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This thesis is an examination of the definition anglementation of ‘good practice’
in residential care for senior citizens. The calntontention is that ‘good practice’ is
a term that has been variously defined. Diffeggoups define it in different ways,

and their definitions have changed over time.

This reflexive qualitative study explores ‘goodgiree’ in local authority, voluntary
and private residential care homes in Scotland ttwerperspective of policy, practice
and the experience of senior citizens who livehgmt. The study is based on analysis
of policy documents, historical studies, and regsed interview and survey data

from two earlier studies conducted by the authar @rileagues.

The thesis shows that the notion of ‘good practicat emerges in policy and practice
documents is a confused and often conflicting §e&teas. Historically, the earliest
were driven by concerns over cost. In more motiares, statements about ‘good
practice’ have had a more benevolent intent bufratgiently flawed by paternalistic

and ageist assumptions.

It is shown that staff in residential homes typigaldopt a different set of attitudes:

their preoccupation is with safety and the avoi@aoicrisk. Although benevolent in



intention, these interpretations of ‘good practiaee also at variance with what

residents themselves actually want.

Two particular models or styles of care are exathinagdetail. One of these is the use
of ‘keyworkers’, often implemented in ways that fairealise its potential. The other
is the ‘*hotel’ model of care. The potential ofstimodel as an alternative to the
statutory model is explored. The thesis conclutasit is a model that can realise
the goal of enabling residents to exercise indepete, choice and privacy while

meeting their needs in residential care.
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Chapter One - Introduction

This thesis is about the concept of ‘good practiddy interest in the topic arose from
the findings of previous research in residentiaédaomes. | hoped that using
indicators of ‘good practice’ in my investigatiohguality of care would identify
homes that provided residents with a good quafitifeobut the results did not show
this. Interviews conducted with residents revedhed they were concerned about the
guality of their lives in general rather than aboatte only. The study results
therefore raised questions for me about the whotem of what ‘good practice’ is or

should be.

In the thesis, | unpick concepts of ‘good practit@dk at them in context, identify
key problems, then argue how to proceed. | havsamto use the term ‘senior
citizen’ rather than ‘older person’ in the thesis tivo reasons. Firstly, this is the
term preferred by people in a study of ‘older petglattitudes and aspirations
(Haydenet al1999) and secondly because | am arguing for thegigf ‘older

people’ as citizens to independence, choice ana@yiin residential care.

What | set out to argue in the thesis is that iddsmit ‘good practice’ in residential
care should be based on what senior citizens tHeessealue and wish for in homes,
not the assumptions of policymakers, practitiomgnesearchers about what they
consider to be ‘good’ for residents. | am usingmiews conducted with residents in
two previous research studies in residential caneesyears ago, together with
evidence from other, more recent studies, to suppprargument that definitions of
‘good practice’ and its implementation in residahtiare homes still do not reflect the
aspirations and priorities of senior citizens fogit quality of life. The whole aim of

the thesis is to address ‘good practice’ from thespective of the ‘consumer’.



| am examining residential care because it epitesnpeople’s worst fears about
ageing, of losing control over their lives, partanly when the move is not from
choice. | will argue that policy and practice &t promote values such as
independence, choice and privacy in later lifethase values are in conflict with the
focus on care, the emphasis on disabling, phyasagcts of ageing and anxieties
about risk. Social, emotional and practical aspettife which matter to residents
tend to be seen as unimportant and get negledted. uncertainty and confusion
about the nature of ‘good practice’ in homes mawuderstood within the broad
context of an ageist society, manifested in squuity by ambivalence and
minimalism. The concept of ‘structured dependensgfully makes explicit the
socially constructed nature of many of the ‘dep@&wedss’ that are typically associated
with ageing. The cultural association of ageinthwiiependency is reflected in the
attitudes and actions of professionals and relgtare in the policy rationale for
residential homes as a ‘need’ for physical careweéier, my study shows that
despite being ‘victims’ of ‘structured dependensghior citizens still act to remain
independent or autonomous in their everyday livEse study also shows that not all
social actors are ageist and that some modelsufengtial care operate on other

bases, such as the operators of the *hotel’ modsdre.

For this study, | chose to investigate ‘good pratirom three perspectives; namely
policy, implementation and the experience of seaiozens living in residential
homes. | pursued ‘good practice’ by undertakinitkr policy and guidance
analysis, analysing the practice and residents&daech literature, investigating the
origins, development and implementation of the ka®r role, investigating a
different approach operated by a private home gneploring the experiences of

residents.



My aim in this thesis is to investigate how ‘goadgtice’ has been defined, by whom
and for what purpose; to evaluate its implementaitiaresidential homes, to
determine how residents experience ‘good praciicegrms of their quality of life,

and to suggest ways in which ‘good practice’ migéwelop to reflect the priorities of

residents.

| begin in Chapter Two, by looking at broader sbatitudes and beliefs about

ageing and senior citizens. | argue that one damegin to explore the various
meanings and ideas of what constitutes ‘good @elamn residential care without
setting such explorations in the wider context@lfdis about how ageing and senior
citizens should be ‘managed’. | argue that thegtion of ageing as a personal and
social burden has a marked influence on sociatjesli social attitudes to and
behaviour towards senior citizens. These agdisidés about the ‘burden’ of ageing
and its assumed association with ‘dependency’ emite the pattern of what is seen as

‘good practice’ in terms of policy responses expeelsin terms of a need for ‘care’.

In Chapter Three, | begin to narrow the focus ofinwestigation into ‘good practice’
by looking at residential care as a policy respdasageing. | show that although
there have been a number of policy initiatives elmainges in how residential care is
provided, there are a number of continuities unyleglthese changes. Most
importantly, these are the policy of promoting ipeedence from the state,
expectations of family care and statutory provisidnesidential care as the ‘last

resort’.

In Chapter Four | narrow the focus still further eixamine how ‘good practice’ in
residential care has been defined in policy docusnand in social work and social
care practice literature. | argue that ‘good pcacthas been used in many different

ways by policymakers and professionals. Varyinfindens of ‘good practice’ in



residential care have been contested and debatdatiese debates are reflected in
legislation, policy and practice. Although ‘goocagtice’ is a term that is widely used

in policy guidance, its definitions are varyingnhfased and often conflicting.

Ideas about what constitutes ‘good practice’ mdgrr® policies, to principles or
values, ideologies, procedures, processes, aefwti standards. Often ‘good
practice’ is used to exercise power and inducearomfy. It may be used to secure
compliance with a set of behaviours or practicesnt to be in the interests of a
particular group or body, to prescribe policiesta actions of others, or in pursuit of
what is deemed to be the ‘public good’. My reviewggests that a common factor
underlying this confusion and variation is the kéadure to ask senior citizens what
they think about residential care or what they weorh it. The tacit assumption that
professional definitions of ‘good practice’ bendifie people who use services, has
not been developed or tested by seeking the vied®gperiences of residents. In
this thesis, | explore what residents want andkthioout life in residential homes,
examining some of the situations they find thenein, in order to draw lessons
about practice that would be regarded as ‘goodesydents and enhancing their

quality of life.

In Chapter Five, | discuss the influence and imgrace of methodology in social
research into ageing and residential care. | amalrof my own quantitative
methods in previous studies, which have tendeditdarce popular stereotypes of
ageing and of senior citizens in terms of incregdilependency’. | argue that many
previous studies of residential care, undertakesuageys, have failed to elicit from
residents their evaluations and perceptions ofjttadity of residential experience. In
this study of ‘good practice’, | adopted a quakltatmethodology in order to bring to

the fore the ‘voice’ of senior citizens about asped life that matter to them as



residents and how they experience principles obcgpractice’ when implemented. |
seek their views and perceptions of the qualittheir lives before and since moving
into residential care. | emphasise the importari@ntext, both the institutional and
the wider social context of attitudes to ageing mwbenducting interviews with senior
citizens in residential care, and the likelihoodttsome residents are not there from
choice. In my reanalysis of interviews undertakemy previous studies, | am

addressing how far senior citizens experience aksra professionally defined

‘good practice’ as positive enhancements of theality of life rather than the narrow

concept of quality of care.

In Chapter Six | report the views of residents dlibeir experience of ‘good practice’
as implemented in a range of local authority, vidopand private residential homes.
| am using the concepts of independence, choicgewalcy to investigate ‘good
practice’ since these are aspects of life thablgeeat importance to senior citizens
and their anticipated loss is often cited as redsotheir reluctance to consider
residential care. Policy and practice literaturesses the rights of residents to their
independence, choice and privacy but this is rfegated in what residents said they
experienced of ‘good practice’ in the resident@ines | studied. For some people,
their independence is immediately undermined becthes move is not from choice.
As residents, some people find their independeaostrained by risk-aversive
regimes of care that render them dependent on Eafing them with little scope for
making or exercising choices. For some residgmigacy may be compromised by
having to share accommodation with a stranger grtddattitudes of staff. Despite
these difficulties, residents describe how thegxercise a measure of autonomy and

choice and maintain their privacy by adopting stg@s such as ignoring house rules,



‘keeping themselves to themselves’ and by optirtgpbaommunal aspects of

residential life that they dislike.

Having discussed the very varied views and expeegf senior citizens of ‘good
practice’ in a number of residential homes, | foru€hapter Seven on one recent
development in practice. | focus on the keyworkde and care plans as concrete
examples of attempts to implement some of the s of ‘good practice’. The
keyworker provides each resident with a relatiomstith a particular staff member
and this is seen as a means of the resident exgrcisoice and having their
individual wants and preferences addressed. Tihdsadual wants and preferences
are captured in the care plan that is drawn up thihresident. The keyworker is
seen as the basis for managing the tension betwemidualised care and the
communal experience of residential life. My anayd the origins and theory behind
the keyworker and my interviews with residents shmaw these aspects appear in

practice, demonstrating how policy is operated.

In Chapter Eight, | move on to examine a differgpproach to ‘good practice’
implemented by a private home, based on a ‘hotetleéhof care and compare it with
the statutory or ‘social care’ model. The privatene stood out in the previous
research study as markedly different, both in tesfiitbe approach to residential care
adopted by the owners and the attitudes and belnagfdhe residents. Interviews
with the owners reveal that this home operates titwerconcept of *hospitality’, as do
hotels, and on the basis of a ‘personal servic&wstomer’ ethos rather than a care
or custodial philosophy. Together with its postapproach to the management of
risk, this model of care gives residents a sens®wtinuing independence and
freedom of choice. This model has the potentiaiffler emulation, since it shows

that alternative approaches are possible, witharethisting legislative framework,



that can and do respond positively to senior aisz&vishes and aspirations for their

life in residential care whilst not neglecting @nging their care needs.

In Chapter Nine, | draw a number of conclusionsitbe study about the
implementation of ideas about ‘good practice’,ha tight of the experiences of senior
citizens living in residential care homes. | sugjgevo ways in which ‘good practice’
could be made more relevant and responsive tosiieations of residents for their
guality of life in residential care. | argue tlicause senior citizens are highly
heterogeneous individuals who place greater oetesdue on particular aspects of

life, we need a number of models of residentia¢ ¢aat cater for that diversity.

From my analysis of social policy, the views ofiseritizens, the keyworker role

and the ‘*hotel model’ of care, | argue that theeegimmerings of hope and
possibilities for change, with implications for gl and practice. For ‘good practice’
to become a means of enabling residents to enjmpd quality of life it needs to be
developed and tested in partnership with the pewpte use residential services,
focusing on those aspects of life to which thegdttimportance rather than reflecting

the beliefs and attitudes of policymakers, resesrchnd professionals.



Chapter Two - Social Attitudes to Ageing

Introduction

The focus of this thesis is ‘good practice’ in desitial care for senior citizens.
Residential care homes are part of a social regptmnageing. In order to put ideas
and definitions of ‘good practice’ in residentiare into context, it is first necessary
to consider how ageing is viewed and respondedot@ nvidely. In this chapter, |
consider some of the strongly held beliefs aboetr@gand test the empirical basis for
such beliefs. | argue that social policies towaalsior citizens are discriminatory
and that they reinforce the belief that to be ‘pldwever that is socially defined, is to
be different from adults of other ages: so differ¢hat to be ‘old’ is to no longer be
adult. No longer being seen as an adult, resulisss of the status and power
normally ascribed to adults. This loss of status power is reinforced by biomedical
understandings of ageing which see it in termshgkal and/or mental pathology
that results in dependency. Thus ageing becordesase that requires treatment and
a therapeutic approach for those defined as ‘agied’a de-valued status to be

avoided or denied by those who fear being so define

The focus on the physical aspects of ageing temtisogenize it as a process and
an experience and masks the impact of social ag@sgler and ethnicity on how
ageing is ‘managed’ and experienced. We still aioyet fully understand the
processes of physiological ageing and have ontylgeigun to explore with people
who have lived for a great many years their viens @xperiences in the latter half of
life. What we do know, but which social policiemvie only just begun to
acknowledge, is that the way people experiencephgsiologically and socially

varies, and that this variation is partly attritaléato their class, gender and ethnicity.

10



Social policies now acknowledge the diversity odiag as a process and an
experience but they still do not acknowledge tlgatirag, in all its diversity, is a

normal feature of the life course.

The biomedical view of ageing as pathological séthins its influence and inflexible
social policies, such as those on statutory regr@nreinforce the belief that ageing
‘starts’ at 65 years rather than being a life-lpngcess. These beliefs are reflected in
social policies that marginalize ageing and ‘agezbple, i.e. those over 65. This
marginalization is manifested in the response ¢s¢hwhose ageing involves
disability or chronic illness and who lack the resary resources — financial,
emotional or social — to enable them to mainta@irtindependence. For them, the
only way to access the resources they need to amaititeir independence and quality
of life may be by moving into residential care. wéver, ageist attitudes and policies
see such needs in terms of ‘dependency’ to whiehgihod practice’ response is to

provide ‘care’ in a residential care home.

An Ageing Society

In common with other developed western nations|iKds characterised as an
ageing society, due to increasing adult survivedg@and a continuing fall in the birth
rate. Population ageing is not a sudden or rgaegmomenon. In 1954 the Phillips
Report gave a surprisingly accurate estimate offill®on people over pension age
by 1979 but its implications were overlooked oraged until the late 1970s and early
1980s when population ageing became the justifindor cutting public expenditure,

particularly on senior citizens (Phillipson 1998:6)

Between 1971 and 2003, the percentage of peopteGigand over in the UK

population increased by 3% to 16%, while the praporof the population under 16

11



decreased (ONS 2004). This trend will continuarduthe first half of this century,
as the relatively large numbers of people born fesond World War and in the
1960s ‘baby boom’, become older. In Scotland, betw1993 and 2003, the number
of people aged 75 and over increased by 11% wihdentimber of children under the
age of 15 fell by 8% (General Register Office faofand 2004). The proportion of
children under 16 is projected to continue fallargl that of people aged 75 and over

to continue increasing by 61% by 2027 (General &egOffice for Scotland 2004).

It is the oldest age group, people aged 85 and thvatris predicted to show the
largest relative increase, from 1.6% of the totgdydation in 2000 to 3.1% by 2031
(Wood and Bain 2001). This age group is regardgobaticularly significant.
Twenty-two percent of people aged eighty-five amdrare long-term residents of
care homes or hospitals, compared with just 1%Gef4 year olds and 4.7% of those
aged between 75 and 84 years of age (Wood and2B8ih Macdonald and Raab
2004). However, more than three quarters (78%)ople over the age of 85 are not
in long stay care or hospitals but still livingretme. Recent evidence suggests that
people reaching the age of 85 ‘are in much beligpe than previously’ (Kirkwood in
Mullan 2002:188) and that the onset of major cloalimesses is being delayed (Fries
in Mullan 2002:189). In 2000 only 4.5% of the ptgtion aged 65 years or over was
in long term care (Wood and Bain 2001:63), a peeggthat has remained

remarkably stable.

These demographic trends have caused politiciashpalicymakers to question the
ability and willingness of the reducing working pdgtion to meet the costs of
supporting the growing proportion of the adult plapion that is no longer
economically active (the dependency ratio). Theeddency ratio, which measures

the number of children and/or people of retirensege relative to the number of

12



people of working age in the population, providesliernative, albeit crude, way of
assessing the impact of population ageing (WoodBamd 2001:9, see also Mullan
2002:67). In Britain, the dependency ratio atehd of the twentieth century was
virtually the same as it was at the beginning (Risibn 1998:95). Although the
increase in the numbers of people of retirementhageraised the dependency ratio, it
is projected to stabilise in the UK overall at joser 700 ‘dependents’ per 1,000
working age people from the late 2030s onwards (@l Bain 2001:9). This ratio
is equivalent to the ratio in the early 1970s, whkitdren were the majority of the
‘dependents’ (Wood and Bain 2001). Yet the redundtiin health service and social
security expenditure as a result of fewer childsemg born are rarely mentioned as

offsetting the ‘burden’ of ageing (Mullan 2002:70).

This preoccupation with population ageing is pattidy marked in health and social
services, although care for ‘older people’ accotmtdess than half (40%) of both the

social work and health service budgets in Scot{&tl Health Plan 2000:63).

The policy response to increased population ageasgoeen to reduce public sector
provision for senior citizens in health and sos@lvices and encourage the
development of the private and voluntary sectongrasiders of care, the so-called
‘mixed economy of welfare’ (see Tinker 1992:170)edical care has been redefined
as ‘social care’ which, unlike health care, is sgbjo means-testing (see Mullan
2002:181). In 2002, there were 1,163 care hom&satland, with 40,068 beds, two
thirds of which were in nursing homes. Residerd@gak homes numbered 605 with
14,843 beds and 558 care homes were private nunmsimgs with 25,225 beds
(Scottish Executive 2003). The number of locahauty residential homes has

reduced by more than one third (37%) since 199@ewthere have been increases of

13



3% and 10% respectively in private and voluntagtaeresidential homes over the

same period (Scottish Executive 2003).

The most marked change in provision over this jgehnias taken place in the services
provided by the NHS. Between 1990/1 and 1998/%eaawailable beds in
NHSScotland hospitals reduced by 29% to 36,400sacgaotland (Forth Valley
Health Board 2001), with further reductions under Private Finance Initiative of
around 30% anticipated (Dunnigan and Pollock 20089 Since 1990, NHSScotland
long stay hospital bed provision has reduced byertimain half (58%) (Woods and
Bain 2001:60). Long stay geriatric hospital bed2002 numbered just 3,814,

compared with 9,277 in 1990 (Scottish Executive300

The outcome of these policy changes has been te noovards making ‘care’ in later
life a private and personal responsibility of thdividual rather than a collective
responsibility as envisaged with the establishnoétihe Welfare State post Second

World War.

| now consider how social attitudes and policiasaxls ageing and retirement
reinforce the perception of ageing as a ‘burdenth@npopulation. This perception
reflects the political and ideological barriersetgoying full citizenship that people

have to overcome in later life.

Ageing as an economic burden

Social policy literature discusses the increadengevity in terms of governmental
‘fear’ and ‘anxiety’ about the cost of supportingr@wing population of senior
citizens (See Means 1985, Walker 1986). This tsam@cent phenomenon. As long
ago as 1942, the Beveridge Report, no less, warhw ‘dangers’ of being ‘lavish

to old age’ (Wilkin and Hughes 1986:169).

14



Beveridge explicitly related pension levels ‘to thenimum subsistence’ concept
(limited in the main to the physical necessitiesonfd, shelter and clothing

(Townsend 1986:30)). The 1949 Royal CommissioRPopulation was concerned
about older people competing for consumer goods thi¢ working generation,
endangering the standard of living of both generati(Phillipson 1998:86). Social
policy literature is consistent in the focus of gowments on providing support and
care only to senior citizens who need it, and etiehast possible cost, whether through
the mechanism of residential care or community,c@@pending on the economic
wisdom of the times (see Mcintyre 1977, Audit Comssion 1985, 1986). Whether
senior citizens receive support and care at honre @Home is restricted by what

services the state is prepared to underwrite (Wigkid Hughes 1986).

Alongside economic considerations is the role effdmily, particularly female
relatives, in the support of older relations, agar$ that the development of
domiciliary forms of state support might undermihis informal support, despite
abundant evidence to show that this is unfoundeebfid 1986:100, Care
Development Group 2001:16). Legislation enablowal authorities to develop
domiciliary support services did not prevent restagd care continuing to be the main
local authority provision for older people throughthe 1960s and early 1970s

(Means 1986:97).

The Conservative government White Paper ‘Growinde®I(1981) linked services
for senior citizens to the reduction and containhedrnflation. It did this by putting
the onus for meeting the ‘increasing needs ofibeeasing numbers of older people
‘back on to ‘the Community’ who were expected toypde the care rather than the
public authorities or public finance’ (p.59). Arfaer assault on the wellbeing of

senior citizens took place the following year, whiea link between average earnings
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and the state pension was broken and pension segegere linked to average
increases in prices instead (Wilson 1993:57). Teant that senior citizens
continued to become poorer relative to the reth@population (Wilson 1993:58).
Further economies in state support for later lisgevenacted in the 1986 Social
Security Act, which changed the basis on whicheSEarnings Related Pension
Scheme (SERPS) would be calculated, resultingdnaed average amounts of
‘lifetime’ earnings (Evandrou and Falkingham 1998 Despite growing
campaigns to restore the link between the Statsi@end average earnings,
governments have, so far, successfully resisted.tHeecent work by the Pensions
Commission on pension provision assumes that atsion rates will continue to be

indexed to prices rather than average earningss{@eshCommission 2004:76).

Anxiety about the costs to the State of supporiggowing percentage of senior
citizens in the population has not been confinethéoaffordability of pensions. It has
also been raised about the costs of health carggudarly senior citizens’ use of
acute hospital care. In Scotland in 1999, peogéel &5 and over were half the day
case and elective inpatient admissions and 65%mefgency inpatient admissions
(Wood and Bain 2001:56-57). With increasing emphas achieving maximum
effectiveness of hospital bed use, there has bemmig pressure to reduce patient
length of stay. This has been particularly diffidar senior citizens who may need
longer to recover than younger patients. It canlten senior citizens being
discharged before recovery is complete and befdeguate arrangements to support
them at home have been implemented (Harding 1999\8®ere a senior citizen is
assessed as needing long term care which canriotibé for them straight away,
necessitating their continued stay in hospitaly e described as a ‘bed blocker’

(Wilkin and Hughes 1986:169 and see also Phillipk@32:89, Tinker 1992:108).
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The language of ‘blocked beds’ has now been resa%telayed discharges’ (see
Wood and Bain 2001:59) but the pressure to minif@ngths of stay by senior
citizens continues. Thus the senior citizen isnad rather than the failure of the
health care system to provide sufficient hospiedand to act flexibly to meet their
needs appropriately. ‘Delayed discharges’ of secitzens rather than NHS bed
closures are then seen as the reason for the gaartdospital beds for other patients
and become a vehicle for blame-laying between agenparticularly health and

social services reinforcing conflictual ageist véewf senior citizens.

Perceptions of ageing and senior citizens

There are three recurring themes in the literabarageing. The first theme is that
ageing is a homogeneous experience; secondlyttised predominantly negative
experience involving disease and dependency ardlythhat it involves poverty.
This is ageing viewed from the perspective of peayho are not yet ‘old’ in the

chronological sense of the word or who do not ggard themselves as ‘old’.

Attitudes to ageing among the ‘not old’ have tenttede predominantly negative
(Bond and Coleman 1990, Arber and Ginn 1991, Hetiwt®95). Ageing generally
is viewed as a burden to society, as a time tieidlth, dependency, poverty and
distress. There has been a marked increase ievdpngn the UK since the beginning
of the twentieth century. The average expectatidife has increased from 48 years
for a man and 51.6 years for a woman, to 75.9 8l @ears respectively in 2002
(ONS 2005). As | have already shown, this increéasds to be seen as creating
problems rather than being celebrated as a triumhplblic health and raised living

standards.
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There are numerous myths and stereotypes abourgaged later life. Victor gave
some examples (1987). ‘The old are portrayed psrtéent individuals,
characterised by a lack of social autonomy, unlceedi neglected by both their
immediate family and friends; and posing a threahe living standards of younger
age groups by being a ‘burden’ that consumes withmaducing’ (Victor
1987:preface); and as a single, homogeneous dgoowghom the experience of
ageing is the same (Victor 1987, Arber and Ginn1)9%oleman (1990:93) cited
deterioration, self-absorption and rigidity as eyxées of the stereotypes and
prejudices associated with old age. Arber and 8n@n(1993) offered other negative
images of senior citizens as ‘redundant, dependestepit and inferior’ (p.11). As
Arber and Evandrou pointed out, these negativludts and stereotypes influence
not only the attitudes and actions of younger peéglvards senior citizens but can
also influence the self-perceptions and behaviégenior citizens themselves (Arber

and Evandrou 1993:11, Peace et al. 1997:63, Coak 2004).

Coleman (1990:89) suggested that ‘loss’ is the roostmonly used concept to
describe the experience of ageing but he failsakenexplicit whose perception he is
talking about (see also Marris 1986). Coleman siated that senior citizens cope
well with loss (Coleman 1990:90-91) and showed, tbamtrary to popular belief, the
capacity to adapt to change is enhanced ratherdih@nished in later life. For
others, the gerontology literature was seen to asiph the inevitability of decline,
‘whether physical, psychological or social’ as & keature of ageing (Levin and
Levin quoted in Bytheway 1995:31). Comfort assaddater life with ‘an increased
liability to die, or an increasing loss of vigo{€omfort in Bond and Coleman

1990:19).
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By contrast, Laslett (1987, 1989a) aimed at devetpp more positive image for age
by proposing four stages of ageing, of which thed’Age was an opportunity for
personal fulfilment (Bury 1995). However, the ‘yascenario of a Third Age of self-
development, autonomy, consumption and youthfastifles’ has been criticised,
perhaps rather too readily, for being an ‘essdwtiaurgeois option’ that is not
available to people on low incomes or in poor tre@Binn and Arber 1995:8).
Although Laslett’'s (1987) thesis of the four ‘AgalsMan’ (sic) was not strictly
related to chronological age, his four ages dishcide with age-related structures and
institutions, such as exit from the labour markétich marks the transition from the
Second to the Third age (Bury 1995:22). Lasletdendne same mistake as earlier
theorists, treating ageing as a homogenous expergmd one that focuses on the
experience of the Third Age as retirement from paidk. He ignored the experience
of ageing for disabled people and some women, famw'retirement’ from domestic
roles and from paid work, may be irrelevant (Bu®®:24), thus laying himself open

to criticism on grounds of elitism, sexism (Bury9dB) and disablism.

By characterising the Fourth Age as one of ‘depeodgedecrepitude and death’
(Laslett 1989a), Laslett only moved the stigmagsif age to an older cohort rather
than challenging it (see also Blaikie 1994). Heaamtrated the negative and
homogenising stereotypes associated with ageirgmatple ‘largely those aged 85
and over’ his so-called Fourth Age, which he chismased as one of ‘decline and
decrepitude’ (Laslett 1989a: 41). Thus fears alageing have now been concentrated
on the Fourth Age or what Featherstone and Hepveaited ‘deep old age’ (1989)
and that stage became stigmatized and the sulfjeadtan (Blaikie in Arber and Ginn

1995).
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Arber and Evandrou (1993) explicitly challenged tiegative social gerontological
approaches that primarily see senior citizensrimseof their ‘problems and welfare
needs’, and which treat them as a ‘distinct subgmithe population with different
needs and concerns from the rest of society’ (pL.#ewise, Fennell et al. (1988)
saw a risk from what they called a ‘welfarizing’papach to senior citizens, since it
involved a ‘subtle mixture of diminution and patage’ (p.6). Such approaches
create an image of senior citizens as ‘in poortheakeding care, in poverty, role-
less and socially desolate’ (Arber and EvandrowBi®9 Since later life, particularly
later life as experienced in residential care hgnsgsrimarily an experience of
women (Cook et al. 2004) and ageist stereotypedder women are ‘particularly
negative’ (Arber and Ginn (1991:1. See also Bythe®@05) it is women who are

most damaged by such negative images of later life.

What have hitherto been largely missing from tlseassions of ageing are the much
more mixed views about growing older held by senitizens themselves. There are
signs that the prevailing misperceptions and omissare finally being challenged
and addressed (see Arber and Ginn 1993:9, Bodz1&19®, Scottish Executive 2001,
Kirkwood 2001). I shall be discussing how senibizens view ageing later in the

chapter.
In the next section | discuss how these negatieeviabout ageing are translated into

discriminatory and marginalizing practices.

Age discrimination and the identification of ageism

The late twentieth century saw senior citizens umEnlogical attack (Arber and
Ginn 1991:1). ‘The Elderly’ were conceptualized areated as a homogeneous

group, despite the differentiation in the expereen€ageing for women and men, and
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for members of different social classes or ethnamigs. Discrimination on grounds
of age alone affects people throughout life, frarthtonwards, ‘imposing limits and
constraints on expectations, relationships and ppivies’ (Itzin in Johnson and
Slater 1993:202) but in this thesis, we are onlycesned with age discrimination in
later life. The term ‘ageism’ has been coined biyexs to describe discrimination or
social oppression on grounds of age (Butler 1968niGrt 1977, de Beauvoir 1977,

Bytheway and Johnson 1990, Bytheway, 1995).
In 1973, Butler and Lewis first produced a defmitiof ageism as:

‘....a process of systematic stereotyping of andraignation again people
because they are old, just as racism and sexisamgadish this for skin colour and
gender. Old people are categorized as senile, inghought and manner, old-
fashioned in morality and skills...Ageism allows tf@inger generations to see
older people as different from themselves, thug Hubtly cease to identify with

their elders as human beings’ (quoted in Bythew@85).

Later, in 1980, Butler developed his definitionagfeism further by distinguishing
between prejudicial attitudes, discriminatory piaes and institutional policies, all of

which, he claimed

‘have contributed to the transformation of agingnira natural process into a
social problem in which the elderly individual be#éine detrimental consequences’

(Butler 1980 quoted in Bytheway 1995:33).

This definition is helpful for this thesis in theawthat it links individual and
institutional aspects of ageism (see Bytheway 13®5: However, Bytheway was
also critical of Butler’s definition of ageism (189.18). Firstly, Bytheway claimed

that ageism’s equivalence with sexism and racisswed yet properly established.
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Secondly, the definition fostered the belief thdd ‘people’ exist as a group and
thirdly, it failed to resolve what Bytheway calldte ‘us/them’ question. That is to
say, the definition perpetuates the descriptiosewior citizens as ‘other’ and by

implication, different from ourselves.

Other writers have usefully differentiated betwe&anous conceptualizations of
ageism. Arber and Ginn have identified two forrhageism, which they call
‘compassionate’ and ‘conflictual’ ageism (Arber gaohn 1991). These have shifted
in ascendancy, ‘according to the economic andipalitlimate’ (p.50).
Compassionate ageism typifies senior citizens amppa range of social problems,
including poverty and disability (p.50). Whilstetikompassionate model reflects
‘good intentions to tackle poverty and ill-healtArber and Ginn argued that it also
reflects unconscious stereotyping of all seniaeeits as ‘weak, dependent and
burdensome’. This is a one-sided view of ageirq tloes not acknowledge that
many senior citizens are in good health, leadinigpendent lives and continuing to
make valuable social contributions (Binstock in érland Ginn 1991:51, Macdonald
and Raab 2004). Professionals providing healthsacal care services used by
senior citizens, such as social workers, nursegpd®and others hold predominantly
stereotypical and negative attitudes about agaieg Stevenson and Parsloe 1978,
Callahan 1987, Norman 1987, Bytheway 1995). Aassalt, there is a general
reluctance among these professions to work witloseitizens because doing so
lowers their professional status. Harrison (1998)2lescribed ‘geriatric medicine as
having been regarded in the past within the [mdjdprafession as a ‘soft option’,
being unexciting and scarcely medicine’ and Norifi®87) described professional

social work with ‘the elderly’ being seen as ‘a Istatus and unrewarding
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occupation’ (p.11). Phillips (1992) went so fart@aslescribe it as a form of

‘professional suicide’.

Social problems are defined in terms of the econ@nd political climate. Intimes
of economic stringency, social problems are reeeffito allow for cheaper
‘solutions’, such as | have just discussed in tsalth service. Senior citizens can
find themselves scapegoated and ageism becomdgt@if(Arber and Ginn
1991:51). ‘Conflictual ageism’ reflects intergeaonal resentment by portraying
senior citizens as ‘a financially secure and pxdity powerful group who are
imposing an increasingly costly burden on the oésbciety through their high use of
....State pensions and health and social servicebeffand Ginn 1991:53). Inthe
United States, the argument of conflictual agéisis been that ‘the elderly’ have used
their influence over government ‘to transfer tontiselves the fruits of the
productivity of the workforce generations’ (GreenéArber and Ginn 1991:54). One
commentator on health care has talked of the reeathke ‘painful moral choices in
the care of the dying elderly as a class, partibumong that growing number who
end their days incompetent, incontinent, and gyasskpacitated, more dead than
alive’ (Callaghan in Johnson and Slater 1993:11&)Britain, Johnson et al. (1989)
have used the rise in the dependency ratio to dogueductions in pensions and
delayed retirement in order to prevent ‘intoleradntel unjust levels of taxation’ and
intergenerational conflict (Arber and Ginn 1991.5Q0pinion polls have shown that
these alarmist views are not shared by youngerlpeopl that there is no basis for
claiming that they view ‘old people’ as a burderu(ldn 2002:141, see also Walker
1990, Phillipson 1998). Yet both Phillipson (19@8d Mullan (2002) have stressed
that despite the absence of evidence about intergeonal resentment, concern

continues to spread, putting damaging ideologicasgure on senior citizens.
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Compassionate and conflictual ageism is refleatddle ambivalence of health and
social policy and practice towards senior citizeffe dominant concept of
compassionate ageism in social policies is com&dain meeting senior citizens’
needs by the financial anxieties about populatgeireg and relative parsimony of
spending on services for this group, an expressi@onflictual ageism. 1 shall
discuss how ageism reinforces the public perceptia®nior citizens as a distinct
social group when | consider how age is constructetcial policy and the
usefulness of the structured dependency thesisdarstanding how social policies

towards senior citizens affect the experience efrap

In policy terms, ‘old age’ was seen as a ‘socialppem’, to a greater or lesser extent,
throughout the twentieth century (Macintyre 197l ¢éhis predominant perspective
was evident through the language used by policyemsa&nd health and social service
planners. Alarmist, dramatic terms such as ‘desgsburden’, ‘rising tide’ and
‘impending crisis’ were used in many official héad#tnd social services publications
in the late eighties and early nineties to desdtileeperceived growing threat posed
by an elderly population (Bond and Coleman 1990Hgnnell et al. (1988:8) referred
to the contrasting images of old age as desolatmohas opportunity, both of which
they too hastily condemned as specious, since Iseililens may experience ageing

at times as desolation and at others, as oppoytumihe life course.

There is a mismatch between negative social exp@asaof ‘old age’ and reality
(Wilson 1995:98) and some writers have sought pdagx the preoccupation with the
negative aspects of growing older to the virtualesion of the positive. Fear and
anxiety among younger people about what latemhiés be like for them seem to
figure predominantly (Hari 2005). This fear, itsisggested, can lead to treating old

people as ‘a race apart, different from ourseleesyhat we can bear to think we
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might become’ (Gearing in Byetheway 1995:x). Hockeg James (1993) suggested
that the need to preserve the notion of adulthas&mbodying independence and
autonomy is preserved by not allowing physical ental impairment to feature
among its possible manifestations’ (Hockey and 3ah993:37). The use of the
childhood metaphor denies that ageing and thefraiid disability that may
accompany it, is an experience of adults, a realitich is too fearful for younger
adults to confront. These elements of a socialiyanised response to later life
penalise some senior citizens more than otherscplarly people who are poor and,
therefore, particularly, older women. My own the@ that the physiological signs of
ageing are intimations of our own mortality that el with by avoidance and denial

(see also Norman 1987, Featherstone and Hepwo8® Ihe Hen Co-op 1993).

Sociologists have variously blamed the marginabsadf senior citizens on
industrialisation (Fennell et al. 1988:27) and deaes of modernisation (Cowgill
qguoted in Fennell et al. 1988:28). Sociologistthef1950s and 60s took the view
that the pre-industrial family cared for ageing aegendent relatives in a way that
the nuclear family was no longer thought to do (fedinet al. 1988:28). Research has
subsequently challenged these stereotypical vibaatgdamily attitudes by
establishing that changes in the family life ofieewitizens are concerned with
patterns of marriage and family-building and lilgpectancy rather than changes in
customs and sentiment (Fennell et al. 1988:29% [Fsis of most people’s support
network is still the family and marriage. Fertilpatterns, migration history and

personality influence that network (Scott and Werid#95:159).

Featherstone and Hepworth (1990) suggested thatva was taking place towards
positive ageing by ‘loosening the chronological &rand ‘breaking with the

conventional images of ageing’(p.153). These charage seen as part of a broader

25



process of the ‘modernisation of ageing’ which iwes distancing from ‘deep old
age’ by flexibly adjusting the ‘gradually blurringpundaries of adult life’
(Featherstone and Hepworth 1989:154). Other wgritaxe likewise identified a
tendency by some researchers, particularly Bali8874, 1991) ‘to replace pessimistic
models of later life with models that recognisengand pleasures alongside

constraints’ (O’Hanlon and Coleman 2001:131).

There are, then, signs in the research literatarageing that the previous negativity
is slowly being replaced by a more balanced petsgecThis perspective
acknowledges the possibility of rewards and gagwell as losses in the experience
(see Cook 2001, Healy 2001, Davey 2001, Bowlingl.e2002). This is due, not
least, to a growth in research that elicits thevgi@and opinions of senior citizens
about wider aspects of life, particularly thoseeasp that affect its quality. What is
emerging is that some senior citizens are mordipesibout their lives than younger
adults would expect or believe, despite difficidte@used by poverty, poor health or
disability (see Scharf et al. 2005:27). The vi@ksenior citizens about ageing and
the quality of life are addressed later in the ¢&apl now consider the effect of
social policies that use chronological age as #imition of ‘old age’ on perceptions

of ageing as a negative, homogeneous experience.

When does ageing start? Defining ‘old’ chronologilta

In the absence of agreed biological definitionsualbbe onset of ageing, other
indicators have been used to define the later ghafsiée. Chronological or calendar
age refers to age in years. It has been incregsaoippted as a means of defining
different phases of the human life course, inclgdime onset of ‘old age’. Giddens
points out that the most widely used thresholdo@f age’ in Britain is 65 but that this

is ‘pure and simple, a creation of the welfareest@Biddens in Mullan 2002:24).
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Bytheway (1995) concluded that it is impossibleléfine ‘old age’ because it does
not have a definable beginning and ending (p.1H®.suggested that ‘old age’ is a
cultural concept that is useful in ‘sustaining agewithin societies that need

scapegoats’ (1995:119).

Given the different rates at which individuals goipgsiologically, chronological age
provides an unreliable guide to physiological ageafithe population. Chronological
age is used as a criterion for defining ‘age’ imme of the social meanings ascribed to
particular ages. These vary from one society tilaar as well as changing over

time. Normative expectations of growth, developtraard attainment of individuals
are linked to chronological age and failure or iliglto achieve these for whatever
reason can have important social consequencesms t& adult status being accorded
or denied (see Featherstone and Hepworth 1990: 187 xhronological age has been
infused with very strong social meanings and camsimns in the same way as gender

and ethnicity.

With survival beyond statutory retirement age nmsgible for thirty years or more,
social scientists have used chronological defingito sub-divide senior citizens. The
so-called ‘young old’ are those aged between sxiy seventy-four, the ‘old, old’
aged from seventy-five to eighty-four and the ‘cldeld’ are those aged eighty-five

years and over (see Marshall 1983, Means and @885, Mullan 2002).

Chronological age and social policy - institutionalgeism

Eligibility for state benefits associated with ur@ayment, retirement and the
perceived problems associated with ageing is eshaal using chronological age.
Discriminatory social policies towards ageing reflevider social ambivalence and a

preoccupation with minimizing service provision arubt to the public purse.
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‘Old age’ has been flexibly and socially defined f@nsion and retirement purposes
since the state pension was first introduced fom atehe age of 70 in 1908 to reduce
destitution and reliance on the Poor Law. Its otida to 65 in the 1925 Pensions Act
was intended to encourage earlier retirement aumgldleviate the high levels of
unemployment (Mullan 2002:23). Mullan suggestd thirement and pensions are
the key social factors behind the usual assumphian‘old age’ begins at age 65
(2002:21). Retirement age has never been detedrbyéiological factors but

always by social circumstances (Mullan 2002:24he $tatutory retirement ages for
men and women of 65 years and 60 years respects/ahyified at 65 years from

2005 as part of the government strategy to redscgate pension liabilities. The
Statutory Pension Age for women will gradually iase to 65 between 2010 and
2020 (Pensions Commission 2004:303). Retiremesiragccupational pension
schemes is a similarly flexible concept. Some mambf occupational pension
schemes in both private and public sector occupsi@me allowed (or may be
compelled) to retire earlier than the statutorygpem age, e.g. bank managers, police
and fire service workers, while people in otherupations must work until 65 to gain
full pension. Concerns about the inadequacy o$p@mprovision led to the
establishment of the Pensions Commission in 20@®msider how to address the
problem of under-provision. In its first repotietCommission suggests that one way
forward is to raise the statutory pension qualiyage to 70 years, back to the

original 1908 level (Pensions Commission 2004).

The key factor about the UK State pension is #gl@guacy as a source of income.
This is because it was primarily designed to prepenerty rather than provide
income replacement (Pensions Commission 200460¢. UK state pension is

among the least generous in the developed wordhgythe average UK earner just
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under 37% of earnings, compared with 70% in thehdiddnds, 54% in France, 72%
in Sweden and 45% in the US (Pensions CommissioA:38). Since 1981, the gap
between the richest and poorest pensioners in ikhbdd grown larger (Sutherland
1999:12). Figures for the Royal Commission shotiead in 1999 the average weekly
income of nearly half (44%) of single people over age of 75 was £85 while 21%
enjoyed an average weekly income of almost dotitsileamount, at £165 (Sutherland
1999:12). Low income is more likely to be a feataf later life, particularly among
older women. In 1999, 22% of women aged 85 or av&cotland, who lived alone,
reported a total net annual income of less thad@(Macdonald et al. 2001). Thus
the perception of later life as associated withgstyis correct for those who have to
rely on the state pension. However, this povextyat related to age but rather to the

socio-economic and employment status of peoplerbdfey reach retirement age.

A key source of difference in retirement incoméesween people who receive an
occupational pension and those reliant solely atedtenefits. A quarter of
pensioners experienced relative poverty, thatsis tean half of average incomes, in
2001-2 (Scharf et al. 2004:83). On average, ctifesnale pensioners are
significantly poorer than male pensioners (Pens@msimission 2004:260). Single
female pensioners are poorer than single malesibedbey have much lower
occupational pension income and because more iofstiate benefit is means-tested.
Married women pensioners have much lower indepérstairces of retirement
income and their predominant source of pensionmece linked to the man
(Pensions Commission 2004:260). The low levekaidle occupational pension is
due to their much lower levels of paid employmeuntirehy their working life, a greater
tendency to work part-time, to earn less and tdvimservice sectors making less

provision for pensions (Pensions Commission 20026 he Pensions Commission
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notably failed to mention disabled people unableéok and those who spend a
lifetime as unpaid family carers, predominantly wveam The popular belief that
ageing implies poverty is true for between a quaatel a half of senior citizens,
depending on the measure used. At the other etiekatale, over a fifth of senior
citizens have substantial incomes, providing furthedence that ageing is a widely
diverse rather than homogeneous experience. Ramddter life is particularly a
feature of women’s experience of ageing but itosnelated to ageing per se but to
their role as mothers, wives and carers and threegtdiscrimination in the labour

market (Arber and Ginn 1991:89).

Receipt of the State retirement pension confegglelity for other benefits as well as
penalties, particularly in the area of health amciad care. The concessions and
benefits provided to or withheld from senior citisgrom time to time by
governments, demonstrate clearly how ‘old age’ss@ally constructed and
reconstructed concept. At varying times, goverrtsibave given and removed
concessions for sight and hearing tests to peoglestatutory retirement age. People
in receipt of the statutory pension are currergtyuired to contribute to the cost of
their in-patient hospital care, although a receegnment consultation paper entitled
‘Opportunity Age’, promises to end this practicee@artment for Work and Pensions

2005:16).

Age is also used to exclude people from certaifanelbenefits for which they might
otherwise qualify. For instance, the Independeviny Fund is not available to
people over statutory retirement age and the ntglstimponent of the Disability
Allowance is not payable to people over the agexdf or sixty-four who become
disabled or develop problems with mobility afteacking those ages. The State

response to people in later life is to treat them discrete, homogenous group, which
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results in the needs of a minority remaining unnigtis is a prime example of how
the inflexibility of policies based on categorizatisuch as chronological age can

obscure the diversity of ageing as an experienseedsas great differences in need.

Assistance with additional specific needs in ldifertends to be means-tested, a
process which persists, despite its known extremp@pularity with many senior
citizens because of its stigmatizing associatiah wharity and the requirement to
reveal information about their private financidieafs. This leads to considerable
under-claiming of benefits. Between £1.7 billiard&2.9 billion went unclaimed by
senior citizens in 2002/3 (Office of the DeputyreiMinister 2005:46). Moreover,
non means-tested benefits specifically aimed abseitizens such as the confusingly
named Attendance Allowance, are not well publiciaed hence not claimed by large
numbers of people due to ignorance, doubts abdiieement and fear of stigma and
humiliation (Macdonald 1999:54, Phillipson and S¢2904). By contrast, some
senior citizens take pride in deliberately notroigig all their entitlements as a way of
expressing their independence (see Dant 1988:hd2Phillipson and Scharf
2004:21, where senior citizens equated receiptez#ins-tested benefit with loss of

independence and inability to cope).

People who move into residential or nursing honte ead whose income is solely
derived from the statutory pension are requirecotatribute most of that pension (the
amount being determined annually), towards the abteir care, with the shortfall
supposed to be met by the local authority. Theistey personal allowance in
residential care is so low it undermines the digaoitsenior citizens and severely
limits their independence. Although the 1990 NH8 €ommunity Care Act
emphasised people’s right to choice in care, thertre Support Residential

Allowance provided a perverse financial incentiwdotcal authorities to continue to
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offer residential rather than community care ta@etitizens needing support. For
people relying on local authority funding, choicautd be undermined at the point
where residential care was the only option madédabla to them (see Parker
1988:14). Although this perverse incentive has been removed, the inclusion of
capital assets, such as a person’s home, whersaggesntributions to long term
residential care costs, continues to make resmlecdre a more cost-effective solution
for local authorities than providing high levelsdafmiciliary support. In Scotland,
the introduction of Free Personal Care and FresiNgiCare in 2002, may, like other
perverse financial incentives before it make radidécare a more attractive financial
solution to local authorities supporting peoplestate pension who have higher care
needs. | shall discuss the outcome of the Royair@ission on Long Term Care

proposals further in Chapter 4.

Whilst some policies discriminate positively in éar of senior citizens, they
nevertheless reinforce perceptions of them astmclisseparate social group,
different from other adults, with ‘special need€oncessionary travel schemes,
winter fuel payments and television licence exeomptre not so much indications of
how ‘different’ senior citizens’ needs are as hayeipmany of them are, relative to
the rest of the population. It might also be adhytieat choosing to give concessions
to senior citizens as a discrete group, at spedhfionological ages, reinforces images
of homogeneity and dependency as features of thie@gxperience and is a prime

example of institutional ageism.

Institutional ageism is reinforced in the way tbé#icial statistics about senior
citizens are compiled. Senior citizens are omiftech some population surveys and
are the sole subject in others, reinforcing peroaptof them as a distinctive social

group. Government statistics use chronologicalasgthe basis for reporting social
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differences in national surveys and some survelfisaetately exclude the population
over statutory retirement age. The 1998 ScottiglltH Survey (Shaw et al. 2000)
was a surprising example of age discriminatiorhia tespect, as senior citizens are
major users of the health services. The Surveg ddeas the upper age cut-off point
and sampled only people living in private houseblplldus excluding all the people
living in residential care (Shaw et al. 2000). Buttish Household Surveys 1999-
2002 have similarly excluded people in residert@hes from their samples — over
39,000 people over the age of 65 according to @@ Zensus (Macdonald and Raab
2004:8). The perception of senior citizens asséirdit sub-group of the population is
thus reinforced by statistics that either relatly ¢mthe social and health
circumstances of people over statutory retiremgata omit sub-populations of
senior citizens, such as residential home residaftitggether. Reported data on this
‘sub-population’ serve to emphasise the ‘othernasd’ ‘distinctiveness’ of senior
citizens because they are not compared with othétsaacross the age spectrum.
This also reinforces the perception that senigzenis are no longer counted as adults
(see Victor 1987:24, who talked about ‘the transitirom adulthood to old age’
receiving comparatively little formal recognitiom modern society. Matthews
1979:58 saw ‘no clear consensus on when a memisercadty becomes old’ socially,

or what she called ‘postadult’).

The use of chronological age in social policy remses beliefs that senior citizens are
a distinct but homogenous social group that diffeven other adults. It obscures the
effects of social class, gender and ethnicity @netkperience. | now discuss how
biomedical perspectives influence social attitualed beliefs that ageing involves

illness and disease that leads to dependency.
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The influence of biological perspectives

Readily observable physiological changes take madauman beings age. These
include changes to the appearance and functiotiekin, joints, muscles, bones
and to major organs such as the heart, lungs @estiie systems (Victor 1987:8).
These changes are said to make it more difficultHe body to maintain its
homeostatic function and successfully resist phggioal stress, resulting in lowered
resistance to disease and pathology (Victor 198hdBand Coleman 1990).
Physiological ageing relates to functional abiéityd the gradual decline in bone
density, muscle tone and strength that occurs @gl@eet older (Ginn and Arber
1995:10). Individuals display the physiologicabolges associated with ageing at
markedly varying speeds and stages of the lifes(Wictor 1987), depending on
position in the social structure, especially geratet class (Arber and Ginn 1991a,;
1993b). As | have already discussed, what is agg®of change that takes place
gradually over the life course is often perceivedeaginning at one defined moment
in life (Bytheway 1995), such as at retirement (skeglan 2002:183), despite the lack
of any biological basis for such a belief. Latés&ories about ageing suggest that it
comes about ‘through the gradual build-up of unirepafaults in the cells and tissues
of our bodies as we live our lives, rather tha@a assult of some active mechanism for
death and destruction’ (Kirkwood 2001). Contrarytlic perceptions, ‘the
prevalence of disability and use of health anda@grvices increases broadly
exponentially through adult life, with no discontity in later life’ (Grimley Evans in

Bytheway 1995).

The influence of biomedical perspectives

The medical definition of ageing in terms of indiual disease or incapacity both

pathologizes and homogenizes perceptions of agsg®Briggs 1990:49). Doctors
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have regularly failed to make the distinction bedawéold age’ and disability
(Harrison 1993:215). For senior citizens who asaloled this can be doubly
oppressive because ‘it has implications for boghgtovision of services and the
ability of individuals to control their own live¢Zarb 1991:189). Most disabled
people are senior citizens (Harrison 1993:215) Wwigavhy the medical tendency to
regard disability as a normal part of ageing ha®msgs implications for the way health
services respond, or fail to respond, to seniaesis (see Sinclair et al. 1988:184,
Neill et al. 1988:144, Mullan 2002:175). Healthhearofessionals in hospital and
primary care are often the main route by which@eaitizens are referred to social
services as being in need of long term care (B&ttiBland 1985, 5:14, Nelill et al.
1988:32, Macdonald 1999:70). The popular percagtat most senior citizens are
disabled is not accurate. Less than half (45%)doits aged 75 and over report that
they have a disability and/or a long term illneSsditish Executive 2004:5). Whether
a disabled senior citizen is able to function irelegently or is physically dependent
on another person for assistance is largely debenby social and environmental
factors. Despite the greater likelihood of dis&pdmong older adults, the concept
has not been applied to senior citizens in ordentterstand the problems of ageing
better, or to devise policies and services to rtieeneeds identified (Townsend in

Qureshi and Walker 1989:71).

Phillipson (1998) has described how the rise ofradicine has influenced the
reconstruction of ‘old age’ over the past 50 yedrsthe USA patrticularly, the
biomedical sciences were seen as a means of tgcklmy of the problems and
challenges of later life (Achenbaum in Phillipsd@®98). This belief in the power of
medicine and doctors (Porter in Phillipson 19981%3) two effects on the

development of ageing. First, ageing was soc@lystructed as a medical problem
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and this was followed by the practice of treatiggiag as a medical problem (Estes
and Binney in Phillipson 1998:33). The biomedic®mldel viewed ageing as
characterized by various processes of decline andydthat could be alleviated or
eradicated by medical science. ‘Ageing’ becameatienof individual organic
pathology, with physicians in charge of the deiimmtand treatment of ‘old age’ as a

disease (Phillipson 1998:33).

The image that most senior citizens are ill is ohhe most distorted expressions of
the social construction of dependency (Mullan 2082). Wilkin and Hughes
suggested that there are two features of this ivegstiereotype of ‘old age’ that have
been especially important in shaping ideas abadir@sponses to the health of ‘old
people’ (1986:163). First, was the identificatmirithe elderly’ as a separate
category, reinforcing the view that they are by &mrge, a homogeneous group
(1986:164) and second, the assertion that lagersli period of deteriorating health,
greater physical or mental infirmity and increastiependency on others (Wilkin and
Hughes 1986:164). The reality about health andhgge far more diverse than the
stereotype suggests. The extent to which peopds good health in later life is

related to social class, gender and ethnicity.

There are major class-related inequalities indipectancy and in health. At age 65,
men in Social Class 1 have about four years gréégerxpectancy than men in
Social Class 5, and the gap for women has wideaasiderably over the last twenty
years (Pensions Commission 2004:48). Lower lifeeetancy is associated with
poorer health. People in the lower socio-econayrocips have a smaller percentage
of post-retirement years free of disability and mu@e likely to leave work early on
grounds of ill health (Pensions Commission 2004:48)wever, there are signs that

disability as a feature of ageing is decreasin& résearch shows increasing numbers
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of people aged 65+ are free of any disability angereasing percentage of senior
citizens are experiencing immobility (Pensions Cassion 2004:31). UK research
has likewise found a substantial drop in people tive age of 80 facing difficulties

with mobility (Pensions Commission 2004:30).

| now consider the substance behind the beliefagaing is an experience that

involves dependency.

Ageing and Dependency

Using the concept of dependency in debates ab@inggontributes to the stereotype
of it ‘as a universal experience of senility’ catid® ‘individual pathology rather than
social and economic processes’ (Qureshi and WalB&9:69). As we have already
established, disability is a feature of ageingsimme people but having a disability

does not necessarily involve dependency.

A number of attempts to define dependency havesgckthat it is a function of a
social relationship between an individual and aeotr others (see Walker 1989,
Booth 1985, Dant 1988). For the purposes of tiesis, | am using Oliver’s

common-sense definition of dependency as

‘implying an inability to do things for oneself atitk consequent reliance on

others to carry out some or all of the tasks ofyay life’ (Oliver 1993:50).

As Oliver pointed out, this definition applies teeeyone in a modern industrial
society, for we are all dependent on others foresagpects of our daily life. ‘The
dependence of disabled people, then, is not difterekind but in degree’ (Oliver
1993:51). The same point can be made about setikans, who may depend more
on others for assistance than other adults. Joh{i€890) saw dependency as closely

tied to the concept of individual incompetencediViduals who are incapable of
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demonstrating their competence to act as full@itizor who are legally or socially
deemed to be ‘incompetent to live an independedituaisupervised life’, were seen
as ‘dependent’ (Johnson:1990:212). For Dant, hewalependency in relation to
senior citizens in contemporary society needecetarmerstood more fully as ‘a form
of relationship [that is] characterised by an ursglistribution of power’ (1988:171,

see also Biggs 1992:87).

In health and social services, the needs of seitiaens are assessed in terms of their
‘dependency’. Information about people’s abilibyrhanage their daily living,
continence and mobility are collated and assumptioade about their levels of
dependency (see also Qureshi and Walker’s critifulee use of ‘dependency’
measures by residential care researchers 19891885.information tends to show

the amount of assistance people receive ratherthiealevel of their need for it. The
assessed level of ‘dependency’, rather than disahbd then used to make
judgements about the kind of care to be providéthecomes the ‘currency’ of
negotiations between health and social servicescaggeabout whether individual or
groups of senior citizens are ‘appropriately pladedhealth or social care settings

(Means and Smith 1985:367. See also Warburton ac@ratken 1999).

Having argued that the biomedical model has intheenperceptions of ageing as an
individual physiological process involving illneaad dependency, | now examine a
theory that argues that structural rather thaniplogical reasons lie at the heart of

the dependency experienced by some senior citizens.

Ageing and structured dependency

A number of writers have challenged the constrmatib‘dependency’ as an

individual attribute in later life and have writtabout the ‘structured dependency’ of
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old age (Townsend, 1981, Phillipson, 1982, Wal&880, 1981, Hockey and James
1993). These writers developed a political econapyyroach to the experience of
ageing, by demonstrating that the experience ef lde as ‘dependency-creating’ is
not accidental or irrevocable. Rather, they claimewas the result of deliberate
social policies involving compulsory exit from th@rkforce, low incomes in
retirement and the welfare responses of resideamigicommunity care, which varied

according to people’s position in the social stuuet

These writers’ analyses, although persuasive, easrriticized on various counts.
Firstly, they failed sufficiently to highlight thgendered nature of the experience of
ageing. Their concentration on an economic fram&viar their analysis rendered
the experience of older women, particularly tho$® were disabled or who had not
been in paid employment for many years, almossihige. Only later was gender
brought more fully into the argument by Walker (1%d 1987) and by Estes (1986

and 1991. See also Arber and Ginn 1991).

Bury (1995) was also critical of Walker and of Ester two further reasons. Firstly,
he criticised the tendency of their argument tofeece the homogenisation of
ageing, despite their antipathy to it. SecondlyyyEcriticised the fact that Walker’s
and Estes’ analyses did not include the views nibseitizens themselves about their
personal experiences of ageing in the light ofstinectured dependency thesis. As
Bury (1995) pointed out, by reiterating the linletWween later life and dependency,
poverty, inequality and low status, the structuedendency theorists were in grave
danger of reinforcing the negative stereotypegefr& whilst attempting to raise the

political profile of senior citizens.

Townsend'’s critique of residential care as symhadighe dependency of senior

citizens and legitimating their lack of accessdoad status’ with other adults is

39



particularly relevant to this thesis (Townsend 182§ Drawing on numerous
surveys of senior citizens in residential cared&eonstrated, that contrary to popular
belief, substantial minorities of residents areedblundertake most self-care tasks
with little or no help and are therefore not ostiglgsdependent’ or ‘in need of care
and attention’ (Townsend 1986:33). However, measents of physical
‘dependency’ as indicators of the need for residénare have their limitations in
explaining why some people move into a residecaad home. The omission of
evidence from senior citizens themselves aboutgasons for their move weakens
the force of Townsend’s argument. As Dant (19&8hted out, Townsend’s thesis
does not allow for the fact that some senior aitizdo actually choose to move into
residential care, despite not being very disab@dnt (1988), however, failed to
acknowledge the power and influence of professgmdrticularly health
professionals, over senior citizens in determirimgnature of their care and support
and the financial limits on support imposed by stete which may weaken individual
resistance to a move into residential care. Thszecertainly structural influences
behind some people’s move but there are also parseaisons, to do with family
relationships which may make this a preferredutldied choice for a minority

(Qureshi and Walker 1989:194, Oldman and Quilg8891374, Kellaher 2000).

