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Abstract

It has been argued that concepts of independemnteaaa are often interpreted
differently and more restrictively for older adul&ervices are typically more concerned
with issues of safety than with enabling partidipator inclusion. Whilst the rhetoric

of housing and care for older adults tends to lmkerminned by ideas about
independence, privacy, dignity and choice, thepeas to be a paradox between these
concepts and the goals of regulatory policy wisheitnphasis on safety, performance,
and monitoring. Care homes exemplify this paradbene an imperative for ‘homely
values’ contrasts with the application of safetyulation designed to protect people ‘at

work’ from harm.

This study offers a new and original qualitativéadset providing an empirically
grounded and context based understanding of howriiaumt social and regulatory
policy has been translated into local policy, agglby staff and ultimately experienced
by residents. The research design comprises gixaditsemi-structured interviews,
observation and the evaluation of documentary ssupositioned within an eight care
home case study framework. The primary sourceta are care home inspection
reports and semi-structured qualitative interviewith residents, staff and home
managers. The analytical framework includes thenaaalysis within a system
oriented Grid and Group typology designed to elat@dow the different case study
homes apply regulation, interpret risk, and subsatiy how this shapes participant

experience.

The findings would suggest that the contemporagulegion of residential care homes
has placed a greater emphasis on the applicatibeadth and safety law than ever
before. This appears to have had the effect ahgedt ‘risk’ and ‘rule’ based agenda
that has proved highly influential in terms of thdtural orientation of the case study

homes and the choices available to those who litteimwthem.
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Chapter 1 — Introduction

1.0 Introduction

Help the Aged (2002), argue that concepts of inddprece and care are often
interpreted differently and more restrictively fdder people. Services are typically
more concerned about issues of safety than withleggparticipation or inclusion.
Parker et al (2004) have also argued that a foousealth and safety requirements in
care homes for older adults can create environnveimith act against quality of life.
However, there is also evidence to suggest thatloames can be unsafe places and
from this perspective a focus on the health, sadatywelfare of residents might be
regarded as an important consideration (HSE, 200%3. PhD is concerned with the
role played by health and safety legislation inpshg the experience of older adults
living in residential care homes. In the contextlo$ thesis the care home is one which
provides accommodation and basic social care amdynat nursing or specialist care

for adults with physical or mental impairment sashdementia

Care homes are interesting because they represtdrguxtaposition of the person’s
home, whilst at the same time they are also higidylated places of work. As
‘regulated places’ care homes also epitomise p&opierst fears about ageing and of
losing control over their lives (Bland, 2005). Watiproviders from across the mixed
economy of welfare may espouse the ‘homely’ vabfeedependence and choice, the
thesis will explore how these values are translatexdpractice and experienced by
residents within the context of the regulated hofiee research was conducted from
the perspectives of those who live and work inmapda of eight case study care homes.
The sample represents a cross section of the rex@aomy of residential care and

includes local authority, voluntary sector, andrate sector homes.

The thesis is divided into 9 chapters. Chaptegs 3,and 4 represent the background
and theoretical context to the thesis, whilst caegpb, 6, 7, 8 and 9 represent the
methods used, the empirical work underpinning liesis and the conclusions. This

introductory chapter is structured in two main parPart one will outline the research

! At the time of the fieldwork none of the case sthdmes were registered for people with dementia,
although many of the homes did have residents dsgghwith this condition.
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aims, questions and the context within which tlesithis written. Part two will provide
a broad overview of the thesis in accordance with pirincipal themes. First, meanings
of ‘home’ and ‘care’ are thought to be importantlarpinning concepts in the context
of the residential care home. Second, the terrak’ ‘and ‘regulation’ are central themes
within the thesis which underpin and contributelétates about the regulatory
framework controlling care homes. These discussatsts inform the theoretical

framework within which the thesis is framed (Chapie

1.1 Research aims and questions

The aims of this thesis are threefold. The first &to explore how safety legislation is
applied within care homes for older adults andvalgate which values tend to
dominate. The second aim is to explore providend' @esidents’ perceptions and
experiences of safety legislation in terms of tihelationship with independence and
choice. The third aim is to evaluate the extemwlich the separate regulators of
health, safety and care promote an integrated malighéened approach to service
delivery. Six research questions derive from treses which are subsequently used to

guide and to operationalise the research:

1. What mechanisms drive the interpretation andempntation of the health and
safety regulatory framework in care homes for olthults?

2. Are there inherent contradictions within theulagpry framework that confuse
managers and lead to the paradox of risk aversgiggavhilst failing to apply
important control measures?

3. What role does organisational and professioul#iiie play in the interpretation and
management of risk in care homes for older adults?

4. Are current processes of risk assessment andgearent appropriate?

5. To what extent are ‘homely values’ allowed tufish in the regulated domain of the
care home?

6. To what extent are residents empowered to inleehe management of the home
and its safe working practices?

Tony Kelly — September 2010 12



Providers

My home your workplace

1.1.1 Key research themes

Figure 1 shows the main themes and sub-theme oésiearch in terms of how they
cut across different homes belonging to differenvmlers. These providers operate
within what has been termed the ‘mixed economy @ifave’, characterised by a
growing movement towards welfare pluralism invotyiocal authority, private for
profit, and the voluntary sector (Powell, 2007; aks® Chapter 3). Each provider group
was thoughtikely to present a different environment in terms of hbey
conceptualised and operationalised the key thessesGhapters 4 and 5). ‘Care’ is
conceptualised as cutting across these main thientesms of its central position
within the role of the ‘care’ home. Chapter 2 exaas how ‘care’ has become
associated with a ‘duty to care’ of being ‘lookdteg, ‘taken care of’ or ‘protected’
(Meagher and Parton, 2004). Within the thesis ‘dareperationalised in terms of care
plans and the health and safety actions of honfie Sthe principal participants in the
research are shown in Figure 1 - the managers$ astdfresidents whose experience of

regulation, home and risk is the basis of the eicadiphase of the research.

