insights 
into the demands of competent emotional performance in holistic prac-
tice, the work tends to be based on philosophical or reflective approacbes 
rather more than on empirical study. However, empirical studies are 
much doser to the language of managerialism than philosophy and offer 
more of a chance at cross-cultural communication. Thus, in order to 
encourage more OTs to engage in the empirical study of the elements of 
care in their practice, I will now discuss in more detail the concept of emo-
tional labour. I consider it to be one of the core constituents of professional 
care and a part of one's practice that is misconstrued and reconstructed 
under the influences of managerialism. 

In definitional terms, emotional labour can be described as the 
manufacturing of a specific emotional tone for a treatment interaction 
which will be therapeutic for the client and which is drawn from authen-
tic emotional memories for the practitioner but which is also to a degree 
manufactured on the spot as a require1nent of good practice. As a term it 
was first coined by Arlie Hochschild, writing in 1983, and was inspired 
by her observation that a push towards trading in workers' emotionality 
was an increasing trend of employment across a wide range of industries. 
She based her analysis of the phenomenon on her empirical study of 
flight attendants and bill collectors within the American airline company 
Delta (Hochschild, 2003). The flight attendants whom she observed and 
interviewed were required to recreate the emotional tone of a convivial 
cocktail party at twenty thousand feet while the bill collectors whom she 
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also studied were required to create a powerful and intimidating negative 
emotional affect in order to increase the likelihood of producing 
payments. ln order to create these emotional backgrounds, the workers 
were forced to draw on their own individual and authentic emotional 
memories of such feeling states and then reproduce them 'on demand' 
while engaging in the more mechanical task-based aspects of their 
employment. To produce a sense of 'faked' emotionality was completely 
unsatisfactory; good emotional labour must by definition appear genuine 
in order to be acceptable. 

Hochschild's empirical study of this phenomenon is intriguing (and 
triggered a subsequent avalanche of scholarship in this area) for she also 
considered the lingering effects on workers of this type of labour. Flight 
attendants noted, for example, that they becan1e so absorbed in recreat-
ing the correct 'upbeat' environment during flights that they could not 
'corne clown' from their own artificially induced high at the end of their 
shift. The degree to which people engaged in emotional labour varied, 
Hochschild argued, from a superficial to a deep level. At bath ends of the 
continuum, however, a price was extracted from the worker, with super-
ficial exponents feeling inauthentic while the deep players (akin to 
method actors) becarne lost in their simulated ernotional mernories and 
could no longer differentiate between the labour and the memory. 
Furtherrnore, the employer trained and monitored the staff's acquisition 
of the correct emotional tone for the job specifications. Failure to achieve 
the correct tone resulted in dismissal. Trainers also provided tips and 
tools for producing the correct affect in spite of overwhelrning persona! 
eues that a different affect would be the 'normal' response. In one vivid 
example from ber study, Hochschild notes a flight attendant who recalls 
having hot coffee thrown at ber by a passenger and how she still managed 
to wear the 'Delta smile' by considering that the persan who threw the 
coffee at her might have suffered a recent bereavement! 

At the time of her original writing, Hochschild argued that members of 
higher-status professions (such as health care workers) would have too 
1nuch persona! autonomy over their working conditions to be required 
to engage in emotional labour. However, the increasing time pressure 
provided by health care restructuring appears to have changed ail of that 
(Fitzgerald, 2004, 2008). Furthermore, emotional labour, far from being a 
negative attribute with the idea of 'sirnply faking it', is in fact an essential 
element of ethical and professional standards of care. For example, no 
worker is able to authentically invest their persona! identity in a clinical 
interaction for every single hour of their working day for every day of their 
life. Cmnpassionate and ethical care delivery does entai! some moments of 
'conjuring up' the required sympathetic co-presence for those periods of 
the day when we are tired or concerned with our own persona! problems. 