Wilson (1997) pointed out that there are problenth the structured dependency
theory once senior citizens’ views are taken irtooant because they very rarely see
themselves as ‘dependent’ (p.347). Although mamyos citizens are aware of their
lower social status, this does not mean that amaatbsaversion to ‘the old’ results in
devaluing of self or friends or to an awarenesstfctural dependency (Wilson
1997:347). Wilson gave examples of how senioreiis act by buying in help to

enable them to maintain their independence at Hpm348) but are less willing to

40



buy services that signal dependence. Structurneedndiency as a theory, has its
limits. However, its usefulness lies in its anaybat it is inequitable social policies
that render some people more liable to become ftigo@’ in later life rather than

their age.

| shall discuss my own evidence from senior citzdremselves about their move
into a residential care home in the light of theiciured dependency thesis when |

report on my own research in Chapter Five.

Having considered how far popular stereotypes efragas a homogeneous negative
experience, involving poverty, disease and deperyare well founded, | now
examine how senior citizens themselves view thénggaocess and what factors are

important to them in maintaining their quality dél

Senior citizens’ attitudes to ageing and quality Ide

The vast literature encapsulating theories andpeets/es on ageing by the ‘not-old’
is now being balanced by a growing literature rapgrthe views of senior citizens
about their experiences of ageing generally rattean their views on health and
social services. What emerges from individualsiwg about ageing is that it is
perceived and experienced in very many differentswvaAs | have already
demonstrated, the ‘ageing population’ is extrenaierse. A number of individual
accounts demonstrate how variable feelings andreques of individuals are where
ageing is concerned (Johnson and Slater 1993).aGwmunt (Myers 1993:9)
described relief that self-image and chronologagg finally matched after a lifetime
of being thought younger or older than her chrogclal age. At sixty-three Myers
called herself ‘an old woman’ because doing so ‘@sake feel strong and wise and

important’ (p.11). Barbara Macdonald reacted wathpe because her age (she was
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sixty-five at the time) caused fellow feministsagwestion her physical and
judgemental abilities (Macdonald 1993:6). In thige accounts, we have
contrasting examples of people who were more,s®, leomfortable with their self-
identity as they grew older and with how other gedpeated them in the light of their
ageing. Since there is no consensus on when a enevhbociety becomes ‘old’
(Matthews 1979:58), and since ‘old’ is a stigm#éedla weak one (Matthews
1979:57) people may define themselves as ‘oldeay different chronological ages
or even continue to deny feeling ‘old’ for mosttbéir lives. Matthews (1979) found
a number of her interviewees (who were all ovetysiive, most over seventy and
many over eighty years of age) felt ‘they were pofwrmants about ageing because
they were not old yet’ (p.59). A recent study tfidlibwed people’s experiences of
ageing over ten years, found that by the age ot respondents said they had
now crossed the line into ‘old age’ (Heikkinen 2R0Researchers who undertook a
study of ‘older people’s’ attitudes and aspiratiosed 50 years and over as their
criterion of ‘aged’ were surprised that ‘thoseheit fifties did not consider

themselves to be old’ (Boaz et al. 1999:36).

Perhaps it is not surprising that most people dadebne themselves primarily in
terms of their chronological age. Subjectivelypiple experience, absorb and adapt to
the physical and social changes associated witinggeadually, as they occur, over
the life course, barring major health crises whidke much greater demands on the
self. Sarton (quoted in Bytheway 1995) descrilhirgself as ‘a diminished old
Sarton’, recorded how she dealt with chronic paserdhe course of a year and had to
‘learn to be dependent’ (Bytheway 1995:39). Newtt®B80) wrote after having a
stroke about her shock and despair at the experiehloeing in a nursing home and

her sudden acquisition of an impaired identity hadhigh dependence on others.

42



Both these writers express the difficulties thegemience in reconciling themselves

to a ‘dependent’ status caused by illness in leter

Some physically disabled adults view ageing ageosd disability’ (Zarb 1993:38)
that threatens their often hard won independentderebecause of further physical
decline or the lack of suitable and acceptable sug@arb 1993:38). The people in
Zarb’s study reacted to physical changes assocmtadhgeing with a range of
emotions — experiencing anxiety, frustration, aggia, impatience, apathy or
resignation, depending on the attitudes they hadldped towards independence,

autonomy and responsibility over the course ofrtisesabled career’ (Zarb 1993:39).

What some people seem to find much harder to délal are the predominantly
negative social expectations of ageing imposechemtby others. Elder wrote about
ageing (quoted in Bytheway 1995) as an old ageipeess ‘| know very well.....what
it feels like after a lifetime’s struggle, to fimheself among society’s cast-offs, duly

labelled and slotted into the compartment calledPO@Bytheway 1995:38).

A qualitative study of senior citizens’ attitudexaaspirations carried out for the
Inter-Ministerial Group on Older People (aged 5@rgeand over) emphasised the
diversity of people whose varied experiences imftigetheir individual attitudes and
aspirations. The researchers found that age &oare inadequate predictor of

attitudes and aspirations (Hayden et al. 1999).

The way senior citizens experience later life spsd by their previous life course
experiences and their attitude to life in genardrims their attitudes to ageing
(Hayden et al. 1999:3). What all the people ineamed had in common was a desire
to be as active as possible: physically, mentaily socially, for as long as possible

(Hayden et al. 1999:7). Participants in all theul® groups were worried about
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becoming dependent and having to go into residesdr@. They also linked means-
testing with loss of independence because it engeths feeling of dependence on

the state (Hayden et al. 1999:8).

Senior citizens identified the barriers to actigeiag, independence and participation.
They thought these could be overcome if governnhami societal attitudes to
ageing were more positive and if services providede more appropriate to their
needs (Hayden et al. 1999:12). The UK Better Guwent for Older People

Initiative aimed to improve public services for ggrtitizens by ‘meeting their needs
better, listening to their views and encouragirgrthontribution’ (Scottish Executive
2001). Three of its twenty-eight pilot projectsre/én Scotland. The senior citizens
who took part in the Scottish pilots identified ege, in its various manifestations, as
the key obstacle to their participation (Scottiste&utive 2001). Senior citizens
believe that they are discriminated against onmgalewf age in the workplace
(Walker 1993, Bytheway 1995) and some feel that g=oup, senior citizens receive
a poorer service from the NHS (Braunholtz and $ra8002:1). In the next section, |
move on to discuss those aspects of life that seniaens define as key to

maintaining its quality.

Quiality of Life

Quality of life is elusive as a concept. It hastéescribed as a ‘powerful but highly
problematic concept that defies any attempt aesyatic definition’ (Sixsmith
1993:219) and as ‘multidimensional and with no dixsundary’ (Hughes 1990:47).
Providing a consistent and concise definition mpgmatic because ‘definitions are
largely a matter of personal or group preferenaiierent people value different

things’ (George and Bearon quoted in Hughes 1990H#gese difficulties have not
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stopped social gerontologists from trying to defivteat they see as the constituent

elements of life quality for senior citizens (seegHes 1993:229).

George and Bearon suggested that life quality desduboth the conditions of life and
the experience of life (in Hughes 1990:50). Hugh€90) took this argument further
in relation to ‘older people’, arguing that ageis,previously discussed, has had a
major effect on the quality of life of senior ceias (p.53); firstly, through the ageist
nature of services provided and their conditionfefand secondly, ‘by determining,
in part, their expectations and experiences’ (1390: Whilst this argument fits well
into this thesis, since | am arguing that senitzens experience ageing in the
context of an ageist society, this should not dighiror invalidate the perceptions of
senior citizens about their quality of life, sinoany are well aware of the ageism
with which they have to contend. However, thissinet mean that the experience of
ageism clouds all senior citizens’ judgements ablaeit quality of life. Many ‘older
people’ are ageist themselves (see Wilson 1997.3wWithin an ageist society how
people perceive their quality of life will be metlid by their class, gender and

ethnicity.

The growing awareness in government and amongradsaa that little was known
about how senior citizens define quality of lifetasy grow older has led to a number
of studies. In this thesis | am confining myseleikxamining subjective quality of life
as defined by senior citizens. The definition | atopting for this purpose, is that of

Browne et al. quoted by Tester (2004:210):

‘Quality of life is a dynamic interaction betwedretexternal conditions of an

individual’s life and the internal perception obde conditions’.
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The ESRC Growing Older programme of research atmelkvelop this area of
knowledge about ageing. As | have shown in thapoér, the myth of ageing as
homogeneity is being widely disproved, not leasth®/diverse evidence now coming
from senior citizens themselves. However, theeecammon areas of later life that
people value and others that give them cause fawcera as potential threats to their

life quality.

In many studies, senior citizens, particularly waingte good social relationships -
with family, friends and neighbours, staff anddellresidents — as key to their quality
of life (Gabriel and Bowling 2004, Kellaher et 2004, Butt and Moriarty 2004,
Tester et al. 2004). Butt and Moriarty found adgned aspect to priorities in that
men were more likely to mention good health or @acmate income before social
relationships (2004:175). Having a positive outlom life, a good home in a safe
neighbourhood and being able to pursue activitieshbbies at home alone and
elsewhere with other people are regarded as imptaddife quality (Gabriel and
Bowling 2004, Tester et al. 2004). As might ba@pated, good health and mobility
are also mentioned, as are adequate income angl independent and in control of

one’s life.

Most of the factors mentioned by people livingesidential homes differed from the
views of those still living in their own homes iegfee rather than substance. The
senior citizens in Tester et al's study (2004) s&amg able to ‘be themselves’ in
residential care as key to their quality of lifspmething that was not an issue for
those still living at home. The people in resid@idare homes expressed their sense
of self through their reaction to their own andew# strengths and frailties as well as
their personal appearance, their possessions amgl &lgle to secure personal space

(Tester et al. 2004:214). How far these seniazatis were able to do this depended
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on a number of cultural and structural factorse Ittal culture of the resident group
and the culture of care within the home as wefitaffing, resources and the

distribution of public and private space (p.213).

In another study which addressed the concept @peddence with senior citizens,
how independence was conceptualized and exercias@viunction of their living
environment. The healthy, active people intervigwefined independence as ‘being
able to look after oneself on a daily basis withiwat need to resort to any support or
assistance from others’ (Hayden et al. 1999:7) [€hs healthy participants who
used care services, perceived their independerteems of being enabled by these
services to remain in their own homes. Peopladvn residential care homes saw
independence as being able to exercise choicetlo@ierday to day living

arrangements (Hayden et al. 1999:7).

In the next section, | review research that hakddaat the experiences of senior

citizens living in their own homes and how they ag@ their lives as they age.

Ageing realities

A number of studies have questioned the negaterestypes associated with ageing
by investigating the coping styles and eliciting gxperiences of people living in
their own homes (Wenger 1984, Wilson 1995, QurastiWalker 1989, Macdonald
1999). Contrary to the stereotypes of ageing dised earlier, these writers found
that while problems did exist for some senior eitg, the majority ‘led full and
independent lives as participating members of taanily and the local community’
(Qureshi and Walker 1989:173). They were ‘welpng participating and

contributing citizens’ (Wenger 1984:3. See alsoltrand Wenger 2001).
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The studies revealed the importance of seniorerigz‘social embeddedness’ and the
strength of their informal networks. Contrary be ihegative stereotype of senior
citizens suffering poor health, the authors fouegpondents to be generally positive
about their health and mostly enjoying high lealsnobility, despite around half the
people in Wenger and Macdonald’s studies repodimginess or disability that
limited their activities (Wenger 1984:28, QureshdaValker 1989:174, Macdonald
1999:13). Some people qualified their health imieof it being ‘all right for their
age’, indicating a high level of acceptance of ptaidimitation as a natural part of

the ageing process (Wenger 1984:28, Bauld et 80:83).

Senior citizens do not all feel the same about@tawg help from formal services.
Whilst people in one study had no inhibitions abaetepting help from social
services (Wenger 1984:64), in another, they wereertikely to associate local
authority services with charity and see it as demmgp(Wilson 1993:53). The role of
statutory services was generally described aadillsome of the] gaps ‘in the fabric
of informal care for a minority’ (Wenger 1984:18Dureshi and Walker 1989:219,
Wenger 1994). Macdonald (1999) found wide variaim people’s experiences of
statutory services and concluded that receivingjaalee support from primary care or

social services was ‘largely a matter of chance/§p

The studies concluded that, for the most partoseasitizens responded to the
challenges of ageing by modifying their behavionn developing coping strategies
(Wenger 1984:180, Qureshi and Walker 1989:210krdttan accepting assistance
from others. Senior citizens valued and wantgaréserve their physical
independence (Qureshi and Walker 1989:18) and podk in their continued
autonomy, turning to their children (or friends am@ghbours if childless) for help

when needed, but with reluctance (Wenger 1984:1B0).some people,
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independence and autonomy means having choiceseamgl in control of their
support arrangements (Macdonald 1999:75, Wilsor83B19. This is achieved by
those who are able to buy support privately, ofteing the Attendance Allowance to
do so (Macdonald 1999:75, Wilson 1993:51). Werigend evidence that people can
and do adapt to the changes that living longergmtss making changes in
anticipation of later life or as a response toaasing frailty (1984:181) such as
moving to be nearer relatives or to housing moreguo their needs (Macdonald
1999:25). The studies found that senior citizeegust as likely to be helpers of
other people as to be helped themselves (Wengédr 188 Qureshi and Walker
1989:99, Macdonald and Raab 2004:27), confirmimgréality of interdependence,

not dependency, as the more usual pattern oflll@esuggested by other writers.

Conclusion

In this chapter, | have examined societal attitudesgeing and how it has been
defined and responded to in policy terms as a kpadlem. | have examined how
far the perception of ageing as an experience wvpldisease, dependency and
poverty are reflections of reality. | have argtleat the stereotype of ageing as a
negative, homogeneous experience is mistaken.famnas senior citizens comprise a
group, they are extremely heterogeneous and tke@rence of ageing is equally
differentiated, according to class, gender andieitlyn | have argued that the
biomedical model of ageing as dependency contitauggluence perceptions of
ageing and that ageist social policies reinfordeefsethat senior citizens are a
marginalized group that differs from other membmrthe adult population. | have
argued that ageism and structured dependency ef@ fremeworks for
understanding that many of the ‘dependencies’ gasakcwith ageing are structural

factors associated with class, gender and ethmaitter than the ageing process. The
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extent to which ageing is an experience involvilrgess, disability and poverty is a

feature of social rather than biological processes.

| investigated how far senior citizens’ views abgudwing older reflect negative
stereotypes about ageing. Senior citizens aremxetly diverse and hold very varied
perceptions and views about ageing. Some aremmsithers negative and some
reflect the same ageist stereotypes about the iexgerfor other ‘older people’ which
are not reflected in their own lives (see Midwint®91). Structural factors such as
social class, gender and ethnicity, together widvipus experiences across the life
course and attitudes to life in general greatlugrice how senior citizens view the

ageing experience.

Senior citizens place great value on retaining tpleysical, mental and social
independence but discriminatory social policieghsas the minimal level of state
pension, means-testing and the ageist attitudbeaith and social services
professionals undermine that independence. Semipens strive to avoid reliance on
family and friends and the State for as long asiptesand adopt strategies to deal
with changes in their health status and mobiligt tihey feel do not compromise their
independence (Boaz et al. 1999:7). Despite pojnabefs to the contrary, most
senior citizens manage to retain their independandenterdependence as they grow
older, supported by and, in their turn, supportthgjr families and friends.
Maintaining and developing good social relationshpth family, friends, neighbours

and others are seen by senior citizens as a key fiactheir quality of life.

Senior citizens want health and social servicesh@bp and support them to retain
their independence rather than undermine it. iBhad variance with the prevailing
service providers’ perspective, which is that agesan experience of illness and

dependency to which the appropriate responsepgsotade care. Becoming
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dependent and needing to move into residential @drieh they see as losing their
independence, is a widespread concern of senirews. This, then, is the social

context within residential care operates and ngtifgood practice’ are developed.

In the next chapter | consider how residential daresenior citizens has been used as
an instrument of ageist social policy and examtneliss that have identified different

models of residential care.
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Chapter Three — Ageing, Residential Care Policy and

Research

Introduction

In the previous chapter, | argued that perceptidrageing as a homogeneous
experience of illness, dependency and poverty momeous and are reinforced by the
biomedical model of ageing and by social policlest &are ageist. | showed that these
attitudes are at variance with most senior citizeiesvs. The policy response to the
minority of senior citizens who lack the persoffiaiancial and social resources
necessary to maintain their independence is resaddeare. Residential care is
symbolic of fears about dependency in later lifd arloss of the power and control
associated with adult status and is thereforetesklsy most senior citizens, who

strive to remain independent.

In this chapter, | begin to narrow the focus of imyestigation of ‘good practice’ by
examining the continuities and changes in the gbidtny and function of residential
care as a policy response to ageing in th& 20th and 2% centuries. | argue that the
development of the statutory model of residenteqractice has been influenced by
attitudes to poverty, the understanding of agesmdisease and dependency and the
development of hospital medicine. Residential te®to be understood within a
broader context of policy principles on ageing #melresponse of senior citizens,
both of which have remained remarkably persistdiiese principles have been to
promote independence and family responsibility @nohinimise the statutory
response. The response of senior citizens hasdreeaf continuing resistance to
reliance on the state and to residential careartiqular. | show how the

philosophical emphasis of what constituted ‘goaatpice’ towards senior citizens in
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nineteenth century and early twentieth centurydesgial care remained ambivalent.
Policies swung between an emphasis on compasstbdedarrence, between outdoor
relief and indoor relief, depending on the percéiwgral worth of claimants and the
economic demands being made on the State. Post-War 11 the philosophy of
‘good practice’ towards senior citizens changedrt@mphasis on ‘welfare’,
‘domesticity’ and ‘care’ in residential homes basearch demonstrated continuing

poor standards of provision and practice and atasie to change in practice.

| then move on to review what the research litesahas to say about what constitutes
‘good’ and ‘bad’ practice in residential care i thyes of researchers and the much
smaller literature that reports and analyses caaetipes as experienced by senior
citizens as residents. | focus on the researdhh#midentified and described care
practices or regimes in terms of a number of déffiémodels. Earlier studies that
criticized the persistence of institutional reginnesesidential homes have tended to
view residential care in isolation and have fatle@cknowledge the ageist social
attitudes and policy framework within which homegeerate. Other studies have
moved away from a preoccupation with ‘care’ ancp&ledency’ towards an emphasis
on understanding and evaluating the quality ofihfeesidential care from the point of
view of the resident as consumer. This has reduitéhe emergence of much more
mixed views of residential care, reflecting theedsity of senior citizens, their views,
their expectations and the circumstances that Ibhem into residential care, and the

variable ways in which homes are run.

The thesis is primarily about ‘good practice’ isidential care in Scotland rather than
the United Kingdom overall but much of the liter&woncerning its development
relates to England and Wales. | have drawn predamnbly on that literature in this

chapter, noting where important differences betweestland and England occur. By
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the end of the chapter, | shall have demonstrdigiddespite apparent changes in
policy, the underlying aim of government in respogdo the challenges of ageing is
to minimise state intervention and costs. Unddintee cloak of apparent change,
the policy towards residential care for seniorzeitis remains that of ‘last resort’. The
persistent stereotypes of ageing, the constanptawity given to senior citizens and
residential care and the practices of the healthcgeperpetuate an ageist framework

for ‘good practice’ in the statutory model of remidial care.

Ageing, Poverty, Disability and Residential Care

The association between ageing, poverty, disalaliy residential care has a long
history. In the seventeenth century, the EngliskalBethan Poor Law put a statutory
responsibility on family members — sons and daughtdo support their aged,
destitute parents. The State’s response to the,'@ged, and impotent’ was to
establish parish poorhouses in England and in &ubilthe result of a series of 16th
century Acts of the Scottish Parliament). The afrthe Scottish Poor Law was to
instil the ideals of thrift and self-help into theor and encourage them to reform their
presumably dissolute ways (Blackden 1979:244).eieof relief was conditional on
proof of disability as well as destitution. Abledied people of any age who were
unemployed could not be relieved under the ScoR@br Law. Destitution was
regarded as a contagious disease caused predolyinpamtoral defect among ‘the
poor’ that must be eliminated for the national goatther than as the product of an

unequal distribution of resources and power.

Poverty and destitution were relieved in one of ays; by providing subsistence
relief in cash or in kind to people in their owmhes, known as ‘outdoor or out-
relief’, or in the poorhouse, known as ‘indoor e€li The majority of the poor

seeking help, known as ‘paupers’, received outdelf. The likelihood of
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becoming a pauper increased markedly with agengBam ‘old’ single or widowed

woman almost certainly meant pauper status (Thorh880:26).

These systems of public provision existed alongaidenall number of voluntary
hospitals until the nineteenth century when growrystrialisation shifted the locus
of work from the home to the factory. The onsendistrial society had a profound
effect on social relations with the creation of théustrial working class and the
gradual erosion of existing communities as labooved to the new towns in search
of employment (Oliver 1990:85). Those who wereuaggssful in finding work
claimed relief under the English Poor Law in nunsiidat the existing system could
not manage. In Scotland, the inadequacy of theesys/as highlighted by higher

demands for relief.

Policy towards age, disability and poverty in theeteenth century could be
characterized as repeated attempts to reduce anisinthe cost to the state of
dealing with the ‘scourge’ of pauperism. Theseratits took the form of
‘encouraging’ the ‘improvident poor’ to remain ‘iedendent’ through policies of
institutionalised discipline and deterrence. Tieag costs of relieving the growing
numbers of able-bodied unemployed led to reviewh@foor Laws in England and
in Scotland. In England the solution to the ristogts of outdoor relief was to
change and extend the poorhouse system by makimg i& deterrent workhouse

instead and to make relief conditional on entry ithte workhouse.

Applications for relief of poverty and destitutiarere judged on perceived moral
worth or desert rather than severity of need. tédgs towards ‘the poor’
distinguished between those seen as ‘deservingttaos® deemed ‘undeserving’ of
public assistance. ‘Aged and impotent’ persore, ihsenior citizens who were ill or

disabled and unable to work, tended to be seedesfving’ or ‘proper objects of
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relief’ (Report from His Majesty’s Commissioners foquiring into the
Administration and Practical Operation of the Pbaws quoted in Townsend

1962:18).

The ‘general mixed workhouse’ became the residemialel for the New Poor Law,
on grounds of economy and ease of inspection (Crawit981:38). New Poor Law
institutions became larger, many small ones waysed and it is likely that more

young, old, sick and able-bodied poor were acconatemtitogether than previously

(Townsend 1962:22).

The philosophy of the New Poor Law was to detelliegtoons for state relief and to
encourage people to make provision for themselndglzeir families in ‘old age’.
Fear of ending up in the workhouse was intendeditoulate attitudes of
independence, self-reliance and thrift. The aims twaphase out outdoor relief
altogether. The principle of ‘less eligibility’ wanstituted, whereby a person
receiving relief should not enjoy living conditioas good as or better than ‘an
independent labourer of the lowest class’ (Repbiti® ...Poor Laws quoted in

Townsend 1962:18).

Opinions were expressed in England and Scotlarid¢having poverty undermined
the motivation to work and family support and pegaeed pauperism (Williams
1981:55, Mitchison 1979:200). Some people in Seatlbelieved that ‘the poor
would, in the long run, be better spiritually, drehce happier, without State aid’
(Mitchison 1979:207) and attempts were made to ndddaility as well as

destitution a necessary qualification for reliefit@ison 1979:200).

In England, the objectives of the poorhouse charfiged care for the destitute and

sick to that of deterrence of the able-bodied byasing a disciplinary regime of
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work in the workhouse. The introduction of thesemingly irreconcilable aims of
care for the ‘impotent’ and strict discipline fdwet‘able-bodied’ within the same
institution epitomised a continuing ambivalence andertainty about the philosophy
and objectives of residential care, which has pedi In Scotland, relief under the
Poor Law continued to be unavailable to the abldidsbunemployed and the
poorhouse retained its original objective of prawidshelter and care to the ‘aged’,
young, sick and friendless who were incapable ahtaaing themselves on outdoor

relief (Paterson 1976:175).

The Poor Law Amendment (Scotland) Act of 1845 tad&ss punitive attitude
towards poverty and the non-able-bodied poor tharEnglish legislation. It gave
the eligible poor rights of appeal and sick paupegists to medical care (Levitt
1979:264). It focused on improving the administradf relief and ensuring that
those deemed eligible were adequately relievedr Rav expenditure by parochial
boards was increased as a result of regulatiorgsfgipg minimum standards of care

and administration. The Act defined those eligiolerelief as:

‘all persons disabled by age or by mental or boidifiymity from gaining a
livelihood by working and having no means of sutesise; widows or deserted

wives burdened with children....and orphan childrg@vitt 1979:263)

settled in the parish for five years. The ternestdute’ and ‘disabled’ covered
physical and mental iliness and even ‘a degree@fi@mic or social deprivation’
(Paterson 1976:185). Definitions of destitutionl asability were very elastic, and
were often applied differently within a single ri(Paterson 1976:185). Under the
Act, parishes had to supply medicines to the sak @and medical attendance to sick
inmates of poorhouses and allow subscriptions tabéshed hospitals (Blackden

1979:245).
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However, like England, Scottish Poor Law policy ggeded to make the poorhouse
the focus for relief, in a bid to reduce the gneattreased numbers of people
claiming out-relief, who outnumbered those in tbegnouse by 15:1. Parochial
boards were urged to be more discriminating intyngrrelief. The number of
poorhouses in Scotland trebled, but they were nieNigroccupied (Paterson
1976:190). Destitution was judged to be due tdartisne, illness or improvidence.
Male and female paupers were classified into graggsick’, ‘old’, ‘young’,
‘respectable’ or ‘dissolute’, put into separate dgaand treated differently, depending
on their classification (Paterson 1976:191). Tihewas to reduce the future
incidence of pauperism by rehabilitation or retiragnin the poorhouse rather than

through work, which, unlike England, was not congpuy (Paterson 1976:190).

Entry into the Scottish poorhouse came to be seatigmatizing (Paterson
1976:191) as outdoor relief became increasinglgriesl for people judged to be
‘respectable’, ‘deserving’ paupers. Despite tleistcal policy change and the increase
in poorhouses, the majority of Scottish paupergiooad to receive outdoor relief
(Paterson 1986:192). Parochial boards preferrédatief mainly because it was
cheaper and easier to organise than instituticar@ and paupers much preferred it
(Paterson 1976:187). Those who needed institUteare, such as the sick, the
homeless, the ‘aged’ and the young, receivedtherpoorhouse and in charity
hospitals (Paterson 1976:186). Despite improvexpmise provision in purpose-
built buildings with central heating and sanitaagifities ‘superior to those of the
labouring class’, the stigma associated with ergsylted in poorhouses continuing to

be shunned by the poor and consequently under-@tt(@ipaterson 1976:192).

In England, the 1834 Poor Law Amendment Act ceisidlthe administration of

poor law responsibilities to a centralised Board 643 unions (Townsend 1962:22).
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Hundreds of new, general mixed workhouses wer¢, luilising on average, two
hundred paupers (Townsend 1962:22) to implememehe disciplinary regime.
Paupers were classified into seven groups, baséaearage, gender and physical

condition:

‘Aged or infirm men, able-bodied males over thirtgears of age, boys between
seven and thirteen years, aged or infirm womem-bbtlied women and girls over

sixteen years, all children under seven years’ll@sis 1981:108).

A strict regime of discipline through work was ihsted as a means of controlling

and reforming the ‘dissolute’ poor. Groups of pangowere segregated into different
wards, day rooms and exercise yards. A fixed @letwas laid down when all
paupers were to rise, eat and go to bed. All elas$ paupers were to work every day
except Sunday, Good Friday and Christmas Day (&vil§ 1981:109). The food was
prescribed for all classes, other than those exeairipy the medical officer, as were
restrictions on alcohol and tobacco and rules ateuaporary leave of absence
(Williams 1981:109). Guardians were allowed sonserétion as far as ‘the aged’
were concerned. They could make concessions &edtitmes and employment for

‘the aged’ and did not have to separate marrieglesuWilliams 1981:113).

The 1834 Act was principally concerned with detegrihe able-bodied poor from
seeking relief, rather than ‘the aged’ as a grolipwards the end of the century,
when the numbers of ‘aged poor’ seeking relief gcewsiderably, attitudes towards
them hardened. Most ‘aged poor’ were, like otlterlts, given outdoor relief in their
own homes. Yet only a small proportion of the gapan resorted to the Poor Law,

such was the stigma and opprobrium it attracted.
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The policy of making relief conditional on workh@usntry, thereby cutting outdoor
relief costs, resulted in dramatic falls in thegudion of ‘aged and infirm’ men and
women using the workhouse. (Thomson 1980:36, Tbo883:46). Securing entry
to the workhouse at age sixty was difficult unidssperson was also ill or disabled.
After the age of seventy, the poor law authoriiesepted ‘age’ alone as an adequate
explanation of destitution (Thomson 1980:106). gkeover the age of seventy

enjoyed greater privileges in the workhouse, ancevegpected to perform less work.

By 1871, following a long period of economic deies, about one million people
(4.6% of the population) in England and Wales wggtting poor relief, most of it
outdoors (Parker 1988:9). Less than one percettiegbopulation were in poor law
institutions, one third of them children (ParkeB&®). Further attempts were made
to reduce the cost of relief to the State and fmeg family support. A further
campaign against outdoor relief was instituted \®negreater use of the workhouse
test and by tightening the eligibility criteria foglief (Williams 1981:97). This more
stringent test was applied to all classes of paypecluding ‘the aged’ to induce their
relatives to look after them (Webb, S. & Webb, ®ipted in Townsend 1964:23. See

also Thomson 1980:140).

Circulars announced a change of policy towardstekhouse populations involving
a new system of classification and treatment irtisgist institutions rather than the
general mixed workhouse. Conditions of life fonise citizens were to improve
through a more liberal regime involving ‘a bettestdtobacco, more privacy, better
facilities for visitors and to be able to pay \8siMacintyre 1977 quoted in Means
and Smith 1998:80). However, pensions and masspiogment were seen as more

pressing political issues at the time and thesmilars were not implemented.
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Although the total number of outdoor paupers fglbine third (Williams 1981:102),
the numbers of people going into the workhousendidincrease as people denied
out-relief did not draw relief at all (Williams 128.02). Although the total ‘aged’
population had risen by nearly a half by 1890,gtaportion of senior citizens being

assisted by the Poor Law had actually halved gimed 860s (Thomson 1980:213).

In 1895, a Royal Commission examined the situatiaihe ‘Aged Poor’, criticised
the harsh conditions in some workhouses and reconi@tea change in attitude
towards senior citizens. Institutions should netied but actually ‘encourage the
helpless to enjoy better facilities than in thesmohomes’ (Crowther 1981:63). The
Commission was told by Poor Law Guardians that @utdelief payment to ‘the
aged’ was ‘quite inadequate’ and ‘not sufficientite on’ (Thomson 1980:273).
Studies of family budgets, prompted by Booth anevRoee’s research showed that
the amount needed for life at the subsistence,leves double what elderly paupers
were getting from the Poor Law. In the 1880s aB@0%, these inadequate
allowances, and the preference by those ‘agedseefoutdoor relief to stay at home
and die rather than accept the workhouse produteghtions of starvation (Thomson

1980:316).

At the end of the nineteenth century, the ‘aged’p@mained a low government
priority. Royal Commission recommendations forasepe and better accommodation
were ignored. The idea persisted that the butk@fpoor and ‘aged’ were
‘undeserving’ of relief because their situation wésheir own making. Both the
English workhouse and Scottish poorhouse becambdigof the stigma associated
with destitution. The deterrent workhouse of trenNPoor Law was a successful
instrument of policy minimisation in reducing thests of state relief of destitution.

In Scotland, it was not so much the regime of therpouse as the association of

61



entry with classification as ‘undeserving’ that reatlso unpopular with the poor and

caused destitute people to shun it.

Charles Booth'’s investigations into pauperism ad age’ of 1892 and 1894
demonstrated that age and sickness were amongrtheipal’ causes of pauperism
(Williams 1981:341). Official statistics had preusly counted ‘aged’ and ‘infirm’
paupers together as ‘non-able-bodied’ which haduiesl the extent of poverty
among ‘the aged’ (Williams 1981:341). Booth’s 1&9ddy of the ‘aged poor’
showed that the second campaign to reduce out-nedieely resulted in increased
numbers of ‘old people’ receiving relief in the whouse (Williams 1981:101). A
similar campaign against outdoor medical relightevent it ‘generating or
encouraging pauperism or malingering’ (Sixth AnnRaport Poor Law Board quoted
in Abel-Smith 1964:47) had the incidental but imjaot effect of increasing the use

of hospitals by the sick poor (Abel-Smith 1964:152)

The official response to the Royal Commission w&Sreular stating that ‘aged
deserving persons’ should not be urged to entewthikhouse at all unless necessary
but should be given ‘adequate’ outdoor relief ioagnition of their ‘decent’ and
‘deserving’ past lives (Williams 1981:129). Atutes to destitution moderated, as
pauperism came to be seen as a ‘condition’ torbat#d’ rather than suppressed. By
1901, the population of people aged sixty-five amdr had grown to 1.5 million and
was reflected in the proportion of workhouse inmat#io were ‘aged’ being double
the 1851 figure (Royal Commission report quotetionvnsend 1962:26). The
government reaction to this increase in destitutvas to renew the liability of
relatives to support their aged parents and to nilgigal attempts to widen liability

to other relatives through moral pressure. A ha®a-contributory pension for men

over the age of seventy was introduced in 1908hid &0 reduce the number of
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‘aged’ persons dependent on the Poor Law, althohliglproved less effective than

hoped.

In 1909, a further Royal Commission once again diiggorovements to workhouse
conditions, transfer of responsibilities back toadbauthorities, and an extension of
separate provision for the ‘deserving aged’. Gntiny minority were living in
separate establishments in Scotland and in Englthdr than the general mixed
workhouse in England (Townsend 1962:25). The Casimn’s Minority Report
made it clear that Homes for the Aged were interfdethe ‘helpless deserving
poor’. The Aged Poor of Bad Conduct should onlBered ‘institutional provision'
(Minority Report of the Royal Commission on the Pbaws Cd4499 in Townsend

1962:24).

The Commission’s Majority Report defined what tleeysidered to be a ‘good’
workhouse model. This dealt with people on thesbafstheir moral worth and
desert. This involved the classification of ‘tlgged inmates according to character’
accommodating each class entirely separately ielywdiffering standards of
accommodation, furnishings, food and freedom (Repithe Royal Commission on

the Poor Laws quoted in Townsend 1962:25).

Yet again, Royal Commission recommendations forawpment were not
implemented. Conditions in workhouses at the @atbof the First World War
showed little change in institutional standardéaslassification of inmates within
and by institutions. The needs of senior citizerthe workhouse continued to be a
low policy priority. Priorities for reform were déng with the unemployed, the sick

and, to a lesser extent, children outwith the R@ev (Townsend 1962:26).
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Although Poor Law administration reverted backacall authorities under the 1929
Local Government Act, little changed in the wayttbauperism was relieved (Means
and Smith 1985:17). The workhouse was renameBubéc Assistance Institution
(PAI) but the system of relief was largely unchahfm nearly forty years, during
which time the population over the age of sixtyefmore than doubled (Townsend
1962:27). There was public pressure from chastabyjanisations to improve the
large PAIls by introducing more variety into the dpalothing and surroundings and
to pay a ‘pocket money’ allowance to those senitiwens who had had to forfeit
their pension on entry (Means and Smith 1985:1&)cal authorities were granted

legal powers to pay weekly ‘pocket money’ from thees but few did so.

The key effect of these nineteenth century politeegards ageing, disability and
poverty on the subsequent development of resideraia was to reinforce its public
image as a stigmatizing response to need in iger$enior citizens assessed as
‘needing residential care’ saw this as a judgerartheir moral character and worth,
implying that they had somehow ‘failed’ sociallynot managing to remain
‘independent’ due to mismanagement, improvidencdissolute’ behaviour on their
part. The basic system of pauper relief remaimethanged, despite public pressure,
as governments gave higher priority to areas a€palith greater political
importance, such as unemployment and pensions.pdliey of ‘good practice’ in
relation to the relief of destitution remained astent in its aims. These were to
focus on keeping down costs to the State by preasgifamilies to provide support,
by restricting eligibility for outrelief, by payinmadequate doles and using the
stigmatizing, deterrent workhouse and its discguiynregime to reduce the numbers

of claimants.
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| now consider how the parallel development of 1&htury hospitals and their
attitudes and practice in relation to treating‘tgeed poor’ affected the way in which

the role and practice of local authority residdrdae developed.

Ageing, infirmity and the role of hospitals

At the time of the English New Poor Law, illnesssweormally managed at home,
with care provided by family members (Abel-Smitl642). Sick paupers might be
able to get medicine or relief in kind from a lodalctor, under contract from the
parish council (Abel-Smith 1964:3). For the sickomvere destitute, homeless or
without family support, the alternative was theurgbry hospital or the workhouse
(Abel-Smith 1964:4). Early in the nineteenth centitiis likely that more sick people

were in workhouses than in hospitals (Abel-Smitb4t9).

Voluntary hospitals founded by laymen (Abel-Smi@64:5) were funded either by
endowment or subscription. The poor gained acmegese general hospitals
through a letter of recommendation from a subsciiRbel-Smith 1964:6).
Decisions about who should gain admission to thelsvevere usually made by the
lay governors, presumably on moral grounds, ratiean by the medical staff, which
sometimes had the effect of keeping out many ad¢hwho were acutely sick (Abel-
Smith 1964:10). Some hospitals concentrated oesddmt were ‘curable’, a
tendency that increased as the century advancék farticular disadvantage of ‘the
infirm aged’ and disabled people. The voluntargpitals refused to admit paupers
because they were not prepared to pay for theerals (Abel-Smith 1964:12).
Gradually, other groups also began to be exclugetidvoluntary hospitals who
concentrated on the acute medical and surgicalsneftthe ‘sick and lame poor’

(Abel-Smith 1964:14).
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In the first half of the nineteenth century the fn@mof patients more than doubled as
hospitals became popular with higher social groapsyulated by doctors keen to
have hospitals, and patients, to meet their nemdsdining and research (Abel-Smith
1964:16). There was a rapid growth of special halspset up by doctors to treat
groups that either could not be accommodated safejgneral hospitals or which
members of the Royal Colleges of Physicians andeturs were not interested in

treating (Abel-Smith 1964:22).

In Scotland, sick wards in poorhouses had beenugaged from the outset but
epidemics of infectious diseases hastened theg&ldpment and led to municipal
fever hospitals being established (Blackden 197):.25lowever, the outdoor
medical service was by far the most important serprovided by the parish
(Blackden 1979:249). The enduring stigma assataith poorhouse entry meant
that paupers remained antagonistic towards indel@freven in the sick wards
(Blackden 1979:250). Outdoor medical relief wasf@mred because its receipt was
more easily concealed and thus preserved an indi/gldignity (Blackden
1979:250). By the end of the century, parishesvpaying charitable nursing
organisations to provide a domiciliary service @ocusly ill pauper patients

(Blackden 1979:250).

By 1861, although the number of patients in volanteospitals in England had
increased, most sick people were still in workhosisk wards under the care of the
workhouse medical officer. They were rejectedhmywoluntary hospitals (Abel-
Smith 1964:46) either on account of their destitdr the chronic nature of their
illness. These exclusions hit ‘aged and infirmdple particularly hard because they
were more likely to be both paupers and sufferiogifchronic illness or disability.

In general, provision for sick paupers in the wankée sick wards was much worse
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than that made for the sick poor by the voluntargditals (Abel-Smith 1964:50),
although standards varied enormously. The physicaronment in the workhouse
was overcrowded, poorly furnished and dirty (Abetith 1964:51). Whereas the
voluntary hospitals began to employ trained nutsegork alongside increasingly
better-trained doctors, in the workhouse able-lbgeupers continued to act as
‘nurses’. ‘Aged’ paupers particularly were empldye this role because they were

more likely to stay in the workhouse for long pelsqAbel-Smith 1964:57).

At the start of the 1870s, standards in Scottishgraal hospitals were also extremely
low and falling far behind the voluntary hospitaisth cold, damp, draughty wards,
monotonous meals and reports of patient ill-treatra@d neglect (Blackden
1979:258). Medical staff only worked part-time andst of the nursing was
undertaken by female paupers, supervised by pagksuuntil a circular
recommended the system of trained nurses adoptPadylLaw infirmaries in

England (Blackden 1979:260).

In England, infirmaries were set up under the R@av to care for the sick poor,
following enquiries into poor treatment and vergthimortality rates in workhouses
(Abel-Smith 1964:81). The stigma of the infirmay a pauper institution was
designed to deter all but the genuinely sick frarimye(Abel-Smith 1964:85). By
establishing separate infirmaries for the sick ety in workhouse wards the Poor
Law Board hoped to ‘restore due discipline amoregable-bodied’ in the workhouse
and eradicate outdoor medical relief, which hachbeereasing throughout the

Sixties (Abel-Smith 1964:85).

However, in England, the infirmaries did not deyeiato the stigmatizing institutions
they were intended to be. The appointment of naédicperintendents to run them,

more doctors than in the workhouses and nursesitedifrom outside produced
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higher standards and better treatment, which adlaron-paupers to seek and gain
admission (Parker 1988:20). Senior citizens, Wighr chronic rather than acute
ilinesses, were excluded (Abel-Smith 1964:215)e itiirmaries, like the voluntary
hospitals, concentrated on treating the acuteasickthe chronic sick were discharged
to or remained in the workhouse sick wards, witkirtetigma and inferior standards

of care (Parker 1988:21).

In Scotland, the determination to make the Poor hank more efficiently after 1889
was reflected in rather different attitudes towatassick poor. Plans were made to
separate the pauper sick, infirm and mentallyrdhi the general body of paupers by
extending general hospital building to provide a4stigmatising environment and
better standard of medical care. The aim was snamme the great reluctance of the
outdoor poor to be treated in parochial hospitgladkden 1979:261). By 1939, there
were 137 general hospitals with accommodation T@@0 sick people in England

but a similar number were still in the remainingpPbaw institutions (Townsend

1962:29).

The disruptions of World War Il revealed the couting low government priority of
senior citizens as a group and exposed the infstate of residential care to a much
wider social audience. People rendered homelebsimping or who had been
evacuated found themselves in Public Assistandé@utisns. The Old People’s
Welfare Committee accused the government of trgatiar victims like paupers
(Means and Smith 1998:28). A survey of beds in igeecy Medical Service (EMS)
hospitals and Public Assistance Institutions hmgjttied poor medical care of many
patients and the mixing of people from very diffgrsocial backgrounds alongside

‘mental, senile and poor law cases’ (Age Concerches in Means and Smith
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1998:28). EMS hospitals were reluctant to takk aimd frail senior citizens, who

were not seen as a priority.

Eventually, public criticisms forced the governmemtievelop a policy for ‘old

people’ opening hostels for those who had beenuatad or made homeless by war
(Means and Smith 1998:30). A crucial feature dhldgpes of hostel was that they
were not covered by poor law legislation. The peaging them had resident rather
than inmate status and did not have to forego geisions (Means and Smith
1998:30). After the War, the Government tried waesssfully to get charitable
organisations to take the hostels over. Localamttbs were encouraged to take them
over for use as residential accommodation undefotttiecoming National Assistance

Act.

Later, Titmuss expressed extremely ageist remdrkiatahe way the ‘the problem of
aged and chronic sick ...in war’ had been managkdvas wasteful to admit them to
specifically equipped and staffed emergency bedrsels. To nurse them was not
only uninteresting but often unpleasant; the wsw&in dampened the enthusiasm of
newly enrolled VADs who had expected to nurse so&dnot incontinent and senile
old people’. It was agreed that the emergency itedsg@rvice must give priority to

‘potential effectives’ (Titmuss 1976 quoted in Meamd Smith 1998:52).

However, such ageist attitudes began to shift asidne treatment of so-called
‘dependent groups’ became an important symbol ef-Beveridge Britain’ (Means
and Smith 1998:52). The Beveridge report, pubtishel942, set out the foundations
of the new Welfare State. It proposed social iasce as the means of tackling

poverty to replace the system based on the Poor Law
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The 1947 Report of a Nuffield Foundation survewpihe problems of ageing and
the care of old people’ (Means and Smith 1998:7&j)lerthe case for abolishing
Public Assistance Institutions but failed to mentwhat the individual objectives of
residential care should be (Knapp quoted in Ju®@$6.X). It identified bad
conditions of care in both public and private resithl homes and called for a
statutory inspection scheme. The Report propasedkinds of local authority home
to provide accommodation for different groups dfi‘people’ — from the so-called
‘normal’ to the ‘demented’. The language was dédfe but these proposed sub-
divisions of the elderly population were similartt@ classificatory systems so

recently used and advocated by the Poor Law atigeri

The Chief General Inspector stressed the neechforge in residential care, while
acknowledging that a lack of staff and premiseseweajor obstacles to improvement
(Means and Smith 1998:78). Charitable organisatiepresenting senior citizens and
the National Association of Local Government SoWilfare Officers continued to
attack deplorable conditions ‘whereby aged andmhrsick were deprived of
necessary care and attention to alleviate their @ad discomfort’ (Means and Smith
1998:78). The National Old People’s Welfare Conteritcontinued to criticise the

quality of provision in ‘chronic sick’ hospitals @rPublic Assistance Institutions.

This public pressure for improvement caused tresuoei of the 1895 and 1896
Circular on ‘care of the aged in homes and insohg’. This called on PAls to
improve their regimes by allowing residents gre&eedom and smartening up

buildings by improving the furniture and furnishew@Means and Smith 1998:79).
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The Welfare State

The 1948 National Assistance Act replaced the Rawr and responsibility for
‘outdoor’ relief of poor people passed to the NiagibAssistance Board. Local
authorities were to provide residential accommauhator people who, by virtue of
‘age, infirmity or any other circumstances’ wene fieed of care and attention not

otherwise available to them’ (Townsend 1962:33).

By the end of the War, despite the promise of &‘nelationship’ between senior
citizens and the State, the rhetoric was not mattlyaeality. The policy issue that
dominated State provision for senior citizens pegt-was the universal interest in
pensions. Residential care, which concerned orBrasmall proportion of the
elderly population, was of little political importee. Only a few of the ‘small’
residential homes for senior citizens advocatetlbifield had been built. Some
130,000 people in England and Wales were stilhgvin Public Assistance
Institutions (PAI) i.e. in former workhouses (Towensl 1962:33). About a hundred of
these PAIls were transferred to the Ministry of Hfeahd became National Health
Service hospitals. Nearly two hundred institutibesame ‘joint-user’
establishments, housing sick and other personsvanel used by both Regional
Hospital Boards and local authorities. The renmgrone hundred or so institutions
owned by local authorities were used to provid@esgial accommodation

(Townsend 1962:33).

The National Assistance Act has been criticisedtfoconcentration on institutional
provision for senior citizens at the expense daralitive means of supporting them, in
contrast to the policies to maintain family lifeatlwere embodied in the Children Act
(Parker 1965, quoted in Means and Smith 1998:1#&®)wever, the whole history of

Poor Law policy towards senior citizens has bedmtib expenditure on them by
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confining assistance to stigmatizing institutiodgyeing was seen as synonymous
with poverty and infirmity. Senior citizens werdoav social priority and institutional
care was the most efficient means of meeting n&tegis and Smith 1998:143).
There was no national debate involving senior eitzthemselves, about what forms
of institutional and non-institutional support theguld find acceptable post-Poor

Law (see Means and Smith 1998:146).

The abolition of the Poor Law was supposed to oepthe ‘master’ and ‘inmate’
relationship which had existed between PAI managedssenior citizens, with one
resembling that between hotel manager and guestr§end 1962). There was
widespread support for the proposal that residigpt@vision for all senior citizens
needing it, should be provided in accommodatiorilamo the small private hotels
used by affluent senior citizens (Judge 1986:6Jha&el relationship’ would become
feasible because people would go into residentialds from choice rather than
necessity using their retirement pension to paytfeir care (Means and Smith 1983).
If an economic rent was charged, ‘any old people wbuld wish to go may go there
in exactly the same way as many well-to-do peopleetbeen accustomed to go into

residential hotels{my emphasis), (Bevan quoted in Sinclair 1988:244)

However, the financial resources to implement tloseges were not forthcoming.
Pension levels were set at basic subsistence teeelpw to enable most people to
pay the full costs of residential care so locahatty subsidy was required. ‘Need’
remained the determinant of admission (Sinclair8)9But defined by professional

gatekeepers not, as Bevan had intended, by satirmns themselves.

Post-war, the same policy ambivalence towards seitizens and uncertainty about
the purpose and form of the new residential homeehpersisted. Government

guidance to local authorities on the design andtfan of new residential homes
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changed every few years. Whereas, the '48 Actematbaged that public residential
provision for senior citizens should not excludege who were physically
independent, by 1957 a circular had shifted therexsis towards the ‘frail’ elderly
population (Judge 1986:7). Guidance signalledraaefrom the Nuffield ‘hotel
model back towards a ‘hospital model’ of provisamd a much frailer resident
population. The ‘type of old person’ for whom aEmtial accommodation under the
National Assistance Act was needed was redefinegeag infirm’ and likely to need
‘periods in bed’ (Means and Smith 1998:174). Ahhggoportion of four to six
bedded rooms on the ground floor and reduced gpdseng rooms was

recommended for new residential homes.

Between 1949 and 1960, the numbers of senior ogiteing in PAls had only
reduced by some five thousand (Townsend 1962:34)ithle progress had been
made in replacing old buildings. By 1962, poliayidance on residential care homes
had changed yet again, back to the Nuffield reconieéd model. A new circular
(11/62) in the form of a Building Note stressed taaller homes, now defined as
‘between 30 and 50 places’ were generally prefetabid a high proportion of single

bedrooms was in favour once more (Means and SrA#B:193, Townsend 1962:39).

The major policy shift in the use of residentiahtes was announced in a
memorandum in 1965. Residential homes were nowenior citizens who were
‘unable to maintain themselves in their own honesen with full support from
outside’ provided they did not need ‘continuouseday nursing staff’ (Judge 1986:7).
Residential care homes, with their much lower cose to take over from the

hospital service those ‘impaired’ senior citizeegding long term care.

The 1948 National Health Service Act moved conbifdiospitals from local

authorities to regional hospital boards. The has$gector dominated the new health
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service and the treatment of senior citizens caetinto be perceived as of low status
and low priority (Means and Smith 1998:117), anwimd) ageist bias evident since
the evolution of hospitals in the nineteenth centbat | have already discussed.
‘Reforms’ in the medical care of senior citizenslided a growing interest in the
medical speciality of geriatrics, which was seethasmain solution to the ‘problem’

of ‘chronically sick’ elderly patients ‘blocking’dspital beds.

New geriatric departments in selected general balspyvere recommended, to
provide senior citizens with a proper diagnosis &adtment before being classified
as ‘chronic’. Hospital care of ‘chronic sick’ afedderly people’ people was
characterized by neglect. There was a lack ofrtrest, too little rehabilitation and

an atmosphere of defeatism. Many people weredrfdrelong periods, resulting in
‘avoidable contractures and deformities’ (Ander&aport 1947 quoted in Means and
Smith 1985:120). A strong but unsuccessful casemade for the medical control of
any future local authority residential care forieemwitizens, since maintaining high
rates of hospital discharge depended on the av#yadf residential care (Means and
Smith 1998:121). Between 1949 and 1958, geriatre chronic sick beds in
hospitals increased by only 13%, whereas localaittresidential accommodation

increased by almost two thirds (62%) over the sper®d (Townsend 1962:34).

The post-war legislation divided responsibility 8amior citizens between the new
National Health Service and local authorities. sTimposed an arbitrary distinction
between senior citizens who were deemed to bd ffraueed of general care and
attention’ and ‘the sick in need of medical andsimg support’ (see also Townsend
1962:33). The unspoken differences between thesgtoups were age and

disability and the means devised of distinguistbatyveen them was by their degree
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of ‘dependency’. The National Health Service waprovide for the ‘sick’ and local

authorities would provide residential care for #nogeding ‘care and attention’.

Bed shortages and growing pressure on local atyiovision fuelled disputes

about the respective responsibilities of theseipwdarvices towards senior citizens.
The high cost of hospital care relative to locahauity provision was emphasised in
reports. Bed shortages had a detrimental effeseaior citizens in hospital and in
residential homes, in that health and local autiesrivere reluctant to accept transfers
between their services. Infamous systems of ‘siva@e instituted, whereby a

senior citizen in a residential home needing haspieatment would only be accepted
on condition the local authority accepted an eldbdspital patient in return (Neill
1982, Phillips 1992). The needs of senior citizeese secondary to the need of

agencies to defend their boundaries.

Means and Smith (1998) conclude, like Townsend, regsidential homes have
increasingly accepted senior citizens with higleels of illness and disability than
originally intended. What | have argued is that divjectives for residential homes
were never debated or spelt out when the Poor Lasvrepealed. The high cost of
beds in the new National Health Service hospitatatmned with the ageist attitudes
of hospitals to the care and treatment of ‘infigehior citizens resulted in residential
care becoming a de facto adjunct to the healthaerin the absence of clear new
objectives and a lack of investment in reform, ittgitutional regime of the Poor Law
lingered on in residential care. | shall pursueawy analysis on this point in the

next chapter.

In this next section, | discuss how the researitlgue of residential care homes and

the identification of different models of care hanBtuenced attitudes to and
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understandings about what should constitute ‘goadtge’ in care for senior

citizens.

Residential care research

Townsend’s 1962 survey of residential institutiéms'the aged’ in England and
Wales examined residential care from a social ggderspective. He found that half
the local authority accommodation for ‘the aged haddicapped’ was still in the
former workhouses (Townsend 1962:63). Townsendsored how far homes
reached a ‘reasonable standard’, based on thegahyacilities, staffing, activities,
freedom in daily life and social provisions foricksnts. The overall standard of
homes was low. Of the 92 local authority homesawnsend’s sample, only three
achieved his standard of ‘reasonableness’. Prhvatees were better and voluntary
homes were best, although the quality of indepensiector homes was more variable
than in the public sector homes (Townsend 1962:2T8wnsend expressed
astonishment that new policies were introducedraadified ‘without any detailed
inquiry taking place into the best use of existingidings and th@eeds and wishes of
persons living there{Townsend 1962:39) [my emphasig}s | shall show in the next
chapter, the development of residential care bedacesince Townsend'’s study shows
that decisions about its form and function havebe®n taken in consultation with

senior citizens or other groups of service users.

On the basis of his findings, Townsend advocatpthceng residential care with
sheltered housing, extending the hospital systeparaling domiciliary services and
by developing general practice (Townsend 1962:43®6ese proposals found no
favour with central or local government officialgho, at the time, were preoccupied
with issues of race and juvenile crime rates initiner cities (Means and Smith

1998:213). The policy priority so far as senidizeins were concerned was to keep
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down costs and government continued to argue éisadential care was the most
economic provision for the most ‘impaired’ (Meamsl&mith 1998:209). Reduced
expenditure on senior citizens was to be achieye@ducing hospital geriatric beds

and greatly expanding residential care (Means anithSL998:204).

In the 60s and 70s, other studies of long stayitedsnd residential care (Robb 1967,
Meacher 1972, Miller and Gwynne 1972) were ‘equdfiynning of residential care’
(Jack 1998:17). Since most residential care wasiged by local authorities, these
criticisms were of the unreformed model of carevted in public sector homes.

This vein of criticism in residential care reseacomtinued into the 1980s, again most
of it conducted in local authority homes. Researsltontinued to criticize the poor
quality of physical provision, the lack of resideelf-determination and the
oppressive attitudes and behaviour of staff (Clou§81, Godlove et al. 1982, Booth
1985, Booth and Philips 1987, Willcocks et al. 198/lkin and Hughes 1987). This
was what Jones and Fowles (1984) called the liesaif ‘dysfunction’, with its

emphasis on the failure of residential care a®habsocial policy.

With the rapid growth of the private sector frore tate 1970s on, research into
residential care broadened its focus. Studies gwairihe motivation of private care
providers and how they reconciled maximising prafitl providing high quality care
(Weaver et al. 1985b, Phillips et al. 1988, Wise&tval. 1996). Much of the work on
private homes made similar criticisms to those nam®it public sector homes
(Townsend 1962, Phillips et al. 1988). Other atghveere more positive, believing
that the best private sector care and its managestrategies could make a positive
contribution to the overall development and qualityesidential care if they were
replicated by the statutory sector (Townsend 19%iflcocks et al. 1987, Payne

1989). One writer (Adams 1996) wondered whethemtiivate sector could provide
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‘acceptable hotel-style accommodation’ (p.159) bether residential homes would
remain essentially ‘places of last resort’ (Sinckd88). Norman’s study of
innovative designs in local authority homes (198#)wed the futility of changing
building design without also changing the regine.one example, attempts to
enhance privacy by the provision of en-suite accodation were defeated by a

regime that denied residents access to their ratumag the day.

The change of emphasis from ‘welfare’ to ‘consusmftiin social services, generated
studies into how far the ‘mixed economy of welfaga@abled senior citizens to
exercise choice about their move into residentis¢ c The study of ‘consumer
choice’ and participation by Allen et al. (1992)sax@nducted during a period of
unprecedented growth in the numbers of people gotogvoluntary and private
residential care homes funded by social secuklfhile most people in their study

felt they had had some control over the decisiosegk residential care, they had left
the actual choice of home to others. In local attyh homes there was usually no
choice, since it was more a question of bed avéithabnd locality (Allen et al.

1992:312).

However, a substantial minority of people had madegositive choice’ to move into
private residential care because they were lomdigid or tired of managing for
themselves (Allen et al. 1992:312). In anothedgtaround a quarter of the people
interviewed had also made a positive decision tdapresidential living themselves
(Oldman and Quilgars 1999:375). Residents rep@atexhsonable degree of choice
about aspects of daily life, such as meals, batdssaowers and staying all day in
their flats if they wished (Oldman and Quilgars @28¥7). What was still missing
from the quality manuals was any contribution fre@mior citizens about what

mattered to them, their quality of life (which IMeaalready discussed in Chapter 2).

78



For these residents, quality of life meant havinyetime with care staff, more
opportunities to get out and most importantly, és¢a enliven their day-to-day
existence (Oldman and Quilgars 1999:379). Theo@isesidential care as ‘the last
resort’ by targeting services on the very frailygibally and mentally, had a negative
effect on those people seeking to benefit from n@lki positive choice for communal

living (Oldman and Quilgars 1999:380).

Peace et al's (1997) review of the role of resi@d¢tire questioned whether it was
still seen as a negative form of institutional cédnat limited autonomy and choice or
whether it was a positive option for some peoflaey concluded that despite major
improvements, particularly in physical standartis, ole of residential care remained
ambiguous and that with some few exceptions, rasaéursing care home
provision was still seen by senior citizens asapeon of last resort (Peace et al.
1997:119). This wariness of senior citizens abesidential care was still justified,
they concluded, because of its continued thremiioiduality and the sense of self

(p.122).

| now want to consider research studies that ifledta number of different forms of

residential care in terms of models.

Models of residential care

Since the 1960s, researchers have identified a euofldifferent models of
institutional care. Goffman’s (1961) definitiontbie characteristics of what he called
‘total’ institutions had a profound effect on resdgeers and became almost the
definition of what ‘good practice’ in an institutichould seek to avoid. The
institutional totality Goffman described was whatkaspects of social life were

carried out in the same place, with the same lgrgap of people who were all
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treated alike and required to do the same thingutite same authority. The
potential danger Goffman saw in total institutioves their ability to force change

upon people and to experiment ‘on what can be tlotlee self’ (Goffman 1961:22).