Theme Regulation Home Risk
Regulation and care Home as a place of choice| Risk assessment
Sub- | Regulation and caring Home as a place of care | Risk management
theme | Regulation and home Home as a place of work | Risk culture
Regulation and work Risk and care

Perceived and actual duty of care with respect todalth and safety risk

Manager <StaD Resident

For
Profit

Pl

% *8 Works within a The interface between The regulatory

g 3 framework of the home manager and | framework, its

> corporate governance the resident, working translation into local
and local enforcement within the home’s policy and its delivery
create local procedureg | policy framework; by staff is directed at

%‘ to ensure regulatory they are the instrument | meeting resident need

2 compliance whilst of service delivery

5 meeting local need. directly impacting on

< Effectively drive the the resident’s

IS .

Q ethos of the home. experience of the

-~ home.

Figure 1: Cross cutting themes.
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1.1.2 Context

The research is located within the context of wiza been a rapidly changing and
increasingly regulated market place for care. Qherast three decades there has been
a paradigm shift in emphasis from ‘welfare’ to ‘soimerism’ in social care (Allen et al,
1992). In 1979 a Conservative Government began@ps which saw local authority
residential homes lose their dominant positionpb&ag part of a mixed economy of
residential care now dominated by the private avldntary sector (See Chapter 3 for a

fuller discussion).

One consequence of this approach appears to hanelie concentration of ownership
of an increasing number of homes with a much smallenber of large corporate
providers (Holden, 2002). Such homes are ofterelargscale and size and are
characterised by a corporate identity with unifgraticies and procedures designed to
demonstrate legal compliance to funders and regglaDemographic changes within
the market place for care have also meant thatlentalre homes have become
relatively rare. According to the Commission forctb Care Inspection (2006-7), the
average care home now has around 24 beds, and lvdfiesger than 4 beds account for
only a tiny fraction of all care homes across atiters (Peace and Holland, 2006: 399:
Table 1). A significant proportion of the cost ahning a contemporary residential care
home is arguably regulatory compliance, which mehasthe balance between care-
home managers’ caring and non-caring tasks cougbe to have shifted in recent

years towards the latter (Matosevic et al, 2006).

This contributes to a paradox whereby the needsdofiduals are perhaps secondary to
the goals of corporate policy which are likely toptise compliance with regulatory
standards. Thus the important concept of ‘choideen® older adults are enabled to ‘be
themselves’ (Tester et al, 2004) may be diluteagxpedient to ‘comply’. Such a
paradox is perhaps exemplified by an imperativéefomely values’ contrasting with

the application of safety legislation primarily dg®ed to protect people at work. Burton
attributes thenational dislike of residential care to the stigimsation of dependency,

the prevalent blame culture and the current driveliminate risk which can make
residents feel oppressed and persecuted by théategy apparatus of the sta{@005:
18).
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The care home is now demonstrably a more heavijylaged place than ever before,
where the Government is a regulator, and the varmawming professions are regulators
too. Such regulation was in part designed to ensceceuntability in paid caring
relationships (Peace and Holland, 2001). Howehes,has arguably resulted in a
situation where care homes are noambattled by regulatory oversigliBraithwaite et
al, 2007: 330). Against this backdrop, it is, hoaewmportant not to diminish the very
real risks associated with caring for some oldeldtacand the clear benefits to be
derived from the appropriate application of healtld safety law. It is significant that
the Health and Safety Executive continue to naaé alscident statistié$or care homes
have actually been increasing for both employedsesidents (HELA, 2009). In
2007/08 there were a total of 4,503 injuries regmbfor employees and 1,049 for
residents (HSE, 2009b). The average number oftiatahas increased from 5 between
1997/98 and 2000/01, to 20 from 2001/02 and 22 éetw2003/04 (HSC, 2004: 18). In
2006/07 the number of fatal accidettsd increased to 23 and the number of non-fatal
injuries had increased to 1002 (HSE, 2008), althahg non-fatal injury figure is said
to fluctuate each year with no clear trend (HS@40

The Health Survey for England (DoH, 2003) also fibtimat for those aged 85+, adding
in the care home data had the effect of increasie@nnual accident rate from 10 to
17% for men and from 18 to 28% for women, althotigtse figures are apparently not
statistically significant (DoH, 2003). The most yaent major injury to residents arose
from slips, trips and falls. The causes of thel fiajaries were varied and arose from
slips, trips and falls, drowning, asphyxiation, aahtact with harmful substances
(HSE, 2008). Research undertaken by the HealtiSafety Laboratory (Corbett et al,
2006) would suggest that poor housekeeping is resple for a number of these slip

and trip injuries within care homes.

Given that the UK population of care home residenestimated to be around 420,000
(Laing & Buisson, 2007), these accident statistiosild appearelativelysmall in
comparison. There is however some evidence of urgerting of accidents under the

Reporting of Injuries, Diseases and Dangerous @eoues Regulations 1995

2 Statistics are based on figures obtained via #y@oRing of Injuries, Diseases and Dangerous
Occurrences Regulations 1995. These regulationsresiome managers to ‘report’ certain events ¢o th
HSE.

