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Abstract

The caring professions of medicine and social work increasingly stress the need for an understanding of the background of services users to develop the necessary
professional relationship and to be culturally sensitive. However, we could find no study that focused upon the individual professional’s political values, in effect treating
professionals as inter-changeable technicians. This study seeks to understand to what extent, final year medical and social work’s student’s, from two Southern English
cities and two adjacent universities, religio-political beliefs vary with the general public whom they would serve. The confidential self-administered questionnaire
provided two student’s group value system, there were slight differences, more medical students from ethnic minority background and more female social workers,
whilst more than half were “agnostics’, religious difference were related to student’s ethnic background.

Ignoring age differences there were statistically significant differnces with the general populations results, based on Social Trends and 2019 General Election. Students
were significantly less religious, more left of centre, more middle-class backgrounds than general population. Whilst being younger than those they would serve, was
expected, the extent of the religio-policitcal and social class backgrounds suggest that it is the *professionals’ who are the *minority’ compared with those whom they

would serve..

Introduction

The persistence of poor child health outcomes and socio-economic
disadvantaged continues in the UK and across the Western world [1-
3]. Whilst there is recognition that ethnic minorities are especially
vulnerable [4-7] and the one pervading category, is to belong to the
lower socio-economic class [4,7,8].

This poses the question what must it feel like to belong to a
disadvantaged group and can professionals such as physicians, social
workers be culturally sensitive enough to understand their service-
users situation?

Social Work has long prided itself on being culturally aware of
the people it serves [9-11] based upon the core skill of establishing a
professional relationship with service users [12,13]. However, the focus
has been upon the client not the person-in- the-professional, that is the
individual Social Worker’s own politico-religious values. Whilst there
are studies related to social policy and underlying political-ideology
of the discipline [14-18], we could find none related to the individual
Social Worker’s political allegiance. The closest we could find were
studies of Social Workers’ personal situation in regard to multi-faith
religious beliefs [11,19,20].

This is similar to the situation for individual Doctors. In an
examination of the medical data base MedLine, we found 2,747
concerned with physician-patient relationship but as with Social Work,
the focus was predominately upon the patient’s background and found
no study that explored the individual physician's personal situation,
their original social class or politico-religious beliefs, features that are at
the heart of a person's cultural identity.
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As with Social Work, the need for cultural competency of physicians
is increasingly being recognised across the Western world [19-26].

One major survey of how UK Social Workers valued issues of
religion. Whilst more than half their respondents thought it important
BUT from an initial random sample of 5,500 there was only a 14%
response rate (789), suggesting that those who responded would
probably be more likely to have a religious orientation [19], but a
possible minority amongst most social workers?

A key feature about the professional is their social class, as it has
long been argued that ‘social class’ over-arches gender and ethnicity
and how it might colour the professional’s view of the pursuit of social
justice [27,28].

In regard to Doctors and social class, there appears to be limited
cultural understanding and many physicians believe that they remain
‘neutral’ to the patient’s Socio-Economic-Status (SES) so are in danger
of failing to respect or adequately understand the patient’s different
socio-cultural ethos [9,21,25,26].

Failure by professionals (physicians, Social Workers) to understand
another’s cultural diversity has been found to undermine the effectiveness
and safety of their service across the professions [9,20,29-34].
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Conversely, engaging users in a positive professional-patient
communication, research has demonstrated measurable benefits for
individual service-users and their families [9,29,33]. For example, using
a Social Work approach in high tech medicine- neurosurgery, brought
measurable benefits to clients, their families and the service and engaged
relationships were the effective change element [29,35]. Whilst other Social
Work research found positive outcomes centrally related to the ability to
engage the service-users as the relationship is the basis of effectiveness in
all the human-interactive services [10,13,33] [9, 36,37].

The concept of *culture’ is complex but in simple terms culture can
be thought of as the personal window upon the world, shaped by a set
of beliefs, values and attitudes linked to individual and group attributes
that created their sense of personal identity. Thus culture can be an
attribute that narrows the person’s view of others [9,38].

A person’s cultural attributes fall into a number of broad qualities:
given, chosen, rejected and emergent qualities. For example given
attributes include age, gender, family background - plus one’s original
social class, nationality and ethnicity; chosen attributes might include
religious or political affiliation; rejected attributes might involve family
values that a young person opposes during adolescence; and emergent
attitudes can include those of university years and later professional
identity. Furthermore, only a few cultural attributes are readily
observable such as physical appearance and language, whereas it is
suggested that the majority are hidden possibly even from the person
themselves [24,30,32,37].