A study of children’s homes devised a scheduld lbumilGoffman’s four dimensions
of institutional life (King et al. 1971). Theirterest was in seeing whether homes
differed in their characteristics in terms of thesmensions and the effect, if any, on
the residents. They characterized the way thaldinges were run as ‘institution
oriented’ or ‘child oriented’. Children in the @thioriented homes showed far higher
levels of development. These findings showeditisitutions varied in their effects
and that regimes that focused on the needs ofersidather than the institution

could be more beneficial to them.

Townsend and Kimbell (1975) used a modificationhef King et al. scale (1971) in a
study of residential care homes for senior citizerSheshire to explore the
relationship between differences in regime andéls@ents’ ‘dependency’ but failed
to find any relationship between them. Other €isidif residential care for senior
citizens have attempted to find links between regansocial environment and
resident ‘dependency’ without success (Evans €91, Booth 1985). Researchers
have been able to identify homes where staff aiésuand behaviour made the homes
pleasant places to live. However, they have beable to show a link between staff

attitudes and behaviour and resident ‘dependency’.

Booth (1985) identified a methodological problenoabmeasuring outcomes of
residential care when there was no agreement &baltjectives in his study of local
authority residential homes. In the end, he usggbddency. He justified using
‘quality of care’ in his study because it was ‘sedad more practical’ to compare

regimes on that criterion rather than on the qualitlife they afford (Booth
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1985:104). He was looking for an objective measdmesidential care rather than a
subjective one, such as quality of life, ‘whiclaigudgement made in terms of the
characteristics of the environment and the indigldusubjective response to them’
(p-104). Such judgements did not fit with the me of his study which was to test
the ‘induced dependency hypothesis’ — that regimasle’ residents more or less
‘dependent’ . Booth concluded that the homogerditggime he found, which
tended towards routinisation and control, was duée function of residential homes,
namely to provide care. The model of resident@adeing operated in Booth’'s
study was the institution-oriented model describgdKing et al. (1971) but their
findings that institutional function does not dietddomogeneity in practice, seem to

have been discounted by Booth.

Further evidence that the function of care doesyaoessarily determine the regime
came from a study by Miller and Gwynne (1972).tHair attempts to define what the
primary task of residential care should be, Miled Gwynne (1972) identified two
distinct models of care being operated in home®plfiysically disabled adults.
Homes operating what Miller and Gwynne called tharehousing’ model defined
their primary task as prolonging physical life, iompng the hospital model of care to
do so and expecting residents to acknowledge ‘herendent’ role in the process.
The disabled person’s physical dependence onfetadkertain aspects of daily living

was transmuted into a notion of total dependencinem for all aspects of life.

Homes operating the ‘horticultural’ model saw thagin function as developing the
unfulfilled capacities of their residents, therel®nying residents’ ‘dependency’
needs. Miller and Gwynne (1972) concluded thahlbbése models of care were
inadequate in the way they met residents’ needscoAcentrating care on the

physical body, the warehousing model’s view ofaests’ helplessness pervaded
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their whole life and could destroy the person. Thadel fitted Goffman’s typology

of a total institution. The horticultural modetsntrasting emphasis on development
of individual capacities seemed initially to proeid model of care that focused
positively on residents as independent individuddewever, Miller and Gwynne
argued that to focus on developing peoples’ cajadid the neglect of their physical
needs was also inappropriate and distressing foplpevith progressive diseases and
could result in some peoples’ need for physicat cent being met (Miller and

Gwynne 1972).

The authors concluded that since the homes thelyestwere for people who were
‘incurable’, it was inappropriate to define therpary task of the institution as
rehabilitation and discharge back to the communiitige quality of living within the
institution must be an end in itself (p.189). Tbeus on quality of life involved
recognising the individual’s right to choose ‘degency’ or to take advantage of such
developmental opportunities as the home offeredce@he person had made that
choice, the task of the institution was to prowdsetting in which the individual

could find his or her best way of relating to theéside world and to him- or herself,
without their individuality being destroyed, or theeed for assistance being denied

(Miller and Gwynne 1972).

The study is useful for the arguments in this thesthe way that it makes explicit
how models of long term care that focus solely mmting resident activity and
independence or on their physical dependency, esujtrin other important needs
being unmet. It is also useful in its identificatiof quality of life rather than quality
of care only as the primary task for long stayiinbns. These useful insights are
somewhat undermined by Miller and Gwynne’s analg$ia move into residential

care as the ‘social death’ of individuals. Suclaaalysis reinforces rather than
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challenges the negative social perception of resialecare that they were involved in
trying to change and implies that anyone who che®ossidential care as the means of

getting their care needs met is committing a fofrsacial suicide’.

Other research has looked at the relationship letwesign, regime and resident
‘dependency’. An enthusiastic evaluation of anegipental ‘grouped unit’ design of
residential home in Cambridgeshire (Hitch and Sonpk972) based on a ‘domestic’
or ‘family’ style of care, concluded that the des@nd social environment were
responsible for residents being more active an@@edy than those in the comparator
‘traditional’ homes. The model was built arounekfi self-contained small ‘family’
sized groups of eight residents who ate and satleg but each had their own room.
This design was subsequently recommended in pglidance to local authorities,
which is discussed in Chapter Four. Group livirgs\vgeen as an important step
forward in developing ‘good practice’ in residehtiare for senior citizens,

improving their quality of life and avoiding thernaful effects of institutionalisation.

This success led to the development of a numbearidtions on this ‘domestic’
pattern or ‘pseudo-family group’ (Willcocks et 4887:129) and became known as
the Small Group or Group Living model of residehtiare. Variants ranged from
physically separate bungalows with their own catgfacilities, through separate
sitting/dining rooms supplied by a common kitchenseparate lounges with a
common dining area (Bland and Bland 1985). Thengtest claims about small group
living were made by Marston and Gupta (1977) andskda (1979). They
experimented with minor alterations to existin@ditional’ homes in
Northamptonshire to create small groups of resglsmilar to the Cambridgeshire
model but at far less cost. By providing a foausdroup activity that resembled

‘ordinary’ domestic life and giving residents reabices, they claimed to have
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overcome what they described as resident ‘undestifumng’ which they believed
existed in traditional homes. Residents in thellsgnaups were said to be far more
active, vocal and enjoyed ‘pottering’ (Bland anaduigl 1985). Marston and Gupta
argued that almost any building could be adapte@&foup Living with careful
planning and preparation and lots of imaginatidhis low-cost example gave further

impetus for the model to spread (Booth and Philip87).

Later evaluations of Group Living were criticaltbe Cambridge study’s
methodology and were mixed in their conclusionsugioe model’s positive effect on
residents’ morale and activity. Some suggesteitthigamodel was an essential pre-
requisite and others that staff attitudes and bebavowards residents were more

influential (Wyvern Partnership 1979, Thomas 19dace and Harding 1980).

The Consumer study of residential homes (Willcostkkal. 1987) found little
relationship between resident wellbeing and physnaironment. In the group and
‘semi-group’ homes they studied, residents wereendissatisfied with their
relationships with staff and staff saw the modeistiag them ‘more work and worry’
(p. 131). The authors identified a need for pryvas key to the quality of life for
senior citizens in residential homes and recomme: tigke residential flatlet as the
physical entity within which residents might ‘prege an individual and private
lifestyle’ (Willcocks et al. 1987:161). Booth afuhillips concluded from their two
year evaluation of Group Living that it had beewersold’ as a model and that it
promised more than it could deliver (1987). Whilsbup Homes tended to let
residents have more opportunities for self-deteatiom, there were more similarities
between regimes in the Group and traditional hoiméseir study than there were

differences.
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Youll and McCourt-Perring (1993) described six misd# ‘caring’ identified by
individuals and staff groups in their evaluatiortled Caring in Homes Initiative.
These were what they called the child care motHelkinship model, the democratic
model, the hotel or catering model, the nursingrard model and the expert or

treatment model (p.172.).

The authors identified two sets of assumptions ingithrough these models about
the nature of the relationship between the residedtthe staff member which
influence the approach to care. The first assuonptoncerned where power and
authority lay and how it was exercised. The seasslimption concerned the age or
circumstances in which a resident’s self-respofigilwas regarded as being lost or
gained. Who made decisions and about what, wedafuental to the experience of

residents and their ability to exercise choice.

The researchers highlighted the kinship model ahgaas different from the other
models identified, in that it assumed relationstipsveen staff and residents based
on cultural rather than organisational norms. Tdéeye as an example, the continued
deference rather than infantilising treatment shbwiyounger workers to the
residents, however frail, in a home for Asian eddelPeople placed great importance
on shared values and beliefs between staff anoWeaksidents in homes run by
religious organisations or minority ethnic grougsis, the authors suggested, was a
model that offered a set of assumptions about lee was conducted that both

residents and staff could share (Youll and McC&etring 1993:172).

A more recent study by Kellaher (2000) was intendedncover the determinants of
good residential care provision by examining thelel@f Care adopted by Methodist
Homes (2000:vii). Kellaher adopted a different Inoelology to many previous

studies that have taken the form of surveys. Bsrutewing residents, Kellaher was
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able to test out how far the Methodist Model, whidéices concern for the individual
and mutual respect between residents and stdfédtdart of its philosophy,
resonated with their experiences as individualse Vast majority of her interviewees
were unequivocal that their move into the care hbagbeen the right one. People
found other residents open, welcoming and friendlizey commented on the
friendliness shown in the home towards prospecgsgalents and the care and help

given to new arrivals by other residents.

Kellaher concluded that the mix of friendlinesspect and support shown in the
Methodist Homes Model — which she called mutualityyas an important resource
for residents to draw on in reconciling their indival interiority with the external
reality of residential care living (p.83). Theuwstturing of ‘friendliness’ and mutuality
into the Methodist Homes standards was the defiféagure that marked them out as
different from other residential settings (Kellal2€X00:85). Kellaher suggested
mutuality as a governing principle could be emptbgs successfully in homes run by
other ‘affinity’ groups as a way of linking residerwith each other and with staff in
the pursuit of a sense of community in residemt@é (p.86), as Youll and McCourt-

Perring (1993) also suggested.

However, there were some key differences aboutehidents, the social environment
and the organisational definition of the residdnitigk in Kellaher’s study compared
with public sector homes. Most importantly, thdezly people themselves had made
an informed choice to move into a Methodist Horheptigh seeing a brochure,
making a preliminary visit or having a ‘trial stayrhey understood and liked that
particular model of care. For most people, it badn a planned move at a time of
their choosing. Very few had moved in an emergaenocgome in straight from

hospital. Secondly, the physical accommodatiaiménhomes was of superior quality
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and dimensions to the ‘minimum national standareguired by legislation. Three
guarters of the residents’ spacious bed-sittingn®bad en-suite facilities - a factor

that many interviewees said had been of criticglartance in their choice of home.

The mutuality that Kellaher identified between desits was positive, being based on
a common, life-long identity as Methodists, ratthem the stigmatizing identity
associated with age and dependency. Finally, tineapy function of senior staff,
explicitly stated in the Quality Standards Manweds to maintain a good atmosphere
in the home through mutual respect and to paytdteto individuality, rather than to
provide physical care. This model of ‘good caracfpice’ is successful because its
ethos of Christian Methodism promotes a culturiehdliness and mutual respect
that is owned and shared by most of its residerdsstaff. It is a privileged model of
residential care whose generous levels of resagiemable it to provide a standard of
accommodation, care and quality of life that ismacordance with its residents’

expectations.

Other studies have identified what they called éltiahodels of care operating in a
minority of residential homes but they failed tdide or describe these in any detail
(Townsend 1962, DHSS 1979, Counsel and Care 198#).fullest description of
what they call a ‘modified’ hotel model was prowidey Goldberg and Connelly
(1982). This model consisted of ‘relaxed regiméeme people can get up when they
like, look after their own rooms as far as they@apable, potter as they might have
done at home, come together in small groups fdtikgior gossiping, or spend as
much time as they like in their bedsitting roomsd &ave their meals in the restaurant
or have them sent to their rooms’ (p.204). Unfoately, Goldberg and Connelly

(1982) did not go into any detail about the orgaiiis operating the model.
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The hotel or catering model identified by Youll addCourt-Perring (1993) was
described by them as a ‘down-to-earth approacised@n an assumption that adults
need little more than ‘housekeeping services, nmaadsa bit of understanding
company’ (p.173). One worker in a mental healtktélfor senior citizens, who had
formerly run a pub, found little difference betwgmoples’ needs in the two
occupational settings. Brearley (1990) acknowleddpat the services provided by
hotels, such as accommodation, meals, laundry atedtainment, resembled those
provided by residential care in many ways. Breafl®90) saw considerable
potential advantage to residents in residentiad bames being seen as ‘customers
who are always right’ (Phillips et. al. 1988:108%, hotel guests are supposed to be,
rather than the more usual view of residents asiy@secipients of care. | pursue the
‘hotel’ model of residential care further when $cdliiss my own case study research in

a private home in Chapter Eight.

| argue that what all these studies of ‘dependeaony ‘models’ failed to

acknowledge was, the structurally determined aspauderlying the circumstances of
senior citizens entering residential care homese focus on physical ‘dependency’
obscured the fact that poverty was and, | argukissta major influence on entry into

residential care.

Conclusion

In this chapter | have argued that despite appatentges in policy towards senior
citizens and residential care, the underlying airgavernment in responding to the
challenges of ageing is to minimise interventiod aasts. | argued that the 19th
century policy change that made poverty relief ¢l on entry into the
workhouse/poorhouse reinforced the associatioesiflential care with moral and

social failure in ‘old age’. This stigma succedigfdeterred most senior citizens from
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seeking help in times of need. Institutional da@eame what it was always intended
to be - the last resort of the desperate. Enttiidovorkhouse/poorhouse was due to
‘dependency’ — whether on grounds of destitutiackreess or disability - rather than
age. The policy response to increased demandon&sitice costs by restricting

eligibility and exerting pressure on families.

| argued that an ageist policy of low priority amelylect towards the needs of senior
citizens in residential care persisted throughbetliOth and first half of the 20th
centuries, despite continued public criticism. rRises of a new ‘deal’ between senior
citizens in residential care and government inviledfare State failed to materialize.
The function of residential care changed from detere to meeting the long term
care needs of senior citizens being discharged Ingim cost NHS hospital beds. |
argue that underlying this change in function, gotowards residential care
remained the same, namely that its response sheuiinimal and entry should be
restricted to the small minority of senior citizdasking the necessary financial,

physical or social resources to maintain their petelence.

Research studies of public sector residential hdmes been critical of the institution
and staff for the poor quality of residential cemther than seeing it as the reflection
of widely held attitudes and beliefs about ageihgroageist society. Many studies
have perpetuated ageist stereotypes of senioem#jZocusing on residents in terms
of their physical and mental dependency and ontgualcare rather than quality of
life in residential homes. The exception to tlkisdency was the study of homes for
physically disabled adults (Miller and Gwynne 197#&)concluded that the primary
function of long stay institutions was to enablaliy of life rather than quality of
care only. This meant recognising residents’ imthelence and dependency needs,

and offering them the choice as individuals to takeeject opportunities and support
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for both kinds of need to be satisfied. Howeuee, focus on physical disability as
‘dependency’ in many studies failed to acknowletlgestructural influences on
senior citizens entering residential care homdsave argued that poverty has been
and continues to be a major factor behind the esftsgnior citizens into residential

care.

Studies of senior citizens’ views as ‘consumersi imixed economy of care have
begun to reveal their more mixed views of residdmare as a way of meeting their
needs. For a minority, residential care is a fpesichoice’. These studies have
shown that residents’ priorities are focused oreetspof their quality of life rather
than the quality of care. What studies have ndasexplored is how ‘good practice’
in residential care is implemented and its effectle quality of life of senior

citizens.

In the next chapter, | focus more closely on whaheant by ‘good practice’ in
residential care by examining the definitions arehnings given to it by
policymakers and professionals. | examine howsaggiitudes have influenced
ideologies and principles about what should comstitgood practice’ in residential
care for senior citizens by my analysis of polioyl gractice documents and
literature. | argue that the concept of ‘good pcat has been used in many different
ways by policymakers and professionals. Varying @manging definitions of what
‘good practice’ is, or should be have been debabedcontested among policymakers
and professionals and are reflected in legislapoticy and practice. These debates
have been conducted by professionals and ‘exdartgly in ignorance of senior

citizens’ views and without their active involvemen
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Chapter Four — The Meanings of ‘Good Practice’

Introduction

In Chapter Two, | argued that an examination oftidaneant by ‘good practice’ in
residential care for senior citizens has to be ggded in a broader understanding of
how ageing and senior citizens are regarded innv&deiety, which, | argued was
ageist. | argued that attitudes to ageing tergk®it as personally and socially
‘burdensome’. Ageing and its assumed negativeacharistics of poverty, disease
and ‘dependency’ have to be ‘managed’. The pobsponse to ‘dependency’, |

argued, is a ‘need for care’, which residential esraxist to meet.

In Chapter Three, | discussed residential carb@egbod practice’ policy response of
an ageist society to ‘need’ and ‘dependency’ anmgBmgor citizens in the nineteenth
and first half of the twentieth century. | argubdt underlying policies towards
ageing and senior citizens have remained considesgite apparent change. |
argued that ‘good practice’ in policy terms hasrbambivalent and minimalist.
Attitudes towards senior citizens unable to retheir independence in later life
remained ambivalent, tinged with suspicions of ioyitence and moral failure.
These ageist attitudes were reflected in policjewtgnd repeated disinclination to
improve the situation of senior citizens in pula&sistance institutions, despite public
disquiet. | argued that the negative attitudelsosipitals towards ‘dependent’ senior
citizens before and after the institution of thelfMe State perpetuated an ageist

framework for ‘good practice’ in the statutory mbdéresidential care.

| argued that the research critique of residectaé failed to acknowledge that the
public sector model of which researchers were Brarwas a reflection of a society

that deprecated and marginalised ageing, disakifitypoverty. | criticized the
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research contribution to understanding ‘good pcatin residential care for its
narrow preoccupation with physical and mental ‘ahelgacy’ and emphasis on ‘care’
of senior citizens rather than quality of lifeargued that their concentration on
physical disability as ‘dependency’ obscured ttiki@nce of poverty on senior
citizens entering residential care homes. Stugli@ag ‘voice’ to senior citizens’
views as consumers revealed different prioritied earying attitudes to residential
care. These views suggest that the definitionngarfd practice’ senior citizens apply

to residential care may be different.

In this chapter | am going to examine ideas abdwtwonstitutes ‘good practice’ in
residential care in the context of an ageist sgcietirgue that definitions of ‘good
practice’ have been contested and debated sindateh2960s and these debates have
been reflected in legislation, policy and practiées | have already discussed in the
Introduction to the thesis, | have chosen to ingase ‘good practice’ using the
concepts of independence, choice and privacy.ve kkhosen these particular
concepts since they are both highly valued by sesiizens and also figure
prominently in policy and practice documents conedrwith ‘good practice’ in

residential care.

| examine my contention that ‘good practice’ isaaiously defined, disputed concept.

| begin by examining who defines ‘good practicewhit is defined and for what
purpose. | argue that ‘good practice’ in residdrgare has been defined by
policymakers in terms of legislation and guidancé by practitioners in terms of
values and principles of practice and their rolemiplementing legislation and policy.

| explore the changing legislative context withihiah definitions of ‘good practice’

by policymakers and professionals have been chanigdated and contested. | argue

that although ‘good practice’ is a term that iseWdused in policy guidance, its
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definitions are varying, confused and often cotifig, emphasizing the independence
of senior citizens in residential care within adfretical understanding of ageing as
‘dependency’ and a ‘need for care’. | review répdaattempts through enquiries and
codes of practice to define ‘good practice’ in as®e to public concerns about low
standards and poor practice in residential homdsahout the quality of care in the
growing private sector. My review shows that a omm factor underlying these
attempts was a complete failure to ask senioresisgzor their views on residential

care and what it should provide.

| argue that there are two distinct and competilgplogies articulated in the various
policy and practice documents. One that definesdgpractice’ narrowly, in terms of
dependency, physical care and risk avoidance, l@ndther that defines ‘good
practice’ more broadly in terms of independence, ripht of residents to take risks
and quality of life in residential homes. | argbat the failure among policymakers
and professionals to agree and define ‘good peldiad the objectives of residential
care, reflected a continuing underlying ambivaletoyeards senior citizens and a
policy preoccupation with the retention of residaintare as a response of ‘last

resort’.

| argue that the policy response to these conteladitions has been to define ‘good
practice’ in terms of standards and to use regulads the means of securing ‘good
practice’ in the independent sector. | argue tiigthas left the stigmatizing emphasis
on dependency and need for physical care as erf@rientry into residential care
unchanged. The professional and practice liteedtas defined ‘good practice’ in
terms of key principles or values that affirm resits’ rights, not least to their
independence, privacy, dignity and some elemenhoice. | argue that the key

differences between these documents are in theirpretation of what constitutes
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‘good practice,’ in the application of these prpies in the light of understandings
about the ageing process, and appropriate resptm#es residential care. | argue
that amid the debates and enquiries into how ‘gwadtice’ in residential care should
be defined, the voice of the people using the serthat of senior citizens, has
continually been excluded or ignored as irrelexaninimportant. ‘Good practice’
has continued to be defined by ‘experts’ in terifnidhe assumed benefits to people
using the service — an assumption that has neesr tested. | then consider the
influence of practitioners on defining and devetapigood practice’ in residential
care. | argue that this has been minimal, dueviersionary intra-professional
disputes about status, ageist attitudes and arelmigaltowards senior citizens and
residential care and the lack of training amonga@are staff in homes. Finally, |
review the contribution to definitions of ‘good pt&e’ by social work research,
which has focused on social worker involvemenhi move to residential care and

the practice of care within homes, from both saaifl resident perspectives.

| argue that what is currently defined as ‘gooccpea’ in the care of senior citizens is
a gradually accumulated set of administrative pdaoces and processes that continue
to focus on the physical care of residents rathen their quality of life. This reflects
societal attitudes and beliefs about ageing anérm#gncy in later life. These
procedures and processes owe more to historiceé@eat and ‘practice wisdom’

than any proven value in enhancing the qualityeoia citizens’ lives.

Defining ‘good practice’

A key issue in the exploration of ‘good practice hiow the concept is defined. My
study showed that there are multiple definitiongligyl, depending on the orientation
and framework within which the interpreter is wardgd In social work and social

care, ‘good practice’ is defined by policymakenotlgh legislation and policy
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guidance, and by professionals and practitionetsrims of the principles and ethics

of social care practice to be applied in their work

One way in which ‘good practice’ has been definas been in terms of service
quality. Determining what constitutes quality wc&l services has been mediated by
social work professionals’ definitions of ‘good ptiae’. These definitions have been
based on a combination of vocational ethics andetp@ norms and bureaucratic
procedures of local authorities. ‘Good practicgdeleds on staff for implementation
and standards are the foundation upon which ‘gaadtige’ can be built (McCreadie
2001). Quality assumed greater significance inl®@0s as it became a means of
pursuing value for money in public services, dragvam approaches derived from
business and commercial models of quality definismd measurement (Evers et al.
1997). Government guidance and codes of pradseed to local authorities came to
be couched in terms of what was deemed to be ‘gootbest’ practice according to

the current state of professional knowledge, fashiod experience.

‘Good practice’ may be also defined by professisnabrking as government
inspectors, in order to secure implementation ditpmbjectives. In these
circumstances, ‘good practice’ may be couchedrimgeof structures, procedures and
practices intended, but not necessarily proveachieve adherence to current
policies and sometimes, but not always, to prodateer outcomes for senior
citizens. Often, definitions of ‘good practice’time context of policy may conflict
with professional definitions, in the way that thegy actually obstruct or prevent
implementation of the professionally defined pnotes, such as choice, for senior
citizens (see Bainbridge and Ricketts 2003). Exampf ‘good practice’ quoted by
inspectors may be meeting some other area of gowarnpolicy for local authorities,

such as the requirement for them to secure BesteMalpurchasing services
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(Bainbridge and Ricketts 2003:55). Sometimes #fendion of ‘good practice’ in

one area of activity can conflict with definitioasit in another sphere. For instance,
the focus on ‘good practice’ in reducing delayestHarges of senior citizens from
hospital into a care home, and the introductioBmgland of financial penalties where
delays exceed three days (OFT 2005:49), conflidgis @ther definitions of ‘good

practice’ in terms of independence and choice.

At the level of the individual practitioner, How&987) suggested that the ingredients
of ‘good practice’ in social work were discussiardalarity between the worker and
the service user about the worker’s role, purposenaethods of working, and the
expectations each of the other (1987:6). In alezgial care context, the key worker
would be the logical person to hold such a disaumsgiith a resident. Davies and
Knapp (1981), following Kushlick, stated that ittiee workers who have most direct
and continual contact with residents whose qualityork is vital in affecting the
quality of life (p.79). They suggested that ‘gqwdctice’ in residential care should
be judged in terms of quality of life for resideatsd in promoting their wellbeing
(Davies and Knapp 1981). Challis (1981) suggeste®n dimensions of wellbeing
are nurturance, compensation for disability, inahej@®ce, morale, social integration,
family relationships and community development, albof which are relevant to
residential care. Ignatieff (1984) drew a distimetbetween what is needed to
flourish — love, respect, honour, dignity, solidawith others — rather than simply
survive, emphasising that the nature of the relahg within which any help is given
will influence its effectiveness. He stressed thaat counts in providing services is
the manner in which the services are provided hadrtoral basis on which they are
given, since these are what convey respect andayigrnthe person (Ignatieff quoted

in Cheetham et al. 1992:12).
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| now examine the legislative framework within winigood practice’ has been
developed across the United Kingdom and that wisigpecific to England and
Wales, or to Scotland. | shall then go on to discwiow definitions and ideas about

‘good practice’ have developed within this legalnfrework.

The legislative context

Legislation provides the statutory context withihigh local authorities and other
organisations provide residential care to people ate deemed to need it. It sets out
what services local authorities must provide, ak agetheir discretion to provide
other services. People who are judged to be id néeare provided or purchased by
the State are characterized as ‘vulnerable’ (selebvdad Wistow 1987, Stevenson
1996) or ‘at risk’ (see Brearley 1982, Wenger 199&juiring to have their interests
protected and their welfare safeguarded. Publicpaofessional anxieties about the
quality of residential care homes have been antiregnto be addressed through

policy documents, government guidance and by lefg& change.

As | have already discussed in Chapter Three, std War 1l, most residential
care homes were run by local authorities. The nitynof homes run by voluntary
organisations and private individuals or organsaiwere subject to registration and
inspection by local authorities. The National Assnce Act remained the relevant
legislation governing residential care across thédd Kingdom until 1968, when
reorganisation of social work in Scotland led te 8ocial Work (Scotland) Act. In
England and Wales, residential care homes werdateglunder Part 3 of the '48 Act

until 1984, when new legislation relating to residal care was enacted.

The 1968 Act gave local authorities in Scotlandaater remit in terms of providing

help to adults and children in need. Authoritiad la duty to ‘promote social welfare’
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by making available ‘advice, guidance and assigtaf8ection 12) as well as
providing or arranging residential care for peapleeed in kind, or exceptionally, in
cash. Residential homes in Scotland then becaljecsuo regulation under Part 4 of
the Social Work (Scotland) Act, which was periotlicamended thereafter. Nursing
Homes in Scotland continued to be regulated bytHé&xdards under the 1938
Nursing Homes Act, as amended. In England, 1968tlsa publication of the
Seebohm Report on the future of Local Authority &ticed Personal Social Services
and the outcome was the creation of Social SerBegmrtments in 1971. Local

authority Social Work Departments were createdcoti@nd in 1969.

During the Eighties the predominance of public geptovision ceased. The rapid
growth in the number of private homes which toacplresulted in that sector
becoming a major provider of residential care. sTraised anxieties about the quality
of care and practice and resulted in new legigfatibhe Residential Homes Act 1984
(amended in 1986 to include small homes) coverdl t@sidential and nursing
homes and the Registered Establishments (Scothoid)987 laid down standards

for independent sector homes.

The policy and ‘good practice’ emphasis changednagavay from the frailty and
incapacity of residents needing care towards a poséive affirmation of the quality
of life that senior citizens in homes were entitlesknjoy. However, the legislative
criteria for providing residential care continuedoe focused on individual ‘need for
care’ and included ‘old age’ as a reason why ‘peasoare’ might be needed. The

1984 Act defined a residential care home as

‘any establishment which provides......residera@ommodation with both

board and personal care to persons in need ofmersare by reasons of old
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age, disablement, past or present dependence @métur drugs or past or

present mental illness or mental handicap’ (SindaB8:243).

Later, the UK-wide 1990 NHS and Community Care éstd tighter regulation to
address low standards and poor care by reinfomigexpanding the existing
registration and inspection function of local auities with regard to residential
homes. Inspection units were set up as quasi-erdtemt, operating at ‘arm’s length’
from social work departments, yet accountable ¢odihector of social work. ‘Good
practice’, in the form of standards which were deired locally, was to be
‘enforced’ through periodic inspection. For thestiitime, local authority homes were
subject to inspection in the same way as privatevatuntary homes but since they

were not registrable, these homes could not be ethagpto meet the new standards.

The main philosophical emphasis of the CommunitseQ@ect, however, was on
supporting people to live as independently as ptes&n the community’ in their

own homes where at all possible. ‘Good practicas wefined in terms of giving
people greater choice and involvement in assesbe&igneeds and deciding how
these should be met. Professional assessmentsowvenange to reflect people’s
actual needs rather than merely the services glr@aallable. Where a person was
assessed as needing residential care, they weeedffered a measure of choice over

the particular residential or nursing home.

With the passing of the Scotland Act 1999 and #tgrg) up of the Scottish
Parliament, a number of powers were devolved froestinster to Holyrood,
including responsibility for health and social wadrvices. Social security, which
underpins much of social work and social care #@gtiincluding residential and

nursing home care, remains a United Kingdom poesemed to Westminster.
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In 1999, the issue of ‘good practice’ was addressegparate White Papers issued
for England and Wales and for Scotland, settingtlo@irespective governments’
legislative intention to raise the standard of pcacin social work and social care.
This was to take the form of extended and cenadlregistration of care services,
including residential and nursing homes, and age®of workforce registration to
address ‘good practice’ in social work and socaakc All residential care homes,
including those run by local authorities as welhassing homes, are now required to
meet a set of unifiedational care standards to qualify for registration undheriew
legislation. This legislation finally respondedtteo discrete campaigns. The social
work profession had campaigned for more than twgegys for a national
registration council to regulate and set standafdgood practice’ for people

working in social work and social care. Separat@gaigns had been waged by
independent residential care providers for locéhaity homes to be regulated to the
same ‘good practice’ standards as they were obtig@seet and for an independent

national inspection and registration authorityegulate all care providers.

In Scotland, the issue of codifying ‘good practifw@ residential and nursing homes
was taken forward by the National Care Standardsr@ittee. This Committee had
representation from people who use social sendaoesfamily carers as well as local
government, social work, health and housing pradesds. Under the Regulation of
Care (Scotland) Act 2001 new homes have a comngistration as ‘care homes’,
and the distinction between residential and nurbmges will gradually disappear.
Homes are required to meet the changing needofrésidents and staff them
appropriately. Senior citizens who live in residaicare homes will not necessarily
need to move if they require higher levels of catber than acute health care,

requiring hospitalisation.
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The Scottish Commission for the Regulation of Gageame the independent
registration and inspection body charged with enfay the new national ‘good
practice’ standards. Local authority homes becsaugect to the same regulation and
standards as the independent sector, removingtheatory function from local
authorities and their potential conflicts of intgtras regulators as well as purchasers

and providers of care.

At the same time, the issue of implementing ‘gocatpce’ standards was addressed
by making the social work and social care workfersebject to registration by the
Scottish Social Services Council. Priority wasegito registering managers of
residential care homes. Registration for card stafking in homes for senior

citizens would follow later.

Similar organisations were set up in England tdgper the same functions — the
General Social Care Council to register and regula social services workforce in
2001 and the National Care Standards Council temsakle the regulatory functions
of local authorities in 2002. The National Cararfsiards Council was amalgamated
with the Social Services Inspectorate, SSI/Audin@ossion Joint Review Team into
the Commission for Social Care Inspection in 208d4lth and Social Care

(Community Health and Standards Act 2003).

In this section, | have shown how public uneasauaitie lack of ‘good practice’ in
residential care was addressed through legislatimage and tighter regulation of
care providers and the social care workforce.hénrtext section, | discuss further
attempts to define ‘good practice’ in residentmlecin the form of policy guidance to

local authorities.
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The policy influence on ‘good practice’

After 1948, government priorities as far as resi@éhomes were concerned, were to
replace public assistance institutions with newdags to match the new philosophy
of ‘welfare’ rather than discipline and deterreticat had characterized the
workhouse (Townsend 1962, Willcocks et al. 1987llip$1992). This commitment
did not extend to a similar investment in staffrtgplement this new philosophy.
Evidence from a committee of enquiry (the Willia@smmittee, 1967) suggested
that training, better conditions of service andraproved career structure were of
paramount importance if ‘people of calibre’ werebtorecruited to work in residential

care but was ignored.

The government put its faith in the design of newdmngs in its desire to rid
residential care of its stigma and unpopularityhvgénior citizens. Between 1969 and
1979, a series of design and ‘good practice’ guidaBuilding Notes for new local
authority homes was issued. Separate and distemsions of the second of these
Notes (DHSS 1973, SED 1973, SED 1979) were issueHrigland and Wales, and
for Scotland. The design of home and philosophgaoé practice set out in these two
sets of Guidance provided the blueprint for thgdanumbers of public sector homes
built in the 1970s and early 1980s. What recevedh less attention was how to
achieve the change in regime and staff attituddsba@haviour that would also be
needed. The notion of ‘domesticity’ was adoptectrmphasise the move away from
‘the institution’, with staff cast in the role afaring relative’. This metaphor gave
completely different messages about the supposed relationship between home
staff and residents from the ‘hotel keeper and guelationship invoked by Bevan in
1948, and which | have already discussed in Chapteze. Rather than being an

adult relationship between equals, many staff istded that ‘caring relative’ meant
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their adopting a responsible, parenting roea visresidents, which led in some cases

to infantilising and controlling practices.

The English guidance

The 1972 Building Note on Residential Accommodaftmmelderly people in

England and Wales provided a frame of referencadar local authority homes. The
guidance set out the function, purpose and sizearhs and the ratios of facilities to
residents. The purpose of ‘good practice’ wasrtwide ‘considerate and skilful care
in comfortable surroundings for elderly people wéeen with help, were unable to
live in their own homes’ (DHSS 1973:1). Local autty homes were expected to

cater for higher levels of frailty among residetttan previously.

Definitions of ‘good practice’ were based on theaepts of ‘domesticity’,

‘normality’ and the need to respect the individiyalindependence and personal
dignity of residents, giving them and their visgareasonable privacy’. ‘Best
practice’ was to adopt a ‘positive approach todesis’ abilities rather than their
deficits’, to enable them to use these abilitiefudlg as they wished and could, and to
recognise the possibility of a return to their dwame if circumstances improved.
The emphasis was clearly on encouraging resideriis tis independent as they

wished and were able to be.

Authorities were encouraged to pursue the then@oohesticity’ in care practice by
experimenting with the new ‘group’ or ‘family’ unitesign originally pioneered in
Cambridgeshire and which | have already discuss&hapter Three. The grouped
unit design was seen as a valuable developmenugedaenabled staff to create
smaller, compatible groups of residents withinhlbene. The aim was to involve

more active residents in running the home and cpresgly give staff a less active
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role. The staff role was likened to that of ‘cgrielatives’, organising the
housekeeping aspects of the home and encouragiagmnés who wished to
participate. Residents were expected to be incrglgdrail, yet the Note emphasised

the importance of fostering their independence.

The numbers of staff required to implement this réemestic’ model of care were to
be enough to provide ‘adequate’ cover at all timéke tone throughout the
document was that staff did not need specific skifl training to implement this new
philosophy of ‘good practice’, despite the introttug rhetoric that ‘skilful care’

would be available to residents.

The Scottish guidance

The emphasis of the Scottish Guidance was sligltigrent. Residential homes
offered ‘an alternative home with care’ to peopleoviwere no longer able and who
no longer wished’ (SWSG 1973:1) to look after thelwss in their own homes,
implying that individual choice as well as need htige a criterion for a move into
care. Unlike the English guidance, no rehabilatiole for homes, nor the possibility
of returning home were mentioned. The guidancgesigd that growth in other
forms of support, such as sheltered housing anataey would result in people
remaining at home for longer, so that those moinbhg residential homes would
‘almost certainly’ be very frail, mentally or phgsily infirm and require a great deal
of care. This rationale was based on what Hurtal. €alled the concept of ‘a

continuum of care’ (Hunter et al. 1988:40).

The ‘continuum of care’ is a concept used by pafiakers and planners to describe a
‘dependency’ graded care system to meet peoplgsigdl and mental needs. The

system ‘encompasses maximum independence at orendridtal dependence at the
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other, with people supposedly moving in a lineahfan from one form of provision
to another as their dependency alters’ (Huntel. 9988:40. See also Webb and
Wistow 1987 who write of a search for a ‘continuafiservice’ and a ‘continuum of
provision ranging from minimal support at home tonplete assumption of
responsibility for care in residential settings!§2). However, the reality is very
different, since factors affecting which service®ple use are outside direct policy
control, being subject to provider priorities, thecisions of senior citizens and the
attitude of professionals and relatives. Many ssittave documented the very varied
physical ‘dependency’ of residential care homedesis, which showed convincingly
that the theory behind ‘the continuum of care’ wéien at variance with reality (see,
for example, Townsend 1986, Booth 1985, Bland alathd31985, Webb and Wistow

1987:183).

The guidance assumed from the outset that sernipems would have very negative
attitudes about living in a residential care horfibese were to be countered by
encouraging residents to remain active, and byrgag locally, so that residents
could maintain their local connections. This woaldid ‘mental deterioration (a
‘major problem in the care of the elderly’) accated by boredom, feelings of
ineffectiveness, isolation and uselessness todhemunity’ (p.1). ‘Good practice’
was to avoid being overprotective of residentspéng them to do as much as
possible for themselves in order to ‘reduce fealiofjpurposelessness and

uselessness’ (p.2).

The grouped unit design of home (which | have alyediscussed in Chapter Three)
was recommended, since living on this so-calleadrestic’ scale, would help

residents to ‘retain their identity’ (p.2). Maximuhome size was set at 60 places
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larger than the recommended English maximum, wittwance for smaller homes in

rural areas.

Since it ‘was unreasonable to expect two or moogpleeto accept being arbitrarily
thrown together’ (p.10) and having to share a baa;dhomes should offer mainly
single rooms, with up to 20% being double roomsnfiarried couples and other
people wanting to share. The Guidance acknowletlgggdhe bedroom was the only
place in a residential establishment where a rasishght secure their privacy or a
‘sense of territorial right’ (p.10). Unlike Engldnresidents were to be encouraged to

bring in some of their own furniture and should éaéfve choice of a bath or shower.

The Scottish document advocated specialist homgsefople with dementia (the
‘elderly mentally infirm’), designed so that staffuld ‘observe the movements of the
residents with ease’ (p.5). The practice emphaassalso different. Higher staff
ratios would be needed to supervise and keep rgsidlender surveillance’, which
might mean some loss of their privacy. ‘Good peactin caring for people with

dementia was equated with a custodial model of.care

The Scottish guidance reflected a more medicakggmoach to ‘care’ than its

English counterpart, whilst still invoking the ‘@aag relative’ role for staff. Staff

were to give ‘general care and simple nursing’udatg terminal care, ‘as a relative

at home might give’ (p.4), with medical and nursgage being provided by the
general practitioner and the district nurse respelgt The presumed frailty of
residents implied considerable staff involvemenphysical care and a dependent role
for residents. Staff were to supervise residemtenbathing, retain and administer
their medication and serve them their meals. Ressidwere expected to spend most
of the day in the sitting room ‘because of thelatige immobility’ (p.6). The

guidance gave conflicting messages to authoritesitathe characteristics of the
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people and the model of ‘good practice’ that homeee to provide for. It stressed
the importance of promoting residents’ independemiaist stressing their likely
frailty and inability to do much for themselves agiding responsibility and control

over everyday life to staff.

The economic crisis in the mid 1970s and cuts blipexpenditure halted local
authority residential home building and no furtbesign guidance was issued. The
final Social Work Building Note (No.5, published 7% was a guide to fire
precautions for architects designing new homessaetled out the role of staff in fire
prevention following a number of accidents andlia¢a caused by fires in residential

care homes for senior citizens.

In this section, | have argued that policy guidadceuments to local authorities gave
confused and contradictory definitions of what ddaonstitute ‘good practice’ in
residential homes. These documents were at pastsdss the independence
residents should enjoy, yet emphasised their palswailty which required a caring

response from staff who, nevertheless, continudsktontrained.

In the next section, | discuss how the governmeattdvith recurring problems in
residential care homes. | argue that varying amdlicting definitions of what ‘good
practice’ in residential care should become wetefgrward by the various enquiries
and committees set up to advise the governmenbwrtie changes needed to

address the loss of public confidence should béemented.

The need for change

The first of these enquiries was set up in 197dratseries of incidents in residential
homes aroused public anxiety. The Personal Soeics Council (PSSC) was

commissioned to identify the problems and to receminguidance for local
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authorities and voluntary and private care homeidess on principles of care and
practice, devising a code of practice for the managnt and administration of homes
(PSSC 1975). The Council's working group identifeelack of co-ordinated policy,
philosophy and public support for residential caenpounded by shortage of
finance, staffing difficulties, risk-aversion anigsna. It set out some general
principles in an interim report which was then wydeonsulted on. The Council
concluded that the essential task was to devigstarms of care that was not seen by
the public as stigmatizing. The report set outialoer of general principles for ‘good
practice’. Broadly, the Council set out to imprdte status of care by giving
residents rights and securing training for st&esidential care should be one of a
range of service choices. It needed an agreedguphy of care. People should be
informed and prepared for making the move. Caaetmes should do more than just
avoid harm and meet basic human needs. They sboattlirage resident
participation, choice and decision-making and nampersonal identity. Residents
and homes should have regular reviews and staffléh® trained. These statements
are striking in their ordinariness in terms of taker-granted rights of people living

in their own homes. The fact that the Council ifefitad to make such statements,
shows just how ‘abnormal’ residential care pracsitkwas and how stigmatized

people resident in homes continued to be, dedmt®bor Law’s abolition.

The Council called for significant changes at@lldls. It proposed a national forum
to promote standards and ‘good practice’ and tornfthe public about the supposed
changed nature and purpose of residential cam®unteract its continuing poor
image. It called for opportunities for staff, sits and their families to express their
views at individual home levels, locally and natitp Local authorities should

devise a residential care development plan an@wetheir registration and inspection
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procedures. At the level of the individual hontes tecommendations dealt with
enhancement of residents’ rights to informationwlthe home, and a mechanism for
complaining about their care. These changes vem@mmended to apply to all

residential care homes.

The Council’'s second report in 1977 was much mareethin tone. The idea of
contracts between the providing authority and &@sédent had aroused ‘considerable
interest and controversy’ among local authoritiesause ‘contract’ has legal
connotations. Authorities feared legal liabilitgheir homes failed to fulfil the terms
of a residential contract and it was replaced wWithmuch weaker ‘statement of

intent’.

The Council reiterated its belief that acceptarfoes& was fundamental to ‘good
residential care practice, both for the residentfanthe staff’ (PSSC 1977:7) and
called for an explicit policy statement about risking backed up by management
support. It endorsed the aims of Building Note Ri@and set out the working group’s
views about the status of people entering residecére. Adults resident in homes
had a right to lead a satisfying life, have tha&eds met with dignity, privacy and
humanity, to participate fully in decisions aboatld living, to take risks, to mix

‘with the outside world’ and to use community haaind education services. The
Council recommended that for senior citizens, tlovigion of a permanent ‘home’
should be emphasised. These recommendations weeeted on for some
considerable time. The new approach proposedeb?85C was at variance with the
philosophy and needs of the Health Service toasa# buthority residential homes to
provide long stay care to senior citizens beinglthsged from hospital. A rights-
based definition of ‘good practice’ in care wasanflict with policy intentions for

residential homes.

109



In the next section, | argue that ‘good practicerasidential care was redefined as
‘health care’ to meet the needs of hospitals tata their focus on acute care. This
relied on the ability of hospitals to dischargeiseuitizens with disabilities and long
term care needs. Residential care homes, withtingsh lower costs, | argue,
provided a highly cost effective solution to theoblem’ of poor senior citizens in

need of long term care.

Further medicalisation of ‘good practice’

In the same year that the PSSC report was publisheal government and health
services were reorganised and, rather than foliguthe model outlined by the PSSC,
residential care moved further towards a healtledhadependency model. Increased
responsibility for providing care for impaired sencitizens was passed from the
health service to local authorities. This requitteein to implement a care regime in
homes that closely resembled hospital based nupsamice. Guidance about new
health care arrangements for people in residembiales was issued, again stressing

the increasing age and anticipated physical inagpatresidents.

Despite the presumption of greater frailty amorgidents, the guidance reiterated
that the care was ‘broadly equivalent to what apmetent and caring relative’ might
provide (Para.3). Again, the practice emphasisava'siormality’. People should be
encouraged to personalise their rooms, pursue dkgirinterests and activities such
as going shopping or to the pub. Senior citizansoimes retained their individuality,
dignity and status as adults. Entering a homeldhouolve no more loss of rights
and privileges ‘than any other person would onmemgea hotel’ (para.4). Resident
independence and activity were seen to be impottatteir dignity and physical and
mental wellbeing. Despite this rhetoric, the doentrelaborated a regime that

resembled a hospital rather than a domestic ot &le of care, reinforcing the
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biomedical model of ageing as dependency. Lodhlaaiy homes were to assume
the care of a group of senior citizens who hadiptesly been cared for by the health
service. Once again, acute hospitals were optimgfthe care of senior citizens by
transferring responsibility for them to a cheapenf of care elsewhere (see Webb

and Wistow 1987).

Again, the Guidance gave very mixed and confusiegsages about ‘good practice’
and the status of senior citizens in residentieg cstressing their rights on one hand
whilst inaugurating care processes that underntinesk rights and exerted greater
control over them on the other. Despite the ‘agariglative’ analogy for staff, the
guidance suggested that all staff should have someof training; social care
training for care staff and professional social kvivaining for heads of homes.
Although senior staff would need nursing skillsasiminister medication and care for
people with dementia, they would need additioraihing and experience. The
‘sickness’ model of ageing was reinforced by theoiduction of individual health
records noting medical consultations, treatmentcand and separate medication
records. Some residents would want to keep clafrgesir medicines themselves but
the preferred practice was for staff to do so. 8wshat archly, the document argued
that as staff were performing roles that a comgetaming relative might undertake,

‘it is not felt that any loss of rights or statused arise on this account’ (para. A5).

The mixed economy of care

Debates about ‘good practice’ and the role of estid| care were revived by the
significant private sector growth that took placehe 1980s as a result of alterations
in supplementary benefit rules. The quantity ame tof residential provision
expanded enormously theoretically at least, inangashoice for senior citizens —

though not in the way that Bevan had originallemded (Sinclair 1988, Phillips
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1992). The poorer majority of senior citizens laadopportunity to move into
independent sector residential care using soctairgg funding, since eligibility for
entry was determined by lack of financial resouregker than ‘physical need'.
Numbers of senior citizens entering homes on supgigary benefit increased
dramatically as local authorities took advantagthisf alternative source of funding
to cease their sponsorship of people in privatevahehtary care (Phillips 1992:35).
Hospitals discharged senior citizens direct todessiial and nursing home care on
social security funding, bypassing local authoirityolvement and the possibility of
the person being supported to return home. Insturgty, two thirds of residents in
private homes had been admitted from hospital amgane third had played a part in
initiating their move (Sinclair 1988:263). In theght of such evidence, the suggestion
that most senior citizens exercised choice thermasdly move into residential care is

highly questionable (see also Sutherland 1999:38).

The entry of large numbers of private organisatiobs the provision of residential
care raised anxieties about the quality of praciwe care. The result, in England,
was new legislation (1980 and 1984) and a Codeaxftlee for independent sector
homes (Avebury 1984) drawn up by a working partiesperts’, including care
providers and social and health care professionBi direct interests of residential

staff, the people using residential care and flaenilies were not represented.

This Code, like the PSSC report, took a rights-84#eebury 1984:15) rather than
welfare or health based approach to the situatioasidents in homes. It set out
‘good practice’ principles and procedures for pigvand voluntary homes to meet the
new registration and inspection requirements ddllaathorities. These same

principles had first been recommended by the P®&@llfresidential homes some
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nine years previously but rejected in favour otalth-based ‘care’ approach to ‘good

practice’.

Residents’ rights to privacy, autonomy, individtixaind choice and to take risks

were reiterated. The Code defined, in great detal procedures and processes to be
followed before and after a person moved into aéodgain, the right to

information about the home and the terms and cmmgitof residence, the importance

of preliminary visits and a trial stay were empbadi

The Code covered administrative aspects of resalamare, such as confidentiality of
information and residents’ rights to see their rdso The philosophy of ‘good
practice’ it advocated was one of minimal rules emdines to ensure as ‘normal a
lifestyle as possible’. Residents had the righthttke complaints, to have adequately
furnished and heated private space and to rec@&iterg. Shared bedrooms and
bathrooms must have screens to ‘maximise’ residemtspendence and privacy.

The Code had the status of government Guidana@e&b huthorities but the standards
it set were only applicable to independent sectonds. The failure to bring local
authority homes within the ambit of the new Codsated two definitions of ‘good
practice’ in residential care homes; the new dgdin based on residents’ rights now
required in private and voluntary homes and theteg definition of ‘good practice’
as physical care in public sector homes where tyuaficare was equally variable.
This caused resentment in the independent se@udigydarly among private
providers. More importantly, residents living inlgic sector homes did not enjoy the

rights conferred on people entering independentbséomes.

The struggle between these competing definitiorigadd practice’ in residential

care was continued in two other influential repgvi&gner 1988, DoH/SSI 1989).
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The Wagner Committee’s remit was to review the odleesidential care in relation to
other personal social services in England and Wadtesommissioned a
comprehensive review of the research literatureteoki evidence from a wide range
of stakeholders, including people using residemtdaé, their relatives and staff of
residential homes. Senior citizens were not rgmtesi on the Committee whose
membership, once again, was comprised of ‘expetistters from residential

workers to the Committee revealed the lack of tngirand ignorance about the
philosophy of residential work or of what constdtgood’ or ‘bad’ practice (p.2). |
argue that this philosophy was still a matter dfate and contention that continued to

be unresolved.

The stated aim of the Review was to bring aboutnddmental change in public
perceptions of residential care as the stigmatidasg resort’ by making it part of the
‘spectrum of social care’ in the community (Wagfh6B8:3). The Committee
acknowledged that there was still much bad praatidt®mes. This latter observation
was confirmed in 1987, whilst the Committee wetergj, when abuse of senior
citizens in local authority homes in Southwark &amden and in several registered

independent homes was confirmed in a number ofrtefBiggs et al. 1995:79).

Like the PSSC (1977) and Avebury Committees (1984gner defined ‘good
practice’ in terms of according people their righssconsumers in residential care.
They believed that giving primacy to the views anishes of people using services
would alter the context in which residential seegoperated. The Committee’s
recommendations repeated earlier calls for chafdee. principles set down what life
in a residential home should be like, reassertsideats’ rights as citizens and
acknowledged the importance and value of the sidfiove all, the Committee

stressed that a move into residential care shaulolytpositive choice, and should
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ensure a better quality of life than available wisere. Giving people the power of
choice between different models of care wouldjnret the Committee believed,
change the dynamics of the relationship betweesdhéce user and the professional.
The most important recommendation as far as tiesigf senior citizens were
concerned was (as made by the PSSC in 1977) ttedtdathorities should have a
duty to offer a range of alternatives to residdmze. This would enable a person to

choose whether they received care at home oresidential home.

Again, Wagner echoed Avebury (1984), in callingpoospectuses for intending
residents and written contracts. The Committeertss peoples’ basic adult rights:
to control their finances (rather than hand oveirtphension and financial control to
the local authority) not to have to share a bedr@@point acknowledged in previous
Guidance) and to have a key to their room. The=e wights that many people in
residential care homes, particularly public sebtmmes, still did not enjoy.
Regulation should be the means of maintaining statsdand promoting ‘good
practice’ across all sectors, including public setiomes. National inspection
guidelines should cover accommodation standardgleets’ quality of life, staff

qualifications and homes’ performance.

Compulsory training was recommended for staff, nrdang was recommended for
care staff and the employment of social workersatathan nurses in senior posts.
These changes were part of an attempt to shifiottes of ‘good practice’ away from
physical care, to improve the self-image of resi@dé¢gare and integrate it with other

social care services.

The government response to the Wagner proposalsheaacteristically low-key. It
commissioned a three year research and develogmagtamme The Caring in

Homes Initiative- to take forward some of the Wagner recommendatiol he aim
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was to develop practice in all sectors that wohlelp to promote and ensugaality

of life (my emphasis) of people living in residential caoenes’ by ‘translating
principles of ‘good practice’ and broad policy staents into workable and useful
ideas and approaches’ (Youll and McCourt-Perring314). The four Wagner
recommendations chosen for development - informattommunity links, home
reviews, and training - addressed both residentstaftlissues in residential care but
not the rights of residents. The evaluators ofitiiéative developed their discussion
of user-led services in terms of citizenship rathan consumerism because
citizenship confirmed ‘the rights and responsitastof people living in residential
settings to participate in society and its politiaocesses’ (Youll and McCourt-
Perring 1993:195). The need for care or suppattdieen led to residents in homes
being seen as ‘less than a person’ rather thadwdsavith rights as citizens (Youll

and McCourt-Perring, 1993:196).

Although, like Wagner, it had focused on the insésef the residents, the Initiative
had limited success in involving them in the vasiquojects due to a tendency to
‘over-protectiveness’ by staff (Youll and McCoureiing 1993). The evaluation
identified three barriers to the development oiod@ractice’ found in other studies;
a lack of clarity about the objectives of individluasidential establishments, the
tendency of management, professionals and carfdstsde their role as protective
and caring, and the failure to recognise (or emquirhat mattered most to residents
(Youll and McCourt-Perring, 1993). The evaluatairthe Initiative concluded that
the structures and cultural shift needed to ensdaeice users to voice their opinions
and influence their care were ‘hardly in place’ (Y@and McCourt-Perring

1993:194).
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Crucially, I argue, the Initiative did not addreke most important of the Wagner
proposals which would have changed the whole dymami context of residential
care, namely, to give senior citizens the rightlodice about entry to residential care
and to enhance peoples’ rights within residentiahés. As | have already
demonstrated, numerous reports to government telezldor the basis of entry into
residential care to be changed from professiort@ined ‘need’ to one of
entitlement, but this has continued to be resistedecent White Paper, setting out
the latest vision for social care over the nextttefifteen years seeks views on giving

individuals the ‘right to request’ not to live inresidential setting (DoH 2005).

The second response to Wagner was to addressygsalies through tighter
regulation of the independent sector. New gui@slifor inspectors were developed
jointly by the Social Services Inspectorate (S8b cal authorities for use in
independent sector homes (DOH/SSI 1989). The dentumidened the
philosophical focus to quality of caesd quality of life for residents but drew on the
functional model of ageing in its definition of ‘gd practice’ as physical care rather
than the rights of residents. Residents’ righte,document stated, were limited to
their entitlement as citizens, to exercise thandhise in elections. This report was
enthusiastically received by social care staff aikly used in public sector homes.
| argue that this report provided a detailed ratierfor thead hocprocedures and
practices that had characterized the unreformetiqosdctor model of residential care
since the Poor Law. Its aim, | argue, was to ategpolicy in relation to residential
care, namely that its function and use should oastio be defined and determined
by government as it saw fit and in the light ofestpolicy requirements. These
policy requirements, | argue, were to enable thicoed smooth functioning of

NHS hospitals in providing acute medical care ®dkneral population. The use of
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residential care was to be determined by ‘dependand the ‘need for care’ rather

than by individual volition.

In her Foreword, Wagner revealed her frustratioth@tgovernment’s failure to
implement her Committee’s reforms. She was engmado know that SSI ‘believe
that homes should do more than merely house peopléeep them clean, safe and
well nourished’ (DOH/SSI 1989:3). She describezldhialuative model as a
‘valuable contribution towardsfature responsémy emphasis) by the Department of
Health to the Report of the Independent Review esditential Care’ (DOH/SSI
1989:3). The major changes to the definition @idd practice’ and the status of

people in residential care that Wagner sought fetber delayed.

The Social Services Inspectorate acknowledgedtthakisting methods of

monitoring standards were ‘inappropriate and ireie’ (DOH/SSI 1989:6). Its
preoccupation with buildings, staffing and recardeomes had resulted in the
comparative neglect of quality of life for residentLike its predecessors, the working
group failed to involve any consumers or providerthe service. Residents’ rights
and quality of life were again professionally defin The model for care put forward
in the document was confused and contradictorye définition of ‘good practice’

was to be judged by a strange mixture of physindl@ocedural criteria; namely,
how far the physical environment, care practicaseaecords, procedures, staff, and

meals were judgelly inspectordo protect and promote the rights of residents.

The Wagner Committee continued to pursue its aiimpfoving the image and
practice of residential care. It set up a Developin@oup consisting of care
providers in all sectors and representatives frentral and local government and
other public agencies. The stated aim was toftakeard unresolved issues from its

original report such as residents’ rights, secuwfttenure, and staff training. Its
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report,Positive Answersadmitted the failure to include service user espntatives in
the original Committee, but did not explain whyyhed continued to be excluded
from the Development Group. Five years on frdrRositive Choic€1989) the
Group concluded that not much had changed. Resgadleare had still not shaken off
its ‘Cinderella’ image. Residential care staff Hatked to achieve parity with field
social workers in terms of salaries and trainir@f,o8of care staff were still not
gualified (Wagner Development Group 1993:10). Hesvethe Group was hopeful
that residential care would be treated ‘as cetdratainstream social work’ in the
new Diploma in Social Work qualification (Wagner@éopment Group 1993:17).
Residential care for children and young peopleerathan for senior citizens now
dominated public debate in the wake of recent smiand children’s homes. The
Group continued to assert that residential carecgatral to welfare provision and
that despite its journey in ‘a long, dark tunnehad a future (Wagner Development

Group 1993:17).

By the end of the 1980s, the growth in privatedesiial care homes and the
associated escalating public costs of care was el@@msustainable. There was no
discussion about the implication of the fact tlaagjé numbers of senior citizens were
living on very low incomes. The NHS and Commur@itgre Act (1990) transferred
responsibility for people needing help with resiggror nursing home fees from
central to local government. Eligibility for resiiial care became subject to social
worker assessment of individual ‘need’ and finaheiaans once more. Local
authorities in England were given financial incees to use private sector homes

rather than continue as providers of residentieg temselves.

The unresolved debates about issues of qualityefiditions of ‘good practice’ in

residential care produced further codes of prachioéh principally aimed at providers
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and regulators of residential care. Working Grocgssisting of health and social
care professionals, care providers, academia anilyfaarers but not senior citizens
producedA Better Home Lif¢1996), in which ‘good practice’ was defined i th

form of standards in nursing homes and resideaéied homes for senior citizens.
The Code invoked the same principles as its predecgublication, now describing
them as principles of ‘good practice’ rather thangples of care. Again, the focus
was on the resident’s right to self-determinatiignity, respect and normality.
However, | argue that it was still based on a ptalsiependency model of ageing.
The second document was produced by the Resid&atiam, a broad coalition of
public, private and voluntary sector care providgverating under the auspices of the
National Institute for Social Work (NISW). The Fon had been set up in 1994 ‘to
promote high standards in Homes and contributepyaving the quality of service

to the public’ (Residential Forum 1996:3). Itsi®@tards Guide Working Group had
representation from health, local authorities, @owork academia and social care, as

well as organisations representing people usingcas and family carers.