The skill in expert emotional labour lies in its delicate and complex 
orchestration of three associated qualities, which New Zealand workers 
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described as the juggling of the concepts of cost, risk and distance 
(Fitzgerald, 2004). The cost of emotional labour was associated with 
the investment of the authentic self in the clinical encounter by bath 
client and clinician. When authenticity was high, the risk associated 
with this type of emotional labour was high, as the emotional intimacy 
of the encounter was close rather than distant. By increasing the emo-
tional distance in a caring intervention, practitioners could reduce the 
cost of the emotional labour (such as the potential for burnout for 
themselves in repeatedly investing the authentic self in treatment 
encounters) but this also increased the risk that the emotional labour 
would not be effective (because it appeared to the client to be too super-
ficial). The clinicians' use of these terms varied quite markedly to the 
way in which managers understood the same English-language words. 
For example, the managers considered that their work also involved the 
juggling of cost, risk and distance, but with very different rneanings. 
Cost was measured in financial terms and expressed via budget plans 
and outlays, risk was assessed at the institutional level and could be 
allayed by an investment in care plans and best-practice guidelines 
which trimmed and limited professional discretion and decision mak-
ing, while distance was maximised via its expression in the superficial 
language of customer satisfaction and through the preferred managerial 
practice of slotting and substituting staff at whim across a range of 
positions within the institution (Fitzgerald, 2004). Intense and rnean-
i.ngful connections between staff and clients accordi.ng to the managers 
were to be avoided at ail cost as tbey reduced efficiency. This stark 
divergence in the meaning behind innocuous words such as 'care', 'cost' 
and 'risk', and the surprising analytical depth into clinical practice that 
a term like 'emotional labour' can produce, explains how the phenom-
enon of 'drift' in the goals of a profession can occur within a manageri-
alist environment, frequently without its immediate recognition. 
Everyone assumes that when they speak about 'care' they are talking 
about the same thing. 

Chrystal ( drawing once more from writing produced for a New 
Zealand-based postgraduate course in clinical reasoning) provides a 
direct example of these clashes of care models in her management of 
a client in a community mental health scheme: 

I used tennis as way of building rapport with a client, helping lift her 
mood, and work through social anxiety issues and her thoughts that 
were considered psychotic ... it was [a] great and I thought very 
effective medium as she seemed to engage willingly and openly in this 
relationship, and was typically someone people found difficult to 
engage with, and when my nursing colleagues saw me going to play 
tennis they were quite appalled!! and very concerned that I was not 
focused enough on risk management and medication ... 
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This example nicely illustrates the different 'look' in individualised 
holistic treatment versus systemic or managerialist generic models of best 
practice. The nurses in this quote have clearly taken up a 'dispersed man-
agerial consciousness' to such a degree that they can no longer recognise 
as positive an outcome that is good for one individual patient but not 
applicable for many and cannot be charted on any generic care pathway. 
While of course it also possible to trace the comments back to interdisci-
plinary rivalries (Fortune and Fitzgerald, 2009), the framing of the slur 
within a managerialist discourse is what is of significance here. 

Peloquin's writing from the 1990s discusses exactly this sort of problem 
for OTs working in the managed care environment of the USA (Peloquin, 
1996). Her suggested solution is to first learn the language of managerial-
ism. She reasons that cost reduction, increased efficiency and so on are 
not inappropriate goals for practitioners to realise in their daily work, 
provided they are not the on/y goals of clinical practice. The OT can then 
'nest' treatment goals within the broader language of managerialism 
when requesting additional funding, lower client/OT ratios, more staff 
and so on. Her article provides 12 examples of such nesting as an incen-
tive towards becoming bilingual. Interestingly, versions of her approach 
are still being advocated as an effective problem solving intervention a 
decade later for a wide range of resource-strapped health professionals 
(Fraser and Mathews, 2008) and as defence against the disabling 
qualities of institutions towards clients with impairments (Hammell, 
2007). Certainly a lack of resources, heavy caseloads and conflicts 
with colleagues still feature as common sources of stress for OTs (Lloyd 
et al., 2005). 