% The fatal accident figure had been 27 in 200506wing a slightlecreasebetween 2006/07

Tony Kelly — September 2010 15



My home your workplace

(RIDDOR) and therefore the actual number of acdslemy be much higher than this
(Kelly, 2006; Davis et al, 2007). What this datguably does suggest is that despite a
far greater regulation and regulatory scrutiny wehpect to health and safety in care
homes, the reported trend in accidents has noteeljundeed, it appears to have
increased. Thus the application of health and géd&t has not necessarily been
matched with a correspondingly significant improesin the reported accident data.
Paradoxically, the espoused ‘over-application’ ealth and safety regulation has
resulted in some criticism and calls for moderati&or example, the Better Regulation
Taskforce suggested thaPrescriptive regulation is taking away people'siceq
[where]even the temperature of bath water is not a persomaice for someone who

lives in a care homégArculus, 2004: 15, Better Regulation Task Force)

In 2005 the HSE, The Local Authorities Coordinatoir&egulatory Services
(LACORS) and the Commission for Social Care IngpedfCSCI) established a ‘Risk
and Safety in Social Care Project Board’ (RSSCPi) remit to: promote sensible
risk management in the social care sector whictkasrthe right balance between
enabling adults and children who use care serviodsad independent and dignified
lives and the need to avoid and prevent unneces$sang to them and their carérs
(HELA, Local authority circular: 23-21, 2007, iteld; Kelly, 2008). However it has
been difficult to see the impact of this projecalmbupon any of the case study homes
or indeed how it might have impacted upon any efkéy literature such as the
National Minimum Standards for care homes or anthefassociated guidarfcén
conclusion, Moran presents an interesting and aglemsight into the apparent paradox
of the highly regulated residential care home whembserves thatbmmand

regulation is typically.....a symptom of problems agblution (2002: 397).

1.2 ‘Home’, care homes and care

In housing related studies the home is one ofduhddmental places giving shape and
meaning to people’s lives. According to Clough (@0there is no one accepted model
or framework for residential care, however, carmbs are generally regarded as
‘home’ for those who live there. A key theme of thesis is therefore the meaning,

role and concept of beirag homewhilst being in a care home. Chapter 2 evaluates

* This assertion is based on a review of the liteeaaind a review of the relevant NMS. See Chahter
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some of the extensive research on ‘home’ and h@8igsmith, 1990; Saunders, 1990;
Gurney and Means, 1993; Means, 1997; Ahmed, 1999; Z002) in order to distil the
likely meaning of ‘home’, which it is argued is fleimentally a place ahoice

generally free from regulatory interference (Peaag Holland, 2001). It is at this
interface that the thesis explores how ideas abeglated’ caring and risk may
conflict with the idea of freedom of choice withime care home. Research suggests that
residential care homes can promote so calledunistital regimes (Garner and Evans,
2000). Whilst residents might, for example, apptrbeing looked after and the
physical security associated with ‘care’, they alsmt a certain amount of
independence, control and choice over importare@spof their lives (Redfern et al,
2005). Concepts of ‘care’ and ‘caring’ may howelwecome linked with ideas about the
dependency of residents which for Dant can be wholed asa form of relationship
characterised by an unequal distribution of poW&e88: 171).

The experience of the older adult within the resi@dé care home is therefore likely to
depend on the extent to which they are perceivedithsrindependentr dependentat
risk or able to take risk. Bland (2005) has sugggb#tat ageist attitudes and policies
deriving from a ‘medical model’ of ageing have cotoeharacterise older adults as
dependent, vulnerable and in need of protectiom figk. It could be argued that health
and safety law and the general management ofiniskiding personal risk, have to
some extent become conflated causing confusioraaxigty amongst many home
managers about their statutory duties. Parslogesig thatthe notion of a ‘duty of
care’ is ripe for exploration(1999: 228). Parsloe draws upon the literaturargue that
a new form of institutionalisation has developecvaresidents may become
‘entangled in webs of overcautious surveillance hoygssionals(Harrison, 1997: 37).
The idea of the resident as an independent, autongperson,who is a distinct
individual with rights, might somehow become sulioated to an overriding expedient
to protect them from harm and thus diminish thedgividual rights (Parker, 2001). A
central tenet of this thesis is that the older aenlering a care home, even though they
may have a mental or physical disabilityes notose their status as an adult with the
same rights and freedornmslaw as anyone else living in their own home. The Meenta
Capacity Act 2005 (fully implemented in October ZPpQecognises these rights by

providing a statutory framework designed to empoavet protect people who may lack
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capacity to make certain decisions for themselessbise of illness, or mental health

impairments such as dementia.

1.2.1 Regulating risk in care homes for older adsilt

The evolution of a mixed economy of welfare angisceived failure to drive out poor
quality provision has resulted in political demafaisincreasingly rigorous forms of
public scrutiny (Waine, 2004). Chapter 3 expldresevolution of the regulatory
frameworks controlling the provision of ‘healthychsafe’ residential care. The chapter
traces the evolution of contemporary care homelatiga including the New Labour
Government’s introduction of a series of reformegdiag to the Care Standards Act
2000. All care homes are now inspected and assegs@ast National Minimum
Standards (NMS) which are designeddadrantee the public interegDrakeford,

2006: 936). The NMS effectively require care homav/glers to complyn full with
health and safety law and to manage specified afedsk. Thus laws designed to
protect people from the hazards and risks assalcigth work have been subsumed
into the standards defining the management of lvanges The way that the Minimum
Standards are written, and subsequently usedpugyttt to be an important
consideration within the thesis and they are tlweeeévaluated in some detail in
Chapter 3.