Creating a Home from Hom®&esidential Forum 1996) was written for providers
contractors and regulators of residential care asggly from the perspective of
people using care homes and their relatives. Heuyéhis perspective was largely
informed by practitioner views of what residentsiomes wanted or needed rather
than drawing directly on consumers’ views. Theoréplaimed to focus on the
quality of life of people in homes and to put theg@eds, wishes and convenience first
in setting standards of ‘good practice’. It set kaidefinition of ‘good practice’ in
terms of principles, processes and procedures.Glinge claimed to be ‘more
comprehensive’ (sic) (NISW 1996:17) than its predsor publications and to reflect

the changing attitudes and language of the 198)purpose being to ‘promote
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debate and provide a basis for negotiations’ (NIB3®6:7). The standards by which
the quality of care (rather than quality of lifd)pzople in homes would be judged
were based on the principles, which were applicabkdl adult service users. Despite
its stated focus on quality of life, the Guide vea®-statement of the traditional care
practices that the PSSC and Avebury Committee bad brying to change for
decades. ‘Good practice’ was defined in termsro€@sses and procedures related to
dependency and physical care in homes rather tiiteapéndence, rights and quality

of life.

In the 1990s, growing public anxiety about resigdmiare became focused on bad
practice in relation to its funding. Media repastslistress caused to people having
to move residential home when their own funds oal@uthority funding ran out,
resulted in a Royal Commission. Its remit wasdoseder how long term care for
senior citizens should be funded and the respentsigonsibilities of individuals and
the State. Although not included in its originaiit, the Commission considered the
guality of care provided and made a number of renendations that it felt would
lead to high-quality and more appropriate careiifp.X suggested a number of ways
in which its proposed National Care Commission d@ricourage the development of
better services. Improvements in practice qualitgt innovation would be
encouraged by disseminating ‘good practice’ anddxices such as league tables

(Sutherland 1999:77).

The Commission criticized the current system ofifng residential care as unfair,
inconsistent and complex. It described the truareaof the current system of paying
for long term care as one that helped people whe weor, demanded that people of
modest means make themselves poor before it waliid &nd affected people to a

lesser degree the richer they were (p.36). It esiggl that the current system pushed
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people into residential care, thereby compromisiegr dignity and independence
sooner than might be necessary (1999:41). The anudchoice available to people
depended on what was available locally and the stitthe local authority’s budget,
which was very variable. The system was biase@tdsvresidential care irrespective
of appropriateness and best value for the indivjduaich militated against
independence (p.41). The Commission called foloseitizens to be given more
opportunities to make what it called ‘real choiaed urged the extension of Direct
Payments to people over the age of 65 (Sutherl@88:91). The report called for a
re-focussing on the needs of the individual. Tloe€nment approach to welfare
reform that the overriding policy aim should bed@pendence’ rather than
‘dependence’ required a change in attitude acrossty (p.81). The Commission
called for better quality of care, for greater ftahty in care provision, with a variety

of models and a mixture of providers.

The Commission made a number of recommendatio@G®t@ernment about changes
to ‘good practice’ in the funding of long term cdoe senior citizens. The two
principal changes it urged were that in future spaal caréshould be funded by the
State to all people assessed as needing it. Sgcanmeécommended the setting up of
an independent National Care Commission to taksoresbility for a range of
matters relating to long-term care for senior ettig. The Royal Commission
recommended other changes to the means-testirgnsyst care, including the

provision of free nursing care to people in lorgystare.

In the event, England and Scotland reacted diffgrém the Commission’s main

recommendations, although both countries accepeedscommendation about Direct

! ‘Personal care is defined as care that directiglires touching a person’s body.... and is distinct
both from treatment/therapy... and from indirect caueh as home-help or the provision of meals’

(p-67).
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Payments and made it mandatory on local authotti@dfer this to senior citizens.
However, in 2003, only about 1,000 senior citizenEngland were receiving Direct

Payments. Direct Payments in Scotland did not tmecamandatory until 2004.

Both England and Scotland accepted and implemeh&eeBRoyal Commission
recommendation about a National Care Commissiomidahgland, despite public
pressure, it was decided to make free nursinginatare homes subject to a means
test and to continue the means test for personal da Scotland, the Holyrood
Parliament decided to make both personal care arging care free. A Care
Development Group was formed to take the decisiowdrd (2001) and the policy
was implemented in July 2002. Between July 20@RJame 2004, the numbers of
people in Scotland receiving free personal caigedare home and free nursing care
each rose by 15%. The number receiving free pais@mne at home over the same
period showed a much greater increase — up 74%eriekture on free personal care
for care home residents between July 2002 and M206B was £42.1 million. Free
nursing care for care home residents aged 65 ornvea® just £12.1 million over the
same period (Scottish Executive Statistics Rel@@6d). It is still not possible to
discern whether implementing this policy has endlldéarger proportion of care to be

provided to people in their own homes, as the Casimin had intended.

In this section of the chapter, | have shown tlmategnment ambivalence towards
senior citizens and the objectives of residenaaéhas been demonstrated in the
confusing and contradictory messages in policy gue about the objectives of
residential care and the nature of ‘good practi€giidance documents that stressed
the rights of senior citizens as residents alsbdawn care processes that undermined
those rights by giving responsibility for and cahiwf residents to staff. The spur to

reform the ‘traditional’ role and model of residehtare (see Wagner 1988:3) were
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scandals and public anxiety about the poor quafitsare practice — initially in public
sector homes in the 1970s and later in the fastiggpprivate sector in the 1980s.
Home Life(CPA 1984) was the first of a series of attemptsadify the ethical
principles and values of professionals into procesland processes believed to be the
components of ‘good care practice’. These codes wemarily written to aid
inspection rather than the development of ‘goodtae’, for local authorities
regulating the growing independent sector andHemroprietors and managers of
these homes. The Wagner Report (1988) argued eessfally that reform of the
basis on which people entered care was needewjfrights-based models of ‘good
practice’ were to be successfully implementedrguad that attempts to change the
focus of ‘good practice’ from ‘quality of care’ tquality of life’ and a rights-based
approach through the mechanisms of inspection egidtration have been
unsuccessful. Such an approach is incompatible agieist attitudes and beliefs
about ageing and what is the appropriate modedsiflential care for senior citizens,

seen as ‘dependent’, incompetent and in need of".ca

As outlined earlier in the chapter, | argue thatiost recent government attempts to
raise standards in homes have once again resortedulation as the means of
defining ‘good practice’ for people in residenalre homes. | argue that there has
been no recognition of the structural factors twattinue to influence the stigmatizing
‘dependency’ associated with residential care engiblic mind or of the effect of
ageism on the definition and development of ‘gooatpce’ in residential care. |
argue that it is this stigma and ageist attituties prevent the change in culture and

hamper the development of ‘good practice’ (see MyH2003).
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In the next section, | consider how professionats ractitioners in social care have
influenced the development and definition of ‘gquéctice’ in residential care of

senior citizens.

‘Good practice’ and the influence of practitioners

The influence or interest of social workers andaamare practitioners in developing
‘good practice’ in residential care for seniorzmtns is hard to discern. Notable
exceptions to this, have been Norman (1980, 19887 )land Brearley (1980,1982,
1990), both of whom have written at length abowb'd practice’ in social work and
social care and about the rights of senior citizdngarticular, both these writers
have written about ‘good practice’ in terms of maved and actual ‘risk’ as an issue
for practitioners in relation to senior citizenglaheir care. What professionals
regard as ‘good practice’ in relation to risk amavht is perceived and managed is
relevant to this thesis, since it can influence Hamsenior citizens are able or
allowed to exercise their independence, choicepandcy in their own homes or in
residential care. In Chapter Eight | shall be alésing two contrasting approaches to

the issue of risk in residential homes encounteredy research.

Brearley (1982) defined ‘good practice’ in relatimnrisk and senior citizens within
the context of social work assessment of needk &sessment, which is now
supposed to be a routine part of social work ass&sts (see Little 2002:27), involves
estimating the risk to the person and identifying hazards such as poor housing or
deteriorating health, which increase the possybdit probability of an undesirable
outcome. Brearley stated that the key factor imdey ‘good practice’ with senior
citizens is maintaining a balance between safetiyfl@®dom and protection and
control (p.72). There is often a conflict betwedaahing to maintain physical safety

and enabling self-determination. If ensuring safeeans loss of self-determination
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and the right to choose, then it may be unacceptgbb7) (but see also Payne
1999:251) who, while acknowledging that self-deti@ation is a central value of
social work, points out that social work is als@athelping clients to follow rules or

be interdependent).

In his discussion of the risks for a senior citiod@dmission to residential care,
Brearley identified those that may be individuaueh as a low income, living alone
or lacking family support — but also those thatsweietal. He cited the anxiety of
relatives about elderly relations running risks #melpressure on social workers to
ensure the safety of senior citizens, which mayelisged more to the anxieties of
others than to the hazard to the senior citizeeam&nds from hospital staff to provide
residential care and lack of community resourc@sccaate pressure on social
workers to admit an elderly person to the assuraétysof residential care, since
they are what Brearley described as ‘realisticafiyious to protect themselves from

blame and guilt’ (P.72).

Alison Norman defined ‘good practice’ and risk @lation to people’s rights or civil
liberties in later life and ageism (1980, 1987he Sisefully distinguished between
moral rights and legal rights, pointing out thatilgthsenior citizens have a moral
right to services, legally they enjoy no such righpoint which | have already made
in relation to residential care. She argued thatcs citizens are further restricted in
exercising choice by the imposition of forms ofecand treatment which are the
result of ageist social perceptions, anxiety, comgce or custom. Norman citing
Brearley, stated that in defining whether a seaitzen was ‘at risk’, the practitioner
also had to take account of the potential damadjectio professional and personal
reputation, because the extent of their duty tégotosenior citizens was unclear

(Brearley in Norman 1980:9). However, according.éming (1995) decisions about
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risk assessment are not individual professionakaets but multidisciplinary
corporate decisions taken on behalf of the locdiaity. Wenger (1997) related the
prediction of elderly people ‘at risk’ and the na&wf the potential risk to the
typology of their social network. | argue that Ggbpractice’ in relation to senior
citizens and risk is defined in terms of the peredirisk to the professional reputation
of the social worker and wider public anxietieheatthan the hazard to the senior
citizen. Norman highlighted societal inconsisteabput ‘allowable’ risks,
comparing the freedom (of the able-bodied) to clmiduintains with the restrictions
imposed on disabled people. Her solution was f&hifh in attitudes towards senior
citizens and disabled people, away from patronisind paternalistic over-protection
from risk to an acknowledgement of their right eodelf-determining as far as

individually possible (Norman 1987:8).

| argue that what both Brearley and Norman undedljralthough from different
perspectives, is that while factors such as poaltihend lack of resources may pose
a risk or hazard to senior citizens, it is sociaitides to ageing and disability and the
defensive behaviour of practitioners that defin@o'd practice’. It is this definition of
‘good practice’ that poses the greatest risk taosanitizens’ independence. More
recently, Parker et al. (2004) have argued thatad on Health and Safety
requirements in care homes can create risk-aveesivieconments which act against

the quality of life of residents, particularly fdtose who are least frail.

| now want to explore some of the reasons for $eaiekers’ ambivalence towards
senior citizens and residential care; the lackoafa care training and the contested

status of social work and social care.
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Ambivalent attitudes

Social workers have demonstrated a certain amlmgalboth in their attitudes to
senior citizens and towards residential care, cflg the wider ageism which | have
already discussed in Chapter Two (Miller and Gwyh@é2, DHSS 1978, Ward
1980, Rowlings 1981). Brearley (1990) argued thatftundamental social
ambivalence as to whether institutions exist tar@mr care for people who live in
them accounted for the mixed feelings that stajdents and their relatives have
about residential care. Residents were not thotminpetent to make decisions for

themselves about their lives (see Norman 1980).

Senior citizens are numerically the largest graquiring social care support in the
community and residential care (Stevenson 1996:Riftle 2002:42). Yet senior
citizens, along with people with a learning disijilhave been the least popular
client group, ‘especially among trained social werek (Goldberg and Connelly
(1982:92) who tended at that time to work with dreh and their families. In the
1960s and 70s very little qualified social work¢invas spent in work with senior
citizens and ‘attitudes expressed towards them Wwegeiently patronising, if not
derogatory’ (Stevenson 1996:204). Caring for seditizens is still perceived as
being a low status, unskilled occupation (SSSC ZBD4and the majority of staff

working in this area still have no relevant quadtions (p.10).

The community care reforms of the 1990s emphasisggbwerment and partnership
with service users, including senior citizens. Téieed awareness of the needs of
many senior citizens provided an opportunity fazigbwork attitudes towards them
to change, to offer them more sensitive and imay@aervices that respected their
feelings and wishes (Stevenson 1996:206). Howgvactitioners must not only

provide choice for service users and their famili@bey also act as gatekeepers to
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scarce resources, determining eligibility for seegi and operating in the

uncomfortable gap between policy ideal and opematiceality (Ellis 1993:10).

Social care staff working in residential homes himwend it difficult to acknowledge
and meet residents’ needs for support and assestauiile enabling and permitting
them to control areas of their lives of greatesp#mnmal significance to them
(Stevenson 1989). Moniz-Cook et al.’s (1997) statlypb satisfaction among care
staff in local authority residential homes, foutiiess levels equivalent to those
among nurses working in the NHS and identifiedc& laf clarity among staff about
the job they were required to perform (Moniz-Cootlale 1997). More recent studies
have identified conflicts between an individuatistnderstanding of autonomy
alongside the emphasis on person-centred praéiaeq et al. 2001). Staff have
experienced difficulties in understanding and immaating client- or person-centred
philosophies of care that emphasise senior citiz#gtgsion-making abilities and
respect for their values and preferences (Ealak 2001, McCormack 2001). A
lucid discussion of this dilemma, which exists lboth staff and residents, was
developed by Miller and Gwynne (1972), whose redeadiscussed in Chapter
Three. | argue that this is because staff in egidl homes hold the same ageist
attitudes as the rest of society (see Roberts 280@R, Hudson et al. 2004).
Moreover, the people moving into residential hoima@ge been assessed as ‘needing’
residential care because of their ‘dependencymesocial care practitioners have
been unable to acknowledge that the need may ot lbetal care (see NISW
1988:53, Youll and McCourt Perring 1993), | contebelcause to do so would
undermine their role as ‘carers’. | argue thayttefine ‘good practice’ as ‘control’
in residential care because they fear being heldwattable in the event of tragedy or

accident to residents already defined as ‘vulnefabid ‘at risk’ (see Brearley et al.

129



1980). (See also Wilson et al. 2003 who citedr‘fgahings going wrong’ as a main

reason why social workers in Scotland leave thest$).

Professional definitions of ‘good practice’ in @sitial social work have been
expressed negatively as working in areas of pepplay-to-day experience of living
‘not ordinarily experienced by a social worker’ (Mlal980). The workplace for

staff, is also ‘home’, temporarily or long termy the ‘client’. The definition of

‘good practice’ is in terms of a territorial corttégtween worker and service user in a
way that does not occur in field social work. Resitial care has been defined as the
‘boundary’ where field and residential social warkeles meet, overlap or clash, in
undertaking the core activity of enabling peopledpe more effectively in their new
environment (Ward 1980, Willcocks et al., 1987 |lgis 1992). Indeed, it was this
difficulty in working collaboratively rather tharompetitively that the development of
the keyworker role was designed to resolve (Bla®@@i7) and which | shall discuss

further in Chapter Seven.

| argue that underlying these very varied defimsiof ‘good practice’ is a continuing
ambivalence and uncertainty about the objectivessiflential care homes for senior
citizens. It is very difficult to set down guidedis for ‘good practice’ when there is
no consensus in the profession about aims or egscin social work (Davies 1985.
See also SSSC 2004). As | showed in the earligropéhis chapter, ambivalence
about senior citizens and what the objectives silemtial care for them are, or
should be, has been reflected in policy guidanaeighboth confusing and
contradictory. | have also argued that this anlbiwee has been reflected in the
debates that have been conducted between profalssamto whether ‘good practice’
in residential care is about taking care of seaiozens as ‘dependent’ people or

according them rights as independent adults. \Wasteen little debated is the
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ageism that is endemic in social work and socie¢ ead its effect on deliberations

about defining ‘good practice’ with senior citizens

Ward (1980:26) suggested that institutions fulié tdual functions of providing care
for people who are ‘failing to cope’ in the commiiynwhile providing ‘space for the
unwanted feelings of society’. How the home dediite objectives, Ward argued,
influences the regime that is applied. If the otiye is to deal with ‘rejects’, the
home will define ‘good practice’ as custody andtcoln If the objective is to ‘protect
the helpless’, ‘good practice’ is likely to be defd as looking after and doing things
for people (Ward 1980:26). | argue that what Warkéd to acknowledge was that
‘protecting the helpless’ can also be experienceduatodial and controlling. If her
analysis is correct, it is understandable why theseich a mismatch between regimes
in residential homes and the wishes of seniorariszwvho, generally, are not seeking
‘protection’ and who are certainly not ‘helplesséé Abbott et al. 2000). Ward’s
analysis pointed up how important the lack of gopradebate about what the
objectives of residential care homes for seniazeits should be, a debate that, |

argue, must be conducted with senior citizens tledras.

The Barclay Committee, which examined the role taséts of social workers,
recognised the ‘big organisational divide betwessidential and fieldwork in social
services departments’ and the continuing stigmaeofqg in residential care (Barclay
1982). | argue that its report re-emphasized thentlaries between field social work

and residential social care practice.

Evidence to Barclay from the Residential Care Agd@mn asserted that local
authorities were often unaware of the nature atlesdial social work practice and
that homes were unlikely to fulfil their role withba major change of attitudes

(Barclay 1982). The Committee’s conclusions warlkkaly to change attitudes. The
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Report identified three broad ‘approaches’ to resicl and day care: refuge, control
and learning, and growth and development. The Citteerdefined the major
purpose of residential care for senior citizenprayiding physicalcare (my
emphasis), within a ‘refuge’ approach. | argué tha Committee demonstrated its
ageist and disablist views in stating that a groavii development approach was
inappropriate for ‘the very old and the very haagiged’ whose capacities for
development or making decisions was seriously dch{Barclay 1982). Beresford, in
criticizing the Barclay report for the lack of s user views, argued that the
insecurity of social work as a profession has mdfjpéd the understanding and
achievement of service users’ wants and rightsg&ferd in Philpot 1982). However,
that explanation does not hold good for medicingrodession that is very secure in
itself but which is also very poor at understandiegvice users’ wants and rights. |
would argue that the very professionalisation aupations gives them a knowledge
and power base and accords them ‘expertise’ tharid for service users to

challenge.

Barclay identified the ‘formal social work’ roles@ tasks in residential care as those
of manager, consultant or direct care-giver, keyworand counsellor. The ‘basic
tasks’ of tending, providing satisfying experiena@sl maintaining links with family
and others did not constitute formal social workr@ay 1982). The Committee
identified the difficulties caused by poor conditsoof service, high staff turnover and
lack of training (80% of staff in residential woak that time were untrained) and
recommended increasing the proportion of qualiftdf in residential homes as a
matter of urgency (Barclay 1982). It recommended the ‘rigid distinction’

between fieldwork and residential work (that it machforced) would need to be

‘rethought and modified’. The way to alter theqegtion of residential
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establishments as isolated institutions was fomttee become part of their local

neighbourhood by developing community social wakrClay 1982).

In this section | have argued that professionaatieabout the definition of ‘good
practice’ have hinged on the narrow question oftiwiethe objectives of residential
care is to care for people or control them. | arthat social workers have continued
to distance themselves from residential care foioseitizens as being inconsistent
with their definitions of themselves as professiserfgecause of their ageist attitudes,
ambivalence and uncertainty about the objectivessiflential care for senior

citizens.

In the next section, | argue that the continuedleympent of unqualified and
untrained people in residential care prevents tlhem participating in debates about

the definition of ‘good practice’.

An untrained social care workforce

Few practitioners in residential care are traimeddcial care or are professionally
gualified social workers, despite numerous recontagons in other reports to
governments before and after Barclay about the itapoe of having a trained
workforce (PSSC 1975, 1977, Wagner 1988, Howe 18924 Education 1992,

SSSC 2004). The Howe Enquiry repeated earlies taltaise the status of residential
workers in their own eyes as well as in relatiofigtl social workers and identified
low pay and few training resources available tadesgtial workers as a major part of
the problem. She argued that ‘in the public mprdfessionalism and qualifications
go hand in hand’ (Howe 1992:30). | argue that téisains true even in residential
care provision for children, which is allegedly givgreater importance than care for

adults. Despite a continuing litany of abuse arahdals in children’s homes and

133



subsequent enquiries highlighting the need foropgny trained workforce, many
staff continue to be untrained (Ainsworth 1981,ngft1991, SWSI 1992. See also
SSSC 2004, which found that over half (57%) ofdestial child care staff in

Scotland have no qualification).

| argue that definitions of ‘good practice’ in r@sntial care for senior citizens have
not developed from a core training curriculum, frpractitioner based research or
from the views of senior citizens but from accunbedabureaucratic procedures
imposed on a largely unskilled and untrained waddo The rationale for these
procedures (many of them developed through ‘custodhpractice’ over time) has
not been tested or proven in terms of producingdgmdcomes for people using
residential care. As a result, there is stilleklaf knowledge and understanding
among social care staff of the theoretical, ethacal value bases on which ‘good

practice’ is supposed to be built.

In the next section, | argue that the involvemdrgractitioners in the development
and definition of ‘good practice’ has been hindelogdinresolved disputes between

social workers and social care practitioners abimit status.

Intra-professional rivalry

There is an ongoing unresolved debate within saemak, as to whether residential or
group care is, or is not, part of social work (CG&HT 1973, 1974, Rowlings 1981,
Barclay Committee 1982, Senior 1989, Jack 199&ygle that failure to resolve this
debate has diverted attention away from and comgezhdebates about the

development of ‘good practice’ in residential care.

Residential care or ‘group care’ as it is sometikresvn (see Fulcher and Ainsworth

1985) has always enjoyed an inferior status irticalao ‘field’ social work (Wagner
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1988, Senior 1989, Howe 1992) and residential fraradults has always enjoyed
lower status than residential child care. Thislhesn reflected in the lack of staff
training and, until relatively recently, poorer n@neration and terms of employment.
Despite the development of employment based qudjftyaining for people working
in residential care, the resultant Certificate o€id@l Services (CSS) qualification did
not provide the passport into field social worktsdbat had been hoped for by
students (Barr 1987:71). Neither did it, | argcigange the way in which ‘good
practice’ in residential care was defined. Feuhefresidential staff who obtained
secondment to full-time professional training cesrseturned to residential care
practice on qualifying as social workers (Barr 1986). A 1986 study by the Local
Government Management Board found that less thapeecent of residential and
day care staff working with adults had a socialkmgualification compared with two
thirds of field social workers (Wagner 1988). Aelasurvey of care assistants
attending training workshops found that the vaspnity (91.5%) of attenders had no
previous qualifications or training (SCA/Help thged 1992). Professional social
work courses where critical perspectives and newealtsoof practice in residential
care should have developed were largely criticiedheir inadequate coverage of
residential care theory and practice in their cute (Barr 1987:70). So the
opportunity for academic social work to influenbe tlevelopment of ‘good practice’
in residential care practice was largely foregaeetainly in the case of senior
citizens. (The work of Fulcher and Ainsworth (198285) in developing theory and
practice in group care of children was an honoerasteption). Although the
proportion of suitably qualified staff working ioaial care has risen since the 1980s

and 1990s, a SSSC study of the social care workfior&cotland (2004) found that
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more than half (55%) of staff working in day caoe &dults, including senior citizens,

had no qualification (p.11).

| argue that intra-professional dissension hasrtideattention from the need for a
radical re-examination of the objectives of rest@ddmare for children and for adults.
As a result, governments have hitherto largely detithe necessarily expensive
investment in a comprehensive training structureéie large numbers of people
employed in residential care. Such training plaxsare available have tended to go
primarily to people working in residential childrea | contend that there is still only

a minority of staff trained and qualified in resnti@l care who are able to provide a
critical analysis of ‘good practice’ or promote ttfenges that research has shown are
sorely needed (Miller and Gwynne 1972, Clough 1%8twer et al. 1983, Booth

1985, Willcocks et al. 1987, Sinclair 1988, Blandik 1992, Lee et al.2002, Koren

and Doron 2005).

Stevenson (2005) describes social work educatidrpearctice as having been ‘blown
off course’ by external factors, particularly pwigl factors but sees hope of a new

impetus to restore and regenerate the essencead jgractice’.

In the next section | conclude my review of defomis of ‘good practice’ by

discussing the contribution to the debate of sae@k practitioner research.

Practitioner research

Social worker research into ‘good practice’ witimise citizens has investigated the
involvement of social workers in the move to restild care as well as the practice of

care within homes from both staff and resident persves.

Neill et al (1988) investigated why senior citizeapplied to enter local authority

homes, given their known reluctance and governrattempts to implement a policy
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of community care. The focus of interest was hamtliis decision was the person’s
choice, a topic that has also been of interestiieraesearchers, as | have already
discussed in Chapter Three. Neill et al found peaiple had been faced with ‘a sort
of Hobson’s choice’ (1988:177) in that many appitsadid not want to go into a
home but had not been provided with an attractikerative to residential care, or
offered intensive domiciliary services. Often pledpad not had their needs properly
assessed (see also Bowl 1986). Social workersastil at the time that up to half
the people applying for residential care could hasen supported at home had

adequate resources been available (Neill et al)1988

Phillips (1992) also looked at the reasons foraeaitizens moving into private
residential homes and the role played by sociakessrin the mixed economy of
care. She found that choice for senior citizeep&hded on the particular social
worker to whom they were allocated’ (p.237), whiebulted in an unfair and
inequitable service. Social workers were seeraéekgepers to scarce public sector
residential resources and most people moving int@e care did not involve them.
Relatives undertook this function in applicatioagtivate homes. Phillips concluded
that admission into private residential care wasanibee market choice. Choice in
the sector was ‘surprisingly restricted’. Senibizens were constrained in their
choice by their own geographical preferences, fir@ncial circumstances, the
home-owners’ restrictive practices and the avditglmf a vacancy when it was

needed.

Clough’s (1981) study of life in one residentiaht found an unresolved tension
between staff's wish to ‘care’ for residents ansidents’ desire to maintain some
degree of control over their lives. Clough thouglessential that the rights and

authority of the senior citizen ‘as an adult wha had responsibility for her life for
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over half a century’, should be asserted (ClougdliB08). He argued, like Miller
and Gwynne (1972), whose study | have already dgamliin Chapter Three, that the
residential social work task is to enable individsidents to choose whether to be

independent or to be dependent and to support ithémat choice.

Following a review of research into residentialecand its implications for the
development of ‘good practice’ (Judge and Sinc@86), two action research studies
were undertaken (Potter and Wiseman 1989, Dixor1)19%he aim was to achieve
the ‘good practice’ objectives of self-determinatichoice, control and privacy for
residents in a small number of residential homewdnking with staff to change their

attitudes and behaviour (Potter and Wiseman 198&m1991).

Both studies reported some progress and some shaalbes in staff attitudes to
senior citizens. However, Potter and Wiseman (19&thdered whether a more
effective way of bringing about fundamental chamgstaff treatment of senior
citizens might have been to adopt an advocacy anpbeerment approach with the
residents instead. While residential staff pgidskrvice to concepts such as choice
and self-determination for residents, they wereillimg to relinquish their control.
Staff feared that if residents were allowed to metk@ices about how they lived their
lives, this would lead to abuse of their freedord eause chaos (Dixon 1991). Staff
assumed that residents would elect to stay in behpand so would deteriorate
physically. Independence was narrowly interprateftinctional terms as
‘maintaining physical mobility for as long as pdssi (Dixon 1991:49) and using
‘gentle force’ if need be, to secure residents’ pbamce (Dixon 1991:70), rather than
as autonomy. These two studies demonstrated therfad effect of ageism on both

staff and residents’ attitudes and expectationstlameheed for senior citizens to
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exercise their rights and responsibilities in resithl care (see also Secker et al.

2003).

As part of the same project, the Practice and g@rmént Exchange group at The
National Institute of Social Work (NISW) translategsearch findings into practical
recommendations for ‘good practice’ to improve lithles of senior citizens in
residential homes (NISW 1988, 1989). The grougkmed from the research that
changes were needed in policies as well as praetat@nges which researchers
continue to call for (see Hudson et al. 2004, JREKIGroup 2005). The NISW
Group recommended alternative housing options, nmbe@sive domiciliary services
and better management of services to enable pempiake real choices (NISW
1988:49). The group highlighted the need to imprsecial workers’ practice before
a decision to move into a care home was made ebebassessment and information
to assist senior citizens in making choices, feren@s of moves into a home,
particularly in emergencies, to safeguard peopiglsts. However, it laid greatest
stress on enabling senior citizens to make chdigdistening to them and actively
seeking their views. Practitioners would needddélped to develop skills and
attitudes to achieve this (NISW 1988:50). Petr dtal (2005) argue for a broader,
multidimensional framework for determining ‘besagtice’, including the

experiences and preferences of consumers.

Mallinson, investigated how keyworking and carenpiag, two core principles of
professionally defined ‘good practice’, were impkarted in Scottish residential
homes (Mallinson 1995, 1996). | discuss the figdiof his research and their
implications when | present my own investigatiod amalysis of keyworking and

care planning as core components of ‘good praciic€hapter Seven.
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Shaw (2005) argues that although practitioner reba@flects multiple concerns
about good professional practice, its function l@en restricted that of ‘simply
providing technical information’ rather than realg its potential to promote critical

practice.

Conclusion

In this chapter | have examined ideas about whast¢ates ‘good practice’ in
residential care for senior citizens in the contexn ageist society, using the
concepts of independence, choice and privacy.ve hagued that definitions of ‘good
practice’ have been contested and debated by padikgrs, professionals and
practitioners in the context of legislation, pol&gd practice, often in the context of
public concern about low standards and poor quedite in residential homes. |
argued that although ‘good practice’ is a widelgdiserm in policy guidance, its
definitions are varying, confused and often conttady, emphasising the need to
promote the independence of senior citizens wighfianctional dependency model of

ageing and a ‘need for care’.

| argued that there are two distinct and competieglogies articulated in the various
policy and practice documents. One of these ieas a view of senior citizens as
physically dependent and in need of care and piote@nd the other as independent
adults with rights to quality of life in resideritllomes. | argued that failure to agree
and define the objectives of residential reflect®atinuing ambivalence towards
senior citizens and a policy preoccupation withdestial care as a response of ‘last
resort’. In all these debated and contested diefirs of ‘good practice’, | argued that
the voice of senior citizens and their contributiorthe debate has been notably

absent.
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| argued that the policy response to these comtekdinitions has been to define
‘good practice’ in terms of standards and to ugelletion as the means of securing
‘good practice’ in the independent sector. | adhtit this has left the stigmatizing
emphasis on dependency and the ‘need’ for ‘physiad’ as criteria for entry to
residential care unchanged. | argued that prafeasand practice literature has
defined ‘good practice’ in terms of key principkesd values that affirm residents’
rights to independence, privacy, dignity and sofement of choice. However, there
have been differences in the application of theseiples in the light of
understandings about the ageing process and ajgimpgsponses to it in residential

care.

‘Good practice’ has continued to be defined by &xg on the assumption that it
benefits senior citizens as residents — an assamgtat has never been tested. |
argued that social work practitioners have failethfluence the development of
‘good practice’ due to their ageist attitudes toigecitizens and residential care,
distracting disputes about the status of socia garelation to social work and the

lack of training among social care staff in homes.

Finally, | reviewed the contribution to definition$ 'good practice’ by social work
research, which has revealed the failure of sewtakers to implement professional
principles of ‘good practice’ in their work withser citizens. Their involvement has
largely been confined to assessing and defininglig@ility of senior citizens reliant
on state financial support to meet the cost of ttemidential care in terms of their

‘dependency’.

Having identified the absence of senior citizensims and aspirations about ‘good
practice’ in residential care, | move on in thetnehapter to discuss how my own

efforts and experiences in giving senior citizensasidential homes ‘voice’. | review
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my own previous research methods critically andudis the contribution of
gerontological research into residential care uiditlg some of my own previous
work. This, | argue, has reinforced stereotypigcals of ageing by its preoccupation
with the physical, disabling aspects of ageing,nteasurement of ‘dependency’ and

the use of a quantitative methodology.
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Chapter Five — Methods and Methodology

Introduction

In this chapter, | discuss my research methodsgppeoach and perspective initially
adopted, why the focus altered and how interviewtis kgsidents led me to question
attitudes to ageing and the rationale behind resimlecare. | discuss the context
within which the original research data was co#éelct The focus of this thesis is
‘good practice’ in residential care homes from pleespective of policy, practice and
the experience of senior citizens who live in thernbegin by summarising my
previous research and then discuss the methodsaseady out work for the thesis.
For the thesis, | carried out detailed policy aselyn relation to residential care for
senior citizens, investigated the origins of orgeas of ‘good practice’, carried out a
case study of a private residential home and rgaedlinterviews with residents in
residential homes conducted in two previous studigvious residential care
research had alerted me to a gap between policplaifcsophical definitions of
‘good practice’ and the patterns of care delivesgtiin homes. | discuss the
influence of my own social work background on mpmach to the research and to
interviews. | then consider the importance anthierice of context when
interviewing residents in residential care homesluiding the influence of social
attitudes to ageing on the process and experiendaoth researchers and the

researched.

My previous residential care research

| am drawing on interviews conducted in two pregictudies as part of the empirical
evidence for this thesis. The first study involved interviewing almost all (387) the

senior citizens living in thirteen of the fourteesidential care homes run by one
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Scottish regional authority between 1982-4. Interiviewed a random half of those
people still resident, a year later (93 interview$he aim of the study, which was
Scottish Office funded, was to ‘see how the changstics of the residents might
affect the style of care of the Home, ance versa’(Bland and Bland 1985). The
authority had recently started to introduce ‘srgadlup living’ (Hitch and Simpson
1972) into its homes and we aimed to evaluate ffbete of the change on the lives

and abilities of the residents.

| carried out semi-structured interviews individyatith residents. The first
interview schedule, as printed, (see Appendix 2sited of predominantly closed
guestions but the interview included ‘an unstrustiudiscussion of the resident’s
recent history, the circumstances of his or herission, their life in the Home and
their feelings about it’. In all cases this unstwed element formed the larger part of
the interview, which could sometimes last an haunore’ (Bland and Bland 1985,

3:1).

The aim of the research was to gather longitudirfalmation from residents about
their ability to care for themselves; at hdrbefore moving into the Care Home, and
as residents over a two-year period. Informatiooud individual residents’ mental

healtH, continence and behavioural status was providestdff:

The second interview (see Appendix 2), a year lapeated the questions about self-
care abilities and added closed and open-endedigp®$o investigate how much
autonomy, choice and privacy individual residemjgyed in day-to-day living such

as the waking and rising process, how meals antksnaere organised, arrangements

for bathing and going out of the home. Statista@dlysis of demographic data and

2 Drawing on Townsend’s Household Capacity Scal&2).9
% Drawing on the work of Meacher (1972).
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‘dependency’ was carried out by computer. Theitatale data from the first
interview were transferred on to index cards arayaed thematically. | developed a
typology of explanations for the move into cardagging it until | was satisfied that |
had covered all the cases. Residents’ responghke tyuestions about activities of
daily life were compared with the staff respongethe Institutional Regimes
Questionnaire (IRQ) (Booth 1985). This 31 questimirument investigates regime
along the dimensions of choice, privacy, segregaditd participation. As Booth
himself admitted (1985:144), the IRQ is a way afigiag administrative practice
rather than how people actually behave. Homeswedlyprovide facilities for
residents to make themselves tea but residentch@se not to do so. Residents
may be able to bring in their own furniture butstireedom is irrelevant if residents
do not know this. Like other similar scales measuregime, the IRQ could not
detect the subtleties behind people’s behaviolinsas essentially a blunt instrument
which could distinguish homes which, in principdfered residents choice from

others that did not.

My second source of interview data was from a sé@uottish Office funded

national study of quality of care and costs in bnadred residential care homes (see
Appendix 1), which I undertook with others in 198 1Bland et al. 1992). In the
second phase of that study, | sought the viewssflents in a sub-set of six homes
by means of postal questionnaires and semi-streattinterviews. Every resident
who the home said did not have dementia was sketitea explaining the purpose of
the research and a questionnaire. We asked almettasf life which previous
research had identified as important to peoplesidential care (Sinclair 1988,
NISW 1988), as well as addressing the core valb&pod practice’ promoted by the

SSI (DoH/SSI 1989). Residents were asked closedtiquns relating to privacy,
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control of their immediate environment, activiteasd access to community health
services. Residents were also invited to say Wieat liked, disliked or wanted to
change about the home. The closed questions watgsad by computer, the free

text responses by hand.

| subsequently interviewed thirty-seven peoplebatione of whom had been selected
at random, living in the six homes run by the preyavoluntary and local authority
sectors. Preliminary data analysis of the hunticedes showed these six homes had
scored highly on quality of care and costs. Weaweterested to compare resident
views of these homes with our measure of quahtie investigated these homes
individually in greater detail, adopting a casedstapproach (Yin 1984). The study
had revealed remarkable variations between andnatitle three sectors providing
residential care homes and we were keen to explaiteer with these providers (two
homes in each sector) how they had successfullyagethto combine good quality of

care (by our measurement) with cost-effectiveness.

In pilot interviews with seven residents in a ptezdome outwith the sample, | had
attempted an unstructured approach, which was soteess. | discuss this lack of
success further in the section of the chapter conug the context of interviews.
Learning from my piloting experiences, | used anbtc guide for the second study
interviews (see Appendix 4) to investigate peopléesvs about the circumstances of
their move and aspects of home life, including &eta regarded as ‘good practice’. |
recorded residents’ views in a notebook, as thekeplater transferring the data to
index cards for subsequent analysis. This was darehome by home basis, using
the concepts of independence, choice and privabe analysis was then refined

within topic headings in terms of comments expresse
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This ‘consumer’ element of the study was an additthe previously agreed
research design and had to be completed withiotigenal time-scale. Since the
concept of social services users as ‘consumergH(BSI 1989) was being widely
introduced into social policy at the time, | fdiat it was important to elicit the views
of people using the service about its quality andete whether they supported the

survey findings.

Having collected these two sets of interview dayaeif enabled me to reflect and
develop and question my understanding over a pefisdme ten years about the
various meanings residential care has for seni@eais who use it. In the first study,
| got to know the residential care homes and ttaiff well over the two years | was
carrying out the fieldwork. This participant obsational element of the study was a
valuable added source of information in helpingunderstand the lived worlds of
residents in residential care homes. A findinghefresearch that surprised me, was
that few people saw themselves as having chosemibve, with consequences for

their subsequent experience of life in residegaé.

New work for the thesis

By the end of the second study, four issues hadgadedhat | wanted to explore
further. These were; quality of life in residehti@mes from the residents’
perspective, the nature of ‘good practice’ an@ftect on quality of life in residential
care; a different approach to residential carelthatl encountered in a private home;
and the dominance of social policy and sociologi@bpectives in residential care
research, to the relative neglect of service useesis. My interviews with residents
had revealed different concerns and priorities ftbase discussed in the literature. |
was keen to give ‘voice’ (see also Phillips 1992 #6the people I interviewed about

their experience of ‘good practice’ in residentiate homes.
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The investigation of these four topics, togetheéhwie two sets of resident interview
data, forms the basis of the thesis. | have adbatreflexive, qualitative approach to
the work. Like the two previous residential canedges, | used multiple research
methods, adopting what Bryman (1988) describes'ae#nodologically ecumenical
strategy’ (p.155), namely documentary researchntifaéive data, case studies and
interviews. My methodological decisions were iefiged by my realisation that
much social policy research in residential carel(iiing my own previous studies)
had adopted a predominantly quantitative methodollgich, with its emphasis on
measurement of care and resident dependency, témadddcure the diversity of
residents and their experiences in homes. Suelards reinforces ageist beliefs and
stereotypes about ageing as a homogeneous expenmadving increasing physical
and mental dependency. What | was seeking to dateveedress what | perceived as
an imbalance in perceptions of senior citizensrasalential care by eliciting the

views of the people who use it.

1. In depth policy analysis

In order to ground this further work in an informeaderstanding of the recent history
of policymaking in the area of residential care aadior citizens, | analysed
published reports of government initiated enquings aspects of residential care. |
read about the treatment of senior citizens irghglish workhouse (Thomson 1980),
Townsend'’s useful historical introductionToe Last Refug€l962) and a number of
documents and articles about the functioning ofSbettish poorhouse (Smout (ed.)
1979). Since the needs of senior citizens hava fueenealth as well as social care, |
read about the early history of hospitals in Seatland in England and Wales (Abel-

Smith 1964).
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| examined the reports produced by the numerougiees| into residential care that
were conducted in the 1970s, 80s and the 1990s;ydarly their recommendations
for policy. These included the work of the Perd@wial Services Council
(1975,1977), Avebury (1984,1996), Wagner (1988 Wagner Development Group
(1993), Youll and McCourt-Perring (1993), The Sb8arvices Inspectorate
(DoH/SSI 1989, 1995), Howe (1992), the Residemtaalim (1996) and the Royal

Commission on Long Term Care (Sutherland 1999).

| analysed policy guidance and Building Notes @oral authorities relating to
residential care for senior citizens issued in1860s and 70s. The key questions
were how did ‘good practice’ develop in policy tarbowards senior citizens and
residential care in the nineteenth and twentietiiur@es. What effect had changes in
departmental responsibility had on the social coiesibn of attitudes towards ageing
and towards the emerging model of residential cdrg@estioned the preoccupation
with buildings rather than regimes, residents affisig in residential homes.
Indications of what might be considered ‘good pcactin terms of the desirable
social environment of homes and the relationshtgvéen staff and residents only
began to appear in guidance documents in the 1930&lance about the expected
standards and what was considered ‘good practic&anaging the processes of
admission and residence in residential homes didyyear until the Avebury code of
practice for independent homes was published i1 8989s (Avebury 1984). |
analysed the reports of the various public enggiineo residential care, noting
particularly their analysis of what needed to banged or implemented to improve
the quality of residential care, their recommeraaito government and the policy

outcome of those recommendations.
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2 Investigation of ‘good practice’

In the second research study, we had used thesoepts identified by the Social
Services Inspectorate (DoH/SSI 1989) as contrigubn'good quality care and life
experience’ (DoH/SSI 1989:7) as a basis for outityuaf care questionnaire,
together with professionally defined ‘good practjpecesses and procedures. The
concepts or ‘six basic values’ (DoH/SSI 1989:7)eaverivacy, dignity, independence,
choice, rights and fulfilment. The ‘good practigedicators included questions
addressing preparation for admission, the indiMidaton of care, and resident

participation in home life and organisation.

In the subsequent work for this thesis, | used dwoudary analysis to develop a
deeper understanding of ‘good practice’ in residédioare for senior citizens,
consulting documents that addressed the topic fhenperspectives of policymakers
and practitioners as well as researchers. Domihanbes in this literature were
identified and analysed. This gave me accesstpadhicy background and the social

care development of and research into ‘good pratieer some thirty years.

My focus was now on quality of life rather than tierower concept of quality of
care. | wanted to investigate apparent discrepanmetween the policy and
philosophy of ‘good practice’ and its practical apgtion observed during my
fieldwork and as experienced by the people | heetwewed. | used these data to
assist my understanding of the ‘good practice’ifigd in my empirical data
reanalysis. | have discussed my analysis of hmedgpractice’ in residential care
homes has been progressively defined and desanltlicy papers, professional

papers and documents and research studies in Clkaupte

| reanalysed data from the staff postal questiaesaon Time Use in the 100 homes

to see how much time they devoted to activitiec#igally designated as ‘good
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practice’, such as meetings with residents, or ldgweg a care plan with them, as
well as activities associated with quality of lifa&ll employees working in the homes
had indicated on a list providéd/hich activities they ‘usually’, ‘sometimes’ or
‘never’ undertook in the course of their work. Tdevere some weaknesses in this
guestionnaire. For example, we should have provabace for additional ‘other
activities’ undertaken that were not on our lig¥e also asked staff to detail the
activities they had undertaken on their last shifit, again, we asked for this only in
terms of the activities we had already specifi#tiese data enabled me to look at
how different levels of staff used their time ahdr to see whether there were

discernible differences between the sectors.

| used the staff time use data in my investigatibkey working and care planning. |
was interested to see the extent of their involv@meactivities to promote quality of
life for residents as opposed to quality of care which staff undertook such

activities.

| then compared the findings from the staff questaire for each of the six case
study homes from phase two with the responses &eyutvorkers and care plans
from my resident interviews, on a home by homesakiow this work helped me to

develop the argument of the thesis is discuss&hapter Six.

3. A new approach to care?

In phase two of the national study (Bland et a@2)9wve selected six homes from our
original sample of one hundred for further explmmajointly as case studies, or what
Stake (1998:89) calls ‘a collective case studyhe Tphenomenon’ we were keen to
investigate further was ‘efficiently’ managed homekere ‘efficiency’ was defined

as delivering high quality care at below averags.cén each sector, two homes

* Using the work of Imber (1977).
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which met these criteria were each visited twiceéHgyresearch team. The first visit
was to see the home and have a discussion witbvthers or managers. We were
interested in how these homes managed the coristeaid used the opportunities
available to run ‘efficiently’. The second vigihe following day, was to interview a

random sample of residents to elicit their persgeston quality of life in the home.

One of the private homes visited impressed ussadjualitatively different from the
other five homes we visited. Each of us later dieed this difference as being ‘more
like a hotel than an old people’s home’. This Imeeaf great interest to me when |
learned, through my interviews, that the attitualed conduct of the residents were
also markedly different from those of residentstiner homes | had researched. |
wondered whether some of this difference mighttbéatable to the hotel

background of the owners.

For the thesis, | subsequently researched thelsg@al literature on hotels in order
to understand the conceptual framework for hotelpkey. | also compared the
resident and relative questionnaire results fa hlmme with the other five case study
homes. My focus had shifted from the original it in the home’s ‘efficiency’ to

an exploration of its whole approach to residerdgak and its residents.

| carried out a detailed case study of this camadia relation to its approach to
residential care using material from the interve@mducted with the owners and
interview data with residents to explore the wag/llome operated. The case study is
a useful method of investigation because it enablesesearcher to explore a
phenomenon within its real life context where tbetdaries between the object

being investigated and its context are not cledrvaimere multiple sources of

evidence are used (Yin 1984). A case study mayuladitative or quantitative or a

combination of the two (Stake 1998). Yin (1982)ntfied four common
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commitments in three research studies that he examito bring expert knowledge
to the phenomena being studied, to collect alMaaie data, examine rival
interpretations and to ponder and probe how fafitisings have implications
elsewhere (Stake 1998). My own commitment wasttetstand what the nature of
the difference of this home was, to describe it @aheimpt to explain it and evaluate it

in terms of the quality of life experienced byrnéesidents.

| used the staffing questionnaire responses onusean the six case study homes,
together with material from the residents’ questmres and interviews, to compare
the residents’ experience of life in the privatesecatudy home with the other five
homes. The effectiveness of the case study hoapgioach in enabling residents to
continue to enjoy their independence, privacy agii to make choices is discussed

in Chapter Eight.

4. The absence of senior citizens’ voices in resid&l care research

| investigated this question by reflecting more @lydon how senior citizens in
general are viewed and how they view themselvesaety. | focused on the
problematisation of old age in social policy, lowdiparticularly at the health and
social security services. | looked for literatbgesenior citizens on their experience
of ageing. The little | found talked of the ageexperience as stigmatising
(Macdonald and Rich 1984). This led me to Goffrsambrk on stigma (1968). |
looked for literature on senior citizens’ definit® of quality of life. Failure to find
literature on self-advocacy among senior citizexsrhe to the literature on self-
advocacy by younger disabled adults. | found ti@lenge to existing models of
disability and services for people with physicaatilities by disabled people (Morris

1994, Beresford and Harding 1993, Zarb 1991, 18@i8er 1991, 1993) particularly
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helpful. | noted the tendency in so much ageirsgaech (including our own previous

studies) to characterize senior citizens geneeall{dependent’ rather than ‘disabled’.

| read about the identification of ageism (Butl®73, McEwan 1990, Bytheway

1995) and considered its social influence geneslly on social science research
specifically. Reading about systematic discrimoragpplied on the grounds of age
made me think critically about the common-senderdor-granted approach
adopted by researchers into aspects of ageingeyarty the field of residential care
and how ageist much of it is. | noted particuldhgit despite a great deal of research,
many of the criticisms of long term care made bteP&ownsend (1962) forty years

ago still applied.

As the critique of the ‘literature of dysfunctiofJones and Fowles 1984) in
institutions demonstrated, inhumane regimes in kengn care reflect wider social
processes and attitudes. In order to understangdtéerm care for senior citizens, |
realised one had to study the social position nissecitizens generally. | drew on the
literature on ageing, disability, discriminatiordaon residential care to inform my
reanalysis of the data and my understanding angsaasaf the keyworker role, which

is discussed in Chapter Seven.

For the keyworker analysis, | researched the asjgaims and development of the role
and of care planning, in the practice literatufeom the literature, | identified a
number of different models of keyworking and | usleelse to reanalyse the staff time
use data. | wanted to discover three things: \Wbgivorkers did with residents, who
they were, in terms of their staff designation, arether the role was invested in one
person or several. | was looking to see how fsmkekers had an individual,
personalised relationship with their ‘key’ residetitat promoted quality of life. 1

then reanalysed the interview responses from nemddout keyworking and care

154



planning, in terms of their awareness, both ofpimose of each as defined in the
professional literature on ‘good practice’ and tleipectations and experience, if
any, of the relationship and the care planning @sec | wanted to discover whether
the staff who helped residents with personal caewhe same as those who
undertook counselling and quality of life activéievith them and whether they were
senior staff or care staff, or a mixture. | wadboking for possibly differentiating

patterns between the three provider sectors.

For the case study of the private home, | firsestigated the sociology of hotel-
keeping. | then drew up a schema of the publitosenodel and the hotel model of
home, identifying ten aspects on which they diffeiretheir attitudes and practices in
relation to such concepts as risk, choice, flekipbibutonomy, ethic, orientation, etc.
| compared the free text answers to the postaltquesire given by residents in this
home with the responses in the other five homdwes& had given residents the
chance to say what they liked, disliked and waihbechange about their residential
home. | then did the same exercise with the imgers, highlighting similarities and
differences between the case study home residedtseaidents in the other five

homes.

As a result of my reading and reanalysis, | conetuthat, unlike those of other
groups experiencing discrimination, such as blasiqte, people with learning
disabilities, or with mental health problems or giogl disabilities, senior citizens’
voices and views about quality of life and sup@od services available to them,
particularly residential services, were seldom dedrhe Gray Panther self-advocacy
movement of senior citizens started by Maggie Kumht970 in the United States
(Bytheway 1995) has been weakly emulated in Brit&ifderly fora have been

established in parts of Scotland led by seniozeits themselves as a means to get
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their voices heard by government with some sugEssHenwood and Wistow
1999:44). Until relatively recently, senior citise views and concerns tended to be
represented for them by voluntary organisationse Jtereotype of senior citizens as
‘dependent’, requiring help and assistance fronfavelprofessionals to articulate and
meet their needs is well demonstrated in the tafefe two most prominent
voluntary organisations concerned with senior eitg i.e. Ag&ConcernandHelp the
Aged (my italics). These organisations enjoyedrahfgher public profile than the
elderly people’s fora which tended to reinforce wheespread perception that senior

citizens were incapable of speaking on their owmakbie

| realised that senior citizens’ views about casgenhard to find, although less so
than when | started my research. | debated whétieeindicated a reluctance to
voice their opinions, particularly if they are ndge. Alternatively, was it that their
views were rarely sought by policymakers and redesas and if so, why was this?
Have we been asking the ‘wrong’ questions aboudeesial care as far as senior
citizens are concerned? | concluded that the garudfequality of care was too
narrow as far as senior citizens were concernedratidheir preoccupations were
around their whole life experience in resident@ines, not just the part with which

they needed support and help.

My own experience of interviewing in residentiate&aomes raised a number of
issues about their participation in research whigtirsue in the next section of this
chapter. | discuss my own approach to interviewsy research and the influence of
my professional background in social work. Over years of researching, reading
and thinking about senior citizens and reside@aé, | have been increasingly
persuaded that the subject has to be studied atetstood in terms of the broader

context of ageing generally and wider social preess
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What is an interview?

The interview is a key method of researching thieudes and beliefs of social
groups. It has a central role in a range of retedesigns (Fielding 1993) and is a
very widely used method of research. However gtlaee considerable philosophical
differences among researchers as to the form ietesvshould take and the status of

the information thus gathered.

Interviews can take a number of different formgeteling on the approach adopted
in the research. Bryman (1988) gave a concisaitiefa of what is generally
understood to be the main characteristics of qtsive and qualitative research.
‘Quantitative research is typically taken to beragéfied by the social survey and by
experimental investigation. Qualitative reseamids to be associated with
participant observation and unstructured, in-dépgrviewing.’ (1988:1.) The
philosophical, rather than technical debates atiwutespective merits of these two
different approaches have hinged on whether a alataience model of investigation
is an appropriate methodology for studying peopk their social world (Bryman
1988). Qualitative researchers have argued thekeatific approach fails to take
account of the differences between people andhjezts of study of interest to the

natural sciences (Bryman 1988).

The normal way of differentiating between theséedént forms of interview is by the
extent to which they adopt a structured formatlffing 1993:136). However, this is
not a view shared by Hammersley and Atkinson (19&%9n discussing the
difference between survey and ethnographic intervieRather than structure being
the differentiating factor, they maintained thag thore important distinction was
between standardised and reflexive interviewingnihhersley and Atkinson

1995:152). In ethnographic interviews the emphasim flexibility; the exact
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guestions to be asked are not decided in advancés rach interviewee asked
exactly the same questions and the approach mdydwmtive or non-directive within
different parts of the same interview. Ethnographierviews are more like
conversations than survey interviews but the etrapdger has an agenda to follow,

nevertheless and ‘must retain some control oveptbeeedings’ (p.152).

May (1997) has identified four broad types of intew used in social research,;
structured interviews, semi-structured, unstructunefocused interviews, and group
interviews. In the studies that inform this thesigsed semi-structured or semi-

standardised (Fielding 1993) interviews.

Structure and standardisation are two elementaglyr@associated with a positivistic
approach to social research (Benney and Hughi@slmer 1977, Gilbert 1993,
Silverman 1993). However, Mason (2002) also cditedjualitative research to be
rigorously and systematically conducted, whilstidguishing this from a rigid or
structured approach, ‘which is usually not appraterfor qualitative research’
(2002:7). This lends some weight to writers wheehsuggested that the distinction
between quantitative and qualitative research kags bxaggerated (see Burgess

1988).

Predicated on the methods of research adoptecehyaitural sciences (Arksey and
Knight 1999), the logic of this epistemological apgch to interviews concerns a
belief in objective ‘facts’ or an ‘external realityrat can be measured (Fielding
1993). Discovering these ‘facts’ can only be aebekin interviews by adopting the
scientific approach to the phenomenon, even whismptienomenon is a human
being, being studied as ‘object’ (Arksey and KnigB©9). This requires the
interviewer to maintain a neutral, distancing seamcinterviews. The method puts

great emphasis on rigour, both in terms of the iu@saire that is the research
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instrument and how it is administered. The aitoigyenerate data which hold
independently of the setting and the interviewErelding 1993:151). Each
guestionnaire must be administered in exactly &mesway to each ‘respondent’
(rather than ‘subject’) so that any differenceamswers to questions are ‘held to be

real ones rather than the result of the intervigmation itself' (May 1997:110).

A semi-structured interview was characterized ®idting (1993:136) as one in
which ‘the interviewer asks certain, major questitile same way each time, but is
free to alter their sequence and to probe for rmdogmation’. Asking open-ended
guestions opens the possibility of the interviewesponding more on their own terms
than a standardised interview would allow, whife more structured format of this
type of interview over the focused interview, makemparability easier (Silverman
1993). This is probably the nearest of the fopesyof interview described by May
(1997) to the style of interviewing | adopted in n@gearch. As Hammersley and
Atkinson put it, ‘...a distinctive feature of soc&dience [is] that the ‘objects’ are in
fact ‘subjects’, and themselves produce accountisenf world’ (Hammersley and
Atkinson 1995). Many writers have stressed thatitptive research interviews
‘attempt to understand the world from the subjeptshts of view, to unfold the
meaning of peoples’ experiences and to uncover liied world...” (Kvale 1996). |
find Kvale’s definition of the research intervi@as a ‘professional conversation’
(1996) a helpful way of characterizing my own agmtoto carrying out research

interviews.

Interviews in social work

My professional background in social work meant trepproached the conduct of
interviews in a way that is not adequately captumetie descriptions of semi-

structured interviews that | have read in the nedeliterature. Although social work
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interviews are conducted with a wide range of peoipla multitude of different
settings and circumstances, there are core expa@atbout the professional

approach that practitioners are expected to takartts their ‘clients’.

Social workers are expected to practise againsixplicit set of principles or values.
These include respect for all human life, optimamout human nature, sensitivity in
all social relations and a readiness to use ‘tlietesaeconcile the often conflicting
interests of what Davies (1985) called ‘marginaiwduals’ (p. 181) and the state.
These principles demand a more personal involveifnemt the social worker in his
or her working relationships with people using abservices than that described by
either Fielding (1993) or Silverman (1985) in theiscussions of semi-structured
interview methods in research. Rather than ‘prghiminterviews to elicit more of
the interviewee’s perspective | would describe thgrapts at getting the person to

explain or enlarge on their views in more detail‘@scouraging’ or ‘prompting’.

It is, perhaps, the reconciling role of the sowiarker mentioned by Davies (1985)
that provides a clue as to why I find the philosophepistemological debates about
guantitative and qualitative approaches to soewséarch difficult. Social workers
who practise in the public sector (as | have daperate within a statutory
framework or structure. The powers and duties theycise are established by
legislation. Yet our professional principles obligeto uphold and respect the unique
value of all human beings. We have a concern thithndividual as well as his or
her relationship with society. When relationshgeswrong, whether from the
perspective of the individual or the state, soaiatkers are expected to try to help to

put them right.

In research interviews, the purpose behind thevige is different from practice

interviews. The social work researcher is not utakeéng the interview in the role of
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‘the helping person’ (Compton and Galloway 197%daiin Davies 1985). | found
this aspect of research interviewing personallylehging in the first research study
particularly because my role in interviews was aoed to that of empathic listener to

many peoples’ difficulties and distress.

Social work practice requires us to operate flgxibithin a broadly structured
framework. Social workers may conduct all fouMdy’s (1997) types of interview
in the course of their work but the professionahqples or values they operate from
should remain the same. This is at variance \hghrésearch literature’s description
of how structured interviews should be conductkd,rteed to maintain uniformity of
approach and ‘the detached, observer status oidtgal scientist’ (Arksey and
Knight 1999:10). This is the complete antithedifiow social workers see their
work. The whole emphasis is on the quality of‘lrefessional’ relationship social
workers make with the people with whom they works Howe (1987) put it ‘if
nothing else, social workers should be able t@ateglto people’ (p.113). Davies
(1985) suggested that the key to the social waektitly lies ‘not inwhatis done but
howit is done’ (p.181). In other words, when measwksocial control have to be
applied by a social worker, these should be caoigdn ways that continue to value
and respect the individual. This is not a claimgome special virtue among social
workers but rather to make the point that as psidesils we are expected to conduct

ourselves in a particular way.

| conducted my research interviews against the dracind of the ten principles of
interviewing for social workers, developed by Jasoie (1978) and discussed in
Davies (1985). These principles included adoptirgympathetic, empathic and non-
condemnatory approach, asking neutral, open-endestigns and not probing too

deeply too quickly in an interviewing relationship.
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In both social work interviews and qualitative sdecesearch interviews, the way the
person conducts the interviews is important. Gogtto the tenets of the quantitative
method’s insistence on eliminating the interview#ect (Hammersley and Atkinson
1995), in qualitative research interviews it is theearcher themselves thathe

research instrumempiar excellencéHammersley and Atkinson 1995:19).