In Britain, the socio-economic class of a Doctor and Social; Worker
is Class one, with the semi and unskilled workers are categorised as
classes six and seven, what might be described as the traditional
working class [38].

Differences in social class can lead to serious misjudgements between
both patent/ client and the professional, as social-class is self-evidently
often correlated with education, highlighted in a major systematic review
that explored the ‘social gradient in doctor-patient communication’
[21,31-33]. Typically they ignored the idea that the professional’s personal
perspective may play any part in the dyad interaction.

Thus, a service-user tends to be seen as a passive recipient of
the professional care offered, all of which is influenced by elements
within their culture [8, 24,30,39] which requires the professional’s self-
monitoring of their practice [10,13,33,37,40].

In Social Work is the increasingly active involvement and feed-back
from service users [41,42].

The virtual lack of anything in the literature about the professional’s
personal background, tacitly assumes that professionals are trained
neutral inter-changeable people, uninvolved, detached, only focusing
upon what the patients brings, is as if all professionals are seen as simple
inter-changeable automata — which self-evidently cannot be true.

In regard to "political’ allegiance, it can be argued that the most
recent General Election (2019) gives a broad indicator of current
political support to be found in the General Public [43].

Therefore how might professionals differ from the public they
serve?

Hence this study of final year Medical and Social Worker’s
individual politico-religious and social class backgrounds. The focus is
less upon any differences between the professionals but any substantial
gaps between them and the general-public, whom they would serve.
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There is one working null hypothesis that there will be no statistically
significant differences between Medical and Social Work final year
students and the general public’s politico - religious allegiances.

Method

The study emerged out of a participatory medical student seminar,
designed to explore the ‘person in the professional’ of those willing
to anonymously share their demographics to be contrasted against
their cities background and then fed back during the seminar. The
extent of the differences surprised the students, so it was decided to
undertake a more formal planned project with a new group of final
year Medical and Social Work students from two adjacent Universities.
A self-administered questionnaire was designed that sought to elicit
professional’s social class back grounds and their socio-religious
perspectives, ensuring total anonymity of their answers. We gained
ethics committee approval (xxxxx University Ethics Committee ID
4689) to approach the students, to take part in a seminar on "the person-
in-the-professional’ that they knew would be reported anonymously
back separately to the groups. No individual could be identified from
the questionnaire, only the ‘group' results were discussed.

Sources of data

All respondents’ demographic data came from the completed
anonymous student questionnaire. Their social class origins were based
upon their parent’s occupation and they indicated any religious and/
or political affiliation. The questionnaires were destroyed after analysis.

The politico-religious data on cities’ adult population (>18) was
obtained from the latest Social Trend (2020) data and the general
public's demographics from the city archives [38]. This constituted
people aged >21 years in two adjacent Southern English university
cities. The general population’s *politics' were obtained from the cities’
British General Election results [43].

Itisrecognised that the student groups themselves will have inherent
differences reflecting the two disciplines’ educational background, arts
v sciences. Yet in the last analysis both Doctors and Social Workers are
dealing with the totality of the human experience, which centres upon
the service user-professional interaction and relationship.

The fact that the student groups would be expected to younger than
general population was taken as a self-evident given.

Whilst the focus of the study is any differences between the
‘professionals and general public, such difference and any between the
students, were tested by Chi Square test, with a one in twenty probability
(p <0.05) being considered statistically significant.

Results

Medical v social work students

There were 46 Medical and 48 Social Work final year students. There
were 48% female Medical students to 90% female Social Work students
(p<0.001) and Medical students were younger, 65% being under 23year
to 46% Social Workers and fewer mature (>30 years) students 9% to
28% Social Worker (p<0.001).

In terms of Social Class, there was no significant statistical
difference between being middle class (Classes 1& 2) of Medical to
Social Work students 80% to 63% and working class (classes 6& 7) 7%
to 13% between the two groups.
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In regard to religious affiliation 54% of Medical students to 56% of
Social Workers declared themselves as agnostics or atheist. The student’s
with religious affiliations mainly reflected their ethnic backgrounds,
with 24% and 40% Medical and Social Work were Christian, whereas
the other Medical students belonged to the Hindu and Islamic faiths.

The Political value systems of the two professional groups was
interesting, taking a simple dichotomy of progressive affiliation then
there were no significant differences between them, 74% of Medical
to 87% of Social Workers, voted for left-of-centre parties i.e. Green,
Labour or Liberal Democrats.

However, when examining the five possible affiliations, 26% to
13% of Medical to Social Work students supported Conservatism, to
22% and 48%, so on this break-down the Social Workers were more
progressive, the biggest difference was the groups’ support for the
Liberal-Democrats 41% of Medics to 21% of Social Workers.