Risk in a care home setting can have multiple rmggn{Kemshall and Pritchard, 1997,
Parsloe, 1999; Kemshall, 2002) however in the cdrdkthis thesis it is principally
conceptualised as the legal duty arising from tealth and Safety at Work etc Act
1974 which is also discussed in Chapter 3. Indbrgext risk is something that arises
out of or in connection with theork activities of the care homé&Vork might be

thought of as anything to do with the ‘conductiué uindertaking’ i.e. care, maintenance
and management practices, the fabric of the bugldte contents and any equipment or
substances used. Work clearly does not includp¢hsonalrealm of the resident and
personalchoices made by the resident. For example if@eat trips over their own
slippers or falls following a dizzy spell, thisnst ‘work’ and would nohecessarily

constitute a ‘failure’ of the application of healihd safety law. Nonetheless, the
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application of health and safety law and the pe&embdutyto caremight be thought of

as occupying a ‘grey’ area.

Risk can be differentiated into broad paradigmsuisiag thetechno-scientifi@and
socio-culturalparadigms (Lupton, 1999). The techno-scientifiadagm is important
because it is most closely associated with thd legzerative to identify potentially
harmful work activities and to control ‘risk’. Inrasidential home this is likely to
include all aspects of the building and the caik management practices that take place
within it. The socio-cultural paradigm is centialthe thesis and yet is perhaps a more
elusive concept to define and conceptualise. E828: 666), for example, suggests
that: risk is in the eye of the beholderhus to view hazards and risks in absolute
terms is to ignore their social context and théural perspective of the observer.
Douglas (1992) locates risk historically and sdgjalcknowledging that risks are
perceived by different people and groups in diffiéngays, giving rise to reciprocal
‘blind spots’. Choices deemed a normal part ofgday adult life such as going into
the kitchen to make tea or doing the laundry, megome ‘unacceptable’ within the
regulated environment of the care home where theyemarded as ‘risks’. Thus laws
designed for the world of work might be used in s#lyat reduce or eliminate choice.
Homely values might become subordinated to a pregmateon with avoiding risk

(Bland, 2005) and laws drafted with supportive mitens in mindmaybecome
controlling in effect (Burton, 1998).

1.2.2 The theoretical framework and methods useddata collection

Chapter 4 discusses a theoretical framework thaltespa socio-cultural and systems
based perspective to understanding the regulatidmeanagement of risk in residential
care homes. The framework encompassesttiietural feature®f the system that
influence the residents’ environment in the fornso€ial policy, attitudes and
opportunities. A systems based framework acknovdsdiat the care home is greater
than the sum of its parts and that the outcometfiaes can be both planned and
expected or unplanned and unexpected. It acknowtetige pivotal role played by
external factors such as the National Minimum Saagsl for care homes, as well as
factors that are within the direct control of tha@e such as its written and unwritten
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practices and ‘rules’. This study thus envisaggst&ms’ as operating within a socio-
cultural context where regulations, practices anésrare culturally mediated. Cultural
Theory (Douglas and Wildavsky, 1982 and Thompsaal,et990) is therefore the
principal means for conceptualising the regulateshé within this thesis.

1.3 Conclusion

Whilst there is a strong academic tradition witthia social sciences including the work
of Townsend (1962), Peace et al (2001), Clough&),99ldman and Quilgars (1999),
Bland (2005), Leeson et al (2003), explaining tlied experience of older adults in
residential care settings, this literature provitd®g insights into how safety legislation
impacts on the management of care from the peilispeaftthose who must both live
and work within the constraints and demands oféselential environment. This study
offers a new and original qualitative data set fuimg an empirically grounded and
context based understanding of how important sacidlregulatory policy has been
translated into local policy, interpreted by marragapplied by staff and ultimately
experienced by residents. The intention here igngpresent older adults in care
homes as vulnerable and in need of ‘protectionfdgulated means. Indeed, this thesis
argues that ideas about ‘risk’ in residential cdreuld be based on what older adults
themselves value and wish for in their care honnelsret necessarily the assumptions
of policymakers, providers or home staff about wthaly consider to be ‘safe’.
Simultaneously, the broad premise that the rolbéedlith and safety’ is to protect
peoplefrom ‘*harm’ is not fundamentally rejected. Rathes thesis sets out to explore
how health and safety law is interpreted and agplighin care homes for older adults

and how this may impact on the daily lives of resits.
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Chapter 2 — Concepts of home and caring

2.0 Introduction

This chapter is in two parts. The first part witidore the general meanings of home
and how certain positive images and concepts ofehimmght then be used to define so
called ‘homely values’ (Peace and Holland, 200h)evaluating notions of home it
takes a multidimensional approach, considering amhitects, housing professionals,
lawyers, carers and sociologists view and defimaénoThe primary objective is to
juxtapose the domestic dwelling traditionally asated with home with institutional
forms of care in order to understand the princigefors involved. The second part will
explore the concept of ‘care’, both in a genera #nan institutional context and how
care may be interpreted for those definedegggendentWhilst there is an apparent
abundance of rhetoric from both regulators andiplerg claiming an agenda based on
choice and independence, a key question is thatextevhichregulated caramight

actually realise this rhetoric in terms of an emabbr disabling agenda.