Research texts emphasise the importance of estialglisust, understanding and
respect between the interviewer and the intervieagegart of a strategy for ‘inducing
positive feelings’ during an interview (Arksey akidight 1999). In social work, the
emphasis is on making relationships with ‘cliemsorder to gain ‘an understanding
of the meaning which people give to their expergeifelowe 1987:114). In ‘client-
centred approaches’ (Howe 1987) key factors emplidoyesocial workers are their
intuition and their ability to make ‘use of thef§eNhich has been described as

‘crucial’ (Davies 1985:182, England (1986) quoteddowe 1987).

The social worker has to acknowledge key aspecti@telf’ as qualities or deficits
with which they have to work; their own strengtinsl aveaknesses and other personal
characteristics, including their age, sex, ethpj@nhergy and prejudices (Davies
1985). In order to help people, social workerstngsaware of their own thoughts
and emotions generated in their relationships tgir ‘clients’ and be prepared to
use these (Howe 1987) in developing their undedstgn This self-awareness that is
a key requirement of the ‘client-centred approaatsocial work relies on the
worker’s use of their intuition, defined by Howe@lr) as ‘a natural ability, if we
allow it, to appreciate the thoughts and feelinfystbers’ (p.111). Some writers go
so far as to see intuition as ‘the essence of sk’ (England, cited in Howe
1987). This intuition is used to help the sowarker understand subjectively the

meaning which people give to their experience.
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In my reading about different qualitative approagidound much in common
between the social work principles and values t@lwhsubscribe and those adopted
by researchers taking a feminist approach. Bopincgrhes acknowledge an
awareness of oppression among certain social groifiere the social work
approach emphasises the intrinsic worth of alhimllials, irrespective of their

gender, sexual orientation, race or age, the fetnapproach is concerned specifically
with the oppression of women. My own approachts tesearch and my concern to
give expression to senior citizens’ voices and gi@n residential care is similar to
that of some feminist writers. Their commitmentastackling the invisibility of
women in sociological enquiry’ (Roberts 1981:7) amdunderstanding the

experience of women from their own point of vieweginharz 1992:52).

The research literature testifies to the many &fdte interviewer’s race, age, gender,
social class and religion may have on what theguelbging interviewed says, or feels
able to say (Fielding 1993:145, Silverman 1993:33dw the interviewer behaves
and conducts themselves has also been found @ pHeple’s responses to
interviews (Fielding 1993). Kvale (1996) emphadit®at the outcome of an

interview depends on personal attributes of therumtwer — their knowledge,
sensitivity and empathy. In one study (Shapiro Bhdrhart 1947) aggressive
interviewers and a willingness to probe resultegramter interviewee ‘verbosity’ and
more information being volunteered (Fielding 1995l The extent of the
interviewer’s experience has also been found tecafiesponse rates and

extensiveness of response (Bury and Holme 1990Hi8iding 1993:145).

The impact of a social work approach

A background in social work can have both posiemd negative implications for

research methodology. On the plus side, is tleadir acquired skill to interview
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people sensitively about what may be difficult tspfor them to address. Knowing
the value and importance of being an attentiverist allows one to pick up on voice
tone, nuances in meaning and non-verbal elememsromunication. There is the

possibility of getting close to what the persowanting to convey.

An awareness of the implications for interviewirfgagarticular physical or sensory
impairment meant that | took pains to check witdividuals their ability to hear me
by asking where they preferred me to sit. | mageiat of extending a handshake to
people with impaired sight and letting them chomserespective sitting positions. In
the first study, | interviewed a woman with totakning loss. After one or two
experiments, we concluded that the optimum meagsminunication was for me to
write my questions down so that she could thenksheaanswers. So the hearing
person (the researcher) was silenced and the ietbpérson spoke — an interesting
juxtaposition that worked well. The reaction ofdes residents to her hearing loss

left this woman extremely isolated and lonely.

Interviewing as a practising social worker and as@al work researcher are
different activities. Although prior backgrounddiledge of the subject area is often
cited in research texts as an advantage (ArkseYKaight 1999), | found this same
familiarity was an impediment to my first reseasthdy. It took me a while to look
with a more critical researcher’s eye at takengianted phenomena, such as the
regimes in residential care homes, that | had begnestioningly familiar with as a

practitioner.

In that study, | had previously worked in the loaathority as a social worker. My
change of role to academic researcher was not alalagr to staff in homes, which
sometimes caused difficulties when residents wenegbinvited to take part in

interviews. Some residents were invited to ‘come &Il Mrs. B. all your wee
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problems’. Some residents reacted to my approgesking whether | had come to
‘put them away’ — described by some researchethabiggest fear of elderly people
and the greatest concern of their relatives’ (Fib@889a, cited in Arber and Ginn

1991).

My first task, then, was to dispel the anxiety amdunderstanding of why | was
there, in the home. | clarified that as a researthad no influence over their
continued residence and stated the purpose of seareh. This was a salutary
reminder to me of how insecure some residentsabett their ability to remain in a
particular home, and how threatening a social wésk@esence can sometimes be.
My arrival to some people was associated with th&sioly unwelcome exercise of
authority over their lives in the residential camme. This highlighted the fact that
where people consented to be interviewed, theseatinwas not well informed. In a
research interview, the interviewee should be angilparticipant who has given their
informed consent to take part in the research (Kaysnes and Koenig 1994). | tried
to remedy this lack of information at the outseeath interview, offering the person
a second opportunity to decline to take part,afytivished. Ten people told staff they
did not wish to participate in the first interviemd five people did so at second

interview.

In the second study, | went to considerable lentggihsy and ensure that consent to
take part in the research was properly informeldad tried this out by writing to each
person living in the home individually in the pilstudy. The useful feedback from
residents was that the letter and questionnairgepted no problems of understanding
but that the typeface could usefully be larger @arker. In phase two, larger type
letters and questionnaires were sent, settingheugdovernment’s wish to elicit senior

citizens’ views about their experience of care.e Triterview group was selected
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randomly. People with dementia and any refusale wabstituted similarly. Again,
at the start of each interview, | referred to tbsetpl questionnaire, the purpose of the
research and stressed that participation was gnioduntary. My sample number
was thirty-seven rather than thirty-six becauseladg asked specifically to be

included in the interviews.

One advantage of my practitioner background aadaccess to records in the first
study was concerned, was that there was neveresitation in allowing me to read
individual residents’ case records and care pl&@s.the other hand, staff tended to
maintain a professional relationship with me, ppshsomewhat anxious and
distrustful initially of what impact the researchdings might possibly have on their
jobs. Written care plans, where they existed, weagily made available in phase
two of the second study, perhaps helped by the laume that the participating

homes knew that they had come out well in the fifstise.

In the interviews | had to establish that | wastworthy and that what residents
chose to say to me was confidential and would eded back to staff or reported in
any way that was personally attributable to theénis possible that some people were
not sufficiently reassured to feel able to exptbs# views frankly to me. For the

most part, this did not appear to be the case.

Having considered the effects of my social workidgaound, | now want to move on
to consider the importance of the context in whitkrviews with senior citizens in

residential care homes are conducted.
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The importance of context

In this part of the chapter, | examine the influmi¢ context on my research at three
levels, the interpersonal, the institutional (theechome) and the (broader) social

context.

The interpersonal context

In the interpersonal context of residential caterwiews, the use of language and
vocabulary between the researcher and the persog inéerviewed can facilitate or
inhibit communication. My commitment to giving s@ncitizens the chance to
express their views in their own words rather ttesponding to my suggestions
resulted in my asking the people in the pilot staflwhat elements they thought
‘quality of care’ should comprise. However, thiaswnot a success as none of my
interviewees could readily produce a list of kegt@ais. This is hardly surprising. |
learned from this that it is not easy to transtateunded experience into abstract
concepts for the purposes of discussion at a mdsneatice. When | embedded the
guestion in concrete examples of what might bercegghas key elements of care
quality — the very action | had been trying to avof putting words into peoples’
mouths — people responded animatedly. | surmisatcthis was because | was now
talking in terms that resonated with their daifg kxperience. So, in this instance, |
concluded that the unfocused approach to intervigwias not likely to be very
useful in this area of research and abandoned thésemi-structured format in the
phase two interviews. Interestingly, Raynes (1988) considerable success with her
guestion ‘what makes a good residential care asingrhome’ when it was posed to
focus groups of senior citizens living in residahtiare homes. Perhaps the fact that
these groups of people met several times, away thenmomes and from staff to

discuss this topic and had the support of the gitsef made the difference.
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Researchers forget, at their peril, the importafagsing language and vocabulary
that is familiar to their interviewees. Social kgargon such as the phrase ‘key
worker’ and ‘care plan’ either had no meaning fome of my interviewees or very
different meanings. | dealt with this by using itease first, without explanation,
but making it clear that | did not necessarily estgbe person would know what |
was talking about. This was essential to avoidintathe person feel uncomfortable
or incompetent and also because some of the hoih@®tdoperate a key worker
scheme or have care plans as defined in the ‘goadipe’ literature. Some people
offered a definition of what they thought thesegsles might mean in their own
experience, which was interesting and varied. WIpeople did not know what | was

talking about, | offered them a brief definitiorr feach term.

The element of compulsion behind many admissiomsite is not an issue that is
discussed in methodological texts so far as inégririg senior citizens in residential
care homes is concerned. There is some acknowteglgehat ‘senior citizens living
in institutions...may already be subject to invasiohtheir privacy, and an
undermining of their autonomy’ (Butler 1990:170pahat the need for researchers to
behave ethically is all important. Some peopledtdose to move into a care home
but they were a minority, according to the peopfadrviewed (see also Willcocks et
al. 1987, Sinclair 1988, Phillips 1992, Oldman &ndigars 1999). Although | knew
this from my previous practice, | was still unpregghfor the extent and depth of
emotional reactions to my question ‘was it your adea to come and live here’ in
the first study. This question was initially askedhe preliminary demographic part
of the interview but | moved it to a position laterthe interview, so that the
relationship with the older person was more esthbli and the more straightforward

guestions were out of the way. Given the sengjtvi the circumstances surrounding
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the person’s move, and the likelihood of their gediistressed when discussing these
circumstances, | was very careful to let the peteemselves control the pace and
extent of the information they revealed. | wa®asncerned that the interview
should be concluded only when the person had reedvbeir composure, if they had

been tearful, and after we had discussed other gle®tive topics.

A second possible area of sensitivity is how toautake interviews with senior
citizens who have learning difficulties or menfatlysical or sensory impairments. |
have already discussed my strategies for facitiggititerviews with people who have
sensory impairments. In the first study, quitézaable minority of the people |
interviewed had come to the residential care hanees a long stay learning
disability hospital. The range of their capacitiesake part in the interviews was
considerable. Here the issue of informed consetaking part in the interviews was
of concern and | attempted to implement this bylarmpg the purpose of the
research before beginning each interview. In these of the research, | learned that
many of these people had originally been hospédlier social reasons, such as
unmarried pregnancy or ‘wild behaviour’ rather tlimgree of impairment.
Researchers therefore need to be aware that téls latbached to people do not

necessarily correspond with their ability to taleetpn research interviews.

Physical impairment may sometimes make it diffiaslpainful for people to move
easily around the home, so the desire for privaagterviews may have to be
weighed against the physical distance of bedroaroramodation from public
lounges, where most residents spend much of thgir &ome senior citizens are frall
and cannot comfortably sustain a long intervieviouind it valuable to check
individuals’ level of comfort from time to time, $bat the interview could be speeded

up or shortened if need be but none were curtafillips in her residential care
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research found the length of the interview wasc@li She also found it was
important not to underestimate interviewer fatigpeyticularly when interviewing

people who are depressed or going through a beremte1992:71).

Estimates of the proportion of people with demeintieesidential care homes vary
greatly. Some residential care homes offer a serspecifically to people with
dementia. As many as one third of senior citizemsg in residential care homes
have been diagnosed as depressed (Murphy 1998)ugh this receives much less
attention in the literature. More recent resealaims that the incidence of
depression among senior citizens is far higheanme ilomes than among those living
in the community and stresses the importance @fotiay and treating depression as
well as staff training to change attitudes (Lea2005). The idea that people with
dementia are capable of taking part in resear@mi@ws was not current when |
carried out the first study and although | did imtew some people who were said by

staff to be ‘confused’, my attempts were not vergcessful.

In the second study, we recognised our limitatiortéme and expertise and
deliberately omitted people identified by the horas$aving dementia from the
interviews, whilst acknowledging that this limitdte scope of the study. In the first
study, | did interview a significant minority of pele who had come into the
residential care homes after living for many yeareng stay psychiatric hospital.
One of my concerns with this institutionalised gyaf people was to establish their
informed consent to taking part in the researdheastart of each interview. | was
also concerned to minimise any potential harm ostg' such as ‘the provocation of

anxiety, embarrassment or some other form of mamgilish’ (Butler 1990:168).

A third key factor in the interpersonal contextrgkrviewing is the low expectations

that have generally been imputed to senior citizemssidential care homes by
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researchers (Hughes and Wilkin 1987, Booth 198&c®et al. 1997). This is but one
example of a tendency to homogenise senior citiz@énsone undifferentiated,
ungendered group (see Morris 1993). It is obvi@sssoon as one starts interviewing
people that ‘elderly people as a single, homogengooup do not exist’ (See Phillips
1992:70, Willcocks et al. 1987). People in restéddicare homes come from widely
different social and economic backgrounds, so agdectations are similarly varied.
The experience of living in a care home is a higleéndered experience, with
different implications both for the female majoréagd the male minority of residents
(Office of Fair Trading 2005). The staffing of idsntial care homes is also highly
gendered, with few men employed (SSSC 2004). weraan, | felt my gender was
an advantage in that most of the people I interegiwvhether residents or staff, were

women also.

| concluded from my first study interviews that mpsople moving into residential
care homes knew very little indeed before doingrsd therefore did not know what
to expect. | subsequently wrote a small book (812887) that set out information
for senior citizens about residential care andcarsg book was commissioned later,
setting out the choices available within the broadatext of community care (Bland
1997). Rather than a question of senior citizenang low expectations then, it may
be more a question of them not knowing what thgweetations of a care home could
reasonably be. Very few senior citizens are famiith what residential care homes
offer or are supposed to provide before they mat@ ane (Shaw and Walton 1979,

Sinclair 1988, Booth 1995, Office of Fair Trading05).

The belief that senior citizens have low expectatibas allowed researchers to be
very critical of some aspects of residential cat#ewever, there is a danger that the

researcher’s own social background, particularyrtbender, age, social class and
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ethnicity, may cause them to react negatively &buiees of homes which residents do
not necessarily find the most unsatisfactory obf@matic (see Sinclair 1988). There
has been a danger, then, that in the absence iof s#izens’ articulated views, those
of researchers, commentators, policymakers andsthay have dominated the

predominantly negative views about ageing and egsidl care and prevented senior

citizens influencing policies, services and pragithat affect them.

| now discuss the influence of residential caréhascontext for interviewing senior

citizens.

Institutional context

Timing of interviews in residential care homes tabe fitted around the home’s
regime. The day is divided up by refreshmentsdeerved mornings and
afternoons, and by mealtimes. In all the homadsited, the main meal was served at
lunchtime around 12.30 and ‘high tea’ was betwe&0 4nd 5.00 p.m. It was
important to ensure that taking part in the intewwdid not mean that the person
missed their coffee or tea or was late for lunchigh tea. In some homes, people
were anxious that their meal would not be kepthem if they did not appear in the
dining room on time. After lunch, many senior zatns took a nap, so the window of

opportunity for interviewing throughout the day @be relatively narrow.

Life in many residential care homes, particulanyarge homes, was lived largely in
public (see Willcocks et al. 1987). Although lgrgice was paid to the importance of
the individual right to privacy, shared accommoalatithe lack of locks on bathroom
and bedroom doors made this difficult to guaraiigeactice. Moreover, the
perceived need for staff to keep residents undeeslance, particularly people with
dementia, resulted in resident privacy sometim@sgbgeen as undesirable. This had

implications for researchers trying to secure myvr interviews. In the first study
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particularly, a high proportion of residents shabedrooms. This meant negotiating
the use of the visitors’ room, or the manager’sceffivas sometimes made available.
This meant that the person was not being interwie\we their own territory’ and

occasionally the interview would be interrupteddnpther resident wandering into a

sitting room, or by someone coming in to answeratfiee telephone.

Where the resident had their own room they almivgiys suggested the interview
take place there. A personalised bedroom withgdraphs and memorabilia was
helpful in gaining a sense of the individual. Heee | was again reminded how
abnormal care home life is when one interviewetedthow much she disliked
having to entertain visitors in hbedroom(which was smaller than the 1973 Building
Note recommended minimum of 10.25 sqg. m.). rathan in the sitting room, as she

would have done at home.

| learned from many visits to residential care hertieat staff were understandably
keen that visitors should leave with a good impoesef their work. They not
infrequently illustrated this by identifying ‘goadsidents’ for interview. These
residents tended to be people who had settledintelthe care home, had
personalised their bedroom and were leading dififthere. | deliberately chose to
sample the residents in the national study randdontgy and get a mix of
interviewees in terms of their disposition towaittaksir residence and length of stay in
the home. The only substitutions were for peogiese dementia was too severe to
allow them to participate or because the persarsegl. The wisdom of doing this
was confirmed when more than once, the home marsaggthat they would not
have recommended a particular person, selectedmaggdfor interview. | was
cautioned before interviewing one man who was desdras aggressive and liable to

hit out with his stick.
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It was important to be aware that when an oldesgehas moved into a residential
care home, particularly a public sector home, thay have been expected to
relinquish control over key aspects of their lifpart from losing control over the
move itself in many cases, which | have alreadgutised, the person, particularly if
they were state funded, may have had to sharema, with the consequent loss of
privacy. They may have given up control of th@ahces to the local authority and
have had only the statutory ‘personal allowancehesme. The care home may have
assumed control of any medication the resident Inaa been taking and the person
may have been supervised by staff when bathin@wering. Many senior citizens
did not realise that they had the right of choibewa some of these care decisions.
Questions about these areas of life in residecéisd homes may elicit anger or
distress in interviews. Such restrictions on resid’ autonomy and privacy have to
be understood in the wider social context of ategitowards and treatment of senior

citizens generally.

Wider social context

| have already discussed the social attitudes lawries around ageing and their
influence on senior citizens and their support @@ in Chapter Two. In this
section, | want to refer specifically to those asp®f statutory health and welfare

provision which influence moves to residential caoenes.

Many people who move into a residential care homeat visit it beforehand
(Willcocks et al. 1987, Sinclair 1988, Booth 199Bie reality of making a personal
choice of home may be constrained by frailty oreils, professional or family
involvement, or income. The move may come abotih@sesult of a health crisis
and be unplanned. A high proportion of residertserdirect from hospital to a care

home, without returning home again (Bland and Bla885, Willcocks et al. 1987,
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Phillips 1992, CSCI 2004, OFT 2005). For some peqyarticularly people who
have dementia, this may compound any confusiontabeu location caused by the

illness.

The link between the health, welfare and socialiggcsystems can act against the
interests of senior citizens as well as for thélrhis is particularly true of those senior
citizens who are totally reliant on the basic sfarsion and social security system

for their income.

In Chapter Four | have already discussed how atsarchers have approached the
study of senior citizens and residential careartipularly identified how the
adherence to quantitative methodologies in the mgjof earlier studies had resulted
in the voices and views of senior citizens not geshicited or not listened to. More
harmful, I now conclude, have been the use of dageestions in these studies
because the subsequent analyses of ‘users’ vieavs’ tinly reported senior citizens’
responses to topics and questions that policymakenssearchers consider important.
For instance, the review of the literature condddte the Wagner Committee
(Sinclair 1988:268) reflected greater confidencéndings reported in large-scale,
guantitative studies. This resulted in the findifigom smaller scale studies that
provided revealing insights into residents’ conedoaing given less weight (see e.g.
Power et al. 1983). This led to one-sided andadagporting of what senior citizens
think and feel about their lives and left us uninfed about those matters that are of

importance to them.

Since ageism is endemic in our society, researdhr@searchers reinforce, knowingly
or otherwise, the negative stereotypes about theess of growing older both in the
topics they continue to research and in the metlogakes they employ in their studies.

The mistaken belief that moving into a care hong ge@mmon feature of later life
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was reinforced by the fact that much researchageing was carried out on the 5%

of senior citizens living in long term care (Blaedal 1992:21).

My own conclusion after conducting a number of gsidvith senior citizens is, that it
is essential to understand and be aware of holy eagist beliefs and stereotypes
can blind us as researchers to social realitiesdaior citizens. They are often quite
different from how we think they are or how theg @ortrayed. Methodological texts
have yet to give sufficient emphasis to the effe¢tage in social research, both the
age of the researcher and of those being researchignd way that social class, race,
religion and gender have been discussed. Theonsidess of ageism makes it all the
harder to detect but its pervasiveness is a setiwaat to the right of people in later
life to maintain control over decisions about tHatures, particularly if they need

support to maintain their autonomy (JRF Task Gr2o@4).

Conclusion

In this chapter, | have discussed how previousaresewith senior citizens caused me
to question the rationale behind ‘good practicerasidential care. This led me to
undertake further work to prepare this thesis, Iving an investigation of the
historical and policy development of residentialecand how ‘good practice’ has
been conceptualised and implemented. | notedelhéwe absence of senior citizens’
views in residential research literature and aeé&id my own previous research
methodology for its tendency to reinforce ageistuates about the assumed
‘dependency’ of senior citizens, particularly thdiseng in residential homes. |
discussed the philosophical differences about #tera of interviews in social
research and attributed my particular difficultieshis respect to my background in
social work. Finally, | discussed the importan€emderstanding the implications of

the residential home as the context within whiceseech interviews are conducted
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and how this may affect the questions asked andexsgyiven. | noted the need to
be very aware of ethical and other issues sucl@fgdentiality when carrying out
research with senior citizens living in residentiate homes. | commented on the
failure in many methodological texts to acknowledgeliscuss the impact of age in
research (both on the researcher and the reseanahidct its attention to gender,
race, social class and religion. | concluded thatarchers need to be aware of the
insidious nature of ageism in order to guard agaosepting or perpetuating the
pessimistic and negative stereotypes that surrageahg. Failure to be aware of this
danger can prevent researchers exploring the seahiies for senior citizens that

may be at variance with how they are portrayed.

In the first four chapters of the thesis | haverexed how beliefs about ageing have
been expressed in social attitudes and socialipsliowards senior citizens and have
been predominantly pessimistic and negative. Rakiam being seen as a cause for
rejoicing, increased expectation of life has besgarded as problematic, both
personally and socially. The ‘good practice’ smintto the ‘dependencies’ of ageing
has been residential care. However, beliefs tiabated the causes of poverty and
ill health in later life to individual improvidenaar failure of family support, led to
residential care being seen as a stigmatizing isoltid people’s needs. The
development of hospitals and medical interest imd@mns that were curable led to
the exclusion of people with chronic illness orathdity, many of whom were elderly,
for whom residential care was deemed appropriatais, the original purpose of
‘good practice’ in residential care to provide asylto the destitute changed again, to
provide long term care for senior citizens no landgeemed treatable by a health
service focused on acute iliness. However, th@abkdisgrace and failure associated

with entering residential care has remained irptiiglic mind, reinforced by periodic
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scandals and poor quality of care and practicemeshomes. There has been a
continuing failure to give senior citizens a statytentitlement to residential care and
to tackle low standards in homes through adequdtdii@nal investment and a trained

workforce.

To advance the insights achieved in the policyysmlthe next three chapters draw
on the empirical material of the thesis. In thelsapters, | examine the interpretation
of the philosophical ideas that have defined ‘gpaattice’ in residential care from
the perspective of residents, the staff and thdeatial home. Firstly, in Chapter Six,
| explore ‘good practice’ from the perspective o senior citizens expressing ‘voice’
about their quality of life as residents and howtlfeey felt able to exercise
independence, choice and privacy. In Chapter Séwweamine ‘good practice’ from
the perspective and understanding of staff in hoimgsrawing on evidence of their
time use to establish how quality of life aspectsevaddressed with residents. | look
particularly at how ageist attitudes among stafftte the incorporation of keyworking
and care planning, core components of ‘good precticto the process of physical
care rather than being the means of promoting iddality of care and quality of life.
In Chapter Seven | move on to looking at what ‘gpoakttice’ means in the context
of a ‘hotel’ approach to residential care impleneehnin a private residential home,
comparing it with the statutory model. | arguettine ‘risk avoidance’ philosophy of
the ‘social care’ model is a major impediment t@liementing ‘good practice’ and
compare it with the ‘personal service’ philosoptiyre ‘hotel’ approach and its
attitude to ‘risk management’. | focus on the apyoities and constraints these two
approaches to ‘good practice’ presented to seitiaens as residents striving to

maintain their independence, privacy and freedohoice.
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Chapter Six - The Residents’ Experience

Introduction

This chapter marks the start of the empiricallyelobsection of the thesis. In Chapter
Two | argued that negative attitudes towards agalisgbility and poverty and ageist
social policies can undermine the ability and dateation of senior citizens to retain
their independence by defining them as ‘dependamd’‘in need of care’. In Chapter
Three | argued that despite policy initiatives ahenges in the nature of provision,
underlying ageist policies towards senior citizease consistently been to encourage
independence from the state, to emphasise fangporesibility and to offer statutory
residential care as the ‘last resort’. The restituch policies is that residential care
IS seen as stigmatizing and entry as a sign of Ifetare. In Chapter Four | argued
that definitions of ‘good practice’ in policy guidee have been confusing and
contradictory, emphasising independence withingeddency model of ageing,
reflecting ambivalence towards senior citizens amdntinuing uncertainty about the
objectives of residential care. Professional didins of ‘good practice’ have been
expressed as principles such as independence gclwadcprivacy, whose meanings
are debated and contested within therapeutic oneipatory models of care. In
Chapter Five | was critical of my own quantitataygproach in previous studies and
showed that this methodology has reinforced ageisteptions of senior citizens as
‘dependent’ and has failed to give sufficient engi#o their views and experiences,
as competent adults, of ‘good practice’ in resi@dditire. | argued that senior
citizens are not passive or uncritical in theinygeof ‘good practice’ in residential

care, as they are often portrayed by ageist radseaand practitioners. | argued that,
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given privacy and confidentiality for the discloswf their views, they can be, and

are, critical of poor practice and low standardprofvision in residential homes.

In this chapter, | begin by arguing that we stilbkv relatively little about the views

of senior citizens living in residential homes aadiew the relatively modest
‘consumer’ literature. | then explore how ‘goo@gtice’ was implemented in the
homes | studied and experienced by residents insterf their quality of life, using

the concepts of independence, choice and priviibyevidence is drawn from
interviews conducted in two studies | carried cetineen 1982 and 1992 in which |
conducted some five hundred individual interviewthweople living in residential
care homes and from ninety-one responses to al jppststionnaire to residents in the
second study. | have already discussed in Ché&pterthe reanalysis of these

resident questionnaires undertaken as additiongk #o the thesis.

| draw on my data to argue that social workers @m@nt their principles of ‘good
practice’ in terms of a functional model of agethgt tends to see senior citizens as
vulnerable and ‘dependent’ people who need to beddar. Social workers do not, |
argue, see senior citizens as independent adaftabte of exercising autonomy and
choice despite their disabilities but as ‘vulneealaind ‘at risk’. | draw on my
interview data to argue that senior citizens’ éfdo maintain their status as
independent adults may be compromised by the agtioaction or poor practice of
professionals or relatives, resulting in their mave residential care. | describe the
various routes my interviewees had taken into ssgidl care, highlighting the
influence of ageist attitudes and policies in deiaing a residential solution to their

‘needs’.

| then move on to discuss people’s experiencegadd practice’ as residents in the

residential care homes | studied and how theserdiff from the principles of ‘good
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practice’ set out in policy and practice documewtsich | have already analysed and
discussed in Chapter Four. In this chapter, | amguevidence from my interviews to
argue that, although practitioners define ‘goodfica’ in terms of promoting quality
of life, ageist social attitudes and policies regpto senior citizens as ‘dependent’
people for whom ‘care’ and protection from harmwdddoe provided. | argue that the
focus of staff implementing principles of ‘good gtiae’ in many homes reflected
these wider social attitudes. They saw ‘good precas providing physical care to

‘dependent’ people, ensuring their safety and amgidsk.

| argue that this focus is at variance with how hsesior citizens see themselves and
with what most of them want from residential caMost people look for support and
help from staff to maintain theindependence whether in functional or moral terms
— while others wish to be able to be physicallgmotionally dependent without

being denied their status as adults (Boaz et & 19RF 2005). | argue that this is
something that is very difficult for staff to dodaeise having ‘dependency’ needs
flies in the face of the cultural definition of dtdstatus, which is physical

independence.

| discuss the meanings of independence to sertipes and the constraints that poor
design, location and lack of amenity in homes capoise on maintaining their
functional independence. | consider aspects adrosgtional policy and staff practice
that, | argue, can undermine or promote residemti€pendence in terms of their
autonomy as adults and their quality of life. g that despite these constraints,
senior citizens in the homes | studied acted teraiseir autonomy or independence
in subtle ways, such as ignoring or breaking houlss, ‘keeping themselves to

themselves’ or opting out of communal activitieattthey disliked.
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| discuss how far ‘good practice’ enabled residémtsiake informed choices in
regard to residential care, the particular homeiy ticcommodation and their daily
lifestyle in the home. I discuss the importanc@dents ascribed to privacy in terms
of having their own room, since this enabled thermaintain important personal
relationships and safeguard their dignity and hoglilvacy in such matters as
personal care. | argue that lack of amenitiespaad care practices can deny or
undermine people’s privacy. Finally, | discuss ithportance to residents of having a
social life in homes and their very varied viewsatithe kinds of entertainment and
activities they enjoyed or wished to undertakevittlially or as part of the resident
group.

| argue that staff understandings and definitioifg@od practice’ in residential care
resulted in them implementing a definition deriyezim a functional model of ageing
that defines residents as ‘dependent’ people, edl é¢ care and protection from
harm. | argue, from my data and other researchrgs, that this is the antithesis of
how most senior citizens defined ‘good practice’tftemselves. | argue that despite
a model of ‘good practice’ that constrained the am@f independence, choice and
privacy that senior citizens could exercise in ®ohtheir physical care, they could

and did exercise autonomy, choice and privacy inynaubtle ways.

The service user’s view

As | have already discussed in Chapter Three,dBritesearch and policy interest in
residential care of senior citizens has been censlide over many years and
particularly since the 1980s. (See Ward, 1980;Hdagand Wilkin, 1981; Thomas,
1981; Clough 1981; Bland and Bland, 1985; SinclE®88; Bland et al., 1992;
Phillips, 1992, Booth 1985, Peace et al. 1997, ReedPayton 1997, Oldman and

Quilgars 1999, Kellaher 2000, Tester et al. 200&)e focus of interest in the earlier
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studies was often topics that were of concern tiocypmakers. Much of the research
was commissioned policy research. Topics variethfpreoccupations with the built
environment and residents’ interaction with it tepic of great interest to
policymakers for a number of years — to preoccopativith resident populations and
levels of ‘dependency’ as well as philosophical aadiological considerations of

homes as instruments of social control.

The first explicitly ‘consumer’ study of residert@are for senior citizens was
completed in 1982 (Willcocks et al., 1982), althbugost previous studies had
included interviews with residents as part of tme@thodology to a greater or lesser
extent. (See Townsend, 1962; Evans et al., 198&nAi al., 1983, Power et al.,
1983, Booth 1985, Bland and Bland 1985, Weavet. 1885, DOH/SSI, 1989,
Hughes and Wilkin 1987, Bland et al. 1992, Allerakt1992). The idea that senior
citizens’ views of residential services might bedigs the yardstick of quality in
provision has yet to be accepted, although seitiaens are now being consulted
much more (see Raynes 1998, Boaz et al. 1999,iScé&ttecutive 2001, Hudson et
al. 2005, Robinson and Banks 2005). | have argju&tdn the absence of agreed
professional objectives for residential care, ‘gpoakctice’ has been defined by
policymakers in terms of minimum standards, whighapplied by practitioners in
the light of their professional principles and \edu Compliance with these standards
is through the mechanism of registration and eefment, which is undertaken by
independent regulatory commissions in England aate®vand in Scotland, set up

under legislation, which | have already discusse@hapter Four.

The consumer study of old people’s homes, one aspe&dich | have already
discussed in Chapter Three, evaluated aspectsnddavhich influenced resident

satisfaction, with a particular focus on the phgkenvironment (Willcocks et al.,
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1982). The recommendations of the research we&gaded to inform new policy
guidance to local authorities on residential homgigh. In the event, no further
design guidance was issued. One development whbiatymakers at the time
thought very promising — residents living in snglbups (and which | have already
discussed in Chapter 3) - turned out to be lessilpopvith senior citizens - only one
third of them favoured it. Staff also disliked t@del because it was predicated on
supporting residents to be more independent, whiafgue, undermined the staff's
perception of their role as providers of physiaaec(Willcocks et al., 1987). Senior
citizens placed greatest emphasis on being alddrexcise their physical
independence, autonomy and freedom of choice inithenediate physical and

social environment (Willcocks et al., 1987).

| argue that, after decades of research informatimout what researchers,
professionals and policymakers think ‘good practiesidential care should be about,
information about senior citizens’ opinions of tesitial care is now gradually
increasing. In one study, senior citizens livindi@ame and senior citizens living in a
home had different priorities for residential c&@®unsel and Care, 1992). Non-
residents put greatest value on their qualityfefby retaining their individual
freedom, having company and visits from family &meinds (p.12). People already
resident in a home placed greatest emphasis ajqutdley of care received from staff,
the physical comfort of the home, its régime, aothpany (Counsel and Care,
1992:12). The Caring in Homes evaluation (Youtl &hcCourt-Perring, 1993),
aspects of which | have already discussed in Chdptee, found that all people
using residential care judged its standards morddyuality of relationships and the
general climate of the place than in terms of ttysal resources (p.159). Given the

heterogeneity of senior citizens, | argue one waxldect a wide range of opinions
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and priorities. However, much of the literaturs bended to report more about
peoples’ reactions to the service currently prodittean evidence of what they might
prefer. In a more recent study of people’s qualityife priorities should they need
social care services in the future, respondents$iglitvalue on maintaining their

independence and freedom of choice in the sertieasreceived (CSCI 2004).

Meanwhile, ‘good practice’, in its many definitigredready discussed in Chapter
Four, continues to be promoted by professionalspmtidymakers and other
‘experts’, still largely uninformed by the views thie people who are using residential

care (see Beresford 2001:507).

TheCaring in Homesvaluation (Youll and McCourt-Perring 1993) exptbgood
practice, quality of life, and quality of serviceathvstaff and ‘wherever possible with
residents themselves’ (Youll and McCourt-Perring93:5). As | have already
discussed in Chapter Four, the authors had ditfiggdining access to individual
residents to elicit their views. Care home mamaged staff were cautious, some
even refusing to allow residents to be invited adtipipate in the research (see also
Abbott and Fisk 1997:10 who found some organisatiomer-protective’ of their
residents). Residents did not have the opportuaitiecide for themselves whether to
be interviewed or not. The researchers were toldnaber of times — in relation to
senior citizens and people with learning disaleiitin particular — that the residents
would have nothing to contribute or that they wonidd understand (Youll and
McCourt-Perring 1993:9). Most residents had exg®ed ‘restrictions, frustrations
and difficulties’ in residential care which erodiéeir rights as citizens and ‘fell short
of a reasonable quality of life’, across all seevicser groups. People using residential
services described a ‘general absence of feelihgegtaand special’ (Youll and

McCourt Perring 1993:158).
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Senior citizens using residential care have ordgméy begun to be openly critical or
demand a greater say in what is provided for thesa Rees and Wallace, 1982;
Youll and McCourt-Perring, 1993, Youll and McCo®eérring 1999, Audit
Commissiion 2004, Hudson et al. 2005). It is yopegple in care (Page and Clark,
1977), people with a learning disability (CMH, 198%d 1973a, in Fisher, 1983;
Ryan and Thomas, 1987), users of mental healthcesr¢Chamberlin, 1988;
Survivors Speak Out 1993) and adults with physiogkirments (Glampson and
Goldberg, 1976; Oliver, 1990, Devenney in Kelly adrr 1992, Campbell and
Hasler 2001) who have led the way in demanding eeraqual relationship with
social services and social work. Early initiatifesthe empowerment of senior
citizens in residential care tended to come fronaise providers through such
strategies as charters of ‘residents’ rights’ (Nanm1980) and ‘residents’ forums’
(Flowers, 1983). Now National Care Standards gagdents the right to a written
agreement setting out the terms and conditionseof tesidence and their occupancy
rights (Scottish Executive 2001). However, | artheg these rights are still
disregarded in some homes. Many senior citizetdircare homes do not know if
they have a written contract or statement of térom® the home (OFT 1998, 2005).
Over a third of care home residents in Scotlandatdnow how to raise a complaint

(Care Commission 2004:23).

As the framework for my analysis, | used the singiples identified by the Social
Services Inspectorate (DoH/SSI 1989) said to undeyality of life ‘for most
people’ (p.16), adopting a rights based, citizemstpproach (see Morris 1993:32,
Youll and McCourt-Perring 1993:195). | have foaliparticularly on three of these

principles, namely independence, choice and prigawoge these are highly valued by

® The six values identified were privacy, dignitydependence, choice, rights and fulfiiment (DoH/SSI
1989).
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senior citizens themselves as well as being priesipf professionally defined ‘good
practice’(Sinclair 1988, NISW 1988, Wagner 1988gAlet al. 1992, Kane et al.
1997, Henwood and Waddington 1998, CSCI 2004yguathat it is the anticipated
loss of their much prized independence, freedoahofce and privacy that makes the
majority of senior citizens reluctant to considesidential care (Salvage et al. 1989,

CSCI 2004).

| argued in Chapter Two that the social constructibindependence in the narrow
terms of functional independence in health andad®ervices has a disabling effect
on people with disabilities, including senior adtis. | argued that senior citizens who
unable to meet the medical goal of functional iretefence risk being labelled as
‘dependent’ and deemed incompetent to manage livesr (see Hudson et al. 2004,
Audit Commission 2004, Robinson and Banks 2005uplported Oliver’'s argument
that independence is a broader concept than furadtability and encompasses
autonomy, since impairment does not necessarilentea person’s right or ability to

make choices, decisions and to be in control af tiie (Oliver 1993:54).

In this section, | have argued that although muelvipus research into residential
care had included interviews with senior citizensst studies have not focused on
senior citizens’ views as consumers of residentaé. The social construction of
them as ‘consumers’ of social services has ledgmwing interest in finding out
what senior citizens think about life in generad atout life in residential care
homes. | argued that there is still much abouitoseritizens’ attitudes to residential
care that we still do not know. | set out my owenfiework for analysing senior
citizens’ views of residential care, which is thegeastigation of how the
implementation of ‘good practice’ by social workarsd social care staff promotes

the independence, choice and privacy of residents.
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Independence or dependendythe key roles of professionals and

relatives

| have already argued that the right of senioreits to their adult status and
independence is compromised by negative attitumlageing, poverty and disability
even before they move into residential care (se#itAlommission 2004, Hudson et
al. 2005). Perceived as ‘no longer adults’, | arthat they have been ascribed a

passive and dependent social role.

| argue that there is a strong belief that peopleing into residential homes are an
increasingly disabled population. With the conimgucontraction in NHS long stay
beds, people who would previously have been inigoing care wards now tend to
be cared for in residential or nursing homes. @ligih the proportion of very
physically or mentally disabled residents variesveen homes and between sectors,
significant proportion of people in most residehtiames are still relatively
functionally independent. (See Netten et al. 1988vere half the people admitted to
local authority homes, 60% of those admitted taurtdry homes and just over half

admitted to private homes were functionally indefsert or minimally dependent).

Our first research study (Bland and Bland 1985nébjust one quarter of residents
had very high levels of disability. The seconddgt(Bland et al. 1992) found the
same proportion of very disabled residents in homéd®91. Although there were
significant variations between the sectors in ttugpprtion of very disabled residents,
the level of disability in local authority homesthre two time periods was virtually
unchanged. Booth (1985) who found similar resultsis survey, also argued that the

salary differential between classifications of logathority homes gave staff an

® In this context, | am using Oliver’s (1993:50)idéfon of dependency as ‘the social constructibn o
disability as a particular kind of social problem’.
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incentive to magnify the infirmity of their residisrand intensify concerns about

‘rising’ levels of ‘dependency’ (p.55).

The numbers of people who are going into care hamittissome degree of cognitive
impairment is increasing but a higher proportiopedple in residential homes are
depressed — ‘as many as one third of residentsrimel in Britain’ (Murphy 1993.
See also Llewellyn-Jones et al. 2001 who found elegpon in 27% of people living in
residential care in an Australian study). | artha this fact is not given the same
prominence in the literature as dementia. Depoassiargue, seems to be regarded
as a ‘normal’ part of the individual ageing procesther than a symptom of what is
wrong with the social treatment of later life (Lebal 2004, McCrae et al 2005).
This, | argue, is further evidence of applicatidthe pathologized model of ageing
already discussed in Chapter Two. | argue thahidieer chronological age at which
people are going into residential care is too sstipélly equated with higher levels
of impairment. This is not always necessarily¢hse, as analysis of our voluntary
home sample in the national study demonstratedidBets were older but not
necessarily more impaired (Bland et al. 1992). Ehav, | argue that physical or
functional independence is but one aspect of inudgece. Where the older person
has relied socially, emotionally or cognitively smmeone else, and this support is
withdrawn, | argue that this renders them liabled¢og seen by professionals or their
relatives as ‘vulnerable’, ‘unable to cope’ or sk’ and therefore ‘in need’ of

residential care.

| argue that in order to put people’s reactiongtmd practice’ in residential care as
residents into context, it is essential to undecsthe very varied backgrounds to their
move and the way in which their independence becamgpromised. The people |

interviewed in my two earlier studies had come msidential care through four
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main routes; from their own home, from the homa oélative, from acute or long
stay hospital, or from another residential or mgdiome. The reasons for their
moves varied but were not necessarily primarily tugoor physical or mental
health. It was the person’s social circumstanad®er than their health that were
more influential in determining their move into earThe availability or otherwise of
family support was crucial. A small minority ofgq@e had come into care because

they had been rendered homeless by relatives.

The largest single group, but not the majority, eanto care from their own home,
where they had lived alone, usually for a numbeyeafrs. These people had
remained independent with increasing difficultyteof because of a multitude of long-
standing health problems, some of which, suchthsits, had made them
increasingly disabled. The vast majority of thiswgp were women, a proportion of
them single, divorced or widowed and childlesssiZeable proportion of them said
they had applied for care on the advice of theiregal practitioner, with whom they
had had prolonged and increasing contact. Whewpl@dad become gradually less
and less able over a period of years and had leeeiving increasing amounts of
help from family members, a proportion of them kladided that rather than move to

live with relatives, they preferred to be caredifoa residential home.

My interviewees varied markedly in the amount ahial services they had been
receiving at home before their move into a residénare home. One third of those
interviewed had been getting the maximum home assestance available at the time
of five days a week, while a further third had heen in receipt of any formal
services. Less than one in five people admittedhfa relative’s home had been
receiving a home care service there. This lackupport to relatives was important,

because they were very influential in suggestinitpn@ome cases ‘pushing’ the older
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person to consider a move into a residential careeh) particularly if the relative,
typically a daughter, had been previously providimgst of the support. (See also
Neill et al., 1988, Allen et al. 1992 on local antity home admissions; Corden 1990
and Phillips 1992 on the influence of relatives@missions to private residential

homes; Office of Fair Trading 2005).

| argue that relatives were even more influentiedrdhe residential care decision
where the senior citizen had given up their own @dadonco-reside with them. This
move had often been at the son or daughter’s stiggesccurring typically on the
death of a spouse. Nearly a quarter of all thepleeimterviewed in the first study had
come into care from the home of a relative. Tlasoas given for the arrangement
breaking down varied from overcrowding to persaripathy or disagreements
about money. Often, it was a question of inadezyaatommodation. Compromises
made in a crisis by various family members, sucgraadchildren sharing bedrooms,

had become irksome or untenable over time.

In some cases, pre-existing poor relationships éetvsons-in-law or daughters-in-
law and the senior citizen and living in close pnaiky for perhaps a longer period
than was originally envisaged, renewed tensior@nedimes the senior citizen
admitted their previous disapproved of their sodaughter’'s marriage partner, not

infrequently on sectarian religious grounds.

Some people blamed financial matters as anothecsaif disagreement with
relatives. Some interviewees felt they had be&ado make a disproportionate
contribution to the running costs of the home at baen resistant to contributing all

of their Attendance Allowance towards their upkeep.
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A few senior citizens said they had sold their leoasd given their child or children
the proceeds on the understanding that they wakhbed for until they died. When
the arrangement had broken down, the older perssmat only homeless, but was
also without the financial capital or the emotioeaérgy to buy themselves
somewhere else to live, and said they had no altiembut to accept residential care.
These people were in a minority but they expressagke very bitter and unresolved

feelings of betrayal by their relatives and appeatevastated by what had happened.

Sometimes conflicting inter-generational loyaltresre given as reasons for the
cessation of care and support. For instance, Wirdiad lived with her widowed
daughter for many years, helping to raise the griaildren. She went to stay with a
son for a holiday and returned to find that a gdaugjhter whose marriage had
foundered had moved back into the maternal homnte et children. In these
circumstances, the kin relationship between adultl @nd grandchild took primacy.
The grandmother was rendered homeless and adnattedidential care as an

emergency.

Similarly, co-residence of adult children with semcitizen parents in the parental
home, | argue, was a ‘risk’ factor for residentate. A minority of senior citizens
interviewed had taken adult children and their fasiinto their home, often in an
emergency, such as redundancy, eviction or hoymessession. The elderly parent
had given the house or assigned the tenancy toatielt child and had subsequently
been evicted by the family, rendering them homedesssometimes penniless too. In
these cases, the senior citizens had experiendedlde blow, losing a close, perhaps

their closest, family relationship as well as the@me.

Sometimes illness or exhaustion of a relative ousp meant the senior citizen could

no longer receive the care they needed. This wegplarly true where the person
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had developed dementia, according to case rec@ualse caring relatives had
decided to move to live nearer a married childilolirsy, and the caring arrangement
had been terminated. A small number of bachetotka homes described a
characteristic pattern of support from a successfdamale relatives following the
death of their elderly parents. Sisters, sistefigiv and nieces had successively
provided them with a home for a number of yeard inally, the supply of carers
was exhausted and rather than set up home orothiejrthe person had applied for

residential care.

A major route into residential care for seniorzgtis is, | have already argued in
Chapter Two, via hospital. Just over half (52%jesfidential care home admissions
are now from hospital (OFT 2005:24). A sizeablepartion of residents (one third

in the first study, just under a quarter of intewvees in the second study) had moved
into the home straight from hospital. These pebpld mostly been admitted in an
emergency, typically following a stroke or a falhmetimes resulting in a hip

fracture. Their move into care was therefore ungrated and unplanned.

‘| was in hospital because | broke my femur. |dagteoporosis. Then | went to
A. for rehabilitation. My GP recommended this honhdooked at several. | saw

one home with very small rooms’. WP6F.

A 1995/6 Personal Social Services Research Unieguishowed 18% of local
authority, 16% of voluntary and 24% of private desitial home admissions were

from hospital (Netten et al. 1998:45). People inpngvious studies who had lived
alone, and particularly people who had no familgmart, had been assessed by social
workers as ‘needing’ long stay care. They hadoeen offered additional formal
support at home if they had only made a partiabvecy, were left markedly

impaired, or if their home was judged to be no Emguitable for them.
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Other people had been admitted to hospital forisdaasons, such as the sudden
death, iliness or hospitalisation of the carertjpalarly a spouse) on whose help they
had depended, such as Mrs. S., a childless widéw,lwed with her sister. She had
developed dementia and was on the waiting lispfychogeriatric care. Her sister
dropped dead one day while out shopping. An odahdt stayed with Mrs. S. for

some weeks until she was eventually admitted todeesal care.

Yet others were hospitalised because they saiditadypecome depressed. They had
neglected their appearance or had failed to egieplpor care for themselves because
their relatives could not or would not support themy longer. Not infrequently, the
depression had occurred after a spouse died or dtse relative such as an adult
son or daughter, or a sibling. Mr. W., a widowethwive adult children, who lived
alone became depressed and began to neglect hirkkeBaid he found running a
house too demanding and he finally applied to @leesial home where he hoped to

find ‘security and companionship’.

Some people had been in the care ‘system’ for g timme before moving to a
residential home. Typically, they had been movetad local long stay psychiatric
hospital, learning disability hostel or hospitapsetimes after many years, due to
improvements in their health, in drug treatmentgnges in health or social policy or
because they had reached statutory retirementgethese people, the home
represented an improved quality of life, afterriety from working in the hospital
laundry or kitchen and gaining a room to themsefoeshe first time for many years.
These residents were well settled in the home upnably because they were used to
communal living and as most of them were usualiyeqa bit younger than other
residents and physically fairly fit, they mostlyj@yed greater freedom to come and

go than they had previously.
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Some of the women in this group had originally bestitutionalised by their parents
under mental health legislation for social reasoasely because they had an
illegitimate child, rather than because of a leagrdisability or a mental illness. A
few people interviewed said they had chosen to noon@f private or voluntary
residential homes into a local authority home beedhey had been dissatisfied with

the service provided, or had moved to be nearativek.

| argue that my interviews show how people’s indej@nce had already been
undermined by a variety of circumstances beforeingpinto the residential home.
Firstly, where their independence relied on asscgdrom relatives which was
precarious, a breakdown in the relationship omedth of the carer could render the
senior citizen dependent on formal care, which reaglential care. Secondly,
independence was likely to be lost where healtfiegsionals’ application of ‘good
practice’ assessed them as ‘dependent’, unabktuonrhome from hospital because
of their levels of physical or mental frailty arftetunavailability of suitable housing
or support services. In a few instances, the gléeson themselves had decided that
they no longer wished to remain living independgefdt various reasons, and

knowingly traded their independence in order tddoeked after’ or ‘cared for’.

‘| didn’'t look at other homes — | was in N. hospi#ahe specialist suggested a
home to me but | said no and went home. | was baalgain in a month. The
social worker brought a list of homes. B. wasrnbarest to my home. | didn’t

fancy another winter on my own’ BVF1.

Some people, who were very disabled and could mgelomanage to live alone, had
decided to move into a home rather than live wigtoa or daughter in order not to be
a further ‘burden’ on them. The levels of formahsce support to people when at

home had, for the most part, been non-existerglatively low (see also Sinclair
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1988). Only a minority of people said they hadrbgetting help at home for up to

five days a week.

| argue that the senior citizens interviewed innegearch were almost all unprepared
for life in a residential home. Few had visiteddoe becoming residents (see Salvage
1989, OFT 2005), despite pre-admission visits beaggrded as ‘good practice’ in
social work (see Brearley et al. 1982) and didkmatw what to expect. For many
people, the reality was a shock, not least, oneg tbalised that their own home was
gone. Most were not prepared for the loss of ieddpnce and control over their
lives and the pervasiveness of the care environmdatwever, having moved into a
residential home, people did not want to move agaimey were quite clear that it
was ‘not like your own home’, which had been givgn lost or relinquished by the
time of the interviews. They nevertheless featgther involuntary moves elsewhere
to a nursing home or hospital, if they became tad for the home to care for them or
their funds ran out (see Power et al., 1983, Abdadt Fisk 1997, Office of Fair

Trading 2005:128).

| argue that the residential care home had becbenpdrson’sle factohome and
having accepted this they expected and hoped tohemddays there. This resulted, |
argue, in people taking a much broader view otitve, namely as a placeliee,
rather than as a place to stay briefly while reiogitreatment, as in hospital. | argue
that this was a quite different focus from thastafff. Theraison d’etreof the home
as far as the staff were concerned was much naryoamely to provide physical
care. Physical care tended to dominate staffifigerand activities and the way the
home was run, although it only made up part ofréfsdents’ daily lives (see also
Willcocks et al. 1987:130, Peace et al. 1997:11aylvand McCourt Perring

1999:379).
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In this section, | have discussed how the sociastraction of ageing as
‘dependency’ undermines many senior citizens’ ¢&few remain independent and
puts them ‘at risk’ of being moved into residentiate involuntarily. | also identified
the minority of people who have actively chosemtwve into residential care and
their reasons for doing do. | argued that theeef@ur different routes by which
people may find themselves in residential carentipng out that half of all admissions
are now from hospital. | argued that relationshyis relatives and the actions of
professionals are extremely influential in decisi@out senior citizens moving into
residential care. | argued that social as wethadical reasons lay behind most
people’s admission, in particular, the unavail@piir collapse of people’s informal
support, combined with a degree of disability, &mdted formal ‘community care’

services.

In the next section, | move on to discuss how getiizens aimed to maintain their
independence as far as possible when they becamemts and how this could be
frustrated by the physical environment and the tstdadings and implementation of

‘good practice’ as physical care and protectionstayf.

Maintaining independence as a resident

| argue that when senior citizens talked of thearfof losing their independence by
moving into a residential care home (Salvage 1@8&insel and Care 1992, Hayden
et al 1999), they were not talking about their tiowtal independence but the broader
meaning of the word. Their meaning, | contend, ingerms of their ability to

remain in control of their lives, as autonomousliadiHarding 1997 in Harding
1999:43). Likewise, when professionals and disapleople talk about
‘independence’ as a goal they are not talking ablmisame thing (Oliver 1993).

Professionals tend to define independence purdalrins of an ability for self-care
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without assistance (Oliver 1993, Fine and Glenaigr005), whereas disabled
people have defined it more broadly as ‘the abititype in control and make decisions
about one’s life’ (Oliver 1993:54). Senior citizegee living in their own home as an
integral dimension of their independent self arelrtieans of retaining their sense of
personal integrity (Sixsmith 1986, Hayden et ab9,9%Secker et al. 2003). For these
senior citizens, independence means being able wehdt they want, to do things for
themselves and not being beholden to anybody ($iksi86, Hayden et al. 1999),
irrespective of disability. There is evidence @ifsuncertainty about their role in
relation to residents and their independence. ninstudy, promoting resident
‘independence’ within a functional model of ageasy'dependence’ was understood
to mean the need to be ‘keeping people going palgidrrespective of what they
wanted (Dixon 1991:91) rather than allowing theght to autonomy and self-
determination. There is evidence that staff ardaar about the job they are required
to perform and have difficulty in understanding amglementing the philosophical
shift away from a medical model of long term caredrds a social model that
emphasises respect for residents’ values and prefes (Moniz-Cook et al 1997,

Eales et al 2001).

| argue that the research literature on residecéied homes has tended to focus on a
number of key aspects when discussing the funcigpaf residential. Analysis has
tended to concentrate on the physical and cogrdimeendency’ of the resident
population, the suitability of the buildings, tlaek of staff training and the attitudes
and behaviour of staff (see Townsend 1962, Dawndsaapp 1981, Booth 1985,
etc.) Why some staff behave in the ways that rekees have observed and
commented on has been variously interpreted (se@g@l11981, Davies and Knapp

1982, Willcocks et al. 1987, Dixon 1991, Peacd @é087). | argue that what is
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crucial to residents’ experience is not omyatstaff do or do not do when assisting
them but alsdhowthey provide the assistance. In other wordsbélefs and
attitudes of staff about ageing and senior citizms the nature of their task influence

staff behaviour towards residents.

In my research, | argue that residents’ indepenelevas influenced by their degree of
disability and the design, location and facilitsvided by the home, as well as the
attitudes and behaviour of staff. Residents’ impants, their attitude to them and
the design of the building had a profound effedtardy on their functional
independence but also on the degree of autonongyetijeyed. The design of
recently built, single storey, grouped unit stytartes was more likely to enable
residents to be physically independent. Some hdomitsin the 1960s were multi-
storey, presenting disabled residents with bart@rsovement between floors and
dependent on staff to assist them. A design feaifithese homes was long corridors
separating bedrooms and bathrooms from daytimenamoalation. Residents found
these corridors, steps and stairs and the lackrops made it difficult for them to
move about the home independently. The tendensyfovahem to be escorted to the
lounge by staff for much of the day rather thanmeto their room because of the
distance involved or because of the need for atsistance to do so. Older, adapted
homes in former private houses presented peoplesivitilar difficulties, particularly
small homes on several floors. Respondents tpdbtal questionnaire wanted homes
to be more compact, so that long corridors didaabtas barriers to their mobility and
therefore their independence. Residents wereakf the call systems in some
homes on grounds of insufficiency of call buttongords or because the system only

operated in one part of the home. | argue thadeats highlighted aspects of the
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homes that militated against them maintaining theictional independence, privacy

and self-respect.

One aspect of individual control in residentialecapmes investigated by the first
consumer study related to heating and ventilatioresidents’ rooms (Willcocks et al.
1987). What constitutes a comfortable level oftimgaand ventilation is a very
individual matter. Senior citizens who have diffiy with their mobility or who

spend much of the day sitting still are more likilyfeel the cold. In my postal

survey of residents, three quarters of them say Were satisfied with the heating in
the home. Heating in the case study homes vaoesiderably. Several residents in
one home found the heating hard to regulate anésmm®s it was too warm.
Residents of another home who complained that frleeyiently felt cold in the

lounge thought the offer of knee rugs by the homaey was an inadequate response.

Several residents in this home felt that it waskegt warm enough.

| argue that respondents to the resident surveyasiged ‘hotel’ rather than ‘care’
aspects of homes that they wanted to change, pgiotit more faults with the

building than any other feature of home life. Téatures they identified were aspects
of the building that limited or undermined thein@tional independence and their
privacy. Above all, people who shared a bedroomtasingle rooms to be

provided for everyone - a demand echoed by thé&tives and residents in
innumerable other studies (see Willcocks et al71%8nclair 1988, Counsel and Care
1991, CSCI 2004). Some people had to wait a cerside time, probably for the

death of another resident, before getting a roothémselves.

‘| shared for over a year. I've had my own roamnthe past six weeks. | don't

think | knew I'd have to share’ BLALF.
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Others, forced to share with an uncongenial pehsahtheir independence of action

compromised.
‘I don't believe in shared rooms. | find my roonata aggravating’ CV2F.

People in residential homes also wanted to betaldentrol ventilation (Willcocks et
al. 1987). A quarter of respondents to my sunayld not open their bedroom
window, several of them blaming this on their ompairment, rather than defects
with the window. Adapted homes often had sash ewgithat were heavy and
difficult to open (see Weaver et al. 1985), so wess than ideal for people who were
disabled and who were therefore dependent ontstafben and close windows for
them. People in the ‘consumer’ study rated hawmglows that they could open
themselves second out of a list of thirty-five daisie architectural features of homes

(Willcocks et al. 1987).

In this section, | have discussed how physical taigs and their own disabilities
challenged residents who tried to retain their fiumal independence in residential
homes. The next section looks at how administeadivd caring practices could
undermine residents’ status as adults and thdityata act autonomously and retain

control over their lives.