Mortenson and Dyck (2006), in their exploration of the nature of power 
in client-centred relationships, call for more research into 'the impact of 
health care policy, management, and economics on the day-to-day prac-
tice of occupational therapy' (p. 269). While their work does not engage 
with the ideology of managerialism as such, their focus on the managerial 
discourse within the study settings provides an excellent fit with its basic 
logics and so their request is very pertinent to the problems we have been 
discussing in this chapter. But how should this research proceed? In this 
concluding section, I offer some potential lines of further enquiry. 

To commence, the apparently starkly contrasting views of care when 
employed in managerial as opposed to OT discourses do (surprisingly) 
contain potential points of congruence. For example, the focus on 
customer care could be translated across in a therapist's language as the 
emotional labour in care work. Furthermore, the focus on efficiency in 
managerialism is in many ways very similar to the perpetual striving for 
perfection in the performance of technical care that is observed in the 
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expert therapist. While the tensions in these untranslated languages of 
care create dilemmas, such as the previously described drift in treatment 
goals for clients, they at the same time hold a possible resolution to the 
tensions between these discourses. This is because a bilinguaI approach 
can Iocate and translate these points of common ground, allowing 
therapists and managers to work cooperatively towards those goals in 
treatment which can be shared, as Peloquin (1996) has also observed. 

F rom this basis, I suggest that further empirical research into the nature 
and meaning of care for OTs and its theoretical articulation with work 
that delineates changing professional goals and the contemporary litera-
ture on practice is needed. As Auckland-based OTValerie Wright St-Claire 
(2001) observes, far more than simply providing the ethic of practice, the 
notion of care can speak to practice itself: 'Caring is not just a .feeling 
state, it involves the analysis, integration and application of knowledge 
and skills' (p. 197). In her short historical review of the tapie, she notes 
several OTs who have pondered the notion of care in relation to clinical 
work, such as Gilfoyle (1980) and King (1980). Her article focuses in 
quite some depth on the problems of authenticity and emotionality in 
clinica1 work, which are raised as potential objections to her suggestion 
of grounding ethical occupational therapy practice in the notion of care. 
However, such concerns can be sympatheticaHy resolved not only from a 
philosophical position (as she does) but also from an empirical position. 
This is achieved by considering this aspect of care as the performance of 
emotional labour. A good deal more empirical work is required however 
to determine the norms and rules of emotional labour for OTs as 
compared to other health professionals. References to emotionality, spir-
ituality, artistry in practice and so on defy easy representation and inter-
pretation within the contemporary managerial environment. Ernpirically 
based work which demonstrates their persistence through a variety of 
organisation settings and cultural milieus is thus very valuable. It will 
create the intellectual platform from which to defend organisational 
encroachments upon the performance of these qualities. 

Another line of enquiry would be to begin with the contemporary 
focus on clinical reasoning in occupational therapy and work backwards 
from this to clarify its articulation with the concept of OT care. Susan 
Toth-Cohen's (2008) USA-based work on developing the cultural-
historical activity model of clinical reasoning is an interesting foray into 
this area. In her overview of the various approaches to clinica1 reasoning 
she notes the tendency to place the dinician reasoner at the heart of the 
therapeutic encounter, whereas in her rnodel she argues clients co-
construct clinical reasoning with the OT as a shared activity. Her work 
emphasises the reciprocity within clinical encounters between OTs and 
clients and the importance of the context in which reasoning occurs. She 
argues that specific practice tools and subtle expectations can shift 
reasoning towards specific pathways and away from other possibilities. 
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The mechanism by which this occurs is 'appropriation' (p. 4), a mutually 
occurring process by which both client and practitioner engage in the 
limitations and possibilities of a certain sociocultural context and in 
doing so change each other's thinking. Reciprocity is a key element in any 
positive caring relationship and this concept of appropriation might be 
the path towards finding the mechanism by which the previously men-
tioned 'drift' in clinical goals occurs when practice is contained within a 
managerialist environment. 