2.1 Home a multidimensional concept

Home has been described as@mplex, richly textured, infinitely variable andeply
layered part of human life which impacts, and feeted by, many spheres of
experience and social interactiofTipper, 2003: 9). Research into understanding
meanings of home is multidisciplinary and extend®ss a range of research paradigms
and as Twigg (1999: 382) remarksig sShadowy territory for researchersHome

might be a place where someone lives, a fixed eesg, and a permanent abode. It is
generally a private territory and a personal spetieh contrasts with the public world
of the institution. It has particular significanie older people because it is a familiar
environment in which they have confidence, andegalty, can behave as they wish
(Groger, 1995; Twigg, 1997). Home might be assediatith where people come from
(their roots), who they are (their identity) ane tilace that they feel safe. However, it
is not clear whether these characteristics refarptace, a space, feelings, practices or
some other state of being or relationship withvtloeld (Mallett, 2004).
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The word home has powerful meanings, as it evakegés of warmth and belonging.
For example the idea of family and home are ineabiy linked. Bowlby et al write that
although hon-family households also have homes, a crucaheht of the everyday
understanding of home is the notion of a placeiwn¥hich children are or will be
reared (1997: 344). In its widest meaning however, haraa be broader than a
particular place or locality, such as town or countHome does not even have to be a
physical place; it might for example be regardethasspiritual home’ (Mallett, 2004).
What is, or at least appears to be clear is thmtsk’ and ‘home’ are clearly different
concepts, whilst they are related they are notlated. A physical dwelling unit is not
the same thing as a hohfelarrison, 2004: 705). A house might be a phylsieality,

and a home instantly familiar, yet the concept m@@ning of home is not at all easy to
pin down. Douglas (1991), views home as a kindoaktce or localisable idea whilst
other phenomenological literature views home lasing-in-the-world or a form of
emplacement from which the individual engages thighworld (Bhatti, 2006: 321).

Fox (2002) identifies a classification which growyadues of home into four broad
categories: home as a physical structure, homeramty, home as a means of identity

and self-identity for its occupiers, and home as@al and cultural phenomenon.

Heller (1995: 7) identifies two representative typé home experience: thgpatial

and the temporal. In the spatial home-experience there is no mau@Enit is place that
furnishes a person with a sense of the ‘familidihe temporal home is, however,
experienced by someone who travels a great dedbakd forward to returning to a
familiar place. Ahmed (1999) takes a very wide viZvhome as relating in some way

to where someone lives, where their family livehair native country. However, native
country might not béelt as a home. Home is therefore not necessarily desptace or
location - it is more astate of beingwhich Ahmed equates with a permeable boundary
or ‘second skin Moving away from home affects how ‘homely’ onegint feel or fail

to feel (1999: 341).

Understanding home as an extension of self has éaq@#ained by two conceptually
related theories: the Theory of Place Attachmedtthe Theory of Place Identity,

whereby people develop a relationship with a cenpéace, incorporating it into their
self identity (Leith, 2006). Geographical spacedees a place to which we attach

meaning through long-lasting emotional involvemiimbugh the personal life
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experiences and social interactions accumulatedtowe (Leith, 2006). Thus the
longer someone stays in a particular place, tlomgér the connectedness to that place
(Groger, 1995). Home might therefore be understoddrms of the changing
transactions and experiences gathered througheuifelcourse. It becomes an
important source of identity, a material expressibthe self and of important
memories. To lose the home or to ‘suffer its raldiearrangement’ under the direction
of care professionals might therefore be to losasgect of self identity (Parfitt, 1995;
Twigg, 1997: 228).

Understanding home might also derive from the cptscef privacy, privatism and
privatisation (Saunders and Williams, 1988). Pryeafers to freedom from
surveillance and role expectations where you cayobeself free from public scrutiny.
Privatism is about withdrawing from communal lifedeorienting activities around the
home, whilst privatisation refers to the shift i@re@r occupancy, perhaps best
characterised by the ‘right to buy’ initiative etedbby the 1980 Housing Act. In the
latter half of the twentieth century Britain becaampation of home owners, and this
included half of those aged over 60 (Peace ancaH®)I2001). Gurney (1999) shows
how notions of home ownership have beenmmalisedwithin British culture, perhaps to
the detriment of other forms of tenure. Numerouslisis have also linked home
ownership with living longer and staying healthiean those who rent (Hiscock et al,
2003). Saunders (1990) stresses that identificatiimthe home as a source of
independence and self-expression is also greatestvner occupiers. In contrast those
who rent identify more with the neighbourhood ardbcommunity. According to
Dittmar (1992 in Béland 2005) ownership is a crusturce of personal identity in
advanced industrial cultures, a fact that has leggioited in the field of social policy
where personal ownership has been framed as a fubwgmbol of autonomy (Béland
2005). Older adults are now more likely to be owssgupiers with occupational
pensions than previous generations (Hancock, 19Bi¢ymaytherefore perceive that
they have more to lose in terms of security anejady for their family, by leaving their

home to enter residential care (Peace and Hol20m@il).