Independence as autonomy

Autonomy has been closely linked to adult statusiadependence in terms of
freedom to act and be responsible for oneself (Hgeind James 1993). McCormack
(2001) has argued that there is a conflict betwksnindividualistic understanding of
autonomy and ‘person-centred practice’. She ardmredn alternative view of
autonomy based on ‘interconnectedness’ as a frankef@onegotiation between

nurses and patients over care decisions (McCor@2@@k). | have already argued
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that when senior citizens move into residential @siiey may already have had their
adult status eroded, particularly in terms of tlaeitonomy. This is illustrated in areas
of life where adults usually act autonomously, sasltontrolling their money and

financial affairs, their medicines and their smagkand drinking habits.

In my first study, a high proportion of senior zé&ns had surrendered their financial
autonomy by handing their pension books to thel lagthority on taking up

residence and received their ‘personal allowan@es\jously known as pocket
money) from administrative staff weekly, in a bropawy packet. In my second study,
one or two people expressed resentment in thelppstationnaire responses that the
personal allowance was so small (less than twemimgs per week). This made it
impossible for them to maintain the leisure adegtthat they had previously enjoyed,

such as smoking, going out to the pub or goingaiday.

‘I missed out on holiday this year because of lackunds’ BLASF.

The responses from some people about their finbsitigtion were clearly incorrect

and raised questions about possible mismanagerhpabple’s funds by homes.

‘Mr. C (proprietor) holds my money for me. | dog'ét a personal

allowance’.NP2F.

A respondent to the postal questionnaire expressederns that the home owner held
the personal allowance on behalf of some residaritsvas not accountable for how it

was spent. Another was unhappy about the owneaaisagement of his pension.

‘Many of us here have handed over our pension btmkse owner who makes the
withdrawals every week so we don’t know wher (g¥€)are regarding what we
are paying etc. | feel that each resident ordistives should receive a monthly or

yearly statement’ WP3M.
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| argue that no-one interviewed appeared to haa#eriged the request to relinquish
control of their finances, whether to the home oworehe local authority. There did
not seem to have been any choice but to agregyuéadhat the failure of many homes
to provide locks on bedroom doors or lockable gjemaithin bedrooms made it

difficult for residents to retain possession ofitimoney with confidence.

‘I was asked to give my pension book (to the homejet my personal allowance

in an envelope’. CV6F.

Some residents deemed unable to manage their owayniad part or all of the
personal allowance held by the home on their bestff buying toiletries and other
sundries for them as needed. As | have alreadysised, a few people had their
finances managed by their solicitor or a family rbem as in the second study. A
few people remembered getting a letter notifyirgtof the charges. Residents
varied in how far they were aware of or fully urgtend the financial implications of
moving into residential care (see also OFT 200%gue that there was some
evidence that if they had known beforehand, sotevuiewees would have been

resistant to the move.

‘They asked to see my bank books. | had no lstiging what the charges would

be in advance. | would have been resistant ikiidwn'. ALA1F

Some people remembered being told what the chavgelsl be. Some people had no
idea what their care was costing or how it was dp@aid for. Relatives had often
taken over management of their financial affainsthem and one resident had
adopted a ‘just trusting to luck’ attitude. A highoportion of local authority home
residents who had relinquished control of theiafices was no longer concerned

about the costs of care. A few male residents, kndtban occupational as well as a
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state pension expressed resentment that theim@seosting so much, leaving them

with little money for themselves.

| argue that another adult activity which is oftamstrained in residential homes is
smoking. Residents who thought there were no inldse homes where they lived
were immediately able to identify that there werles after all when asked about
smoking. Most homes restricted smoking to onevorrooms only and all but one
home forbade it in residents’ bedrooms. Duringitierview visits in the second
study, | encountered three very different attituesmoking in homes. Residents
could not smoke anywhere inside one home and wé&teéd use the summerhouse (a
wooden construction in the garden). At the timéhefresearch visit, a new resident
in this home had just broken the home rule by snpki her bedroom, accidentally
setting her waste paper bin on fire. In anothenéoa male resident who was
paralysed down one side after a stroke was nawvatldo have matches or a lighter

and was dependent on staff when he wanted a smoke.

‘I'm not allowed matches or lighter — very aggrangt It makes me feel so
useless. | had a first stroke and then my wife.di8he was better off than | am.

Life has nothing to offer me, nothing.” NP6M.

This man conveyed his sense of frustration byrgtout at staff with his stick but
during the interview he wept. Inthe case studygpe home, residents did not have
rules about smoking imposed on them because the b@mer had taken advice from
the local fire master and had instituted a numibeneasures to minimise the risk.
Only in this home were residents able to smoke a/tiegy wished. | discuss this

home'’s relationship with its residents further inapter Eight.
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| argue that staff attitudes to alcohol use bydesis also varied among homes. Some
homes tended to store a bottle of sherry or whiskize manager’s office for

individual residents, who could ask for a drink whbkey wished. Some residents
kept their drink in their rooms. Male residentsonkere able went out to the pub,
when they could afford it. Sometimes home staffamised sherry and singsongs at
the weekend, or offered a drink before Sunday Iwran the evening. Birthdays and
public holidays were usually occasions for a cakeffering a drink to residents.

Many residents mentioned special celebratory madieChristmas and one home

‘allowed’ residents to invite two guests each tocki on Christmas Day.

In the second study | attempted to discover howdsidents felt their autonomy in
the home was impeded, by asking them about rulgsegulations. When asked
what rules and regulations applied in the home,resglent, a veteran of fourteen

years’ living in various residential homes replied,

‘I don't know because | am so used to homes. Itdtmanything | shouldn’t, |

know’ CV2F.

| argue that most of the rules mentioned by res&lpat limits on their autonomy as
adults. For instance, one rule volunteered bys@leat concerned limits to watching

television.

You're not supposed to have the television on dféep.m. | watch the late film,

provided | keep the sound down’ CV3M.
Other residents were less compliant or admittetigbiae rules were often breached.

‘You're not supposed to smoke in your room but | ddvaven’t been caught yet’

BLAGM.
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| argue that this is an example of how, despiteothex-protectiveness of staff practice
in some homes, residents still managed to assartitilependence, albeit in subtle,
inconspicuous ways. Some interviewees in homeaged coffee or alcoholic drinks
in the lounge as inducements to residents to sseiailore with each other said they
deliberately stayed away. Others avoided commactalities such as ‘sing-songs’

by going to their room. Others boycotted stafifest committees, regarded as ‘good
practice’ because they enabled resident particpati the running of the home,

seeing them as tokenistic and pointless.

‘It's a load of rubbish — | was on it before. Timeetings only last ten to fifteen

minutes! BLA3M.
Another resident thought there were rules abouhatting others.

‘You're not supposed to help residents into thiaaics — but it’s [the rule] often

broken. The fire doors are kept open and theyldhtibe’ CV4F.
One resident, untypically, was able to cite threede rules without hesitation.

‘You must be in the lounge for morning coffee — yimn't get it otherwise. No
smoking in the house at all. If you're going oauyleave a card in the hall to say

so’ BV2F.

A respondent to the postal questionnaire in oneehaas critical of the authoritarian

manner of a senior member of staff, which she ieghlintimidated residents.

‘The attitude and manner of the assistant matroeft allot to be desired. This

affects quite a few of us who, unfortunately, draid to say anything’ CVF15.

This section has argued that the focus of ‘goodtmel on safety and the avoidance
of risk undermined residents’ adult status andadguévent them retaining control

over their lives and pursuing normal, adult adegt | also argued that some
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residents still acted, within these constraintggdsert their adult independence, in
subtle, inconspicuous ways. | argue that statiugiéés and practices, particularly with
regard to activities such as smoking, increasdterahan reduced the likelihood of
serious consequences, a matter that | shall pdustieer in Chapter Eight, in relation

to the case study private home.

The next section examines the reality behind tle@dypractice’ principle of choice
for senior citizens about entering residential care the social constraints that can
prevent it being a ‘positive’ choice. | then dissuhe extent of choice available to

people as residents.

The lack of choice

‘Homes are for Living In(1989) defined choice as the ‘opportunity to selec
independently from a range of options’ (p.16).avé already described the route into
residential care taken by people whose independémacgued, became compromised
by deteriorating health, homelessness or the Ibssaport from relatives. | now
discuss how far this move was the result of indiaidnformed choice of a particular
home or was taken in the knowledge of possibleradteres. Later, | discuss the
evidence from the interviews of daily choices wélthor available once people had
moved into the residential home. These includedesce of ‘good practice’
principles being implemented in a way that allowesidents a measure of self-
determination about basic matters like when taugetr go to bed, or go out. The
Wagner Committee (Wagner 1988) recommended thatlp@eeeding assistance in
caring for themselves should ‘be able to exercigesitive choice over the
combination of accommodation and personal servidesh they require’ (p.26). In

order to make such a choice the Committee reallssdpeople would need adequate
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information about their options and realistic altdives to choose from (Wagner

1988:26. See also Audit Commission 2004, OFT 2005).

The majority of people | interviewed felt there Haekn no other option but to accept
residential care, albeit very reluctantly in somstances. Only a minority of people
in either study had made the choice themselvesre oicthose people who had been
living at home than those who had been in hospEating for Peopld DHSS 1989)
and the subsequent NHS and Community Care Act (1&9phasised the centrality
of senior citizens’ involvement in the assessmémh@ir needs. The service response
was supposed to reflect the person’s needs rdtaerthe availability of a particular
service. The person was to be given a choicereflvame, if that was to be the
solution to their needs. The same emphasis ocehes not extended to people
who, although assessed as needing residentialwetged to be supported to stay at
home, although there are now signs that this maghbaging (Department of Health

2005).

Our two research studies were carried out befa€trmmunity Care legislation was
fully enacted in 1993, so the philosophy of neestkrhther than service-led responses
had not yet been articulated in policy documemen the earlier study took place,
the independent sector was small and most resadeiatie was provided by local
authorities. A small minority of people interviesvbad chosen their particular home

in anticipation of growing frailer, applying for@ace before the home opened.

Most people said they had not chosen the home wheyewere living and for some,
particularly those people who had been admittezlansis or from hospital, they
were sometimes ‘put’ into a home in an unfamilisgaa which caused difficulties for

them and for their visitors.
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The mixed economy of care was well establishechbysecond study and there was
some small evidence of choice, in that four ofieeple | interviewed had visited at
least one other home before making a decision. é¥ewy for most people, | argue
that there was no choice, because they lived sraa where there was only one local
home, or there was only one vacancy when they neemie. People who needed
local authority help with private or voluntary horiees were theoretically offered a
measure of choice, albeit restricted by the locafigroved fee level and the
availability of a suitable vacancy when needed.shauthorities were reluctant to pay
fees to an independent sector home if there waganey in their own residential

homes.

For self-financing people who had been in hosp#aklative had often looked at a
number of homes on their behalf and then taken tioesae the home they thought

most suitable.

‘I was from F. originally but latterly lived in DI was in hospital in D. My niece
who lives here in C. is my only relative. Sheltole | was to go into a home and

she fixed this home.” WP3F.

Sometimes the move was suggested by relatives thieciormal support provided

was no longer enough to meet the person’s needs.

‘My niece and sister suggested a home to me. Mgengot brochures. | had had
home help five days a week and an hour on Satwaddysunday but it wasn’t
enough. | looked at one other home — | forgettdmme. | saw B. first and
preferred it. |1 came for the day and then for @kveThe lovely garden and nice

house sold the place to me’. BV5F.
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For some of the most disabled residents, or wherenove had been in a crisis, such
as being rendered suddenly homeless, even thal mgit had not been feasible and

they had come straight from hospital or home.

‘| fell out of bed one night and lay until neighbsicame in next day and then |
was in hospital in O. My son made the applicat@mmme. | was fortunate to get

in here’ ALAGF.

In a study of private residential care, when aeladative had chosen the home for
them, the senior citizen usually felt that the ckanade reflected their own wishes

and tastes (Phillips 1992).

Despite the rhetoric, | argue that most people yrstudies had not been able to
exercise choice either about whether or not to nisteecare, or about moving to a
particular home. The extent to which this wasaee of grief to people varied.
Once the major decision had been made to moveaihtume, which home that was
apparently seemed less important for most peopéry few people in residential
homes moved back into their own home again. Duthedfirst study, only two
people moved out of residential care other thahdspitalisation or through death.

One person married and the other secured himstléléered housing tenancy.

| argue that most senior citizens moving into restél care do not know what to
expect of homes because they have little or nanddion beforehand (OFT 2005).
Location is an important factor in choosing a restthl home, particularly its
proximity to friends, family or the individuals’ pvious home (OFT 2005:56).
Several of the homes in my studies were in ruredsmwhere people often opted for

the one, local home.
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‘I lived in the village. My husband managed thépuMy family urged me to

come in. | came in right away. | had to makelidst of it.” NP2F
Some people initiated the application for residdrdare themselves.

‘| didn’t look at other homes because | am a lodaiave family here but |
wouldn’t stay with them. | wanted to retain my @p@ndence. | heard it was quite
nice. | knew some of the staff well enough to foudt about it [the home]. | didn’t
try it out. | applied and got in quite quickly, lgra few weeks. | didn't like

staying alone. | was lonely. My four children atemarried. It's a homely place.

| knew some of the residents as acquaintance®isttbet only.” ALA2F

Others, | argue, were directed by professionalsh sis their GP, towards a particular

home.

‘ lost my husband six years ago. | couldn’t stewymy own because of my nerves.

| didn’t look at other homes. Dr. W. [her GP] shigas to come here’. BLA4F

‘| was bulldozed into this. | was living in shekel housing in P. My GP decided
on this home — | wanted to be independent. | ts&ebrk in hotels. | got the sack
from a family run hotel when | was seventy-two. fiéét it was terrible. | am

accustomed to younger people’ CV3M.
In another case, the choice of home was made bgial svorker.

‘| didn’t look at other homes. | came for two weedgainst my will, a bit. | went
home for another six months or so. | had a honelatterly. Previously | was

able. | suppose it’s their job. You make yourseifiable’ ALA3F.

Although it was ‘good practice’ for social workdosassist potential applicants to
visit residential homes before moving, or for hosteff to visit applicants in their

own homes (see Brearley 1982), few of the peopleetviewed had visited or been
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visited before their move. Not only had most peapdt looked at other homes, most
of them had not previously contemplated residecaat. Most people had not seen a
brochure or any written information about the hah®y moved into (This is still

true. See OFT 2005:4). They were essentiallyifigiyn’ to an unknown entity.

This had repercussions for people in a number gbwa

‘| didn’t see a brochure. Maybe my sister-in-lamhO secured the place for her)

did. | wouldn’'t have come if it meant sharing’. BBF.

People did not know the basis on which they haad lodiered the vacancy in the
home. They were unaware whether they had a cantidcthe home, although some
people in the private and voluntary homes thougiedative might be holding a

contract on their behalf (see also OFT 2005).
Sometimes it was the person’s lawyer who arrangedrtove into care.
‘| don't think so. It was all done through the v’ BRV3F.

Where the person was childless, nieces and nephevesoften involved in making

arrangements for the move and were thought to teveontract.
‘I know nothing about it. My niece handles theafntial side’. WP3F.
‘| think | gave it to A. (her son). He appliedttte DSS’. BRVA4F.

Whilst National Standards now require care homeigess to give residents a
contract setting out the terms of residence, fesallauthority homes provided this to
residents at the time of the second study. Wheretihority was contributing to the
care costs for someone in a private or voluntamédiaegulations prescribed that the
contract for care was between the local authontythe home, not with the
individual resident, further undermining their stas a competent adult, party to a

contract. It is not surprising, then, | arguet timast of the people I interviewed did
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not know about the contractual basis of their ca&eecent study has shown that less
than half (49%) of care homes in England and Wateside a written contract or
statement of terms and conditions (National Caam&irds Commission 2004:10). In
Scotland, a local authority making arrangementsdsidential or nursing care is
responsible, under the Social Work (Scotland) Afi8Lfor the full cost of
accommodation and must contract with the care h@kd 2005:96). Where
someone is paying a top up to enable a senioenitia stay in a more expensive
home than the local authority is willing to pay,ftrat person can make a separate

contract for that part of the home fee (OFT 2005h:98

In the first study particularly, residents exprekgsar of being moved involuntarily,
whether to another home or to hospital, if theyaee frailer. Not infrequently, | was
greeted at first interview by the disturbing questiyou’re no goin’ tae put me away,
are ye?' Residents who felt they had been trickenhisled about their original move
into the home (see Meacher 1972), whether by velstr professionals, had had
their sense of security and control over theirdigeverely undermined. Researchers
long ago identified that, unsurprisingly, peopleonrhoved voluntarily into residential
care and who felt in control of the decision tosdowvere most positive about it and
‘adjusted’ most successfully (Schulz and Brennét7l®Veaver et al., 1985, Allen et
al., 1992, Reinardy 1995). However, Lee et al @Q@0gue that there is a lack of
literature on the actual experiences involved apl@emake the day to day

adjustment to living in residential care.

As | have already discussed, one of the most ilpbespects to senior citizens of
moving into a residential home is having their awam (CSCI 2004). My research

showed that few of my interviewees knew before tmeyed that they would have to

213



share a bedroom. There was no question of thensiskey informed choice in this

respect.

‘| share a room. | didn't know beforehand thatduld have to share. I've been

promised a single room eventually’ CV5F.

| argue that it is regarded as ‘good practice’ftergpeople moving into residential
care the choice to furnish and personalise themowith their own furniture. How
far this is practicable depends on the furnitune,dize of the room and whether it has
any fitted furniture. People varied in the impore they attached to having their

own furniture in their rooms.
‘| brought a bureau. There was no more spaceemabm’. CV4F.

| argue that a number of my interviewees were dethies choice because they were
not informed by the home of their right to bringithown furniture before they

moved.

‘I wasn't told about bringing furniture. Mr. B @hmanager) said to bring photos

and things. He didn’t mean furniture.” ALALF.

‘| wasn't invited to bring in furniture. |told mgon to take what he wanted and to

give the house up’. BLA3F.

Some people deliberately chose not to bring furaiinoto the home. Their inability

to secure precious belongings in their room wasctof for some people.

‘| sold my furniture when | left D. | brought myam television and radio. There’s

nowhere to keep possessions secure’. NP7F.

‘I had none really to bring in, although I couldveadone’ CV3M.
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Most people had only brought in one or two smalins because of restricted space or
because they had disposed of their furniture ttikes. A quarter of the people
interviewed in the second study did not know befome/ing that they were ‘allowed’

to have their own furniture in their room. Seveople knew they could but chose
not to do so. Some people had bought odd iterhgroiture since moving in, most
commonly a television set. People who had moveddraight from hospital were
particularly dependent on relatives to transperng of furniture from home for them.
People without involved relatives were even mdtelji to be denied this important

choice.

Exercising choice about ordinary, every day sucWlzat time to wake up, get up and
go to bed are, | argue, basic freedoms that mastsatéhke for granted. However,
securing such freedoms can be difficult for disdlgeople who may require
assistance (see Dartington et al. 1981 who talkiebaving to move heaven and
earth to secure such freedoms’ p.64. See alséoPda897, Oldman 2002, Rummery
and Glendinning 1999). | argue that none of tls&ents living in four of the thirteen
homes in the first study could choose when to getrtespective of their abilities. In
the majority of homes, people who needed staff hedgt tended not to be offered a
choice. Night staff were expected by day staffjeébresidents up and dressed before
the shift changeover at 8 a.m. As a result, mespfe were wakened with a cup of
tea and ‘got up’ between 6.15 and 7 a.m. Onlyetlpeople claimed to still be in bed
after 8 a.m. Staff that | interviewed varied ieithattitudes about people staying in
bed. Some felt that certain residents would ‘neiger’ if allowed to decide for

themselves, an attitude also shared by staff imD&research (1991).

Overall, half the residents | interviewed in thestfistudy said they were wakened in

the morning by staff. Breakfast times were saicstaff to be flexible in seven
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homes. One home attempted to introduce flexib#idescribed by the manager as ‘a
staggered breakfast’ — but residents were notiaueaof the change and continued to
appear at the original set time until the experinveass abandoned. Not surprisingly,
people who were early risers were for the most @lad early to bed. Staff in three
homes in the first study said they did not givadests a choice about bedtimes and
most of the residents said they were in bed, tiner bedrooms, by 9 p.m. People
who shared rooms said they had their choice ofilmedtonstrained by their
roommates. More than one person who wanted toinelaeld was unable to do so
because the light was said to keep their rcommasi@ One person had to resort to

doing her nighttime reading on the landing.

In the second study, residents were still beingemakl in the morning by staff,
between six and seven o’clock, sometimes with aofupa. A resident in one home
identified this early call in the postal questiomaeas an aspect of life that they

disliked.

In this section | have discussed how far staff enpéntation of ‘good practice’
enabled senior citizens to exercise choice ab@irt thove and aspects of daily life
once they became residents. In the next sectiiscuss an aspect of choice which
the literature has given relatively little attemtim but which, | argue, mattered a great

deal to many of my interviewees.

The importance of food and mealtimes

An area of life where people usually expected welamdegree of choice was over
what they had to eat and when and where they étines are for Living In
1989:92). In residential care, | argue, respotisifor the quality of food and meals

lies with the management. Residential homes grea®d to offer more than ‘merely
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housing people and keeping them clean, safe arichangdlished’ (DoH/SSI 1989:3,
Scottish Executive 2001). Malnutrition or ‘undartrition’ is widely acknowledged
to be a problem in long term care institutions (Y\&sal 2003,Woo0 et al 2005, Evans
and Crogan 2005) — occurring in two residents éditve in nursing homes and
adversely affecting their health and quality od fEvans and Crogan 2005). An audit
of nutritional standards in Scottish residentiaias, nursing homes and hospitals in
which more than one fifth of residents were foumdbé¢ ‘undernourished’, provides
evidence of similar problems in this country (Ma$R2001:6). Here again, | argue,
the influence of the medical model of ageing ise@td in the language used, where
the normal word ‘food’ becomes ‘nutrition’ in theeatical vocabulary and the
dependent, ‘patient’ status of ageing citizengisforced. The danger of adopting a
narrow, biomedical perspective is shown by the piazee, until recently, that weight
loss was a symptom of dementia rather than anataliof ‘less than optimal

nutrition’ (Marshall 2001).

| argue that the staff emphasis on ‘good pracasgphysical care results in the
cultural and social importance of meals and meakino residents often being
overlooked or denied in residential homes (see Banand Wynne-Harley 1986:12,
Abbott and Fisk 1997, Abbott et al. 2000). Meadd anealtimes become just another
part of the daily caring routine rather than impattbreaks in the day and potential
occasions for enjoyment and socialising. One efrésidents interviewed in the
second study, whose wife had dementia, thought ¥eexivery important, particularly

for her.

‘The social part of meals is very important. Thentally frail gauge their day by

mealtimes’ WP1M.
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In another study, residents in private homes ajpgtest the ‘hotel-style menu,
opportunities for choice and attention to detailehlshowed attempts to cater for
individual preferences’ (Donovan and Wynne-Harl@$@:12). Senior citizens
interviewed in a study of Independence and Invokmeinfor the Abbeyfield Society
commented unfavourably on the restrictiveness aingulsory’ attendance at
communal meals and the early timing of lunch angpsu (Abbott and Fisk 1997:27).
Residents criticized the lack of variety of foodyided and some expressed
preferences for what they called ‘old-fashioneddfasuch as sponge and custard
(Abbott and Fisk 1997:28). (See also Kellaher 20P@vhere residents resented their

monthly compulsory rotation between tables at nmaak).

In the second study, we sought the views of ressdainout food and mealtimes as
part of our exploration of the reality of choickrdugh the postal questionnaire and
individual interviews. The postal questionnairkeasresidents to rate their happiness
with the food provided by the home on a three-psaatle. In only two of the six
homes, did all the respondents declare themsethagpy’ with the food, although
high levels of satisfaction were expressed by th@nty of residents who responded.
(See also Evans and Crogan 2005, where half tieergs hated their food but 65%
made no complaint about it and Ekberg et al 200®&res84% of residents with
swallowing difficulties thought eating should bgamble but less than half (45%)
found it so.) In one home in my study, nearly tmed of respondents said they were
neutral or unhappy about the food. This home sffenleast amount of running costs
on food, just five percent of its costs (Bland etl892:114), lending further weight to

a likely connection between quality and expenditumdood.

Key factors highlighted by residents were the quationtent and variety of food in

homes and the timing and location of meals. | atipat resident opinion about the
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quality of the food varied enormously — from pooeiktremely good — within the
same home. Many residents commented on the lackate at mealtimes and the
lack of variety in the food provided (see also Atblamd Fisk 1997:28). | argue that
food was more important to some people than torsthBeople had different
standards and expectations about meals. Cooksmaresskilled in some homes
than others. Meal quality was said to vary at veeels, when the cook was normally
off duty and other staff members, often unqualifi@k over meal preparation, with
varying degrees of success. Several homes proaidedked breakfast and a roast
lunch on Sundays. Sandwiches were unpopular anairecomponent of the evening
meal because some people thought they were inagegutehey found sandwiches

difficult to chew. A respondent to the postal diemaire criticized

‘the poor meals at 5.30 p.m., for example threelldettuce sandwiches with as

sweat [sic] one cheap wrapped choc-ice’ WP3.

One of the voluntary homes was highly rated byrésadents for the quality of its
food, several people mentioning the food as orteethree things they especially

liked about the home. One person praised its

‘excellent variety and choice for the meat courdis. beautifully prepared and

beautifully served’ CV5F

and another resident commented:

‘One is well fed. The food is marvellous’. CV21.

All six homes made lunch the main meal of the dagually consisting of two
courses — which seemed to suit most residentdi0@dh alternatives were always
available, only two of the six homes actually offéra choice of two hot dishes at

lunch-time. A few people suggested that high tiea Jast substantial meal of the day,
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which was served any time between four-thirty ane-thirty p.m., should be served
later, not least because it made the afternoor ahdrthe evening particularly long
(see also Abbott and Fisk When1997). Most homteseaf ‘supper’, usually
consisting of a hot drink and a biscuit later ia #vening, after which most people

went to bed.

Residents in some homes were encouraged to magesigns about menus. In one
home where the cook had invited menu suggesti@ams fesidents, one interviewee

said
‘| gave one or two ideas but we haven't had anthem yet’ CV4F.

Although only one home said that staff plannedriesus without either consulting
residents or inviting them to make suggestionspleemterviewed did not appear to
think they could influence the content or timingned¢als. In some homes, menus
were made up a month in advance. In others itomas seven-day rotation, the same
food being offered on the same day each week.wfhfemes made attempts to
address the social aspects of meals by offerindewets sherry in the dining room
before lunch and an a la carte menu every thre&ksiestead of the usual set menu.
Another home offered its residents morning coffely i they came to the lounge for

it, as an encouragement to socialize, which soroplpeesented.

A few residents made unfavourable comparisons katvi@od in the residential home
and the food they had been used to in their ownehgarticularly criticizing the use

of dried egg, tinned vegetables and tinned soup.

Analysis of the 100 homes surveyed showed thatist#fe private homes were most
likely to give residents the choice of taking thaieals in their room and voluntary

homes least likely to offer this opportunity. Whet the reasons for these differences
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between sectors were attributable to aspects tfibgs or staff interpretation of
‘good practice’ principles was unclear. All sixseastudy homes had claimed that
residents could eat in their room if they wisheake of the local authority homes
gualifying this by adding ‘although we don’t reaéycourage it’. A resident in one of
the private homes gave an example of how a chahgamagement can alter the

regime.

‘| have tea in the little sitting room. | usedtave breakfast there but the new
matron makes me have it in the dining room. Theyo keen on you lying in bed’

NP1F.

This section has considered the importance seitipers attach to choices about
meals and food and where and when they eat. kdrthat senior citizens have
higher expectations of residential care homes tbaearchers often give them credit
for, making unfavourable comparisons with the stadd of food they had been used

to in their own homes.

The next section examines the third ‘good practc@iciple that is very important to
senior citizens, namely privacy. Again, | arguatttimere are physical as well as
organisational constraints on residents exerciginght to privacy, not least the staff
interpretation of ‘good practice’ as ensuring safetd avoiding risk. Keeping people
safe and preventing them from perceived ‘risky’ @gbur requires staff being able to
see them and supervise them in undertaking ‘riaktivities which can undermine

the ‘good practice’ principle of privacy.

Residents and privacy

The loss of their privacy is one of the key factegsior citizens raise when

explaining their lack of enthusiasm for residentale (Salvage 1986, Sinclair 1988,
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Phillips 1992, Peace et al. 1997, CSCI 2004). degvhas been defined as ‘access of
residents in communal living settings to privatas (Counsel and Care 1991:). In
their manual of ‘good practice’ for inspectors, T®ecial Services Inspectorate
(1989) defined privacy more broadly as ‘the righindividuals to be left alone or
undisturbed and free from intrusion or public atitaminto their affairs’ (p.16). |
argue that residents have to share the residdwtmé with people who are initially
strangers and perhaps not to their liking. | artipa¢ their right to privacy becomes
all the more important where much of daily lifeuisavoidably lived in ‘public’ areas
of the home. Being able to receive visitors irvate is very important to people
living in residential homes (CSCI 2004). Two honrethe first study had nowhere
for residents to see visitors in private and adgygoportion of them shared bedrooms.
In the second study, one resident in the postaksusaid they could not entertain
visitors in private and three people said they dowt use their rooms whenever they
wished. These three people were resident in otleeofoluntary homes that
discouraged people from going to their rooms betw@eakfast and lunchtime to

facilitate cleaning.

| argue that privacy in residential care can béavex in very many ways. Bodily
privacy involves issues of nudity and how far resis wish staff to be involved in
intimate personal care activities such as usindgdihet or taking a bath or shower . It
also extends to the right to privacy of informatloid on the resident by the home.
As my interviews showed, many residents were unawérecords and care plans
and were not made aware that they had a legaltagsee these records. These

records, then, were largely kept private from resid rather than staff.

Privacy of communication is a taken for grantedhtrigf adults but this was not

necessarily so, | contend, in the residential holhnesearched. In the first study,

222



some homes had no public telephones for residasésbr those that did, did not
enable calls to be made in private. Most homékemational study did have
telephones for resident use and a few people haa ba@ephone installed in their
room but they were exceptional. One person | wegred had tried to get their own
telephone installed but had been refused permissidhe owner. Perhaps the mobile

phone will make privacy of communication accessiblenore residents.

Dignity is a core underlying value of ‘good praetiin residential care (DHSS 1989)
and one way of preserving dignity is by enablinggde to secure their privacy, |
argue, particularly where intimate personal ca@iscerned (see Woolhead et al
2004). How staff react to people who are incomting crucial, | argue, to a person
retaining or losing their sense of dignity and -ssffeem. A young male care assistant
| interviewed, spoke with emotion about his feeirid embarrassment, disgust,
ineptitude and lack of training and skill when hetpsomeone who had been
incontinent in the sitting room two days after bertsng work in a residential care
home. He felt that his inexperience had madefedlif situation for the resident
worse and had seriously contemplated resigningo fiespondents to the postal
survey suggested individual en-suite toilet faieitwould be an improvement to the
guality of accommodation in homes, as have residientther studies (Parkinson and

Buchanan 1996, CSCI 2004).

Residents who had to share rooms found it diffituafeguard their privacy, dignity
and exercise choice (Counsel and Care 1991). \Aeior citizens have been asked
about their priorities in care, not having to sham@om has been high on the list

(Willcocks et al. 1987, Peace et al. 1979, CSCHK200

| argue that residents in some residential andmgitsomes had great difficulty

securing their right to be left alone and not euided on by staff. A study of privacy
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in private and voluntary residential and nursingies in Greater London found that
on a number of indicators larger homes seemedf¢o bétter standards of privacy
than smaller homes (Counsel and Care 1991). Ty siiso established a link
between poverty and the right to privacy, in tlesidents on state funding were more
likely to be in shared rooms. Very few residentshie Counsel and Care study homes
could lock or had keys to their rooms (1991). Mustnes (80% of nursing homes
and 67% of residential homes) expected residenatsngha bedroom to use a
commode, nearly a quarter (24%) expecting thenotsodeven where there were no
curtains or screening to preserve a modicum ofpgivCounsel and Care 1991:16).
The researchers at the time were disturbed bynthiéference of homes to resident
privacy and by the generally low expectationsesidents and lack of protest by
them or their relatives about ‘what most citizersand regard as intolerable and
avoidable invasions of their privacy’ (Counsel @ate 1991:24). | argue that senior
citizens in residential and nursing homes havebeen regarded or treated as ‘most
citizens’, highlighting once again the dominanceag@eéist attitudes towards later life

(see Woolhead et al. 2004).

| argue that managing and maintaining continenitieoagh hardly discussed in the
literature is extremely important to senior citigen maintaining their self-esteem and
independence (Wilkin and Hughes 1986, FeatherstadeHepworth 1989).
Featherstone and Hepworth have argued that enj@gpingpetent adult status depends
on the capacity to control urine and faeces (1989.1 Key to maintaining this status
are the location, availability and suitability oilet facilities (Neill et al. 1988,
Willcocks et al. 1987). It is not surprising thenat residents in my second study
criticized the inadequacy of toilet provision ommgnds of numbers, size and privacy

afforded in cubicles. One home had toilets wittisy doors that had no locks.
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Narrow toilets made it difficult or impossible fpeople using walking frames or
wheelchairs to use the toilet independently angrivate. Not only were the numbers
of toilets provided for residents’ use insufficigtitey were also poorly located,
particularly in relation to dining rooms and lousg®arrett quoted in Willcocks et al.

1987).

One respondent to my postal questionnaire higrdghiow the inadequacy of toilet

facilities made life difficult for her.

‘The toilets are too small. | have no bell neariméhe lounge, so when | require
the toilet | have to shout out for help, and tlas take some time. | would like a

larger toilet nearer the lounge and a bell neaseaat in the lounge’. CVF.

Some homes had unisex toilet facilities which restd disliked and wanted to
change, highlighted as a cause of concern and easisanent to residents in other

studies (Willcocks et al. 1987, Counsel and Car®1]9

In contrast to the inadequacy of the facilitieg #ttitudes and behaviour of staff in
assisting residents with personal care showed cespetheir dignity and their

privacy and were applauded.

‘Oh yes, we had an old man of ninety-six and thelyederything for him. They

give you good attention” ALA6M.
‘Oh yes. The staff here is a hundred percent’ BMA2

‘They're very good. We used to have one residdrd made a wee puddle’

BRVGF.

Some people obviously spoke from personal expegienc
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‘They were very, very nice to me. | was terrifigae would throw me out’

BRVAF.

Although privacy is a key value supposedly undarpig ‘good practice’, | argue that
this is an aspiration rather than an experiencedople who have to share a
bedroom. Willcocks et al. argued that the singesstnimportant determinant of
‘environmental control’ in a residential home wasess to secure personal space
(Willcocks et al. quoted in Booth 1985:114). |aeghat this necessitates all
residents being offered a bedroom to themselveserably one they can lock (Booth
1985, CSCI 2004). Almost all the people | intevweel or surveyed put a premium on
having their own room. Two people in one home Bjgadly complained about not
having anywhere to lock away their possessionser@erespondents to the postal
guestionnaire specifically mentioned privacy asature of the home that they
appreciated. A small minority interviewed in thestf study said they liked sharing a
room as they found it comforting to have a roomnvéte could call for assistance if
they were unwell during the night. One intervieweé&he second study who knew
before moving in that she would have to share,dmacke been offered a single room

once or twice but

‘| refused it because | get on very well with mpno-mate’ ALA3F.

In the postal survey, privacy was explored by agkibout entertaining visitors. Not
all respondents were able to receive visitors imgpe. Residents in half of the six
homes who shared rooms found this difficult. Nbhames offered alternative
private space for residents who shared bedroomective their visitors. As most
residents had visitors at least weekly, and a faily,athe ability to make visits in

private was important both to the visitors andrémdents.
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| argue that most people enjoyed the freedom taheseroom and be private
whenever they wished, but not all. People whodi#tulties with mobility tended
to be installed in lounges for most of the day wedge reliant on staff to assist them

back to their room.
‘I go to bed at ten to seven. They just come fer NP2F.

One resident who had become more disabled sincenghoto the home was afraid

she was going to have to move to a ground floordmad.

‘They want me to come downstairs now — | love upstalt would be a wrench.

I’m not allowed to go upstairs alone. It's a lotapg day’ NP1F.

| argue that another area of life that impingepeaple’s independence, privacy and
dignity is bathing. To paraphrase Twigg (1997hbg in institutions ‘is part of a rite
of passage, with the residential home bathroonesgmting an imposed liminal state
between life outside as a citizen and inside a&s@ent’ (p.220). (See also Twigg
(2000).) Bathing is something that is ddag@eople and as such involves aspects of a
power relationship, whereby the individual resideart be made subject to the

rationale of the institution (Twigg 1997:221).

In the first study, just over half the people iniewed reported no longer bathing
independently at home before their move. Somedeeived a weekly bath assisted
by the community nurse or by a relative. Otherd 8y had given up using the bath
altogether when they no longer felt safe and ghemselves a ‘strip wash’ (see
Avebury 1996:49) instead, washing their top hathetwashbasin and sitting down to
wash their legs and feet in a bowl on the flooardue that this alternative strategy

enabled them to maintain both their independendelzeir privacy by concealing
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their difficulty from professionals and not havitggdepend on relatives for

assistance.

| argue that in residential homes, bathing is regdras a risky activity and policies on
bathing usually state that all residents shoulddsested or supervised by staff. Thus
does a very private, intimate activity become amuore public one. Very few
people that | interviewed bathed unassisted. T¢tene that emerged was that

frequency and timing were not under the residesustrol.

‘There’s a bath book. Quite a few need help. Yak up when you're due’

CVG6F. (see also Willcocks et al. 1987:59).
‘Different girls help me. Two give me a showerpréfer a bath, at night’ NP1F.

‘Things have improved vastly since the new managere. Now we’re able to

bathe in the mornings’ BRV1F.
‘| used to bath myself. They won't allow me nowchase of my age’ BLA1F.

How far people experienced choice of time, freqyesrcassistance when bathing
varied between homes. In five of the thirteen he@mehe first study, no residents
were offered a choice, according to staff. Ontuarter of people interviewed said
they had a choice about timing and only a fifth hathoice of assistant. The
frequency ‘norm’ for bathing across the homes wasea week, unless the person
had incontinence problems, when it was more frequ&€he same norm persisted in

the second study.

‘Lists go up at the beginning of the week whenlihth is. You don’'t choose

when. There’s one a week for those who need I@%2F.

This, people said, did not necessarily match fewious bathing habits at home.
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‘I have a bath once a week. | get help. Nobodiidmthemselves alone here.
When | was at home | had more baths but here #rereo many [residents]’

ALA2F.

In one home, a resident felt that the facilitiesdbowering and bathing were

unsuitable.

‘The shower is not safe here. | am bathed onceekwBaths are so deep here,

it's hard to get in and out’ ALA3F.

Residents who ‘needed’ help with bathing (almostrgene, | argue, because of the
home’s policy — see also Willcocks et al. 1987444 to take their bath when there
were sufficient staff available, which tended toitoéhe morning rather than the

evening but there were exceptions.

‘We only get one bath a week. The home is shaffext in the morning and at

night’ ALALF.

A resident in a private home who used a wheeldwitd not get a bath at all because

the home had no hoist.

‘The baths would have to be moved to the middlghefroom [to use a hoist]’

NP4F.

In my second study, one resident commented oniklétedof getting dressed for
breakfast, which was an effort for her, and thehat while later having to get
undressed again in order to go for a bath. Onechimand got round this difficulty by
‘allowing’ residents to have breakfast in theirsii@g gowns. Although most of the
local authority homes in the first study had shayérese tended to be used for
storing equipment, such as hoists or wheelch&esidents were said not to like

showers, being unused to them, apart from those maldents who had worked in
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the local coal industry (see also Willcocks etl@i87). This may well be true. |
omitted to ask the residents themselves. Haviaghoice of a shower, which policy
guidance advocated as long ago as 1973 said shewdailable to residents and
which | have already discussed in Chapter Fourhtrhgve enabled an older person
to manage their toilette independently. This miggote been particularly appealing,
perhaps, to people who had adopted the ‘strip wstsaitegy at home. However, use
of showers may be perceived by staff as beinguedsr their control and therefore
involving greater ‘risk’ to residents and so undaisie. All the rooms in one private
home run on ‘hotel’ lines had en-suite facilitieshnalarm pull cords and residents
decided whether and how much assistance they wotedstaff when taking a bath
or shower. This home’s attitude to independenceresk is discussed further in

Chapter Eight.

In this section | have argued that privacy, patady for most people the privacy of
their own room, is crucially important to their djtyaof life in residential care. | have
discussed the environmental barriers in homessideats being able to secure their
privacy and | have argued that staff attitudesafety and risk-taking can result in

them overriding or ignoring the ‘good practice’muiple of privacy.

In the next section, | discuss ‘fulfilment’, whigbas a core principle of ‘good
practice’ enunciated itHomes are for Living In{DoH/SSI 1989) and which
residents raised in my research as ‘activitiesheang of great importance to some of
them. The definition of activities covers a verg@/range, as, | argue, do people’s
aspirations. Some people said they were keenrguphobbies on their own but
lacked equipment. Others needed assistance freimkdyworker or other staff
member that they could not secure. Generallyethers an impression, | argue, that

most people felt they did not have enough to db tieir days. | argue that social
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activities and hobbies are a key distinguishingdiabetween quality ofareand
quality of life for senior citizens (see GabriedaBowling 2004). | have already
argued that because the focus of staff in many basnen the former, the latter tends
to be regarded as less important and as a desieadia’ only if time and energy

permit.

Fulfilment: the importance of activities

Fulfilment has been defined as ‘the realisatiopersonal aspirations in all aspects of
daily life’ (DoH/SSI 1989:112). It has been suggeshat activities may influence
the quality of life of senior citizens as much lsit health status (Wilhelmson et al
2005). | explored how far residents had a fukfdlilife in homes by asking about
entertainment and activities provided, in the pagti@stionnaire and in the

interviews.

| argue that many people in residential homes spaunch of the time feeling bored
(Wilkin and Hughes 1987:180, Oldman and Quilgar@9particularly those who
are not very mobile and heavily reliant on statphe get about. Residents in my
interviews, who were fitter, said they took thenasslout for walks when the weather

was reasonable and one person said
‘| garden. | couldn’'t stand it otherwise’ NP7F.

‘We have exercises. Every Saturday night a comaatlyy — a lad comes in with his
squeezebox. Outings? Yes, | had a wonderful Aglah A. We stayed in a

bungalow. Six people and two staff went” ALASF.

‘None. | certainly don’t want trips. | miss knitgy. | had a gadget in A. Hospital

and | miss is terribly. The Occupational Therapisf\. got it for me but | don'’t
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have it here now. I'm hoping to go back to A. Ddgspital to re-learn how to

walk’ NP4F.

Frailer residents said they tended to spend tlagindthe public rooms, often under-
occupied, as several researchers have noted (Goetal, 1982, Peace et al. 1997).
However, some people over seventy-five living iaittown homes said they spent up
to two hours and more a day ‘just resting’ (Abral880), so researchers need to be
careful not to project their own prejudices ontcaivthey see. Some respondents to
the residents’ survey wanted more activities t@avmalable in homes (see also Raynes

1998) as well as occupational therapy.
‘More entertainment would help. We just sit’ NP2F.

‘Not really [enough activities], no. It may be f@ifent in winter. There are games

available’ WP2F.

Residents varied in what they said they wantedneSpeople said they ‘joined in

everything’. Others said they preferred a qufet i

‘I don'’t really attend them — it depends what it Idike to get upstairs to get peace
and quiet. | go on occasional outings but | feglaf it when | can’t see. They

used to have muzak in the bus. It was awful. stitgpped now’ CV4F.

Some homes had their own minibus for outings, whkime residents said they
relished but others avoided. One home used vausitgith private cars to take
residents out for a run. Homes made particularefto arrange trips out during the
summer but said they found it harder to arrangertaibers to come into the home
during the winter. | argue that the location af tome could make a great difference
to residents’ access to outside entertainment, asicdinemas and theatres. One

voluntary home was well served in this respect had a theatre nearby. | argue that
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at the time of my study, finding interesting way®ocupying themselves was hard
for residents with impaired sight or hearing, mararly if they had previously
enjoyed hobbies such as reading or knitting. Adtesident, who had newly

acquired a talking book, was full of enthusiasmitfor

‘I was always very fond of reading. My talking Bois upstairs. | would prefer it
downstairs. My nephew offered me a cassette player refused it. After
breakfast | talk to my neighbours or sit in theydutom. The forenoons are quick,
the afternoons very long. Sometimes ladies frotorlng a tape of songs. | go out

for a walk, if possible alone. I'm a outdoor persaLA3F.

In this section, | have argued that the experieicgood practice’ of many people

for much of the time in residential homes is boradadr his, | argued, is because there
are not enough activities to keep people stimulé@dman and Quilgars 1999).
Residents may be unable to pursue individual habthiee to lack of materials or
available help from staff, or there may be aspettkeir own disability, such as
sensory impairment, which make it impossible fanthto pursue their former
pastimes. | argued that the great diversity atleegs in my research studies is
reflected in the very diverse kinds of activityttki@ey did or did not like and the
activities that they wished to pursue, on their pamn the company of fellow

residents.

Conclusion

In this chapter, | have examined how social worlegd staff in residential homes
implemented their definitions of ‘good practice’riglation to senior citizens. | drew

evidence of how the definition of ‘good practice’ iadependence, choice and privacy
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was implemented by practitioners and staff fromekgerience of residents in terms

of the effect on their quality of life.

| examined the relatively sparse state of reselanolwledge about the views of senior
citizens about life in residential care. | argtieat this was due to researchers’ own
ageist attitudes to senior citizens, which reindorsocial perceptions of them as
‘dependent’ people for whom the definition of ‘gopictice’ as physical care and
protection was the appropriate response to theeds’. | argued that social work
definitions of ‘good practice’ in their assessmamtl preparation of senior citizens for
a move into residential care were based on a fomatimodel of ageing that saw
senior citizens them as ‘vulnerable’ and ‘at rigkd ‘in need of care’. | argued that
senior citizens’ efforts to maintain their independe and adult status were
compromised by actions, inaction or poor practic@tofessionals or relatives. |
argue that this was due to widespread ageist @sttowards senior citizens and an
understanding of ageing as a physical processtefideation that results in
‘dependency’ and a ‘need’ for protection and caed ts met by residential care. |
argued that the focus of staff implementing pritespof ‘good practice’ in many
homes reflected these social attitudes. | argo@icthis resulted in staff defining
‘good practice’ in terms of providing physical camed protection from harm to

residents as ‘dependent’ people, for whom they wesponsible.

| argued that this definition of ageing and of ‘ggaractice’ is at variance with how
senior citizens viewed themselves, and with whastrodthem wanted, in residential
care. | argued that most residents looked to gtaftipport them in maintaining their
independence or in being dependent without dertyiem their status as competent
adults. | argued that this was difficult for stedfdo because of their understanding of

ageing as physical dependency but also becausestaluls was defined in terms of
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physical independence. Residents who were disatded, by definition not seen as

independent adults by staff, | argued.

| discussed the meanings of independence to seihimgns and identified the
constraints that poor design, location and lac&rénity as well as staff practices
imposed on maintaining functional independencargue that these constraints were
due to ageist minimalist policies towards residdrdare that put greatest emphasis on
keeping down costs and the ageist attitudes dffstafvhom ‘good practice’ was
defined in terms of physical care and protectiohargued that despite these
constraints, senior citizens asserted their autgrexmd independence in different,
sometimes subtle and potentially hazardous wagsgued that staff failure to treat
residents as adults by preventing or restrictingnad activities, such as smoking,
sometimes posed a greater rather than lesselworigsidents. | shall pursue this

theme further in Chapter Eight.

| discussed residents’ experience of the implentemaf choice by social workers
before they moved into residential care and by gtaerms of their accommodation
and their lifestyle once in the home. | argued Huerial workers’ understanding of
ageing as physical dependency resulted in themidgfigood practice’ with senior
citizens as a ‘need for care’ to be met in residéotre, overriding the professional

principle of choice for senior citizens.

| discussed privacy as a principle of ‘good pragtand how it was implemented in
terms of accommodation and staff practices. |edgts cardinal importance for most
residents in terms of having a single room, whiclsome homes, is still not available
to all residents. | argued that lack of amenitgt aare practice by staff that was

focused on the avoidance of risk in activities saslbathing, could undermine
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residents’ attempts and desire to retain theirgayy particularly in aspects of

personal care.

Finally, | argued that although ‘fulfilment’ is aipciple of practitioner defined ‘good
practice’ in residential care, senior citizens’ esipnce was frequently one of
boredom and inactivity, which was at variance withat they wanted. | argue that
activities were not a priority of ‘good practicerfstaff because they defined ‘good
practice’ in terms of giving physical care to resits and keeping them safe. Staff
focus was on the quality of care provided to resisieather than quality of life, |

contended.

In Chapter Seven, | discuss my comparison of teerthand philosophy of
keyworking and care planning, two core activitiépimmfessional definitions of ‘good
practice’ in residential homes, with how they wenelerstood and implemented by
staff. | draw on the responses of staff in onednad homes to a postal questionnaire
in the second study about their use of time at worksidential care homes as well as
the research and practice literature. | arguethi®potential of keyworking and care
planning to promote quality of life for senior z&éns remained unrealised in
residential care due to staff understandings oihgges physical dependency and

definitions of ‘good practice’ in terms of physiaare.
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Chapter Seven - Keyworkers, Care Plans and Good Pcéice

Introduction

| argued in Chapter Four that ‘good practice’ hasrbdefined in many various and
conflicting ways by policymakers and practitioneké&arying definitions of ‘good
practice’ in residential care have been contesteddebated over time. In Chapter
Six I discussed how senior citizens in residetit@hes experienced ‘good practice’
in terms of their quality of life, focusing partiemly on how far the implementation of
‘good practice’ by staff enabled residents to lseependent and enjoy freedom of

choice and privacy.

In this chapter, | use a detailed analysis of kekers and care plans, which are
highlighted in the social work and social careréitere as core exemplars of ‘good
practice’, to explore how far staff implementatimifgood practice’ reflected the
definitions of policymakers and practitioners. Weluded keyworker systems and
care plans as indicators of quality in homes insmaond study (Bland et al. 1992,
Cheetham et al. 1992). Key workers and care pigninad been increasingly
included in professional definitions of ‘good piiaet since the 1970s (RCA/BASW,
1976; Barclay, 1982; Wagner 1988, DoH/SSI 1989, [&x8# 2002). However, staff
responses to the Time Use questionnaire in theeguard my later interviews with
residents in the case study homes, raised doubtsg #ie effectiveness of the
keyworker role and care plans, as applied in thesees, in promoting quality of life
for residents. As | said in my Introduction to thesis, these doubts fuelled my
curiosity about the theory and meanings associaittdthe principles of ‘good
practice’ and their implementation in residentatec | argue that ‘good practice’ is a

taken-for-granted concept that is widely, oftenwesfioningly, used in social care
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and other fields. As | have argued in Chapter Fouresidential care of senior
citizens it has had many definitions and has beérest to change, dispute and
contradiction. | also argued in Chapter Four, thay analysis of policy and
practice documents and reviews concerning ‘goodtioed, the views expressed were
those of professionals and 'experts’ of what theyght ‘good practice’ was, or
should be. They were not the views of senior eftzwho had not been involved in

defining ‘good practice’.

| begin this chapter by analysing the origins & tloncept of the keyworker role This
is followed by a discussion of the emergence okoamerism and empowerment of
staff and residents as bases for developing ‘goactipe’ in residential care. |then
trace the development of the keyworker role, itdogsement by policymakers,
professionals and training organisations and timatyae its potential for developing

quality of life for senior citizens in residentzdre.

| argue that my analysis of the origins and thdmelyind the keyworker and the
association care planning role and my interviewth wasidents revealed variation and
confusion in how the role has been interpretedimpdemented by staff in homes.
These variations, | argue, reflected the ongoirzatks about the objectives of
residential care for senior citizens and confligtdefinitions of ‘good practice’ in
residential homes. The various models of keywosakerthen discussed in the context
of my study findings. | argue that the variatiodaonfusion around definitions of
‘good practice’ that | identified in the literatuweas reflected in the different patterns
of practice and implementation of keyworking andegalanning | found in public
sector and independent sector homes in my reseainrigue that staff use of their
time in residential homes and the focus of ‘goatpce’ were on giving physical

care rather than undertaking activities assocmftduthe quality of life. | argue that
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this was further reflected in the varied understagsland experiences of keyworkers

and care plans reported by the residents in myystud

| argue that ageist social attitudes, reflectesbicial policy by the marginalisation of
residential care at the level of policymaking and@ng, unresolved debates between
professionals and practitioners about the objestofeesidential care and the
definition of ‘good practice’, have hindered itsvd®pment in residential care. |
argue that disputed definitions and confused umdedings and implementation of
keyworking and care planning have hindered thetemiial to enhance residents’
quality of life in terms of promoting their indepsience, freedom of choice and right

to privacy.

Historical background

The ‘key worker’ role in residential care was dedsn the late 1970s, as a potential
solution to poor co-operation between social sesviesidential and fieldwork staff.
The lack of co-operation was seen as having a ivegatpact on the service

provided to social work ‘clients’ (RCA/BASW, 1976).he keyworker was defined as
the person who was most appropriate to take primegponsibility for co-ordinating
and planning care ‘based on a close relationshipd®n the worker and the service
user’ (Mallinson 1995:4). However, as a reviewl884 of the keyworker principle
later admitted, the needs of clients were the sgaxyrrather than the primary focus

of the initiative (Hopkins et al. 1984).

After the Hopkins review, it was the organisatiopatential of the role that tended to
dominate much of the discussion (see Mallinson 12889). Nevertheless, the
keyworker continued to be endorsed by various emguand policy documents for

use in a variety of settings (Barclay, 1982; Wagt®88; DoH/SSI 1989). It was
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employed and encouraged in the context of childgateon (Rodway 1979, Hopkins
et al. 1984) as well as in non-residential comnusdrvices for senior citizens
(Challis and Davies 1986, Dant et al. 1989). O#wmvices in which keyworking was
encouraged include mental health services (Bulfi87 1Dant and Gearing 1990,
HMSO 1995) and in co-ordinating child abuse ingggions (Mallinson 1995:4). In
the community care context, similarities were drdetween the keyworker and the
care manager role, since co-ordination of socied @&s a prime function of each

(Challis and Davies, 1986; Dant and Gearing, 1990).

The keyworker role and the importance of care ptamhave been given renewed
emphasis in the National Care Standards for Oldepl and by the independent
Care Commissions established in England and Scbitaresponse to the Royal
Commission on Long Term Care of Older People Re@utherland 1999). | shall
discuss how these bodies visualised the developai¢hé keyworker later in the

chapter.

The development of consumerism and empowerment

As | have already outlined in Chapter Four, onthefstated aims of the NHS and
Community Care Act 1990 was to give people usingad@ervices ‘more say in how
they live their lives and in the services needeldlp them to do so’ (DHSS 1989:4).
The Audit Commission had previously called for abservices to change their focus
to the service user rather than focussing on thacseitself (Audit Commission
1986:73). The strategy adopted by the governnoeradhieving this ‘greater say’

was through consumerism.

People using social services were no longer ‘didmit ‘consumers’ with the

supposed power of consumers in the wider commar@aketplace. ‘Subject to the
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availability of resources’ people moving into resaial or nursing home care should
‘be able to exercise the maximum possible choicaiathe home they enter’ (HMSO

1989:27).

The rationale for this reorganisation was ‘the ewganent of users and carers’ by
creating a new organisational culture in sociavises departments (SSI/SWSG
1991:9). This posed a powerful challenge to ptactivhich had tended to focus more
on criteria of eligibility and suitability for selaes than on establishing the needs and
wishes of potential service users and their famiilidgain, there was the emphasis on
the need to change the approach to people’s nemtisaf service-led response to one
that more nearly matched those needs. This congtrapproach was primarily
directed at community care services. Ways of imjmgpquality of life for people in
residential care were tested and evaluated byCHmag in Homegnitiative, the
government response to the Wagner Report (198&hatave already discussed in
Chapter 4 and Chapter 6. The evaluation of thaative showed how resistant the

culture in residential care homes was to change.

The literature on residential care at the timewfsiudies, abounded with evidence
that social care staff, particularly those workinghe statutory sector, had low status
(CCETSW evidence to the Wagner Committee, 1988;\Wigdl988; Youll and
McCourt-Perring, 1993). They felt isolated, laclkedonomy and had a very real
sense of powerlessness in terms of planning antemgnting care (Payne, 1989,
Potter and Wiseman, 1989; Baldwin, 1990). Thetitis evidence that this has
changed. This sense of powerlessness was compbbgdkeir lack of training,
particularly in residential homes for senior citisg Wagner, 1988; Howe, 1992; SCA
Education, 1992, SSSC 2003, SSSC 2004). StevemzbRarsloe suggested that

workers who sought to empower the people with wiloey worked were more likely
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to succeed in organisations that also empowered (h893:9). Given the sense of
powerlessness and low self-image in residentiad,aais not very surprising that staff
working in residential homes did not find it easyallow senior citizens to exercise

their autonomy (see Dixon, 1991; Potter and Wiserh8f1l).

Staff working in residential homes found it hardattknowledge that they did exercise
considerable power over residents. It was theeedssential to consider their views
and the implications for their sense of profesdismain sharing that power with
residents and how this could be reconciled withpimgsical, social and emotional
risks which may sometimes be involved (Stevensa@hRarsloe 1993). | now explore
how far the role of keyworker in residential carassseen as a power-sharing role
with residents in terms of determining how thedatiuidualised care and quality of life

could be promoted.

The keyworker role

In Chapter 6, | discussed the lack of choices altglto senior citizens both before
and after their move into a residential care hoineheory, the keyworker had the
potential to be a means of empowering people ileasal care homes to exercise
choice in their daily lives, since helping thendmthis was said to be at the core of
the role (Mallinson 1989). A number of claims hde=n made for the keyworker
role. Keyworker systems in homes have enabledlpe&opparticipate more in their
care Mallinson 1991). The role could act as asbsimanaging the tension between
individual care and group living (Mallinson 1992nd could provide a relationship
within which individual wants and preferences cooddaddressed. However, as |
have already shown in Chapter 6, the way in whiehkieyworker role was

implemented and understood in residential homesda&onsiderably, with
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repercussions for its effect on residents’ qualityife. Davies (1985) saw the

keyworker role as a good idea that had never bemrepy tested.

The keyworker role developed in the 1970s out néed for residential and field
social workers to resolve practice difficultiesweén them. Representatives of field
and residential social workers met to examine tfespective roles in an attempt to
improve practice and the standard of service t@leewsing social work
(RCA/BASW 1976:1). | have already argued in Chapteur that disputes about the
relative status of social workers and social ctaf,have been an impediment to the
contribution of staff to the development of theand ‘good practice’ in residential
care for senior citizens. The shortcomings inisesvidentified by the joint
representatives revealed that this was a disputet @tatus and power within social
work rather than a critique of poor services taaogork users. Residential staff
resented not being involved in admissions and digss from care, which were
usually arranged and controlled by field social kevs. The loss of social worker
contact after admission to residential care foresoisers, particularly senior citizens,
implied that no-one had the responsibility for depeng, implementing and
monitoring a care plan with them. There was resent that it was the field social
worker who, despite their infrequent contact, retdiresponsibility and power for
making decisions about the person’s future althabghresidential care worker who

was in daily contact was better informed aboutpieson’s conduct and welfare.

Defining the role

The RCA and BASW representatives finally agreed ¢ither a field oma residential
social worker could be responsible for decisionsutlmnoves in and out of residential
care, and adopted the term ‘key worker’ (sic) tecdibe the role. The main focus of

these discussions was statutory residential carehitdren rather than care for adults.
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There was no acknowledgement that the relatiorisétiyween an adult service user
and their keyworker might, or should be differeiibe appropriate person to take on
the role of keyworker would depend on the workexkperience and the needs of the
service user, the final decision being made ‘witthia first three months after
admission’ (RCA/BASW 1976:5). This solution didtmesolve the problem because
the disparity in education, training and experiebetveen field and residential

workers remained.