A final and equally important strand of enquiry is to follow up and 
expand upon those clinical reasoning approaches which do recognise the 
importance of social context, such as the work mentioned at the beginning 
of this chapter by Schell and Cervero (1993) on pragmatic reasoning. 
Schell's work is particularly interesting because she herself identifies as a 
manager and hence she is articulate on both the benefits and drawbacks 
of highly managed care situations. She argues that it is the broader social 
context and ideologies that can subtly change the way in which we make 
decisions. lt is only by developing the theoretical vocabulary to describe 
this phenomenon that we can hope to influence it. As Wright St-Claire 
(2001) has noted, care is always situated, and as a result the effect of 
'service contracts, accepted policies and procedures and economic 
constraints, must be taken into account' (p. 197). 

To conclude, it seems that in this chapter I have been asking how does 
one 'problem salve' the implications of an ideology such as managerial-
ism on one's own practice. The answer, I would suggest, is by deliberately 
engaging with and producing the critical thinking that Blair and 
Robertson (2005) have identified by its absence in the OT literature. In 
their article overviewing contemporary epistemological trends in the OT 
canon, Blair and Robertson point out the failure to achieve a certain 
critical mass of studies into what they term the 'soft complexities' of 
clinical decision making. This outcome has had the effect of making the 
positivist realist style of research (typified in the evidence-based move-
ments) overly intrusive in the world literature. Currently the force of its 
presence mutes the study of artistry, emotionality and care, and their role 
in good practice. lt is no surprise that managerialism is aligned with pos-
itivism and the evidence-based movement, for in Blair and Robertson's 
terms it revels in the 'hard complexities' of clinical life which actively 
strive to diminish ambiguity through quantitative approaches and related 
epistemologies. If OTs are to successfully interrogate ideologies such as 
managerialism, it will require writing and thinking 'across the grain' of 
current orthodoxies. ln reflecting on how to best approach this task, 
Schon's idea of the reflective practitioner is one section of the pathway, 
for one must become confident in the validîty of contemplation as one of 
the many tools of effective practice. In time-starved and harried practice 
situations, the setting aside of time for thinking may seem an unethical 
luxury in the face of client demands for service access, yet practice diaries, 
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discussions and critical incident studies provide rich sources of data for 
subsequent analysis (examples used in this chapter, for instance, have 
been drawn mostly from reflexive essay writing by postgraduate stu-
dents). Reflection, however, will not be enougb unless one simultaneously 
develops a critical insight in order to become a 'critical reflective practi-
tioner', as discussed by Fraser and Mathews (2008) (this is similar to the 
reflexive practice approach described by Blair and Robertson (2005) ). 
A critical reflective practitioner does not necessarily take up a pessimistic 
or argumentative tone but rather has the courage to engage as much in 
'not knowing' in their practice as in 'knowing'. This means being pre-
pared to examine the meaning and interests behind the most sacred of 
texts and dogmas in clinical work (Blair and Robertson, 2005; Falardeau 
and Durand, 2002; Hammell, 2009; Mackey, 2007). As I indicate by this 
reference list, models of critical thinking by innovative OT scholars do 
exist, but we must encourage more of this scholarship. Furthermore, in 
addition to creating a new style of OT scholarship, critical thinking 
must be funnelled backwards into one's practice. As such it requires one 
to work collaboratively with clients to synthesise treatment aims and 
strategies (Toth-Cohen, 2008), with a clear-sighted recognition of the 
complexities, challenges and promises of the current health care environ-
ment (Peloquin, 2005) and a sophisticated understanding of the power 
dynamics of the field of one's practice. Finally, critical practice has eman-
cipatory aspirations and thus it also calls for the courage to articulate in 
public the nature of these professional ambiguities (Coster, 2008) for the 
better elucidation of, and insight into, our shared politics of practice. 
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