The idea of home as an intrinsically private sgaa® however received criticism.
Sommerville argues against Saunders and Williamreeption of the private home as

intrinsically more worthwhile than the public splerit is also far from obvious that
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home is a fusion of house and household (Sommenti#89). Residential care homes,
for example, are not private households, yet fonesindividuals they are experienced
as ‘home’ (Groger, 1995) and ‘houses’ have nevenlexclusively private places
(Tosh, 1996; Mallett, 2004). Older adults may hawsense of greater autonomy and
independence in a residential care home settingnwhky dimensions of choice and
control have been lost within the private sphertheir own home (Peace, 1998).
Similarly, if social contact is highly valued, tmsay be more easily achieved within the
public sphere of the residential home (RichardsahRearson, 1995). Bland (1999)
argues that it is appropriate that residential bames are promoted as being the home
of the older adult, something which Danish legiskahas already attempted to do. The
concept of home is given status by providing canaé residents with the same basic
tenancy and consumer rights as older people livirigeir own homes (Christophersen,
1999 in Leeson et al, 2003).

2.2 Home as a legal concept

There are some very tangible examples of how tjisl&ive framework in England
promotes and supports concepts of home. Fox (38d8i8)s out that it is difficult to
overstate the everyday importance and legal saanfie of home, as an instrument of
social engineering. It frames how the law impactgitizens as home owners,
occupiers, tenants, licensees or even as squalftbeslaw is quite explicit about the
value of home and its wider meanings, for exammpdeitportance diamily and

privacy are enshrined in the Human Rights Act 1998 (HR#ontuced in October
2000), which incorporates a range of civil and foedi rights into UK law. These rights
include the right to life (Article 2), the right tiberty (Article 5) and the right to private
and family life (Article 8). A human rights perspiee on old age highlights the
importance of independent living as a means of @mgthat older adults are able to
exercise their rights. Such an approach also agsishe development of general
principles which can be used to assess socialprantice generally, but in particular in
relation to the promotion of independent livingor lexample: respect; equality;
personal autonomy; social inclusion and particgratilhe law also promotes support
for older adults to ‘age in place’. The Nationaldith Service and Community Care Act

1990, encourages the development of domiciliary,afal respite services to enable
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people to live an independent and dignified lifame wherever this is deemed

feasible and sensible.

There are also social and cultural conventionsaatsal with being a good neighbour
and ensuring the safety or protection of visitard aeighbours. Such conventions
might be supported by civil and criminal law. FExample the Occupiers’ Liability
Acts of 1957 and 1984, establish a steigil duty of care towards visitors, invited and
uninvited. The Occupiers’ Liability Act 1957 setgtahe duty of care occupiers owe to
visitors, whilst the Occupiers’ Liability Act 19&kts out the duty of care owed to
peoplewho have not been invitesich as trespassers. Whilst a trespasser migétriza
right of uninvited access to the home, modern $agcid cultural conventions are

intolerant of them coming to harm whilst they drere.

Criminal statute protecting visitors is arguablyahuess clear in the domestic setting of
the home. The Health and Safety at Work etc A@dl8iscussed in Chapter 3, applies
to all people at work with the single exceptiordomestic servants in private
households. Thus the constraints that might beddtbby health and safety regulation
within a conventional workplace do not necessaiply to domestic work carried out
by the householder, their family, friends or dorieservants within their own house

In practical terms this means that the househatdeot required to undertake risk
assessments, to institute safe systems and tadertraining as they would have to do,

by law, if their home was designated a workplace.

2.3 Possessions and space

A home has been described as an environment ofgathyjects (Fairhurst and
Vilkko, 2005). The meanings and experiences ofdiane tied to the physical objects
and their arrangement within the physical spadb®house. It is these objects which
differentiate the physical shell or container, @dlthe house, from the home. A useful
way of distinguishing between house and home iteatsmfortably with the notion of
home as independent of its location is proposellitigechnie (2006). He refers to the

processor the emotions associated with home whilstateeluctrefers to the physical

® Contractors coming into the home are requirecbtogly with health and safety legislation. Some safe
critical activities such as work on the gas or &ieal installation are also regulated and musy dd
undertaken by competent individuals who are apaigdy qualified and registered.

Tony Kelly — September 2010 25



My home your workplace

structure and possessions or contents of the hbiasee therefore becomes both an
emotional world over which people have control anéflection of their practical
achievements and aspirations. Tineductaspects of home might include possessions
and facilities that allow for and signify independe. An individual’s ability to invite
friends for a home-cooked meal relies upon havougss to the necessary facilities.
Within the residential care home access to sudhtfeg may be denied on the basis of
some regulatory expedient. This may in turn impgin their sense of being in control
and therefore of being ‘at home’ (Groger, 1995).

Possessions are the outward reflection of the eaecapnterests and aspirations. The
objects in a home carry biographical meanings, esg®ad through decorative items,
memorabilia, furnishings and other objects conrtetiiehe domestic space. The
biographical domain is particularly significant bese it connects with the individual’s
sense of self-identity (Clarke, 2000). People feentimental attachments to their
possessions which keep alive the memories of werduyre and family. Possessions
might represent an important link between an oédkit in residential care and their
past clearly shaping their updated sense of hopeceSwithin the home might also be
important where it is personalised, enabling irdey®r hobbies to be continued or
developed (Rowles, 1993; Percival, 2002). The mfezbjects and space are important
for the thesis in that they can arguably crosdbthendary from home to care home. If
the residential care home adopts a policy of r@stg what the resident can bring with
them, the individuals sense of continuity with theast and thereby their well-being
may be affected. Whilst some ‘domestic’ objectscearly part of thgproductaspects
of home in terms of their functional relationshigthe house, they also contribute to
theprocessaspects of home in terms of the meanings thatdbeyey. Going into the
kitchen and making a drink or relaxing in a hothbedn carry significant biographical
meaning for people. The bath, for example, canadsgqularly meaningful as something
more than a means of keeping clean. It has adongection with ‘indulgence and

pleasure’ and as a source of relaxation and regqUsvigg, 1997).