A subsequent paper reflected determined attemptisebResidential Care Association
to develop the professional role of residential keos who saw themselves as having
responsibility for ‘the more mundane, less demagdind less satisfying tasks’ in
relation to service users (BASW/RCA 1976:3). Theegr identified five functions

for which the keyworker should be fully accountable
a. drawing up, implementing, monitoring and updatindividual care plans
b. calling reviews after three months and subsequeastigppropriate
C. maintaining an appropriate working relationshiphatihe service user
d. maintaining adequate records

e. ensuring appropriate arrangements for social weh bin discharge from

residential care (RCA\BASW 1976).

These proposals about the keyworker role had irmfdios for how local authority
departments were organized, as well as for resalextaff training (RCA/BASW,
1976). Rodway (1979), a director of social serviaad a former residential worker
who supported the keyworker concept, highlighteddinuctural difficulties in
authorities where residential care and field sos@lk were separately managed,

particularly for ensuring keyworker accountabilityd supervision. Rodway also
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stressed the importance of the service user’s pgoces and views about keyworkers,
emphasizing the need for clear explanation andudgaon in helping the person to
reach conclusions about the value of the role. ndekedging that the views and
opinions of residents are often not sought or@meried, particularly in residential
care homes for senior citizens, Rodway emphaslzaidhe ultimate objective of the

keyworker role should be to improve standards ofise to users (Rodway 1979).

In Chapter Four, | demonstrated how the numeronsatiees and working parties
that met to consider the future of residential daresenior citizens in the 1970s, 80s
and 90s did not have any direct representation genmor citizens. Policymakers and
practitioners were in no doubt that keyworking ioyed standards of service but

confirmation of this had not previously been soughin the service users.

Reviewing progress

By 1980, these two very different rationales fovaleping the keyworker role
emerged more clearly. Some writers criticisedapygarent failure of many social
services departments to use residential staff wsdwkers, whilst acknowledging that
there had, in one sense, always been a ‘keyworkbe€ field social worker (Douglas
and Payne 1980). Elliott’s review reported thakesal studies had had some success
in expanding the role of residential staff as avddlly proposed (Elliott in Walton and
Elliott, 1980). However, she also noted that tegworker concept had generated
very little public debate, ‘despite its importarfoe the changing role of the

residential worker’ (Elliott in Walton and Ellioft980:15).

The progress of the keyworker in straddling therfstzuies between residential and
fieldwork was almost invariably charted from thsidential worker’s rather than the

resident’s point of view (see Davis 1978, Douglag BRayne 1980, Payne and
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Douglas 1983; Hogan 1988; Mallinson 1989, 1991¢unf people in residential care
said they wanted ‘a special person to whom theydci@alk about things which really
mattered to them’, so it is surprising that resiggstaff never used that need to
support their argument for developing the keyworlkdg in residential child care
(Page and Clark, 1977). It suggests that the debas focused on improving the
status of residential staff rather than the sertoae residents, whose views were

seen as of low priority.

Latterly, the keyworker role was given a furthetenpretation: that of care co-
ordinator in field social work. This led to itsibg likened to the role of care
managers in long term community care, who wereaesiple for assessing need,
planning care, implementing and monitoring thaedqa@ee Challis and Davies, 1986;
Dant and Gearing, 1990; Mallinson and Kelly, 199Dant and Gearing saw the
keyworker as the basis for a relationship withdbevice user that offered personal
support and someone to whom the person could aithes needs and concerns, a

much less dependency-oriented definition (1990:333)

Despite these varied interpretations, the incomovaf keyworking into definitions
of ‘good practice’ in residential care can be foum@olicy documents and

professional practice manuals and reports frone#ny 1980s onwards. The vast
majority of these documents continued to addresss8ue of residential care from

the staff rather than the service user’s perspectiv

The Barclay enquiry (Barclay, 1982) gave ‘unquatifsupport’ to the concept of the
keyworker, considering it a ‘manifestly appropriadée’ (Barclay, 1982, p. 69) for
social workers in day or residential services. ey, it is not clear which
interpretation of the role identified (Douglas dPalyne 1980, Hopkins et al., 1984)

the committee had in mind. The Wagner Committeadiér 1988) saw the
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‘residential key worker’ as one way of achievingl@mcouraging continuity for
people in care, although it did not give any exasmf how it might be developed
and the SSI iHomes are for Living INDOH/SSI, 1989) endorsed the keyworker as

part of a system to promote residents’ ‘independefsic) (DOH/SSI, 1989:72).

The Code of Practice (Avebury 1984) published asgfahe implementation of the
Registered Homes Act (1984) identified the needpbfple moving into residential
care to have a ‘key supporter’. This was likely&oa relative, friend or field social
worker -someone to act in the role of advocateHerperson taking up residence but
deliberately not a member of the residential st&fhly from this point on did the

possible need for resident advocacy start to recgavious consideration.

Homes are for Living i11989) invoked the keyworker as a system witheduto
promote ‘independence’ and raised the possibilityesidents having a choice about
who their keyworker should be. In exploring thepiple of fulfilment, it asked how
homes planned to meet residents’ needs and ertrtheir wishes and aspirations
were known (p.116). It discussed the idea of emittare plans and the areas of the
resident’s life that these might cover, such as tweir physical as well as emotional
and spiritual needs were to be met. It raisedjtlestion of whether care plans meant
anything in practice and whether they were pursuéd enthusiasm and ever
reviewed. Inthe absence of care plans, the nsmlejht other evidence of a home’s

efforts to plan for individuals.

The Howe Inquiry report (1992) on quality of carel ataffing in local authority
residential homes revealed that the unequal stditiisid and residential social
workers had not improved. The views of the fieddial worker still prevailed over
those of the residential keyworker (Howe 1992:28jcl undermined the self-

perception and status of residential staff who $@mselves as ‘at least of an equal
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standing with field workers’ (p.25). The reportoenmended that local authorities
develop close links between residential and fietatkers to enable each group to
better appreciate the other’s contribution to tentinuum of care’ (p.31). Training
and staff development were highlighted as one®kty areas affecting the quality of
service and the status of residential care (pd&ig,the report called for a

comprehensive qualification framework for residehtare (p.53).

A different emphasis from the 1984 code of pracives put on the keyworker by
Avebury’sA Better Home Lif¢1996). Avebury (1996:48) now saw the keyworker as
a member of the home staff rather than the indep@n@sident advocate endorsed
earlier. The keyworker’s responsibility was to sest individual residents were

looked after in accordance with their particulaed® as laid down in the care plan.

In its Introductory Guide to keyworking in sociare, the Social Care Association
defined a keyworker as ‘an individual named wottkeit a particular service user
may relate to in daily living on a personal baS€@A 1991:3). It set out three main
principles for keyworking: to individualise socire, to be a system for managing
social care and a means for care planning (SCA)19Adtivities in which
keyworkers were likely to be involved were very @dchnging, including physical
care, assessment, advocacy, counselling, arraagingties, shopping and liaising
with relatives. More importantly, the document galre keyworker responsibility
and accountability for the care of the service u3ére emphasis throughout the
document was on the keyworker role in relationaegrocedures and processes
rather than developing a relationship with indiatitesidents to promote their quality

of life.

The Residential ForumG8reating a Home from Honm@996) described the

keyworker as a system ‘that has become familiaraaogpted within social care as a
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positive development... that takes many different®in practice’ (p.33). The
purpose was to provide individualised care to almemof residents, who should be

able to change their keyworker if they wished.

A Counsel and Care guide to care planning definedkey worker as a member of the
care staff whose role was ‘to carry out specificspaal tasks and to form a special
relationship of trust’ (p.38). Key workers in teidy carried out by the authors were
the people who carried out direct and indirect ¢tasks for residents, bathing,
dressing and shopping for their nominated residamtishelped to ‘clarify the process
of objective setting for the resident’s care’ (CGoén et al. 1999:39). Key workers
were seen as central to implementing ‘the strasetipat have been agreed as
necessary to achieving the set objectives’ (Coleatah 1999:39). Not all key
workers in the homes visited were allowed to makees into residents’ records and
had to be content with verbal reporting, which eestaff, sometimes nurses,
subsequently entered into residents’ records. glie recommended that key
workers should be matched with residents as faoasible and that ideally, residents
should be able to select their own keyworker, waitfight to veto a key worker with
whom they felt uncomfortable. Like many of the pleoin my own studies, people
interviewed were unfamiliar with the keyworker cept and either did not know they
had a keyworker or did not know who their keyworkers (Coleman et al. 1999:55)

which raised questions about the existence andtgoélthe relationship.

Care plans

In residential care homes, the care plan is thembeat that is drawn up by the
keyworker with the resident that details agreedgyaad individual arrangements for
meeting the person’s needs. Its focus should he@person’s lifestyle and on

enabling them to exercise choice (Residential Far@66:33).
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Mallinson’s research found that the practice oégalanning was quite different from
the theory (Mallinson 1995). ‘Good practice’ piples such as involving the service
user in decisions and the shared goal of achiaviagmum possible independence
were far from being realities in practice (Mallimsb996). Staff were concerned to
complete everyday tasks rather than jointly idgntéeds and goals with residents.
Relationships with residents were ‘at best patetiaband benign’ but in some
situations could become rigid and routine with dagag ‘done to people’ (Mallinson
1996:136). Care planning was undertaken soleimwagagers because they were the
only staff who were trained (Mallinson 1996). Madlon concluded that the attitudes
of managers were crucial to realising the pringpéself-determination and choice
for residents. Without a managerial commitmergdrvice users’ rights to make their
own decisions and determine their own futures amdyelay practice, residents might
find their freedom curtailed by a management calwir'play safe’ in which care staff

had little option but to collude (Mallinson 19966)3

Mallinson carried out a more detailed exploratiéicare planning within three homes
from his census sample and concluded that ‘poatipeamay be the norm in
Scotland and possibly elsewhere in the UK’ (1995:88e found that care planning
in these homes had become a means for establighutiges and functions in homes,

addressing the agendas of staff rather than thossidents (Mallinson 1996:115).

The Counsel and Care guide to care planning ideesial homes (Coleman et al.
1999) drew heavily on medical, nursing and hospitatlels of care and the
biomedical model of ageing in its discussion. tdrted from the assumption that care
homes accept responsibility for residents who hmgeed there ‘precisely because
they need to be looked after’ because they coulddmpe satisfactorily alone (p. 11).

As | have already discussed in Chapter Six, artle@€are Planning Guide reiterated,
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decisions about a move into residential care wéesdaken without the senior
citizen being fully consulted (Counsel and Care2)99The guide warned that care
planning can continue this pattern of removing oesility away from residents if
carried out insensitively (p. 53). During the @sd interviews on which the guide
was based, many residents said they saw littlet pojplanning their care, suggesting
managers ‘do whatever you think best’ or usingrtage as a reason for not wanting
to become involved (Coleman et al. 1999:52). Regilwere often unfamiliar with
the term ‘care plan’, although they remembereddasked ‘lots of questions’ and

some people were aware that the home kept papeus tieir care.

The study authors were surprised to find greatatian in local authority inspection
units and inspectors ‘seriously divided’ about finenat they would expect homes to
adopt for care planning. Some units were highgspriptive, distributing forms for
homes to use while others left it to home manatpedecide how care plans were
recorded (Coleman et al. 1999:60). The study faudd/ersity of practice in record

keeping and an absence of consensus on many kegiss

The consumer study of residential care (Willcoakale1987) which proposed the
residential flatlet as the physical prompt for fadeg the residential care task,
suggested that making keyworker schemes routinatrbg a prerequisite for
achieving such a redefinition. They saw keyworkaremes as a potential means of
assisting residents to greater autonomy and forebenstruction of care in terms of
individual need rather than as a generalised resptmthe demands of the residential
population as a whole (p.136). Peace et al's eduatvion of residential care (1997)
noted that there had been changes in practicame $mmes, typified by the
introduction of keyworker systems and care planpiraggrammes that aimed to

support residents as individuals, and enable tlwepaiticipate in home life (p.51).
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A study of quality of care in residential homesleated care plans along the
dimensions of physical, emotional, social and galtaare (Schneider 1997). The
study concluded that emotional and cultural aspeictise resident’s life were

relatively neglected in care plans (Schneider 19%®t these were just the aspects of
life that people receiving care services at honteiamesidential homes wanted more
help with from their paid carers (Oldman and Qu#gi999:379). Some people in
Oldman and Quilgars’ research were sceptical att@uintroduction of key working,
describing it as ‘a bit of a farce’ because staff ho extra time allotted to provide the

support residents wanted (Oldman and Quilgars B389:

The National Minimum Standards for care homes fderopeople (2003) for

England, that came into force in June 2003 sefayutare home owners the standards
to be met and facilities to be provided for peapleare homes. Each of the standards
is prefaced by a statement of ‘good practice’ wihigctine rationale for that standard.
The National Minimum Standards refer to two kindglan. The first is the care plan
produced for care management purposes, a summaiyici should be given to the
registered person running the residential home.(pl&e service user plan, Standard
Seven, sets out in detail the action needing tiaken by care staff to ensure that all
aspects of the health, personal and social cadsredehe service user are met (p.10).
This plan, which is drawn up with the involvemehttte service user and signed by
them, has to meet relevaaiinical guidelines (my emphasis) concerned with the care
of senior citizens and should include a risk assess, with particular attention to the

prevention of falls. This plan is supposed todgawed and updated monthly.

Evidence continues that care plans for senioresi8zare still inadequate. An
overview of performance by local authorities in Eamgl (Bainbridge and Ricketts

2003) found that nearly a third of cases had ‘nyastitotally unsatisfactory’ care
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plans. Needs and objectives needed to be clariilads needed to be linked to
strengths and peoples’ support networks and resicdeseded to be given copies in
accessible formats (p.36). The Inspectorate engaththe potential of care plans to
promoting independence and the need for them tebewed, as people’s needs
changed (Bainbridge and Ricketts 2003:21). Othankvy the SSI identified care
plans as continuing to be service-led rather tleseds-led and there was little choice
in the range of resources available (Little 2002:Z2Bhe Inspectorate found that few
councils had provided training to staff in designoare plans to maximise

independence (p.31).

The National Care Standards for Older People (Bbdixecutive 2001) are written
from the point of view of people who use the sesand describe ‘what each
individual person can expect from the service meni(p.5). The Standards are set
out in a way that discusses the role of the keyenods part of the process of moving
into a residential home. According to Standardefethe new resident will have a
named member of staff assigned to them, a keywpwes may be a nurse if they are
receiving nursing care. The keyworker will drawaifpersonal plan’ with the

resident and stay in regular contact with themathérs involved in their support and
care. The keyworker is the person with whom tisgdent can discuss their needs and
any concerns (p. 29). Standard Nine discussety/said security and leaves the
resident with responsibility for their own actiocsusd active involvement in their risk
assessment. The emphasis is on achieving a bdietween reasonable risks that the

resident might wish to take and the safety of th& and fellow residents (p.31).

In this section, | have reviewed the definition amglementation of ‘good practice’
in regard to keyworking and care planning in resi@é care homes for senior

citizens. The pattern of uncertainty, confusiod aanflicting definitions that |
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argued in Chapter Four has typified debates algmad practice’ is reflected again in
this review. The unresolved question about thdeanobjectives of residential care
continues to bedevil attempts to clarify what ‘gqavectice’ should be and how it
should be implemented. The emphasis in many doctanmeon physical care, its

imputed associated risks and the responsibilitiestadf for residents.

In the next section, | discuss the patterns of @m@ntation of keyworking and care
planning encountered in the homes in my seconthnatresidential care study and

how residents understood and benefited from them.

Staff as keyworkers — the quality of care study

When | reanalysed the survey findings in prepanafoo this thesis to determine
which staff carried out keyworker tasks with indival residents, it became clear that
these activities were performed by various gradesadf. However, care planning -
the prime keyworker task - was carried out by mana@h independent sector homes
and predominantly by managers in local authoritgldshments. This was similar to
the findings of Mallinson, which | have just dissad. | subsequently elicited the
views of senior citizens about keyworkers and gdmaning in individual interviews

in the six case study homes.

The staff in our original sample of one hundred/gte, voluntary and local authority
homes in Scotland had completed individual questioes about their activities and
time use at work. Analyzable data were returnethbystaff in more than three
quarters of the homes — some 1600 questionnaifesedtent to which keyworkers
and care plans were in use varied markedly betweegrectors, as Figure 1
illustrates. Whilst the vast majority of local hatity homes had both keyworkers and

care plans in operation, only one third of the agvsector homes had keyworkers and
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just over half had care plans. Less than halivtlentary sector homes had

keyworkers and around two thirds had care plansdsidents.

100-
901
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701
60-
50-
401
301
201
101

B Keyworke
B Care Plan

NANNNNNN

LA Private Voluntary

Figure 7.1: Use of Keyworkers and Care Plans byd8€£00 Homes)
Mallinson reported similar sectoral differencesha use of keyworkers in a postal
survey he conducted in residential homes for sesti@ens in one region of England

(Mallinson, 1992).

| analysed the Staff Time Use questionnaires irotal discover how much time was
given to activities associated with promoting oyadif life for residents. | used the
following six categories of activity, three of whifocused on activities with residents

and three on aspects of home administration:

I. physical care;

ii. promoting psychological welfare;
lii. informal recreation

Iv. household maintenance

v. staff interaction

vi. administration

The results showed wide sectoral variations in btaff used their time.
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A total of 126 individual activities were identileinder these main headings. In all
three sectors, care staff spent most working tmtbe three resident-centred
categories of activity: giving physical care, pramg psychological welfare, and
providing recreational opportunities. The greatasbunt of time was given to
physical care - 13 hours per bed per week, on geetdowever, there were marked
differences between the sectors with care staifivate homes spending 17.6 hours
on average giving physical care, compared withdi$in the local authority homes
and 8.8 hours in the voluntary homes. By conttastaverage time devoted by care
staff in all three sectors to activities to promasidents’ psychological welfare (in
which we included drawing up, monitoring or reviagicare plans) was just 12
minutesper bed per week. On average, care staff spsini jd hours per bed per
week on informal recreation with residents. Therage amount of time spent by
care staff per bed per week across all activiteeged markedly between the sectors.
In local authority homes, an average of 26.1 hauas spent per bed; in private
homes it was an average of 36.4 hours and in vailyisiector homes, the average
care staff time spent per bed was just 18.0 hotedf-the average time of the private
sector homes. The average time spent by managerstivities to promote residents’
psychological welfare was the same - just 6 minpersed per week - across all
three sectors. This reporting appeared to cortfiiah care staff spent most of their
working time giving physical care, leaving veryléttime available to develop or
implement care plans with residents - a potentiémns of enabling them to exercise

choice over their daily lives.

| undertook further analysis to see which stathea homes usually performed tasks
which might be associated with being a keyworkea tkey person’ (Douglas and

Payne, 1980). | did this by reviewing the dataaanwumber of tasks involving

256



personal care, promoting psychological wellbeingl eformal recreation with
residents. The personal care tasks | chose wénagahair washing, cutting
fingernails or toenails, and escorting the residdiatut the home. | looked at three
activities concerned with promoting residents’ ggylogical wellbeing: compiling,
reviewing or changing a care plan with a residentinselling, and visiting residents
in hospital; and six activities associated wittoimhal recreation on an individual
basis with a resident: taking them shopping, wgitetters for them, reading to them,
taking them to visit a friend, out for a walk, asmhversing with them. The picture

that emerged was mixed, as Table 7.1 illustrates.
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Activities usually carried MANAGERS CARE STAFF
out % %

LA Private | Vol. LA | Private| Vol.
Assist with bathing 1 32 23| 71 60| 75
Escort within Home 3 30 11| 32 8| 20

Wash hair

G 16 14

39 27| 37

Cut toe/fingernails

3 37 19

91 31| 39

Devise care plans g3 44 43| 16 3| 23
Counsel 64 45 40| 13 5| 16
Visit in hospital 30 41 40| 15 3 9
Take shopping 12 32 16| 21 5| 19
Take for walks 1 18 14| 26 200 25
Take to visit friends 4 10 5 6 0 5
Chat 78 68 79| 79 72| 74
Read 1@ 18 9| 17 6| 14
Write letters 23 33 38| 29 14| 22

Table 7.1 Selected resident-centred activitiesilysagarried out, by staff

grade (all 200 homes).

| found that across all three sectors, personal tzks were usually carried out by the
care staff. Only in the private and voluntary sestwas a minority of managers

likely to perform personal care tasks such as @sgiwith bathing. Activities
associated with promoting psychological wellbeingwed less uniformity. Care
planning was more usually carried out by senidif gtaall homes, although a

minority of care staff in local authority and votany homes also reported usually
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doing this with service users. Virtually no caraffsin private homes reported
involvement in constructing or revising care plansiting residents in hospital, or
counselling them. Some of the recreational adtiwitvere performed predominantly
by care staff in all sector homes, but a mixturstaff said they wrote letters and took
residents to visit friends. Large numbers of sbéfhll grades in all homes said they
usually chatted to residents. This activity apaatatively few staff of any grade said
they usually carried out activities with residetfitat might be regarded as potentially

guality of life or morale enhancing.

The survey showed that senior staff devoted 6 ramper bed per week, on average,
to the formal promotion of residents’ psychologmalfare, which supposedly
included care planning. It is therefore not swwipg that residents who were unsure
about who their keyworker was when | intervieweenth hazarded a guess that this

might be the person most involved in their physezak - a member of the care staff.

In the original survey interview with managersgfiof the six homes later used as
case studies in the second phase of the reseadbhtstd claimed to use the
keyworker role (apart from Home E - see Table 2Wwgland all six said they devised
care plans with residents. The subsequent resigkenviews revealed a lack of
understanding or limited experience on their padawe planning in some homes,
particularly in some of the independent sector rgrae might have been expected.

Table 7.2 summarizes the residents’ responses.
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Local Authority Private Voluntary
Home| Home | Home | Home | Home | Home
A B C D E F
Do you have a Yes 6 6 - 1 - 4
Keyworker?
No 0 0 0 3 6 0
Unsure/Don’t| O 0 7 2 0 2
Know
Do you have a Yes 2 2 0 3 2 0
Care Plan?
No 4 4 0 3 4 6
Unsure/Don’t| O 0 7 0 0 0
Know
(N interviewed (6) (6) (7) (6) (6) (6)

Table 7.2. 37 Residents' awareness of their keyaver&nd care plans in 6 Case Study

Homes

Some people used the residents’ postal questiant@anegister their desire to see

more of their keyworker or to complain that stafémed to have to work too hard. In

the local authority home interviews, it became ccteat users knew who their

keyworker was and that, on the whole, they apptedithem. In the first home, all

six interviewees spoke warmly of their keyworkessralividuals. Four of the six

residents spoke spontaneously about the relatipmshérms of keyworkers assisting

them with physical care - bathing or showering avegkly basis.
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‘Oh yes. She comes to see me and we have a baiythiAg we need we do it

through her’ ALAGM.

‘She comes to see me and we have a bath. Nobolgstitemselves alone here’

ALAGF.

One resident who had bilateral cateracts needed support than her keyworker felt

able to give her.

‘My keyworker reads letter for me but she’s notrkée write for me to my sister
as she has four residents. | can't see to reagier to eat my food. It's terrible. |
have a talking book but | don’t know how to operatayself. My keyworker is

too busy to show me how’ ALALF.

Others seemed content with the amount of contagthlad with their keyworker.

One person saw the keyworker acting in a liaisdewath senior staff.
‘Anything we need we do it through her’ ALA4F.
‘| quite like her and she does any jobs for me’ BIEA
‘She’s very nice — couldn’t be nicer. | can depencher’ ALA4F.

In the second local authority home, views aboutakers were far more mixed.

One resident said he did not have a keyworker.
‘No — just anybody. A waste of time. Not necessBiyA1M.

Only one person in that home mentioned the keywarkeerms of receiving
assistance with bathing. Three people appearbdu® little contact with their
keyworkers. One person ‘thought it was a good'ided another that ‘they’re a very

good help if you need it’. A third person resposhddy saying ‘I'm fit and well. I'm
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all right’, which seemed to imply that keyworkersene seen as only working with

people who were disabled or ill.

Although most residents in the local authority hgroeuld talk about their keyworker
knowingly, only one third of interviewees thoughéy had a care plan that had been
worked out with them. Several people said the gghfeare plan’ had no meaning for
them. One person remembered being asked quebtibiad not recall a care plan
being drawn up. One person remembered a plan beimgiructed but it had never

been reviewed.

‘| did [have a care plan] to start with. Now | leavery poor sight. | used to do a
lot of knitting. I've had cataract operations. gight is improving, hopefully. |

just sit and talk and make friends with them alLA4SF.

For some interviewees, the phrase ‘care plan’ wasptetely new, yet associated

with needing help with personal care, such as bgthi

‘I've never heard of the phrase [care plan]. I'ot aware of it. | don’t need help

with the bath or anything’ BLA6M

In the private sector homes there was greater tawgr about both keyworkers and
care plans. Nobody in Home C was aware of the kely@r system and, in Home D,

only half the residents interviewed thought sudystem might exist there.

‘Not really. | came in at a bad time a year aptrs. C. (deceased wife of the

owner) got ill and died. That knocked me’ NP3F.

‘I don’t remember that [care plan]’ WP4F.

One person thought that all staff acted as keywsrkin Home E, residents were
(quite correctly) definite that there were no keykars. In that home, a house

committee of volunteers provided recreational oppaties for residents that took
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place outside the home, and the committee waglasmeans of addressing and
remedying any complaints. Care plans were salmktcompleted only sometimes by
the depute or assistant manager, never by the mandgHome F, which had a well-
established keyworker system, two people intervéewere uncertain whether they

had keyworkers or not, which rather defeated theablin terms of their benefit.

In the voluntary sector homes, many interviewe&s@sor a definition of

‘keyworker’ before they could identify whether thkegd one or not.

‘Maybe | do. One of the care assistants makedfart & say good night’” WP3F.

Other residents were more definite about the aeiatiip.

‘Yes | do. Any complaints, she’ll sort things odtthink it's a good idea’. CV3F.

When asked about care plans, interviewees were nmzertain. Several people
remembered discussions with the owner or managadomssion about their likes,
dislikes and wishes about how they should be supddaut none of them appeared to
be aware that a personal care plan existed adtenvdocument. Nobody could recall

their care plan ever being reviewed with them @nded.

‘Nothing was written. They told you mealtimes ampacked my case for me,
which | prefer to do myself. For three days | &ad looked at the carpet and then |

hit on the knitting’ CV3M.

‘No care planning was done. | was told when | egapthat | would have to share’

CVG6F.

This may be readily understood in the case of peitdome C, where the care plan
was said by the manager to be verbal only. Ess understandable in the other
homes (particularly A, B and F) where the system,\aa far as the managers were

concerned, an important and established part adttgp@nization of care in the home.
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Devising, implementing and reviewing care plans wasajor part of the keyworker
role in the original RCA/BASW paper (1976). Thaitied definition of keyworker
offered to me by a number of residents as ‘the gafeor ‘key lady who helps me

bathe’, is understandable in the light of this ewice.

Conclusion

In this chapter, | have drawn on an analysis ofottigins and theory of the
development of the keyworker role and care plansas exemplars of professionally
defined ‘good practice’ to investigate their impkemation by staff in residential care
of senior citizens. The focus was in terms ofggthdosophical potential of

keyworking and care planning to enhance and indalide residents’ quality of life.

| argued that my analysis of the origins and thdmatyind the development of the
keyworker showed variation and confusion, reflectethe different ways that it had
been understood and implemented by staff and expsrd by residents in the homes
that | studied. | argue that this variation andfasion reflected the varied and
conflicting definitions of ‘good practice’ by pratwbners, which | discussed in
Chapter Four and in Chapter Six. | argued thav#m@ation and confusion around
definitions of keyworking and care planning | idéatl in the practice literature, was
reflected in the different patterns of implememtatand understanding of keyworking
and care planning between public sector and indbg@rsector, particularly private
homes in my study. This, | argue, reflected urkesband ongoing debates about the
definition of ‘good practice’ in residential caréargued that my finding that
keyworking and care planning had become incorpdrat® the routine process of
giving physical care rather than promoting indivatiquality of life was due to the
confused and debated definitions of ‘good praci@abng practitioners and staff

understandings of ageing as physical ‘dependencgtgued that other sector homes
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had understood and implemented the keyworker argptanning variously, in the
light of their definitions of ‘good practice’ and the objectives of residential care for
senior citizens. | argued that these varied d&dims of ‘good practice’ were reflected
in the understandings and experiences of keywoksiiscare plans reported by the

residents in my study.

In the six case study homes, most people in thoeeel - two local authority and one
voluntary - knew their keyworker and could namentember of the care staff. |
argued that for the most part, their understandimg)experience of the keyworker
role reflected what the staff time use survey leaaled, that it was primarily

associated with everyday physical assistance vathgmal care, particularly bathing.

| argued that the vagueness of residents abowxieeence of care plans and what
their purpose and function might be because itseasor staff who said they
compiled care plans ‘with’ residents. Senior stegfe not associated by residents
with their keyworker because they were not thegrethat assisted them with
personal care. The model of keyworking identifiethe study appeared to be the
‘mixture’ identified by Douglas and Payne (198M).that model, the head of home or
senior staff held the responsibility for care plansthe title ‘keyworker’ was vested
in care staff who functioned as the ‘key persoenidfied by Hopkins et al. (1984).
As a result of this splitting of the role, bothfstnd residents had a generally
undeveloped and unclear understanding of the tbé&ekeyworker was supposed to
undertake. SSI Inspection reports on local autyhoesidential homes for senior
citizens have described the staff in some homésther hazy’ about the concept of
key working (SSI 1995:15), so a lack of understagdimong residents of

keyworking and care plans in these homes is n@irisimg.
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In the earlier part of the chapter, | discussedotiigins and development of the
keyworker in residential settings as a means aflveyy boundary disputes between
residential and field social workers. | argue itesecondary purpose of improving
the quality of life of residents in residential edtomes remained largely undeveloped
because the staff emphasis of their role was angphysical care. | argue that, like
other elements of ‘good practice’, the overridingqrcupation with physical care has
resulted in the keyworker being defined in termsasponsibilities for giving physical
assistance to a specific group of residents. dterial as means of giving residents
the individual attention they wanted and enablimgnt to enjoy a satisfying quality of

life in a way of their choosing was not realised.

Care plans have not yet achieved their potentidlre@ve largely remained as records
of the physical care routines applied to individiesidents, few of whom, in my
study, were aware of their existence. | argueahabSlI inspection report of local
authority homes showed the influence of biomediwadiels of ageing on residential
care. The definition of ‘good practice’ in homesdhbeen narrowly interpreted by
staff in terms of giving physical care to peopleowirere seen as ‘dependent’ and
incapable of acting independently. Inspectors dbcare plans ‘relatively
undeveloped’ in homes. Homes frequently blamedldak of development on the
level of staff literacy (SSI 1995:14, see also @Gae et al. 1999:38). Residents’ files
were described by inspectors as more generallyagong ‘a hotchpotch of papers
relating to financial, legal and health mattersstbgr with extensive day to day
reports of the resident’s [physical] functionin@905:14). The involvement of the

resident in compiling care plans tended to be nmahim

| argue that although the keyworker role was recemuhed in a number of policy

documents and reports, it remained, like otheufestof ‘good practice’, poorly
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understood, under-theorised and under-used bygems/and practitioners and has
developed haphazardly as a result. It has ye¢ welmonstrated whether
implementing a keyworker system in residential hefioe senior citizens is
experienced as quality of life-enhancing and engbiior those who live there. My
research revealed keyworking as very much assaolcwath physical care. | argue
that the potential of keyworkers and care plarsnitance the quality of life of senior
citizens in residential care by promoting theirapdndence, choice, privacy and
fulfilment through activities remains largely unlisad. | argue that this is because
professional definitions of ‘good practice’ are fised and conflicting and because

staff hold the same ageist attitudes that exigvdiere.

Where homes implemented keyworking and care planptirese tended to be
incorporated into the process of physical carengivather than addressing the social
and emotional aspects of life which residents \a@luk is these aspects of life in
homes that were missing from residents’ lives ah@&lwthey raised during the
interviews and which Schneider (1997) also highkghn her study, as already
discussed. Residents expressed quiet resentmetiélyavere unable to persuade
staff to make time to pursue ordinary, recreati@uivities with them. Such
activities were seen as peripheral and expendaldeegulatory approach to care that
attached greatest importance to ensuring residsatfgty’ and meeting their physical
care needs. Ourtime data, provided by staff tiedras, clearly showed how little
working time was spent pursuing those activitieshwesidents that could enhance
their quality of life. This did not stop some veris making large claims about the

positive effect of keyworking on service usersebv(Mallinson, 1987; 1991).

On the basis of more recent work and the evidenesepted here, with an admittedly

small sample of service users, | argue that keyimgrlas it was implemented, was
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not necessarily an indicator of ‘good practicehomes for senior citizens. The
keyworker reinforced staff responsibility for a gpoof residents rather than being a
vehicle for negotiating individually with residertisw they wished to be supported in
the home. It is salutary that many of the peopfedrviewed associated a
relationship with a particular member of care stéth the receipt of physical care,
predominantly being given a bath. If the keyworiae is to become a means of
enhancing the quality of life of residents as itildodo, its primary purpose and
function needs to broaden and change. As pradtisdé® homes we visited, it had
become an organizational tool for staff that reioéal the ‘dependency’ rather than

enhanced the independence of the people with wheynworked.

Having investigated how the philosophical princgtd independence, choice and
privacy in ‘good practice’ were interpreted and lempented by staff in two core
activities with residents, | move on in Chaptertiitp compare the social care model
of ‘good practice’ with an alternative model ofickmtial care. This model, adopted
by a private home among the six case study horees;ed on defining ‘good
practice’ as a ‘personal service’ that was notlgalencerned with the physical care
aspects of residential life. In the next chaptargue that the ‘personal service’
definition of ‘good practice’, based on the conaefabhospitality on which this home
operated, had the potential to fulfil the profeasicdefinitions of ‘good practice’.
This home, by defining ‘good practice’ in the wémat it did, was able to give senior
citizens in residential care homes the independandeguality of life they were

seeking.
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Chapter Eight - Two Contrasting Approaches to ‘Good

Practice’

Introduction

Up to this point, the thesis has explored and aeal\ythe development of ‘good
practice’ in the statutory model of residentialegdocusing on its ability to promote
the quality of life of senior citizens as residentdave used three principles of
professional definitions of ‘good practice’- indeykence, choice and privacy — to
examine how it is experienced by senior citizenseaglents and how the

implementation of ‘good practice’ by staff affepi®motes residents’ quality of life.

In Chapter Seven | examined the philosophical &edretical intentions behind the
development of the keyworker role and the develagroécare plans. | argued that
they were often narrowly interpreted by staff imte of the core activity of physical
care-giving and are often poorly understood bydessis as a consequence. These
two examples illustrate how the policy philosopbyptomote quality of life in homes
through ‘good practice’ can become subverted wherptinciples are at variance
with a regulatory and risk-aversive approach thas greatest emphasis on senior

citizens’ ‘dependency’ and need for physical care.

In this chapter, | compare and discuss an alteratpproach to ‘good practice’
adopted by one private home in our case study saaf@ix homes. | subject this
home and its approach to similar analysis and coenpavith the ‘social care’
approach of the statutory model. | conclude thatapproach of this home, based on
the concept of ‘hospitality’, with its hotel backgmd, was more successful than

homes operating the ‘social care’ approach in awgethe core principles of ‘good
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practice’ to enhance the quality of life aspiratiaf its residents. | argue that this
success was due to the owners’ attitude to riskagy, residents as customers and

their focus on hospitality rather than care.

The social care approach

The social care approach adopted in public seesidential homes reflects their
statutory duty to provide a care home service, isting of ‘accommodation, together
with nursing, personal care or personal supporpé&sons’ who are vulnerable or in
need (Regulation of Care (Scotland) Act 2001)jndorporates policy guidance, local
procedures and the accumulated ‘practice wisdonmsgfection and residential care
staff. Local authority homes vary considerablgire and design. Some are adapted
former private houses, others have been purpodeabuiifferent times and reflect the
changing fashions and philosophies about desiramliterms of size, layout and
design that | have already discussed in previoaptelns. | have already
demonstrated that the persistent failure at pa@iy practice level to define the
objectives of residential care for senior citizéas resulted in uncertainties about
what ‘good practice’ should be. Residents are tgaidnat to expect of life in homes
and staff are left to carry out the unspecifieddestial task in the way they think best
(Clough 1981, PSSC 1977, Booth 1985, Atherton 1888arley 1990, Clough 1998,
Sutherland 1999). The conflicts care staff expemein providing care and support to
people whilst recognising their right to self-detération as fellow citizens have been
highlighted in a number of studies (Dixon 1991, 3879, Dartington, Miller and
Gwynne 1981, Goldberg and Connelly 1982, Youll BtaCourt Perring 1993,

McCormack 2001, Eales et al. 2001,Secker et al 2003

In the ‘social care’ approach to ‘good practic&fsassume responsibility for

residents’ welfare because they are seen as ner@fue to manage it for themselves
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(see Coleman et al. 1999, Peace et al. 1997).pBlyiag for residential care or, more
typically, being referred for care by professionaiselatives, senior citizens are
defined as ‘socially incompetent’ or incapable ehaining ‘independent’. Social
workers use assessments of peoples’ physical, meatdal and emotional ‘needs’ to
determine their eligibility and priority for thersgces available to meet those needs.
Thus is the person’s physical and social ‘depengamanstructed and their ‘need’ for
care confirmed (see Chapter Two, Walker 1982 anat D888 for a fuller discussion
of how ‘dependency’ is socially constructed). He@re rewarded for becoming and
remaining ‘dependent’ because this is the way tdgp (Browning 1999:123). As
the age of entry to residential homes rises, tleel her physical assistance obscures
the fact that most people have continued to makesides and exercise control over
their lives to a greater or lesser extent up taithe of their move. Most remain keen
and able to do so. This is particularly true wHereliness or loss of confidence

rather than physical or mental impairment have ltbermprime reasons for the move.

As | have already illustrated, the social care apph may assume total responsibility
for senior citizens in a number of ways when th@yey are ‘admitted’ or ‘put’ into a
home, such as assuming management of their finamzbtheir medication.

Although local authorities paid lip service to ihgortance of giving residents
privacy, their former local registration and inspec units varied greatly in the
percentage of single rooms (20%-100%) they expdubdeaes to provide (Day, Klein
and Redmayne 1996). Variations in registratiomuiregnents have now been
removed by the development of National Standardsefsidential care and nursing
homes. In England the Commission for Social Caspéction uses the National
Minimum Standards under the Care Standards Act.2@@ough new build,

extensions and first time registrations of homestmow provide all single rooms,
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pre-existing homes can continue to offer 80% oglsimooms or less. In Scotland,
independent inspections are conducted by the Skhdlmmmission for the Regulation
of Care (The Care Commission) under the Regulatid®are (Scotland) Act 2001.
The National Care Standards for Care Homes forr@eple have finally given
senior citizens the right to the privacy that tieant. By 2007, residents in all care
homes in Scotland will be able to have a singlerrdahey wish it (Scottish

Executive 2001:20). A couple wishing to share wédloffered two rooms.

As | have already discussed in Chapter Four, sslkessment is part of social work
assessment of need and is at the heart of soc&a(s2e Wenger 1997, Parsloe 1999,
Taylor 2004). Attitudes to safety and risk in desitial homes can restrict residents’
autonomy and quality of life (DoH/SSI 1989, Par&eal 2004). It has even been
suggested that residential care is primarily used esource to manage risk (Brearley
1990:97). Taylor (2004) found that professiongraaches to risk varied from risk
averse (particularly in home care services) to taging (in rehabilitative and hospital
discharge settings). In Chapter Four | discussedinaber of policy and practice
documents (Avebury 1984, DoH/SSI 1989, Avebury 138&sidential Forum 1996)
which were published around the time of my origireslearch studies. These
documents stressed the importance of allowing peloplesidential care to take risks.
These reports linked responsible risk-taking witthependence and pointed out that
excessive paternalism and concern with safety cleald to the infringement of
individual residents’ rights (Avebury 1984, Counaat Care 1992, Parker et al

2004).

The Centre for Policy on Ageing studied the at&si0f senior citizens to risk and
safety, interviewing people living in their own hes in sheltered housing and in

residential homes (Wynne-Harley 1991). Interviesvigequently expressed the view
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that ‘in the Third and Fourth Ages, they can afftordake risks’ (1991:29). The
report asserted that the right of senior citizenshioose to take informed risks was
indisputable. ‘When risk-taking was not informadconsidered, then the concern of
the community might be justified and efforts madedduce the risk but preserve the
lifestyle’ (p.29). Risk-taking involved balancitige freedom and safety of the
individual and the whole group (Brearley 1990). wéwer, because the social care
approach assumed that the overall responsibilitydsidents’ safety, security and
welfare lay with staff, there was a tendency tatéravoid risk rather than manage it

(see Residential Forum 1996).

Risk management at the level of the individual hdrag to be supported by external
managers. Even then staff might not be confidesit tesponsible risk-taking would
be supported in the event of an accident (see YmdlMcCourt-Perring 1993:207).
Crump identified a similarly based reluctance amouaggses to let senior citizens take
risks and suggested that there were greater rigks ihactivity than from activity
(quoted in Hockey and James 1993:49). Fears @rad\publicity, media distortion
and potential litigation combine to militate agaipslicies that encourage responsible
risk-taking. Although staff might pay lip servitethe core values of independence,
privacy, rights and choice for residents, the extenvhich residents were able to
exercise these rights depended on the staff assassiithe risk involved. Thus in
some homes in my research, staff checked on reasidegularly throughout the night,
assisted them routinely when bathing or showernrggpective of the resident’s
preferences, and restricted their freedom to snookake a drink, which | have

already discussed in Chapter Six (Hockey and Jd19@3:31).

Having discussed the social care approach to ‘goactice’ of the public sector, |

now want to consider the approach to ‘good practateen by the owners of the
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private case study home, who were former hotelietzgin with a discussion of the
philosophy and functioning of hotels, looking inrfaular at their management of

privacy and risk within a context of hospitality.

The purpose and function of hotels

The available social science literature on hoteteetime of our research studies
(Wood 1994) did not indicate any of the ambiguityuacertainty of purpose that |
have argued surrounded residential care. Hotels been characterised as public
organizations that offer an individualized senviceeturn for payment (Mars and
Nicod 1984). In complete contrast to the stigmiatjzpauper origins of residential
care homes, early hotels were modelled on eldrsttocratic lifestyles. Only people
from upper and middle class backgrounds originadgd hotels. Increasing affluence
has enabled people from a wide range of socialdrackds to use hotels. Like other
forms of institution, hotels could be seen (Woo84)%as agents of social control in
their attempts to maintain their exclusivity. Owene, hotels have changed the
services they offer to guests. For instance, saiice has increasingly replaced
personal service rituals, through the use of tecimevices such as buffets and
drinks machines. Sociological commentators haen lokvided on whether these
changes reflect a process of proletarianisatioleyRi984), domestication,
rationalisation of management or a desire to p@eidvironmental continuity
between home and hotel for guests (Wood 1994)hriieal devices can certainly

reduce staff costs and increase profitability.

The commodity that hotels of all kinds trade ifpsrsonal service’ (Wood 1994).
The stratification in the hotel industry only ses\te create ‘different expectations of
the extent and quality of [that] personal servig®bod 1994:70). Whether hotels

meet their customers’ expectations or not is aiat@etement of satisfaction. Elias
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(1983) described the way in which private and pusdicial behaviour had been and
still was constantly changing and being refinethas civilising process’.
Expectations of interpersonal relations betweerstguand between hotel managers
and guests changed towards greater self-contralising standards of shame and
embarrassment (Rojek 1985). This is reflectethénadccommodation provided by
hotels. The change from shared to en-suite bathsas one example of this trend.
In the thirteenth century sharing a bed with angjea was regarded as socially
acceptable. Contemporary hotel guests do not éxpée asked by the management
to share a bedroom, let alone a bed, with a comgleanger because it would be
‘indecorous’ to do so and therefore socially unatabkle (Wood 1994:72). Why
sharing a bedroom with a stranger became socialigaeptable for hotel guests long
ago but is still regarded as acceptable for sorelpdiving in residential care homes

| shall explore later in the chapter.

Other research has confirmed that managing priganybe a problem not just for
large tourist organisations like hotels. It isewveore problematic for bed and
breakfast establishments, where the boundariesslketyublic and private areas are
much less clearly defined and not necessarily sharenutually understood.
Landladies running bed and breakfast business&iinhomes have found managing
privacy especially difficult because expectatiorsyrdiffer between them and their
guests about which parts of the house are privatenich are available to guests

(Stringer 1981, Bouquet 1984).

Hotels act to control their clientele in two wafisstly by targeting potential
customers, and secondly by managing guests’ belnagime in residence (Wood
1994). When devising their service model, hotalgehused the mechanism of market

segmentation to make crude assumptions about viffextetit income and
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occupational groups want by way of accommodatioodf drink and entertainment.
The star ranking system of classification guideteptal customers towards the
model of hospitality they find attractive in terwisprice, facilities, implied dress

codes, food service rituals and the types of caisiffered (Wood 1994).

Hotels have acted on the assumption that the gueststomer is a self-determining
person who can do what he or she likes, and wilbecconsidered a nuisance to other
guests until proven otherwise (Atherton 1989:6@)part, this view of the guest
stems from the fact that he or she is paying ferphivilege. In many of the
residential care homes | studied, | argued, th@gdn of a senior citizen was entirely
different. The assumption was that the residerst med a self-determining person and
could not do what he or she liked because they werenger capable of self-
determination, having been assessed as ‘deperatehth need of ‘care’, they had
become the responsibility of staff. At the indivad hotel level, hospitality is
‘managed’ in order to maintain the decorum andgmyvthat underlie acceptable
social relations in public (Wood 1994). The normahventions of privacy in the
social care model of residential care were not aliywnderstood and applied
between residents and staff because the cultuoai@ put a premium on safety and
risk avoidance and the need to keep residents woutegillance (see Parker et al
2004). Guests expect hotels to treat theprasteindividuals. The challenge for
the hotel lies in meeting this expectation whilshtinuing to operate a generalised

business function teetsof individuals (Wood 1994).

Like other institutions, hotels have been saidaweehan external appearance and a
(different) internal reality known only to staff dpermanent guests (Hayner 1936).
The division between the public and private ardaslwtel preserves the

expectations of management and guests about tmedlnospitality being provided.
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When not using public areas, guests are expectesetoheir bedrooms which, along
with the staff quarters and the kitchens are ‘ba&ghons’ (Goffman 1959:112), where
guests and staff are protected from each otherssion through the mutually
understood convention of privacy. Although staff/d master keys, hotels enable
guests to safeguard their privacy and control actetheir rooms by providing keys
and printed signs to indicate when it is convenfenstaff to enter or when the guest

does not wish to be disturbed.

Modern hotel bedrooms are increasingly furnishieel diomestic bed-sits, providing
items such as sofas, easy chairs and coffee table®ll as tea and coffee-making
facilities, telephone, television, video and miakbé (Wood 1994). ‘Domesticating’
bedrooms in this way is said to encourage guesisédhem more during the day and
is part of the strategy to manage behaviour anditaiai harmony between strangers
(Wood 1994). This contrasts with the ‘good praetemphasis on encouraging a
spirit of communality in residential homes. Howewae growth in popularity of
self-catering accommodation may indicate customejstction of this trend towards
‘pseudo-domestication’ by hotels. Self-cateringyrba preferred because it imposes
fewer behavioural and social constraints on fami{ood 1994) and because it is
usually cheaper. A parallel could be drawn heté e greater popularity among
senior citizens of housing based models with carsoéutions to their need for
increased support rather than residential carer(ipgon and West 1984, see also
Fisk 1986, Clough 1998, Oldman and Quilgars 1998)oth self-catering
accommodation and sheltered housing, occupantsaraiuct their lives and behave
as they wish within a private rather than predomilygpublic context and control

over everyday life remains with them rather thanghovider of the accommodation.
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Having described the purpose and function of hdtetsv move on to consider how

far this way of operating is replicated in priva¢sidential care homes.

Private residential homes

Most private residential care homes, like smakigie hotels, are run by individuals,
families or couples rather than companies, althabghmarket share of the top ten
providers increased from six per cent to abouté&2cpnt of the total between 1993
and 2004 (Laing and Buisson 2004). Homes tene tawb as small businesses and
reflect many of their characteristics, being prea@mtly family run enterprises,
jointly owned and managed and having little caf{itsedase and Goffee 1980, Phillips

et al. 1988, Argyle et al. 2000:71).

The background of private homeowners has been stma gender-related. At the
time of my second study, women homeowners were iila@lky to have a nursing
background (Phillips 1992), whereas men tendedte Ismall business or self-
employment experience (Phillips 1992, Phillipsletl888). The incidence of owners
with a background in social work or social caredhto be much lower. It was not
unusual to find both nursing and business skills@gnpartners. The partner with the
nursing skills managed the day-to-day running eflibme, and the spouse or partner
with business experience taking responsibilitytfer upkeep of the building and the
financial aspects of the enterprise. Only a migayf private homeowners came into

the residential care business from a hotel backgtou

In some areas, particularly former coastal holidssprts, the same owners may have
changed the function of the property from that atiehto residential or nursing home
in response to changing leisure patterns and deapbgrtrends (Phillips et al. 1988).

Some large hotel chains also moved into the casebss, predominantly the nursing
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home sector, setting up subsidiary companies twodor his reinforces the

proposition that the two kinds of enterprise hasggegts in common.

Some private homes emphasised hotel aspects irbtioehures such as the desirable
location, architectural merits of the building, flaeilities and amenities provided and
the flexibility and range of choices available ésidents. Others emphasised a
‘homely’ and informal approach to care. Ownerdwatnursing background might
emphasise a medical model of care, highlightingapeutic and rehabilitative
elements of the service they provided. In areasrevthere was keen competition
between homes for residents, there was a neeéltoa glistinctive model of care or

to target a segment of the care market, such asrsatizens reliant on local authority

funding or those able to pay higher fees themselves

Relatives often play a key role in choosing a gav&sidential home for an older
person (Sinclair 1988, Phillips 1992, OFT 2005heY tend to place importance on
security, privacy, a home’s atmosphere and itstahd cater for individual tastes
(Phillips 1992,0FT 2005). Some of these featuresaaithe heart of the
‘individualized service’ offered by hotels. Whiksg¢nior citizens themselves share
most of these aspirations, they want more indepsredand consequently more risk
taking rather than the security sometimes emphagigeheir relatives (Phillips 1992,

Joseph Rowntree Foundation 2005).

The case study home

As | have already discussed in Chapter Five, onlbeoprivate homes visited in the
second phase of the national research project dBdaal. 1992) impressed us all as
gualitatively different from the other five homeg wisited. Each of us later

described this difference as being ‘more like a&httan an old people’s home’. |
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wondered whether some of this difference mighttbéatable to the hotel
background of the owners and | subsequently, agipamork for the thesis,
researched the sociological literature in orderrtderstand the conceptual framework

for hotel keeping.

The husband and wife couple who ran the privateleesial care home spent a great
deal of time there - between sixty and seventy ©iauveek - to ensure that the staff
were delivering the care service to residents ety they wished. It is not unusual
for owners of small, private homes to work suchglbiours to keep down staffing
costs. In this home, the owners were performitaggely managerial and supervisory
function (although the wife cooked at weekends) said they did not find the long

hours a problem.

The residential care home was a large, detachedstiwey Victorian house with a
modern, single storey extension, standing in ite grwounds in a quiet residential area
near the centre of a small seaside town. The heaseattractively furnished and had
a spacious hall, sitting room, television loungmservatory and dining room. Each
of the eighteen bedrooms had en-suite bath or sho&kevision and tea-making
facilities. Previous owners had installed a jacw#ach was said to be very popular
with residents, although none of them mentionénw the interviews. A resident-
operable chair-lift provided access to the uppmwrfbf the house for residents unable

to climb the broad, sweeping staircase.

Each resident had their own room, apart from aiethgouple who shared.
Residents varied in their levels of physical andtakdisability. A number used
walking frames, one resident was bedbound ancedisyy the community nurse twice
a week. Three people had dementia. The homel®agip to its residents resembled

the personal service orientation of hotels. Thegie a sense that residents expected

280



to be and were treated by the owners as adultasnalividuals. There was no
obvious emphasis on ‘the resident group’ or ang gt the home functioned as the

surrogate community identified by Davies and Knaplocal authority homes (1981).

The residents appeared to have retained a consildergasure of independence,
control and privacy in their lives. We sent indival residents a brief postal
guestionnaire about aspects of their care and sidesbequent individual interviews to
find out how far our impressions of the home asaeshers matched their experience
as residents. | have already discussed the tagisessed in the questionnaire in
Chapter Five, which previous research had idedtéig important to people in
residential care. All the residents who resportdetie survey replied affirmatively

to the questions.

The questionnaire also invited residents to idgntg to three aspects of home life
that they particularly liked, disliked or would Wiso change. Most people appeared
to find it easier to say what they liked about lleene rather than what they disliked
or wanted to change. People identified many aspEdhe home that pleased them,
particularly the atmosphere, the relationships ketwthe staff and residents, physical

aspects of the home and the services it provided.

‘The beautiful, spacious well-kept garden (back ftndt); knowing that help is at
hand whenever needed; being able to have my ddgmet— a very dear pet, who

died a few months ago, aged nearly 15’. WP7F.

‘The loving care of owners and staff; visitorsrgepffered tea or coffee; having

one’s own toilet, wash hand basin and shower and\WR5F.

The care provided by the caring staff both daymigtit. The free and easy

atmosphere with residents and care staff. WP3M.

281



‘A. and C. are very good; the staff are excellgntyacy and freedom, comfort

and cleanliness’. WP2F.
‘Cleanliness; Friendship; Homliness (sic).WP1F.

‘Nice residents, easy to get on with; the stadf\ary pleasant; breakfast in bed'.

WPIF.

Three people mentioned aspects they disliked abeutome, including one person

who mentioned its relatively high costs.
‘The home is expensive’. WP11F.

One resident held very different views about tredfrom most of the other

respondents, highlighting the different expectatipeople have of residential care:

‘The penny pinching with regard to food; the whyg staff are treated; when

profit comes before comfort’. WP3M.

Residents wanted to make changes in the home bywimg the food and
arrangements for dealing with soiled laundry. Takp wanted greater

accountability from the owner of his handling ofickents’ financial affairs.

‘Two of the residents here smoke and as they arguite bright their cigarettes
are supplied to them by the owner, both are lightlser and use approx two
packets per week. They never recieve (sic)’ ommp®f pocket money which
should be about £8 left after the cigarette ard fmai (wher (sic) is it going).

WP3M.

One person was critical of staff and three peopleised both the quality and
guantity of the food and found the heating inadégaatimes. Most positive

comments were made about the owners, the caretsimervices and the
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atmosphere in the home. This was the highest Ehehdorsement from residents in
the six homes. All twelve residents in the caseyghome who returned
guestionnaires responded positively to six of tine iquestions about life there.
Although residents of this home were largely pesitbout it, they nevertheless saw

it as qualitatively different from their own home.

‘It's important to be tolerant and not expect ito® exactly like one’s own home’.

WPA4F.

‘It's not like home. The surroundings are pretfyhey try to make you feel at

home’. WP6F.
‘It's not home’. WP1M.

These spontaneous statements from residents shovdéspite high levels of
satisfaction with the residential care home, it wasand could not ever feel like their
own home. What the owners did was try to make ttesidents feel ‘at home’ which
is different. Policy guidance to public sector lemmvith its emphasis on
‘domesticity’ and the Group Living model of cardready discussed in Chapter Four,
was predicated on residents living in ‘pseudo-fghgtoups proved unpopular with
residents and staff alike. The private sector hdidenot pretend or try to be a
domestic home. It modelled its care on an instinal form in which its owners had
expertise, that of the hotel, with the owners actn hosts rather than in a

paternalistic or parenting role towards residents.

In the subsequent individual interviews, two ingtireg differences with public sector
resident interviews emerged. Firstly, the privadene residents expressed particular
appreciation of the owners’ flexibility and attemtito them as individuals, giving

numerous examples. These included providing veigetaneals made from home
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grown vegetables for one resident; and acceptinghen resident’s grand piano,
which enabled her to continue giving music lessddgblic sector residents were
appreciative of staff in general rather than comimgrabout the quality of their
relationship as individuals with the homes’ manage®econdly, the case study home
residents responded confidently to questions alfrewvay dissatisfactions or

complaints were handled.
‘A. said to complain directly to him, not sit angclss it in the lounge'.
‘I complain to Mr. S. He takes action immediately’
‘They are always attended to, Mrs. S. particularly’

This readiness of the owners to address residdissatisfactions gave them three
important messages. Firstly, that the owners neéised that there would be elements
of home life which would displease individual remntls from time to time; secondly,
that residents had a right to voice their comp$aand thirdly, that complaints would
be responded to. Half the residents interviewatirhade a complaint at some time
and declared themselves satisfied with the owmesgonse. It was interesting that
residents who expressed dissatisfactions withatle of financial accountability in
the questionnaires apparently had not complainédet@owners. This contrasted with
the public sector homes residents’ awareness oftb@e about making a complaint
but their general lack of experience of actuallindcsso, despite expressing some
dissatisfactions with aspects of their care duth@ginterviews. Research by the
Office of Fair Trading (2005) found that more tlequarter of care home residents
interviewed had been dissatisfied in the past. fdthehad gone on to make a
complaint and eight per cent decided not to (p).118 Scotland, 1,285 complaints

were made to the Care Commission in 2003-4 abaats=vices (Care Commission
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2004:14). Two thirds (64%) of these complaintsstiyomade by family and friends
rather than residents, were about care homes.hiffhest number of complaints was
about the services being provided and the behawbstaff providing care (Care
Commission 2004:14). In their survey of care hgrties Care Commission found
that over one third of residents did not know alibatprocedure for making

complaints (p. 23).

Relatives of residents in the six homes in our sésiudy were also asked to
complete a brief postal questionnaire on aspedtwie quality. They showed
similarly high levels of satisfaction with the cagady home. All relatives enjoyed
privacy on visits and knew where to address comfdaiThe vast majority of those
who responded did not want any changes to the h&hpdme was run. This was the
strongest expression of relatives’ satisfactiomssthe six homes. Again the largest
number of positive comments from relatives wereualboe owners and the staff
(more than in the other five homes) and the atmergpim the home. The
guestionnaire responses from residents and redasieported the home’s high scores

in the survey phase of the research and our impresduring the field visits.

Aspects of the personal service approach

| now want to examine how the private home’s apginda the care of its residents
differed from the social care approach in certan &spects of ‘good practice’;
notably in the home’s attitude to residents’ indegence, freedom of choice and
privacy, and its management of risk. | have alyeadued throughout the thesis that
the social care approach has been based on a inedidal of ageing as disease and
dependency. Resident independence has tendeelfotfegerto be interpreted narrowly
by staff in some homes in terms of maximizing fuoal ability to perform daily

living activities, an interpretation shared by somgearchers (Sinclair 1988:269,
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Coleman et al. 1999). As | have already arguddhapter Six, the extent of choice
and privacy available to residents may be subgestdff judgements about the level

of ‘dependency’ and associated risk (see Fine daddsining 2005).