Differing cultures: The professionals v- General public

There were no significant differences in the demographic patterns
of the two cities’ adults compared to the South West Region averages.

In regard to Gender, whilst medical students were not significantly
different from their city males 52% to 49%, the Social Workers,
were predominately female (p<0.001). As would be expected the
‘professionals’ had a markedly different Age pattern to the general
population (p<0.001). This has especially important features in regard
to communication and understanding between professionals and
service users, for example more than two-thirds the population were
born the pre-digital age, and many service users would be as old as the
professionals’ parents or grand-parents. Students might take this for
granted but those of us who have been ‘users’ often notice.

Ethnicity

Again, as might be expected there were more students from an
ethnic minority, than in the Southern cities’ general population. This
matches current UK domiciled university ethnic minority students,
are over-represented, more than double their presence in the general
population; 29% to 14% [44].

Social class

By definition, all respondents are currently Middle Class (Class
One). In regard to their social class origins, 80% of the Medics and 63%
of Social; Workers came from the middle class compared to 42% of the
general population.

Religious affiliation of respondents was also markedly different from
the general population, 54% and 56% declaring themselves atheist/
agnostic to the cities’ 40%; and even the proportion of students being
*Christian’ 24% and 40%, is significantly different from the 52% of the
general population (p<0.002).

Political orientation

The student groups were significantly more left of centre than
the general population of the two cities. Medical and Social Worker
respondents supported progressive parties 74% and 87%, compared to
the 38% and 49% of the cities (p<0.001). In the 2019 general election
the cities voted 40% and 49% Conservative, compared to the Medical
and Social Work respondents 26% and 13% respectively (p<0.001).

So, looking at these results from the average service-users
perspectives, what might they see / feel?
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Their "average’ Medical and Social; Work professional would be half
their age; more likely to be a person from a middle class background and
proportionately be more often to be non-believers and having a different
political world view. More important, coming from a very different type
of family background, the professionals are proportionally less likely to
have experienced the psycho-socio-economic distress of many of their
service users.

Discussion
Main findings

We can reject the null-hypothesis as there were significant
difference between professionals and general population in all religio-
socio-economic domains. For us, the biggest difference was between
the professionals’ middleclass educated backgrounds and the general
public. Whilst the link between relative poverty and poorer health and
social outcomes continues to be a relevant factor for both Medicine and
Social; Work in all Western countries [8, 27,28, 39, 45-50].

The second major finding is to appreciate that both Medical and
Social Work professionals will have a largely different world view than
at least half the people they serve.

When set out like this at the feed-back sessions both student groups
expressed surprise at the extent of the difference. The question then is,
do these differences matter?

We think it does. First is the issue of inter-service-user-professional
communication and a potential clash of values between themselves and
their clients/ patients, where it is not just a difference of a knowledge
base but more about values and life experiences.

We professionals are not psychosocially inter-changeable units/
widgets as consciously or otherwise, we will inevitably bring our own
personal value systems to work.

It is suggested if young professionals consider these finding they
will find a paradoxical confirmation from their own experience i.e.
they find it easier to communicate with people similar to their own
background. Thus from the perspective of the majority of clients and
patients, it is the Medical and Social Work professionals who come
from a different world to themselves, which can create real dangers at
the service-user-professional interface [29,32-34,36].- This should be a
major educational objective to help student professionals reach out and
communicate with these families, as comparatively, many of us are from
another "culture’

It is the professional’s duty to communicate with the patient, not the
other way round and we need to be able to lower the barriers that often
daunt the people we serve.

The problem can be in the over-use of the defensive need to be
professionally detached- yes but not too detached. Whereas a primary
skill should be to recognise what the professional brings to the specific
client/ patient- professional dialogue.

Conclusion: Know thyself - Who is the minority

Traditionally the professional’s focus is supposed to be service-user-
centred but we argue for the need to start from the classic position from
the Oracle at Delphi of ‘know thyself’.

It is argued that to understand another person from a different
culture, social class or ethnic background, the practitioner needs to
have active act of imagination otherwise everything is filtered through
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the professional’s world view, reinforcing any stereotypes brought to the
situation. Unless professional’s challenge themselves they can continue
to unaware of their de facto potential cultural and social class bias
[10,11,29,34,37]. The only remedy for this is continued self-reflection
on the cultural and political values of ourselves as agents of change.

We need to recognise and not fear the ‘person-in-the-professional’
perspective to the ensure we have the knowledge and skills to understand
the culturally derived attitudes which could enrich the lives of the
professionals as well being able to offer a more humanising service user-
specific service. After all, in the last analysis it is we professionals who
are the non-average ‘minority’ group.
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