Tony Kelly — September 2010 26



My home your workplace
2.3.1 The garden

The garden as a space is particularly associatidgnowing older. When people retire
they may aspire to spend more time in their gardegarden has been described as an
important part of the care setting, providing, aggirother things, sensory stimulation
(Barnes, 2002). For the residents of shelteredihgus care homes, the sensory
sensations of the garden can be enjoyed by everyoieding those with dementia
(BBC news, 2001). Bhatti (2006) contends that ai$oan the garden throws new light
on recent debates about the notion of ‘home’ fdeppeople, and deepens our
understanding of social, physical and cultural ¢geaim later life. The garden
contributes to the process or construction of homenumber of ways, for example, it
represents part of the domestic routine of ‘hom&inga. There is a spatial ordering
through which gardens shape life experience (BH2Q06). The physical changes that
people encounter as they get older often mearttibgihysical activity required to
create a home changes towards the latter phasesiofives, thus whilst a ‘third afe
adult might be strongly engaged with their gardenving both pleasure and healthy
physical exercise from it, the onset of age reldtaidty might (but not necessarily)
curtail these activities. This relationship betweddter adults and gardens is potentially
an important theme. Whilst outside spaces mayddedito care homes as decorative
features, they may not be considered in termsedf therapeutic benefits (Barnes,
2002). For some residents, the garden might bacemf continuity with their past, and

therefore may help them to feel at ‘home’.

2.3.2 Home a place of work and conflict

As previously noted, home is a contested and aicimaknsional concept (Mallet,

2004); the house or dwelling is merely one aspebbme. Whilst home is often
characterised as an inherently positive, safejrarnting environment, home can also
exhibit the negative characteristics of institusgAskham et al, 2006) and be a place of
oppression associated with domestic slavery, vedeand despair (Mallet, 2004,
Rosenstein, 2005).

® Laslett (1989, 1996) uses the phrase tttiel (and indeedourth) age’ where he argues that old age
should no longer be seen as a residual stage tifelmurse whose members are preoccupied with
decrepitude and death.
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The contested association between family, gendithame is discussed extensively by
Mallet (2004), where she highlights the contribataf feminist theory and debates, in
identifying home as a site of oppression, tyranmy the domination of women. Bowlby
et al (1997) assert that ‘home’ is a site for dagegder, in that family care, cleaning or
house maintenance (repairs) are gendered taskadset and affirm gendered
identities. Such stereotypical identities may bee@iwed as limiting and constraining
where home becomes a site for the exercise of pdwemnpaid carers (who are
usually women), home may become a place of workogpdession (Oakley, 1976;
Bowlby et al, 1997; Williams, 2002). For examglee likely impact of providing long
term care for someone ‘at home’ may become ardandsstrain theghysical,

emotional, intellectual and spiritual resourceqthiose]individuals[involved]’

(Williams, 2002: 147). According to Nelson (2002)iist information on the extent of
actual ‘elder abuse’ is scant, the few populatioidies that have been done suggest that
4-6% of older adults have been abused in the hordeed the Domestic Violence,
Crime and Victims Act 2004 was introduced to insethe protection, support and
rights of victims and witnesses involved in allif of crime perpetrated by relatives or

carers within the home.

2.4 Home in old age

Retirement has traditionally marked the onset dfage (Hyde et al, 2004) and as such
it has been seen as the beginning of the end (Tawva)4963). Old age has been
described as a time of shrinking horizons (Oldn2&®1) where reduced mobility and
social opportunities due to less income and théhdafariends result in disengagement
with social life and the formation of a much strengttachment to home. The ‘house’
therefore becomes important because it is clossgg@ated with intimate relationships,
cherished memories, and a sense of historicalrmaityi(Leith, 2006). There is
however no systematic evidence to suggest thaageds necessarily associated with
systematically reduced opportunities, and theafetisengagement with society have
thus been heavily criticised for these negativenotaxions of old age (Clapham, et al
1990).

Since the 1960’s the meaning of home to older achds been the subject of extensive
research (Townsend, 1963; Sixsmith, 1986; Sauniie@f); Gurney and Means 1993;
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Means, 1997; Ahmed, 1999; Fox, 2002). Much of tegearch has been used by
Government to frame social policy and tends to adapptimistic view of growing old
at home which has been given the term ‘ageingangl(see for example Andrews and
Phillips (2005). This is based on the fact that ynalder adults of today do not have the
same characteristics as those who retired 20 ge8fs ago. Access to non-state
incomes has given some older people a comfortabtame in retirement (Department
for Work and Pensions, 2000). The percentage agipear families in the lowest
household income quintile has fallen from roughypger cent in 1979 to just over 20
per cent in 1997 (Hill et al, 1999 cited in Hydeakt2004: 280), meaning that many
‘third age’ older adults are able to enjoy hoblziad other leisure pursuits associated
with home. Arguably, older adults increasingly wemtemain as independent as
possible with home seen as a place where theyxgaerss their individuality as well as
their desire to retain control over their own li{&&eans, 1997). Among future
generations of older people, often referred tdastiaby boomer’ generation of the
1950’s and 60’s their present home is seen as t# favoured accommaodation in old
age, even if it becomes too difficult to cope al@ibeeson et al, 2003). It is indeed
striking how centrathe homas to the concept of independence both in poliemse

and in the statements of older people.