Managing risk is part of the process of hotel kegpln the ‘personal service’
approach, the relationship between the case st land the residents was more
like that of hotel manager and guest. The residasta ‘customer’ buying an
individualized service who expected to be treatedraadult and as a private
individual. The personal service approach strovaatch the residential care product
it was offering with the expectations of its custys) the residents. In the social care
approach the expectations of residents about heywtlould be treated was
irrelevant, since they were not seen as customeeshad to be satisfied. As
‘dependent’ individuals the regime to meet thegessed ‘needs’ was determined by

staff (see Sinclair 1988:267, DoH/SSI 1989:13, ARAG6:24).

As | have discussed earlier, senior citizens hdeatified the anticipated loss of
independence and lack of privacy as reasons farrélactance to contemplate
residential care (Salvage et al. 1989, Sinclaif8198SCl 2004). | have also argued
that their understanding of the meaning of independ is broader than the narrow,
functional one often applied in the social care etod he private home did not
operate from a therapeutic or ‘needs’ basis bumfiieat of ‘hospitality’, offering a
‘personal service’ which allowed individual resit® o choose the help they wished
in managing their daily lives. As a result, thalify of their lives was more under
their control than for people receiving the socele approach, which focused on a
‘dependency’ model of ageing necessitating physiae¢ and which resulted, | argue,

in reduced quality of life.
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Privacy and choice

According to Goffman, an ‘individual’'s sense ofyaty, control and self-respect is
tied to the control he (sic) exerts over his fixeditories’ (Goffman 1971:338). This
is why the provision of private accommodation fesidents, and staff who respect
residents’ right to privacy are key componentsaddyquality care (Harris, 1977,
DoH/SSI 1989, CSCI 2004). If privacy is affordedthem, people are able to
exercise choice over what they do without encromgbn other residents. They are
able to safeguard their dignity because intimagesgnal activities such as bathing or
assistance with toileting remain private activiga®l people are better able to

preserve their sense of self-respect and sociapetence among fellow residents.

The case study home provided residents with indalidockable bedrooms, all with
en-suite facilities; it was the only home in theabffering such a high level of
amenity when it had opened three years previoaslgyel still comparatively rare in
residential care homes. The postal questionnaitealsked residents about their
freedom to use and secure their privacy withinrthedrooms. All twelve
respondents replied positively to these questi@B.visits took place in the person’s
own room and a member of staff was present onheifresident wished. The home
accorded residents their privacy by providing theith private accommodation and
by applying the normal social conventions of privdetween strangers, as hotels do,
and by transmitting these conventions to the dafé sResidents in turn respected
the staff's right to privacy by not going into tkiichen. The owners discussed with
each resident on moving into the home, what hedy thquired. Residents were
asked whether they wished to be helped with batantywhether they wanted to
have breakfast in bed. This discussion was this baswhich individualised care was

provided.
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The social care approach did not adhere to the alagatial conventions of privacy
between strangers in public places because thesemtions differed from the
conventions about privacy in two settings thatiéd unsuccessfully to combine in
residential care homes. These were the hospitalgewhere patients temporarily
forego their normal, conventional expectationsadily privacy before strangers in
pursuit of treatment and cure, and the domesticehavhich is quintessentially
private. Family members are not strangers andaapens of privacy are governed
by norms and taboos of behaviour between kin treairaividually determined. The
attitudes of staff implementing the social carerapph to privacy were therefore
governed by a social construction of the residsripatient’, ‘family member’, even
‘child’, (see Hockey and James 1993, Clough 1998)any of these roles the
conventional right to privacy that operates betwseangers may not apply. The
prime function of the residential home was ‘to ¢aieat is to take responsibility for
or take charge of people deemed unable to catbédonselves, an ideology of caring
which Morris has said underpins practice in botaltteand social services (Morris
1993). Normal social conventions surrounding pryvare therefore seen as
inappropriate or impractical at best or dangerdwsoast, since residents need to be
under staff surveillance if their safety is to ladegiuarded. This highlights a gap
between the rhetoric of policy and practice docus)emhich place great emphasis on
resident privacy and choice, and the reality oédarmpractice where they may be

subordinate to the preoccupation with avoiding.risk

Independence and the management of risk

Acknowledging residents’ independence or autonamglved staff in homes giving
up some of their power and control, thereby incigran element of calculated risk

(DoH/SSI 1989, Adams 1996). This was not somethtaff in local authority homes
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found easy to do because they saw their primargtiom as to give physical care,
which might be incompatible with allowing residetagake risks and possibly come

to some harm by doing so.

In the case study home, the residents’ right to thdependence seemed to be taken
for granted by the owners. Residents were, alteree agents and could
theoretically leave at any time and move elsewligrey became dissatisfied. This
right to be independent extended to residents engag some potentially risky
activities if they chose. For instance, the home ho rules about smoking.
Residents were free to smoke when and where th&yedj including in their
bedrooms. As | have already discussed in ChaptetHss attitude to smoking was
completely contrary to that shown in most residdritomes, where staff might try to
enforce a ban on smoking altogether or severetyiceg. The owners appeared to
respect what Wood calls ‘the bourgeois notion efgbvereignty of the self’ (Wood
1994 p.74). The owners knew which of their residesmoked. They included one
very heavy smoker who had epilepsy, which conglit@n even greater potential risk.
The owners described how they had assessed thiniggkerson’s smoking habits
involved and taken a number of precautions to mgent with the help of the local
fire officer. Safety was promoted through fire doand by installing smoke alarms
in every room and by dividing the house into a nantif zones and assembly points.
Waste paper bins in smokers’ bedrooms were nad,liag an additional precaution.
The owners calculated the potential risks involediving residents that degree of
autonomy and because they were in the home malse dime, they were able to

manage, monitor and carry that risk themselves.

Hotels cannot prevent guests smoking in the privddieir bedrooms and must

manage the risk of fire, relying on technical mensiinimise it. The private home
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owners adopted a similar approach, whereas lo¢hbaty homes sought to minimise
the risk by restricting smoking to one area oftibene or by keeping residents’
smoking materials for them, dispensing cigarettasaches on request. Smoking in
bedrooms was and is usually forbidden. Howevemwamterviews with residents
and managers demonstrated, such an authoritanmpagh is not necessarily less
risky because some residents secretly continubcettk the rules. The social care
approach was more controlling and paternalistioglitey to focus on the health and
safety of the resident group as a whole rather ¢timatihe independence of the

individual (Parker et al. 2004, de Waele and vand{2005).

The private home used technical means to managbeanuotentially risky activity,
namely that of bathing. All bedrooms had en-sfatglities, reinforcing the
possibility of the initiative and control over bath or showering remaining with the
resident. Residents decided when they wishecktoddath and help from staff was
available for those who wished it, but it was ramitmely imposed. Residents who
bathed or showered without assistance were therefae to safeguard their dignity
and their privacy when performing these intimatespeal care activities. Hotels are
preoccupied with maintaining a state of normalitg avith respecting guests’ right to
their privacy. For the private home residents whose to bathe without help,
technical means were again used to enable privadyranimise the risks involved.
Each bathroom was equipped with grab rails, seat$all cords so that the resident

could summon help if needed.

Although most local authority homes usually had iitytaids and alarm
mechanisms in bathrooms, these did not appearrtimise risk sufficiently for staff
to feel able to let residents be the judge of wéethey could bathe safely without

help. Moreover, staff had made a ‘professionadeasment of the individual's need
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for assistance with which the resident may havieuigdble to disagree. A tendency
towards risk avoidance rather than risk managemgnbutinely assisting all
residents to some degree can undermine their indepee, privacy and dignity.
Such attitudes reflected staff and a wider socle¢téf that, by being ‘in care’ a
senior citizen was a ‘less-than-whole-person’ (Dgton et al. 1981:126.). They are
seen as no longer able to cope and incapable ahgaalistic judgements about
their competence to manage personal care actiutisgpervised (Residential Forum

1996, Coleman et al, 1999, Clough 1998).

Miller and Gwynne (1972) found aids and equipméat might reduce disability
were ‘few and far between’ (Dartington et al. 1928) in homes in their study
governed by the less-than-whole-person constidoimes where there was greater
emphasis on trained staff providing physical careduess equipment in the caring

process and staff held negative attitudes towards i

Hockey and James (1993) discussed how the sogeddlem’ of attempting to
reconcile the perceived contradictions of adulthand ‘dependency’ is managed. In
residential homes, the process of infantilizat®nsed in the care of senior citizens.
Hockey and James (1993:3) used the concept ofopkood’ as embodying
autonomy, self-determination, choice and full adiglhts of citizenship in Western
society. They stated that adults who are physiaaihble to care for themselves, are
liable to be treated as children, and be denidthoe their status as persons removed
by those who have some degree of power or conterl them. Such denial of
‘personhood’ by care staff was how ‘very elderlpple may find their freedom to
choose for themselves progressively whittled awathb care they receive and
experience a deepening sense of lost status ampeas a result (Hockey and James

1993:49). Laing (1960) suggested that in ordir@mgumstances ‘an individual
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experiences his (sic) own being as differentiatechfthe rest of the world so clearly
that his identity and autonomy are never in quas(ibaing 1960:41). Senior citizens
who move into a home may lose that ‘firm core afodogical security’ (Laing
1960:42) because their social world no longer afganiliar to them. Their social
redefinition by others as ‘incompetent’ may underentiheir basic existential

parameters of self and social identity (Giddens4).98

The ‘personal service’ approach in the case stuayehoffered residents choices
about their everyday lives within a range set lgyltbme that largely matched their
expectations. Thus market segmentation and agiiyef approaches to care can
enable a closer fit between the kind of care reggléand their relatives) are seeking
and that which homes are able or willing to pro\i#ales et al. 2001). In the
‘personal service’ approach the ‘expert’ about segal wants is ostensibly the
resident, so long as they and the owner/manager $stzared expectations about what
the home can offer. Homes which operate the soai@ approach may put less
emphasis on the importance of residents’ wantxpe&ations, since it is staff
expertise that defines what constitutes residevtffare and influences the overall

approach to care.

The statutory model of ‘good practice’ expects henmeall sectors to enable residents
to enjoy privacy, dignity, independence, choice fiiment in residential care and

for their rights as adult citizens to be safegudrd€he approach to caring is supposed
to derive from these values. However, as Dixomath in the social care approach
the values themselves may be variously interpreyestaff (Dixon 1991). The

central concern of the ‘personal service’ appraa¢h manage the hospitality it is
providing for residents successfully. This is venyilar to the role given to the home

manager in the Methodist model of care studied elaker (2000), where the
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emphasis is on ‘maintaining an atmosphere of conftgrthe individual and mutual
respect between residents and staff’ (p.31). eémitivate home, hospitality is
managed by ensuring that guests’ privacy, indepeejalignity and freedom of
choice are maintained within mutually acceptablerataries. These are normal,
taken-for-granted elements of hospitality in hatélfie core values of ‘good practice’
associated with the statutory model of care areeraéim to the philosophical concept
of hospitality by which hotels operate than witlspibal, domestic or familial models

of care.

Conclusion

In this chapter | have compared two approachegdod practice’ in residential care,
principally in terms of their success in enabliegidents to retain their independence
and how they manage any associated risk. | hapeedrthat the ‘personal service’
approach to ‘good practice’ adopted in the privaiee derived from the owners’
previous experience of providing a personal residkservice based on the concept
of hospitality used in hotels and the way in whiehdefined the objectives of
residential care. This approach appeared to be swarcessful in realising the core
‘good practice’ values of independence, choicejgmy, and dignity for residents than

the social care approach adopted in the local atyHmomes | studied.

| argue that four main factors account for thigsthy, the right of residents to their
autonomy and independence was not contested lowthers or by care staff. Risks
were calculated and managed using technical meamsrrthan by controlling
residents through the imposition of unrealistiesudnd sanctions. Secondly,
residents were able to maintain control over tlnss because they and the staff had
a shared understanding of and respect for the n@ouo&@l conventions of privacy

between strangers which applied to both resideatshs and staff quarters. The
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provision of television and tea-making facilitiesiedrooms encouraged residents to
use them during the day as bed-sitting rooms rdttaar solely for sleeping at night.
Residents could therefore choose to spend timeeicd mpany of other residents or
enjoy the privacy and solitude of their room and Bamewhere to entertain visitors
in private. Thirdly, residents were primarily resyled to by the home owners as
socially competent adult guests or customers whe warchasing (or contributing to
the charges for) a service, rather than as fraiharable people, identified as needing
to be cared for and protected like children. Tomé responded to its residents who
had dementia with the same respect for the adeift shown to other residents, rather
than treating them as children. Fourthly, becahsdhome owners had a background
as hoteliers rather than in the caring professithese was no threat to their
professional image or their ‘caring’ role in allowgiresidents rather than themselves
to be the ‘experts’ about their needs and wishe=,césing greater control over their
lives. The owners’ expertise was as hosts progidimodel of hospitality that
included assistance with care as part of the oveeasonal service rather than being
the central function of the enterprise, as it ipuiblic sector homes. As | have
already discussed in the previous chapter, stgftiblic sector residential care have
low morale and self-esteem and most are untraifiéeir sense of self-worth and
value as workers is tied to their function as ‘csiréor people who are ‘dependent’ on
them. Encouraging residents to remain autonomodsBowing them to exercise
choice about their daily lives undermines the staind power of staff and the stated

function and rationale of the home, which is tovmte physical care.

The ‘good practice’ emphasis on independence, ehamid privacy as core values in
homes conflicted with the staff's definition of theole, which was to give physical

care to ‘dependent’ people and their overridingdreminimise or avoid risks by
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keeping residents under surveillance. The soeia approach in public sector homes
denies these rights to residents if they do notrobtheir own money, have to share
bedrooms, cannot lock their rooms or have to sutorassistance with bathing. Such
arrangements resemble a hospital or custodial nafdere rather than the normal
cultural expectations surrounding the right to @cly among strangers that apply in
hotels and applied in the home operating the ‘pekservice’ approach. The
uncertainty and ambivalence surrounding the olyjestof residential care homes and
the confused and disputed definitions of ‘good ficat led to a lack of shared
expectations and understandings between staffesidents about what conventions

of social behaviour should apply.

| argue that there is some evidence from this sas#y to suggest that the residential
service model of ‘hospitality’ adopted by hotels ¢ee successfully applied to other
residential care settings. Hospitality respecgsripht of guests to their privacy and
autonomy, and uses technical means for managikgvith positive outcomes for the
quality of residents’ lives. Major studies of camdocal authority homes concluded
that it did not yet provide senior citizens withemvironment in which they could
‘maintain a level of control supported by the rigiprivacy, continuity and security’
(Willcocks et al. 1987:138, Peace et al. 1997)ndepts such as privacy, respect and
choice have previously tended to be regarded a#gges rather than rights (Booth
1985). These ageist attitudes have not been cdngeodes of practice, quality of
care guidelines or service standards (Oldman anig&s 1999). | argue that this is
because they were drawn up by ‘acknowledged priofesisexperts’ and judgements
about their outcomes for residents made by anc#tenf experts (see also Peace et al.
1997:106) rather than by senior citizens themseNrather, | would argue, it is the

ideology of ‘care’ itself as the focus for residahtare that impedes change (see
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Sutherland 1999:81). A focus on the hospitalitydedmf hotels rather than care may
be a way to enable senior citizens to maintairr theult status while receiving the

support they need to enjoy quality of life.
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Chapter Nine - Conclusion

In this thesis | have examined the concept of ‘gpiattice’ in residential care homes
for senior citizens. In the study on which thiedis is built, | considered how ‘good
practice’ has been defined in policy and practiezdture, how it is implemented in
care homes and experienced by residents in termeipfquality of life. My reason
for using these three dimensions of ‘good practicehy study was because | wanted
to understand the policy rationale: how it had dtgved and changed over time, how
the ideas and ideals enunciated in policy are whoed and implemented in care
homes and particularly how ‘good practice’ is expaced by senior citizens as
residents. It seemed to me that one could clapeds of residential care as
demonstrably ‘good practice’ only if their effecagvperceived to be good by
residents, a test that had not previously beeneppl used the concepts of
independence, choice and privacy to investigatertb@nings of ‘good practice’
since, as | showed in Chapter Six, these are aspétfe that senior citizens place
great store by. They have also been given proroeénpolicy and practice literature
as principles by which services and professionatloot in providing services to

senior citizens should be judged.

In my analysis of the meanings of ‘good practit@rgued that exploration of ideas
about ‘good practice’ in residential care has tawbéerstood within the wider social
context of ideas, attitudes and policies towardsrag | argued that these attitudes
are discriminatory and ageist. Ageism is expregsadcial policy in terms of
ambivalence and minimalism. In Chapter Two, | adjuollowing Townsend

(1981), that much of the ‘dependency’ that is tgflicassociated with ageing and the

‘need’ for residential care is socially constructétbwever, Townsend failed to
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include in his argument the key part played by stgattitudes, policies and practices
within the Health Service, particularly in hosp#tah marginalizing and structuring
the ‘dependency’ of senior citizens. | have argue@hapter Two, that there are
structural influences in terms of ideas around @ypeactice’ in residential care.
These are policies concerning the level of theegtahsion and income maintenance,
the neglect of disability in later life and theitatles and policies of the NHS and
social services towards senior citizens who tifeattas ‘dependent’ and in need of

‘care’.

Senior citizens have been equally consistent im gtBtudes to residential care,

which is largely to resist it by maintaining theidependent status in their own
homes, often with help from their families. A miitg of people who find themselves
becoming markedly less able and who wish to avatting undue physical strain on
their relatives and emotional strain on the quaityheir family relationships, apply

for residential care as the means of getting thestace they need. For these people,
residential care could be said to be a ‘positivei@#i, as | discuss in Chapter Six.

This is a group of senior citizens that researchdfeen tended to ignore or overlook.

Other senior citizens place great value on retgittueir independence in later life and
strive to do so in a number of ways, not leassoime cases, by refraining from
making demands for assistance, whether financial tarms of services, from the
State. | gave evidence of this in Chapter Twazoime and services which senior
citizens cannot obtain as of right, rather thaplwing their lack of resources via the
hated process of means-testing, tend to be avoiSette nearly half of all senior
citizens are reliant on the state pension for timeiome, this expression of
‘independence’ by not claiming additional, mearstgd benefits results in very

considerable sums of money going unclaimed andngonverished existence for a not
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inconsiderable minority of senior citizens. Poygtthave argued in Chapter Two, is
still a major factor, as well as disability, in dahining whether senior citizens can
maintain their independence or find themselvesdgassessed as needing residential

care.

Definitions of ‘good practice’

Policymakers

My exploration of how ‘good practice’ has been @defined in policy terms in
relation to residential care for senior citizensyad out to be more complicated than |
had expected. | concluded that, going back evéhemineteenth century, the
underlying basis of ‘good practice’ in social padie towards senior citizens and
residential care has remained remarkably consjslespite challenges and
modifications over time. These policies have keeencourage independence from
the State, to expect families to provide care appsrt, with the statutory provision
of residential care as the ‘last resort’ for theamminority of senior citizens unable to
maintain their physical independence and lackimgilfasupport. | argued in Chapter
Four that despite changes and modifications, theseies continue to have a very
strong underlying influence on senior citizensitattes and on policy towards senior

citizens and the provision of residential care.

My review of social policies towards senior citiseshowed that definitions of ‘good
practice’ in policy are often contradictory, advbieg the promotion of senior
citizens’ independence within a model of ageind theracterizes it as a state of
physical ‘dependency’. Thus ‘good practice’ inipplterms, | argued in Chapter
Three, is to provide residential care only for deaphose lack of resources and
assessed level of ‘need’ for ‘care’ is such that ihthe most cost-effective solution

to meeting those needs as far as the State isrc@uce
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Policymakers define ‘good practice’ in legislatteems to establish what services
residential care homes should provide and for wh@wer time, | argued in Chapter
Four, the legal definitions of the services to bevgled by residential care have
expanded. These have moved from an initial emplmaspeople needing ‘care and
attention’ that they were unable to get elsewher@roviding ‘board and personal
care’ to people who needed ‘personal care’ andt neaently, to include people

needing ‘nursing care’ also, reflecting more reah@nges in health service policy.

Ageist attitudes and policies towards senior aitezeithin the health service have,
even since the development of hospital-based nredrie-welfare state, had a
marked influence on policies and practice in restidé care. As | argued in Chapter
Four, residential care homes, together with nurbimges, have increasingly been
expected to provide care previously available ftbenhealth service. What was
formerly designated as ‘health care’ has been sggdated as ‘social care’ and
subject to a means test rather than being fret &b e point of use. For senior
citizens unable to fund their care, the cost hdsetborne by local authorities rather

than central government.

In the early days of the NHS, as | pointed out ihafter Three, policymakers
emphasised the much lower cost of local authoesydential care for senior citizens
compared with the high cost of hospital beds andeated greatly increased
expansion of residential care homes. Within theSiNthe policy response to
increases in the elderly population, has beenasedbeds rather than expand their
availability. As | discussed in Chapter Two, adokels as well as specialist geriatric
long-stay beds have been withdrawn, causing dowshwagssure on the remaining
provision. Convalescence is no longer availablhéNHS and rehabilitation is

restricted. The withdrawal of these services lasqularly affected senior citizens
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with chronic conditions or recovering from majaauma, whose recovery may take
longer. As | pointed out in Chapter Two, ‘goodgtiee’ in NHS policymaking as far
as senior citizens are concerned is to shortenldrggth of stay in hospital and to
prevent ‘unnecessary’ hospitalisation in the fptsice. Pressure to avoid so-called
‘delayed discharges’ of senior citizens from haatare may result in an admission
to residential care that is unwanted and in thgdorterm, may prove to have been
unnecessary. Such health policies towards seitiberts impede rather than promote
opportunities for them to exercise choice or infice decisions about their long term

care and support.

Residential care is regarded as a scarce and expeasource to be used sparingly.
It is therefore important to be as precise as péesssivithout cramping policymakers’
options, in defining the group, or groups, of pediplr whom such a service is to be
provided. Residential care is for people who Haeeds’. ‘Need’, variously defined,
as | showed in Chapter Three, has remained theumieng criterion for establishing
eligibility for residential care. The causal fact®ehind the ‘need’ for personal care
or nursing care might be age, disability, mentakss, learning disability or drug or

alcohol misuse. The role of poverty has been witptather than explicit as a causal

factor for ‘needing’ residential care.

Policies towards senior citizens have varied inrtephasis on whether senior
citizens should be given the ‘care’ they are agskas needing in a residential or
‘community’ setting, depending on whichever wasutlat to represent the lowest
cost to the ‘public pound’ at the time. Howevent imfrequently, central government
policies have provided, intentionally or otherwigdat have been termed ‘perverse
incentives’ to local authorities to offer residahtiather than community care, as |

discussed in Chapter Two. Local authorities caddess additional sources of
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finance for residential care, whether from ceng@ternment or from senior citizens
themselves, that were not available for servicesiged to people living in the
‘community’. The tendency has been to promotegadarthe community’, where
policy expectations of the family as the prime seunsf support and care can be
realised and costs to the State minimized. Ircgdérms, ‘good practice’ in the
provision of ‘care’ for senior citizens has morelanore emphasised that they should
be supported to remain at home, ‘in the commuiityas ‘long as possible’, a policy

that generally accords with public sentiment ardwish of most senior citizens.

Despite this renewed policy emphasis on suppodérgor citizens to remain at

home, admissions to residential and nursing horaes,until the last few years,
continued to increase. ‘Good practice’ in poli@stbeen redefined to mean that there
should be reductions in admissions to residensied.c These reductions have been
achieved but have not, the Social Services Inspatetdound, been substituted for by
corresponding increases in domiciliary care sesv(@ainbridge and Ricketts
2003:32). The conclusion to be drawn from thigiker that some senior citizens
were being admitted unnecessarily to residentiad oathat they are once again being
forced to rely on their families for support andecat home. Thus ‘good practice’ in
policy towards senior citizens, whose numbers cyadocuments constantly remind
us, are continuing to increase, appears to bediacesboth residential and domiciliary

services to senior citizens by raising the critefialigibility.

Over the last decade or so, with the ‘marketisabdsocial services, policymakers
have stressed as ‘good practice’ the importantesafing people who use social
services as ‘consumers’ or ‘customers’. Peopleilshioe involved in the assessment
of their needs and in decisions about how they lsh@eeive the care or support they

require. However, decisions about whether thedhesefor residential care rest
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ultimately on the professional assessment of sewakers and the availability of
resources rather than the choice of the senia@eciti The element of choice for senior
citizens being funded wholly or partly by the Stisteonfined to the particular
residential or nursing homes whose fees are witterfinancial limits that the local
authority is willing to fund. Only those with tlaelditional financial resources or
friends or relatives willing to pay the differencan choose a home that is above local
authority limits. Choices about whether to haw@rthssessed need for care and
support met ‘at home’ or ‘in a home’ are now aualgato senior citizens through the
introduction of Direct Payments. Direct Paymemtaldes some senior citizens to
remain at home using payments from the local aitthtr enable them to purchase

their own care and support independently.

As | have documented in Chapter Four, England adl&hd have adopted different
policies in response to the Royal Commission ong_darm Care of senior citizens.
The Royal Commission deliberately set out in itforamendations to make support
and care for senior citizens a non-means-testedensal service, based on ‘need for
support or care’ rather than dependent on the miesied financial resources of
individuals. In Scotland, senior citizens over #ge of 65, who qualify by virtue of
their assessed physical needs, receive a finazmmtibution towards their nursing
care if they are in a residential or nursing hornhbey also receive a larger financial
contribution towards their personal care, irrespeadf whether this is provided to
them at home or in a home. Those people in resadem nursing home care who
have the financial resources, must contribute ptapwately to the ‘hotel’ costs of
their care, which are not included in the free peas$ or nursing care allowance. The
implication of this policy is that it should enalstere senior citizens with limited or

modest means and who wish to do so, to remairein tivn homes, paying others for
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the personal care and support they need to erfaate to retain their independence.
This policy, then, provided it is regarded as ‘atfable’, which may be in doubt,
makes individual choice about where care and sugperprovided more of a

possibility for senior citizens than hitherto.

Professionals and practitioners

Ideas about what constitutes ‘good practice’ inadagork and social care
professional and practice terms are characterizéerms of ideals. These are
expressed as a number of principles or valuegjdmad the right of senior citizens to
independence, choice and privacy in residentiad,cas | have discussed in Chapter
Four and Chapter Six. However, such principledlmbnvith the application of
policies that use physical and social ‘dependetwgstablish eligibility for assistance
from the State and professional judgements abeugxkent to which a person is
deemed to be ‘vulnerable’ or ‘at risk’.

Social workers are principally required to act sseasors of ‘need’ and gatekeepers
to limited local authority resources rather thanascadvocates on behalf of individual
senior citizens. The choice they are able to ektersenior citizens about their long
term care and support is limited: by the resouateke individual — whether they are
able to fund their own care costs — the domicilsgpices and the levels of funding
available, which vary greatly. There are otheiitsnon social workers being able to
implement ‘good practice’ in terms of choice. Té@say be the urgency of the need
for residential care or the geographical prefersmmfehe senior citizen. In the
independent sector, choice may be limited by thigyabnd willingness of the
provider to meet the person’s assessed needsaccépt the local authority fee rate,

as | discussed in Chapter Three and Chapter Four.
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The legal right to a choice of residential homehwi funding limits, may even be
foregone in circumstances where the local authsriiydget for purchasing
independent sector care is exhausted or whereratgs an ‘in-house first’ policy
(Argyle et al. 2000). This obliges the social warko use vacancies in the authority’s
own homes before purchasing a place in the indeperskctor. Privacy in terms of
having a single room in residential care may beedeto those senior citizens who
are entirely reliant on state funding where theoaamodation available within the
local authority’s funding limit may only be in sieat rooms.

The principles of ‘good practice’ also conflict vithe wider public expectations of
‘care’ towards senior citizens, which charactergaod practice’ in residential care as
providing physical care while ensuring safety amatgction from harm for what are
seen as ‘frail’, ‘vulnerable’ and ‘dependent’ pempln these circumstances, some
social work professionals may ‘play safe’ and assesior citizens as in need of
residential care as a defence against possiblenglattribution of blame if the
potentially more risky care and support is provitiethe person in their own home

(Audit Commission 1997).

There is continuing evidence that social workersiaibbalways implement the ‘good
practice’ principle of choice in terms of givingrser citizens adequate information to
enable them to make an informed choice of care havast senior citizens do not
receive adequate information about the care howetahble in their area, the fees and
services they offer or what happens if their healtfinancial circumstances change,
before taking up residence, as | discussed in @nh&ot Now that more than half of
moves into residential care take place direct fhmspital (OFT 2005:24), it is

increasingly unlikely that people will be able take preliminary visits, let alone
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have the opportunity to visit several homes or hatteal stay’ before committing

themselves.

While professionals may broadly agree around a mumbkey principles or values in
relation to ‘good practice’, they may vary markeafytheir interpretation of the
meaning of concepts such as independence, chaicprasacy when applied to senior
citizens in residential care. Within social wondasocial care there are ongoing
debates about the meaning of ‘independence’ aasfagood practice’ with senior
citizens in residential care is concerned, asdudised in Chapter Four. Those
professionals adhering to a biomedical model o# cage independence in terms of
functional ability and the objective of residentake as to provide a therapeutic
regime of care. This is designed to bring aboange by encouraging residents to
remain or become physically active within the narf@ld of activities of daily

living. Other professionals see independencerasral concept, in terms of
autonomy rather than physical ability, emphasisiegrights of senior citizens, as
adults, to exercise their independence about hewlthe their lives in residential

care, which may involve an element of risk-taking.

A different definition of what ‘good practice’ mesirs used by government social
work professionals exercising their inspectoridras a vislocal authorities and the
provision of social services, as | discussed ing@draFour. Reports on inspections
cite examples of ‘good practice’ which consist dfranistrative arrangements,
procedures or processes which are in sympathyawitthich reflect current
government policies and preoccupations. Theseinthyde arrangements to
facilitate better joint working between health audtial services, such as unified
procedures or documentation to streamline asse$smesenior citizens’ needs or

initiatives to facilitate their speedier dischafgem or avoid admission to, hospital,
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for example. Used in this way, the meaning of @@oactice’ is about achieving
greater administrative efficiency, which may proelgmod or better outcomes for

senior citizens but not necessarily so, as | h&ready suggested in Chapter Four.

Thus definitions of ‘good practice’ by professiomahd practitioners may or may not
be focused on the service user — in this casesahier citizen — and the meanings and
understandings of those definitions may vary magke@What none of the definitions
of ‘good practice’ that | have discussed refleet thie priorities and aspirations of
senior citizens about the manner and substanceradtes they wish to be provided,

at home or in residential care, to assist themamtaining their independence and

quality of life.

The implementation of ‘good practice’ in residentinomes

My research findings showed, in Chapter Four, exddeof confusing and
contradictory messages in policy documents abauh#ture of what constituted
‘good practice’ in residential care and varied riptetations of ‘good practice’
principles by professionals and practitionersis,Itherefore, not at all surprising that
the implementation of ‘good practice’ at the legétesidential care homes has been
similarly confused and contradictory. Principlésgmod practice’ such as
independence, choice and privacy are seen as id@dlsonflict with the taken-for-
granted ‘reality’ that senior citizens who moveoinesidential care do so because they
have been assessed as being incapable of remaidiygendent and managing their
lives themselves. This perceived incapacity mayebd@orced by moral judgements
about the reasons for ‘needing’ care, whether durisfortune, illness or disability or

‘improvidence’ in failing to make adequate finarig@eovision for later life.
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My research showed that assessments emphasiskyiegh ‘dependencies’ of
senior citizens rather than their abilities (Hudstal 2004). Part of the assessment
entails an estimate of the level of ‘risk’ the marss deemed to be exposed to.
Assessments therefore put greatest emphasis amctqeacities rather than capacities
of people who therefore ‘need’ to be ‘looked aftey’staff. A move into residential
care is widely seen as confirmation of ‘an inapitia cope’ or live independently and
therefore as a loss of competence, as | discuasétapter Six. Being ‘dependent’ or
‘in need of care’ is incompatible with the cultudafinitions of adult status as
independence and competence. Loss of their adtiltssmeans senior citizens no
longer have power and control over their livesw&oand control can only be
exercised by people who are seen as competensadatt in residential care, that is
the staff. Staff assume responsibility for residewellbeing in terms of their
physical care and safety rather than promotingpeddence and quality of life.
Quiality of life becomes secondary to the core tashgoviding physical care for
residents and maintaining their safety. Physiae¢ @nd safety become the focus
around which the principles of ‘good practice’ anplemented to the neglect of

quality of life.

As | argued in Chapter Four, reconciling principdésgood practice’ such as
‘independence’ with the assessed ‘dependence’ridiseitizens in residential care
can only be achieved within a therapeutic appréatche meaning of ‘independence’.
If the residential care task is to promote ‘indegece’ within a model of care that
puts greatest emphasis on physical care, the ngeahimdependence’ for staff
becomes promoting functional independence, irrasgeof the individual resident’s
inclinations or wishes. Allowing or enabling resmds to be autonomous is in

contradiction with the social construction of seragizens as ‘dependent’. Hence, as
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no longer adult people, responsibility has to suaged for them by other adults, who

in residential care homes are the staff.

| also argued in Chapter Four that staff intergieta of ‘good practice’ in relation to
residents’ rights to choice are similarly influeddgy the association of physical
disability or ‘dependency’ with assumed incompetetwmake rational or sensible
choices. Regimes tend to treat residents as adg@meous group, reflecting the needs
or inabilities of people who are most disableddapendent’. Now that more than
half of all admissions to residential care aredifeom hospital, this may reinforce

the regime tendency to adopt a medical model &, the proportion of residents

with moderate or severe disabilities increases.

There are risks, which tend to remain unacknowlddagpefailing to treat senior
citizens in residential care as adults, as | detnatexl in Chapter Six. Having lost
their adult status as ‘older people’, residentgunlged ‘unsafe’ to make ordinary
everyday adult choices about rising and retiringgang out for themselves.
Allowing residents to make such basic choices arsitens might result in unsafe or
anarchic behaviour by residents and a loss of staffrol. Other adult behaviours
such as managing money, smoking and drinking ame kg staff as problematic
because of their association with risk and safétyain, the therapeutic approach to
care and the emphasis on safety being the resplidglb staff, militate against
residents being allowed to be self-determininguichsadult pursuits. As | showed in
Chapter Six of the thesis, rules that residenta@aor choose not to comply with,
such as limiting or banning smoking, are liabléodbroken, causing a potentially

greater rather than lesser danger of fire.

The keyworker role and the compiling with residestténdividual care plans are core

elements of professionally defined ‘good practiteit are intended to enable senior
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citizens to receive care and support in a waynthedts their wishes and aspirations,
as | discussed in Chapter Seven. The keyworkebedhe means of enabling each
resident to receive individualised care within asemtially communal form of
provision. The model of keyworking that is implemted in residential homes is
variable. Most commonly, as | demonstrated in @maeven, in public sector
homes, the member of staff who draws up the canm \plth, or without the resident’s
involvement, is not the same person who assista thigh personal care, such as
bathing. This splitting of the role weakens timk Ibetween the plan for care and the
way in which it is executed. As | showed in thedis, in some homes care staff do
not have direct access to residents’ care plares.pokential for the keyworker to
enhance the quality of life of individual residemay be reduced if care is given in

ignorance of residents’ wishes and preferencesdecdan the care plan.

Care plans may be confined to detailing aspectkaiy physical care-giving such as
managing medication or assistance needed withigesiwf daily living, as |

discussed in Chapter Seven. The potential of glares to be based on those aspects
of daily life that have significance and meaningifalividual residents, such as
maintaining contacts with family and friends, emadplcontinued involvement in

outings, activities and pastimes that give quabtiife is often not realised.

As | demonstrated in Chapter Six, the right to @ci— another value of ‘good
practice’ — is also subject to staff evaluationsafiety and what is in the resident’s
‘best interests’. Bodily privacy in using the tgdibr bathing or showering is subject
to the physical facilities of the home, such asekistence of locks and suitably
designed toilets and showers that are useable endeptly by people with
disabilities. More importantly, bodily privacy whearrying out intimate personal

care tasks is subject to staff assessment of @ogiased risk. Bathing or showering
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is regarded as an activity that carries with iegain risk, particularly if undertaken
without help or supervision. Most people in resii care are assisted with this
activity, with a consequent loss of bodily privaayd choice about the timing and

frequency of baths or showers.

Privacy about their financial status may be demdethose senior citizens entirely
reliant on state funding, who may have the tiny kiyepersonal allowance
transmitted to them by home staff, as | demongdrat€Chapter Six. In some cases,
staff understanding of ‘good practice’ may extem@ssuming responsibility for the
safekeeping or spending of the personal allowandd@ resident’s behalf, where
there are doubts about the resident’s ability toaga it competently themselves or

about the likelihood of their losing it altogether.

The residents’ experience of ‘good practice’

Senior citizens who live in residential care homesan extremely heterogeneous
group who may only have ‘age’ in common. How segitizens experience ageing
is shaped by their previous experiences acrosifehsourse and their attitude to life
in general. Consequently, how they experiencedgmactice’ in terms of its effect
on their quality of life is equally variable. Howex, despite their diversity, there are
common areas of life that senior citizens value @thers that they see as potential

threats to their quality of life, as | illustratedChapter Six.

It is only in the last few years that informatiomdaknowledge has been sought and
gained from senior citizens themselves about h@y tiefine elements of their lives
which give it its quality. What we are now leamiis how varied senior citizens’
views are but also how similar are the factors #natkey to their quality of life to

those of other people. Where they differ, is mitlnterpretation of the meaning of
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these factors in the light of their personal cirstemces, as | discussed in Chapter

Two.

We now know, from a number of recent studies, idiclg from this thesis, that senior
citizens, particularly women, see social relatiopstas key to their quality of life,
whether living in their own homes or in residentiate. Men are more likely to rate
having good health and an ‘adequate’ income abogrlselationships in terms of
being a key influence on their quality of life. \Hiag a positive outlook on life, a
good home in a safe neighbourhood and being algersue hobbies and activities
alone as well as elsewhere with others are alsarded as important aspects of life

guality, as are being independent and in controinef's life.

Now that we know what aspects of life are key saguiality as far as senior citizens
are concerned, how does this affect their expeei@hégood practice’ as
implemented in residential care? This new knowdegdiyes powerful support to my
contention that it is not adequate to make judgesnaimout ‘good practice’ in
residential care solely in terms of tb&re available to people. As Davis and Knapp
have argued, quality of care and quality of life aot the same and to equate them is
both invalid and dangerous. Quality of care analituof life would only be the

same if the best environments for some people therbest environments for all
(1981). As researchers undertake more qualitativeies of senior citizens and elicit
their views about their lives, the disparity betwelee beliefs of researchers about
ageing and those of the people with longer expeeiet living with the process
become clearer. There is surprise that the disabiand poor health that may be part
of the ageing process for some senior citizensad@ominate their thinking or their
lives. Most get on with living as best they maypite of the difficulties and

challenges that poverty, poor health or disabititgy pose. | have argued that, if

312



‘good practice’ is to develop in a way that seritizens would value and understand,
it has to address the quality of their whole Iiigerms of the definitions and
meaninggheygive to concepts such as choice, independenceraraty, not just the

guality of their care.

Senior Citizens’ expectations of ‘good practice’

What senior citizens expect when they move intaesgial care is a function of their
attitude towards their move, their prior knowledgeesidential care and the

information they receive about their particulandestial home.

People who have decided for themselves that thes s come to move into
residential care view it positively, seeing theup and care available as a welcome
relief from trying to manage on their own or relyian relatives or friends.
Expectations of continuing independence througlaiat life can be as oppressive as
expectations of passivity and ‘dependence’. Agewet}, which tends to be defined

in terms of maintaining an independent existeneguires considerable courage,
which often goes unrecognised (Reed et al 2008pplé who continue to see
themselves as independent, despite their diffesiitare resistant to the idea of

residential care because they expect and feanthielpse control over their lives.

As | showed in Chapter Six, most people who mote riesidential care do not know
what to expect of ‘good practice’ because the nitgjbave never visited previously a
residential home. Some people express surprisegdintithat the reality is not as bad
as they had expected. Others are surprised amn#tegthdy finding themselves
unexpectedly sharing a room with a stranger. Qthgpress shock and resentment at
finding themselves suddenly impoverished becausgdid not have information

before their move about how their contribution todgathe cost would be calculated.
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They had not expected so much of their financis¢tsand income to be taken
towards meeting the cost of their care. Peoplk nat additional financial assets than
their pension to contribute towards the cost, doempect to be left with so little

money in residential care.

Researchers have been critical of senior citizensdving low expectations of
residential care but they ignore the reality tihat iajority of people who move into
residential care are poor, or have only modestnmas) as | demonstrated in Chapter
Two. Residential care is a social response toppes well as disability in later life
that was originally based on providing for des@tptople at a subsistence level.
People who have had little by way of income, resesiror power throughout their
lives do not suddenly have high expectations oftiea State will provide for them

at the end of their lives.

Independence

How senior citizens define ‘independence’ variessiderably and is a function of
their health status and living arrangements, asviahstrated in Chapter Two and
Chapter Six. People who are in good health argirlgeactive lives define
independence as self-reliance — an ability to laitdr themselves from day to day
without need of any assistance from others. Pegbteuse domiciliary care services
define their independence in terms of being enatdedmain in their own homes.
Senior citizens living in residential homes sayt thdependence for them is being
able to exercise choice over their daily livingaanmgements. As residents, they value
being able to ‘be themselves’, which they exprassugh their personal appearance,
their possessions and their ability to secure petisspace. Some residents see their
independence in terms of the freedom they are dwyathe home to continue their

previous, normal pattern of life.

314



Choice

As | have already argued in Chapter Six, most geeptering residential care do not
do so from personal choice and this affects how susequently perceive and
experience their quality of life in care. Even aiggahose who have had information,
time and the financial resources to consider theirons and finally make a deliberate
choice to move into a residential care home, theeghose who describe how

difficult they found the decision to give up theome.

Although the majority of senior citizens are remntto residential care as a way of
meeting their care and support needs, a minoritgalively choose residential care
for a number of reasons, as | discussed in Chdjere and Chapter Six. These may
include fears about living alone in an unsafe aaeg@jest for companionship or as a
way of expressing their independence from an unedargliance on their family to
provide them with support and care. For those leeopo choose residential care
positively, it does not symbolize the ‘failure tope’ or ‘last resort’ that it does to
some of the people who find themselves there ag#iag will or inclination.
Assistance with personal care from staff may ba $gesome disabled residents as a
way of freeing them to be independent or autononmmosher aspects of their lives.
This is in contrast to the tendency among staédoate a ‘dependency’ in one area of

life such as personal care, with ‘dependency’ Iragpects of living.

| argued that although residents generally expresigned, if resentful acceptance of
the limits to the choices available to them indestial care some nevertheless
exercise choice for themselves. This may takddira of ignoring or bending the
rules imposed by staff or failing to co-operataitempts to encourage conviviality.
Some people choose positively to help staff withanihousekeeping tasks as a way

of passing the time, while others pursue old or pewate hobbies as a way of giving
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their life an individual quality. Some people malative choices to pursue new
friendships among fellow residents while othersag®to maintain their private
selves and opt for a general, superficial frieremto residents and staff. The
Methodist Homes model of residential care is unjguezhaps, in making friendliness

and sociability the defining ethos of their model.

Senior citizens speak more about the choices theyo longer make for themselves
than what they choose to do because the reginfeedfdme is often such that staff
make many of the every day decisions and choicessidents’ behalf, as | showed
in Chapter Six. It is often in their side commenitshrow-away remarks that

residents reveal how they continue to exercisecehimi some aspects of their lives.

Implications of findings for practice and policy

Implications for Practice

In the light of the study findings that ‘good priaet is a concept that has many
different and sometimes contradictory meanings, hoght one consider developing
models of ‘good practice’ that are based on aspddife quality that are ‘good’ and
important as far as senior citizens themselvesaneerned? Two possibilities
suggest themselves. One involves using the keysvaid the personal plan as the
vehicle for developing a resident-led model of ‘dgwactice’, and the other
encourages a consumer or customer-centred appi@agbod practice’ by adopting

the ‘hospitality’ approach in the ‘hotel modelibie private residential home.

The Keyworker role in developing ‘good practice’
Since senior citizens see being able to choosethewlive their lives in residential
care as the expression of their independenceistbise route to making the

implementation of principles of independence amuicghin ‘good practice’ more
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relevant. As | have already discussed, one oiddsas behind the keyworker role and
the care plan (or ‘personal plan’ as it is nowezhin Scotland), is to record, with
each resident, how they wish to live their liferfralay to day, within a communal
setting. This enables them to maintain continuftthose aspects that give their life
meaning and quality. Giving this activity the inioce and priority it deserves in
terms of staff time and training would enable resid to feel that they still enjoyed a
measure of independence. It would be one stratagydveloping a common
approach to residential care between staff andeass that potentially provides
rewards for both. We already know that staff eigere job satisfaction in situations
where they explicitly make time to sit and talkrésidents, getting to know them
better as people. We also know from this studst tbsidents are very keen to have
more prolonged contact with their keyworker otheart for the purposes of assistance

with personal care.

As | have already discussed, the people in my studho knew they had a keyworker
appreciated what they did for them. These ressdalsb expressed unfulfilled
aspirations for the keyworker’s help with practicdcial and emotional aspects of
their lives that affected its quality and were ofa@er importance to them than their
personal care. A model of ‘good practice’ thattsth from the basis of prioritizing
aspects of life that are most important to theuiatial resident, would be more likely
to achieve the ‘good’ outcomes aspired to in theenily expressed professional

principles of ‘good practice’ on which Care Stamttaare based.

The ‘hotel model of ‘good practice’
An alternative strategy to secure a model of ‘gpaattice’ that reflects what senior
citizens want to enhance their quality of life @sidential care might be to adopt the

‘hotel’ model of the case study private home. Asve described in the thesis, this
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home operates a model of residential care thatgedon the concept of ‘hospitality’,
offering a ‘personal service’ to residents as imlial autonomous adults rather than
as a homogenous group of ‘dependent’ people whmareed of ‘care’. Adopting a
philosophy of ‘good practice’ focused on ‘hosptitgdlrather than ‘care’ could

produce a model of ‘good practice’ that is morecegsful in meeting senior citizens’
expectations of independence, choice and privaay that in homes operating the
public sector model, with its emphasis on ‘cardépendency’ and the avoidance of
risk. | have argued that as senior citizens arexaremely diverse group of people we
need a range of models of residential care horsater to that diversity (see Eales et
al 2001). | have also argued that ageism, witadteptance of the biomedical model
of ageing as dependency, lies at the heart ofaihe@é of ‘good practice’ to promote
the quality of life of senior citizens in residaitcare. The home operating the ‘hotel
model of care showed that not all providers aresagét demonstrated that treating
senior citizens as ‘consumers’ or ‘customers’ rathan ‘residents’ may be one way
of successfully combating the tendency towardgttaologization of ageing and the

marginalisation of people using residential cargises.

Implications for Policy
The findings of this study have a number of imgimas for policy development of

‘good practice’.

Firstly, that what may be determined as ‘good zattn one service for senior
citizens may have undesirable repercussions feon theothers. For instance, the
development of health service policies to miningeaior citizens’ delayed discharge
from hospital can result in the loss of their indie@ence by inappropriate and
unnecessary admission to long term residential céhes highlights the importance

of joined up and joint policymaking in addressiggod practice’ particularly across
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the health/social services interface. Strategieh as the Single Shared Assessment
and joint or unified budgets are promising ways$rgihg to achieve greater synthesis
in achieving ‘good practice’ with senior citizems)abling them to get the care and
support services they need and want. However,délamg (2003) has argued that
the success of these new, horizontal arrangemecitsdes the voices of senior
citizens, raising questions about the ability af tieorganisation to deliver the

changes that senior citizens value (2003).

Secondly, policies that define ‘good practice’ennhs of local authorities achieving
Best Value can undermine other policy guidanceoties services professionals.
Where the emphasis of ‘good practice’ with senitzens is on involving them in
decisions about how their care needs will be mdtiaenabling them to exercise
choice, this may conflict where they are assessdsbing in need of residential or
nursing home care. Recent initiatives such asviadability of Direct Payments to
senior citizens and the availability of Free Pess@md Nursing Care in Scotland,
which I discussed in Chapter Four, are ways in tvBenior citizens may have greater

choice in how their support and care is provided ateived.

Thirdly, ideas about what should constitute ‘gooakgice’ in residential care are now
expressed in terms of National Standards (Scdixgtutive 2001). Senior citizens
are beginning to be involved in developing thesadards but the overwhelming
influence remains that of professionals and polakens. Over time, as senior
citizens develop greater confidence, this influemegy be moderated by the voices of
service users. Standards themselves continuepbasise processes and procedures
as elements of ‘good practice’ but as the thesisvel, the effect or outcome of these
processes and procedures on promoting the wellldiagnior citizens in care has

not always been achieved. Studies, such as theawried out for this thesis, attest to
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the ignorance or perceived irrelevance of core etgmof professionally defined
‘good practice’ such as the keyworker and the pebkplan, as far as residents are
concerned. Straight forward, plain language exgians of such initiatives and their
intended purpose of individualizing a person’s éfgerience in residential care could
usefully be included in the brochures that careideys produce as part of the

information to prospective residents about the rhotleare they provide.

Fourthly, my argument that there could be benefgenior citizens from a customer
or consumer focus on ‘good practice’ in resident&le has been supported by recent
action on their behalf by the consumer movemernltegad unfair or illegal treatment
of senior citizens as customers or consumers afgesal care, has kindled the
interest of non-governmental organisations whauin, have prompted other
government departments to take an interest in ggpkenior citizens’ rights under
consumer legislation. These departments haveegpaldifferent focus to definitions
of ‘good practice’ in highlighting unfair terms oontracts between senior citizens,
local authorities and residential care home pragidathin the context of senior

citizens’ legal rights as citizens and consumers.

Finally, there may be a more constructive role thaviously thought for the private
sector in developing new models and new approachgeod practice’ that may help
to ‘normalise’ residential care for all senior z&ns, irrespective of their means. |
have argued in the thesis that the stigma thailliessociated with public sector care
in some people’s minds has been persistent, degjpiberous policy initiatives to
make it more acceptable. Models that develop idedsdefinitions of ‘good practice’
in residential care based on housing have provee popular with senior citizens
than the traditional approach to ‘good practiceinovative developments by the

private sector in harnessing technology to enhayaed practice’ in residential care
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suggest that the continuous search for new, custionased products that epitomise
the capitalist approach to business and consummerng be a useful stimulus to the

development of new, resident-focused approachigmtal practice’.

Ideas for future research

This thesis argued that research methodology hés Ipart in play in perpetuating
stereotypes of ageing and the experience of resadleare. The increase in
qualitative approaches to research with seniazesis is revealing important insights
into the diversity of ageing experiences and homiosecitizens view and manage the
process of growing older. One possible future ageor research into ‘good
practice’ might be an action research study comgahe principles of professionally
defined ‘good practice’ with the constraints anceintives operating around enabling

choice for senior citizens in decisions about theig term care and support.

An alternative approach to ‘good practice’ mighttbdase a study on
implementation theory, as developed by Goggin.€t1890) in their study of state
implementation of federal policies in the Unite@t®s. It might be fruitful to explore
whether their conclusions, that what they termtéstological capacity’ as a key
determinant of policy implementation, hold goodhe context of British social

services policy implementation.

Given the different approaches to and implemematiopolicy between England and
Wales and Scotland that, | showed, have existeddnturies, it would be valuable
for further comparative research to explore theatf, for instance, of the differential

implementation of the Royal Commission on Long T&amne’s recommendations.

Further research is needed to explore the impaeaaint policies such as Direct

Payments on senior citizens’ ability to exercisgeipendence and choice about how
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they are supported as they age. Studies of thiemgmtation and outcomes for
senior citizens of the Single, Shared Assessmemegded to see how far policy

imperatives enable or constrain their self-deteatnim.

It would be interesting to undertake further reskanto alternative models of
residential care, including those developed fompfefrom ethnic minorities and for
people with dementia. There are interesting andvative models of residential care
in the voluntary sector in Scotland which merittifi@r investigation. Research has
shown the positive cultural influences of some miigeethnic groups in
demonstrating positive, anti-ageist practice towa@hior citizens from other cultural

backgrounds.

Research might usefully explore the potential impdanti-ageism legislation on the
social inclusion of senior citizens. Securing ¥ievs of senior citizens themselves

about such a proposal would be key to such a study.

Further action research with social workers antf efaesidential homes could very
usefully be undertaken in the context of policegtomote socially inclusive, anti-

ageist practice.
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Appendices

Appendix 1- Previous research studies used in Thesi

Study Title Dates | Methods of research Numbers of terviews
1.Client 1982- | Individual interviews with| Residents — Time 1...387
Characteristics and 1985 residents of 13 homes Residents - Time 2... 93
Patterns of Care in once, and a random half | Staff — Time 1......... 13
local authority old of survivors 12 months | Staff — Time 2......... 13
people’s homes’ (in later, individual ‘Dependency’

one Scottish interviews with home Measured for .......... 312
Region) managers twice. Residents

The first

residential care

study

2. ‘Residential 1990- | Phase lindividual Phase 1.

Homes for Elderly | 1992 | survey interviews Owner/Managers ...100

People: their costs
and quality’

The National
Study

owner/managers of 100
private, voluntary and
local authority residential
homes conducted by
SCPR;

Interview observation
guestionnaires

Postal questionnaires to
each employee of each
home

Staff completed
‘dependency measures’
for each resident

Pilotting of resident
interview guide in one
private residential home
outwith the sample

Phase 2Postal

SCPR Interviewer
Observation Q’aires...100
Staff
Questionnaires......... 173
‘Dependency’measured
for..2325 Residents.

guestionnaires to residentfkesident

of 6 case study homes
Postal questionnaires for
relatives

Research team interview
with managers/owners of
case study homes
Individual interviews with
36 randomly selected
residents (plus one self-

referral — 37 interviews)

Pilot.
Resident
guestionnaires......... 12
Relatives
guestionnaires........ 12
Resident
interviews............7
Phase 2.
guestionnaires......... 70
Relatives
guestionnaires......... 86
S Interviews with owner/
Managers................6
Interviews with
residents...... .37

323



Appendix 2 Bland and Bland 1985 — Questionnaire 1

Home: Date:
Name: Mr.,Mrs.,Miss S,W,D D.O.B. D.O.A.
Previous Occpn/Spouse’s: _ Admission to Part 4
BRIEF DETAILS: From:Home...0 Reason
M.17? Type of Admn. Physical
Other Dom....1
o
Cong. M.H” Planned .0 Mental ?ereaved
Hospital........ 2 No Other circs.
option...1
Other Instn....3
Emergency 2
PERSONAL 8. Wash Self: 4. Make Tea/Coffee:
CAPACITY : Pre Post (@) Yes 0
1. Eyesight: (()a) Yes (b) Difficult 1
incl.
i
y 1 (d) N/A 8
Totally blind 2 (c) No 1 (e) D.K. 9
2
(d) N/A 8
8
(e) D.K. 9
9
2. Hearing: 9. Dress Self: AT HOME: any help
(a) No diffs.(incl. aid) | (a) Yes ¢ from:
0 0 No. days p.w.
(b) Hard to communicate | (b) Difficult 1| MOW.
1 1 D.N.
(c) Very deaf (c) No 2 Rel.
2 2 _
(d) N/A 8 Friend/Nbr.
8
(e) D.K. 9
9
3. Walking Aids: 10. Put on shoes: FAMILY:
Pre Post (a) Yes 0| Spouse living?  Yes ]
(a) None 0 No O
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0 0 (b) Difficult Siblings living?  Yes 1
(b) Stick 1 No 0
1 1 (c) No Sons living? Yes
(c) Zimmer/Tripod 2 No 0
2 2 (d) N/A Daughters living? Yes
(d) Wheelchair 8 1 No O
3 3 (e) D.K.
9

4. Up/downstairs: 11. Cut toenails: How often to children
(a) Yes (a) Yes visit?
0 0 0 Daily
(b) Sometimes (b) Difficult 0
1 1 1 Weekly
(c) No (c) No 1
2 2 2 Monthly
(d) N/A if None (d) N/A 2
8 8 8 Annually
(e) D.K. (e) D.K. 3
9 9 9 N/A

8

D.K.

9
5. Outdoors: HOUSEHOLD MENTAL STATUS .
(a) Yes gﬁ‘,)PACITY : Did you 1.Communication:
0 0 Liaht H K understands when spoken
1 1 (a) Yes Yes 0, Sometimes 1,
(c) No (b) Difficult Never 2
2 2 (c) No communicates sensibly
5(3d) N/A . (d) N/A with others?

(e) D.K Yes 0, Sometimes 1,

(e) D.K o Never 2
9 9
Get about House: Heavy Housework: 2. Memory:
(a) Yes (a) Yes (a) Normal O
0 (b) Difficult (b) Some impairment 1
(1b) Difficult (c) No (c) Severe memory loss 2
(c) No (d) N/A (?)tAw;:lre of social
2 (e) D.K. statuis:

Yes 0, Sometimes 1,
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(d) N/A Never 2.

8

(e) D.K. 9

9

Bathe Self: Make hot meal: (b) Aware of location?

(a) Yes Yes 0 Yes 0, Sometimes 1,

0 Difficult 1 Never 2.

(b) Difficult 1 N (c) Knows way round
o

1 home?

(c) No N/A Yes 0, Sometimes 1,

2 D.K. 9 Never 2.

(d) N/A te

8

(e) D.K.

9

Loses possessions? Takes others’ CONTINENCE:
— _
No g Rossessions: (a) Always continent
Sometimes ] No 0 0
Yes 9 Sometimes i)ccasmnally igontinent
Yes
Normally incont. Urine
only 2
Doubly incontinent
3
BEHAVIOURAL Is resident aimless (d) Does resident show

ABNORMALITIES

Is resident aggressive to
others?

No 0, Sometimes 1, Yes,
often 2

wanderer?

No 0, Sometimes 1,
Yes, often 2.

(c) Is resident a
directed wanderer?

bizarre behaviour
(smearing, etc.)?

No 0, Sometimes 1, Yes|
often 2

Is resident repeatedly

No 0, Sometimes 1,
Yes, often 2

noisy?

No 0, Sometimes 1, Yes|
often 2

Does resident wander at

Source of info. On

night?

No 0, Sometimes 1, Yes,
often 2.

mental status?

OIC, Staff (other),
inferred by i/er, client.
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Appendix 3 Bland and Bland 1985 Questionnaire 2

Questions to residents on Personal Capacity andjnegtions on Home Life;
guestions on resident mental status and behaviabralrmalities to staff, as in
Questionnaire 1.

HOME LIFE

Can you tell me when your day begins and how?
2. Can you tell me about meal times and snacks?
3. What about going to bed? Any time limit?

Can you choose how often and when you bathe?
Can you choose who will help you take a bath?

6. Can you go in and out of the home as you wish?
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Appendix 4 National Study Bland et al. 1992 — Ph&se Thematic

Guide used in individual resident interviews

The circumstances of admission, including choicthaf home, the information
before taking up residence, any contract/lettémgebut terms and conditions, and
what they were invited to bring by way of furnituaed possessions.

Awareness of who to approach to make a complaimtitatine home and any
experience of doing so.

The extent of individual knowledge and understagdihcare planning and the
keyworker system and their views about them.

The extent of involvement of relatives in everydiés;.

Observations on how staff handled potentially emdsming and distressing events,
such as a fellow resident being incontinent in pubért of home.

Experience of the home at night and staff availgttib provide care at that time.

Feelings about extent of activities available ia Hlome, whether enjoyed and
alternatives preferred.

Awareness of home rules and regulations and agtitadhem.

Feelings about mealtimes and quality and quantifgad available; whether any
opportunities to make suggestions about menus.

Views about semi-group living (asked in the one bdhat had recently introduced
this model).

Views about the residents’ committee and its usefs (in the one home that had a
committee operating).
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