The literature on older people and care suggesistato remain living as

independently as possible, which in policy terms Ib@en interpreted as a willingness to
stay at home with a corresponding reluctance toemiato any form of institutional

care. Indeed residential care does not featum@ipemtly in (contemporary)
Government commissioned literature. The Royal Cossion on Long Term Care
(1999), the Green Papkrdependence, Well-being and Chof2605) and the
Department of Health’s most recent publicattoRecipe for Car¢2007), all recognise
the increasing role of home based care over thengpdecades, and the right of older
adults to have access to a range of services dwehvwhey can exercise a degree of
choice. Their vision for diverse quality servicgefowever couched in ‘cost neutral’
terms that appear to emphasise home care or sttelieusing whilst almost dismissing
residential care altogether. Some commentatorpeouders are indeed concerned that
the Government are trying to convince people thed blomes are not a good choice for
long term care (Anchor Trust, 2005). This visioigint however be flawed in some key

respects as thértie’ cost of providing care to a dependent older astutheltered
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housing may in fact exceed the cost of residensie¢ (Bland, 2005). In addition extra
care sheltered housing is estimated to accommdeizdehan 40,000 people compared
to 450,000 older adults living in residential céBeirke, 2006). ‘Ageing in place’
however, appears to be the Government and locabaties’ preferred option, aided by
increasing home care services and investment ile¢aed’. Relatives as well as
neighbours are seen as a resource for caring aiudireg the older person to live
‘independently’ at home. Because many people anmaglilonger and healthier lives
with more disposable retirement income, much pali@toric emphasise that old age
should be seen as a time in which people are drdlextelop their interests and enjoy

their home.

Critics of this view note thatridependent living has become the new mantra &ed li
motherhood and apple pie is almost impossible tdesi (Oldman, 2001: 6). Whilst
home might be a personal space and a privateniegnabodying self-identity, personal
control, autonomy, privacy and intimacy, it mayla same time hide the lack of care
and poor quality conditions so often criticisedhiitresidential care institutions. Older
adults might be ‘in the community’ but they are patt of it, other than through TV
sets and 15 minute visits (Oldman and Quilgars919%3 cited in Oldman, 2001). It is
easy to be critical of Laslett’'s (1989) bleak andtcoversial imagery of a ‘fourth age’
characterised by dependence and disability onadkesthat these states can be
transitory and experienced at any time in theddarse. There is, nonetheless, likely to
be a stage where some older adults require significmore care and support than can,
realistically, be provided ‘at home’. Intensiverfts of care can stress relationships
with relatives, be very expensive for the individoatoo expensive or impracticable for

the state to provide ‘at home'.

When care services enter the home, particularlywaaaptive or medical equipment is
involved, it is to be anticipated that establish@shnings and the activities that
constitute the lived home will be disturbed (Dytlak 2005; Fairhurst and Vilkko,
2005). The consequences of this are multipleifadvertently the act of helping
someone to remain in their own home may in fachgbkaheir concept of home and

indeed create unforeseen risks. In some casesxéonple, the home may need to be

"Telecare uses sensors, such as movement detentod®ar alarms to monitor lifestyle changes and
possible emergencies in order to manage the risdacated with independent living.
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‘adapted’ to improve its safety and to accommodtiaeneeds of the older person.
However, aids and equipment literally ‘take up’ apavhilst adaptations re-define a
space (Fairhurst and Vilkko, 2005). Care ‘at hooaai begin to take on the features of
an institution with the routinisation of a persoday focusing around home visits, risk
avoidance and the delivery of intimate care. Afiexds of life can indeed become part
of a condition or its treatment (Twigg, 1997). Thakhough the processes of
institutionalisation have come to be associatedl vasidential care, Askham et al
(2006) have shown that Goffman’s three definingabiristics of custodial care,
routinisation, surveillance and mortificatfoof the self were present in the lives of
some older adults being cared for at home by xeator friends. Care tended to
become routines designed in order to accomplistifsp&asks, surveillance was
restrictive and prevented both the carers and ttieesewere caring for from doing
things that they wished to do. Perhaps for theasoressomeolder people make a
positive choice to move in to a care home in otddree themselves from the pressures
associated with trying to live ‘independently’ arhe. Research by Oldman and
Quilgars (1999) suggests that for some a moveardare home is seen as actually
increasing their independence as they no longérdéant upon relatives and friends

for their care.

2.5 Care homes

According to Clough there is no oaeceptednodel or framework for residential care,
its function is howeverto create good environments in which people ca liv
environments which will allow and encourage thevsimn of good physical and
environmental carg2000: 66 - 68). The Wagner Rep&esidential Care: A Positive
Choice(1988) tried to raise the profile of residentialesaeasserting its value, and
seeking to challenge the view that residential cathe ‘last resort’. Th€aring in
Homes Initiativg1993) attempted to encapsulate good practicedardified the
concepts of quality of lifestyle and opportunitfes fulfilment. These included the 3
themes of: an enabling environment, recognisingraediating different interests and

creating opportunities for individual and colleeifeedback and commentary.

8 In this context ‘mortification’ may involve strijig away the status and the dignity of the oldesdtad
Personal and intimate care may be experiencedgradiag, even humiliating.
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These concepts articulate two important princifihes transcend the regulatory
framework immediately applicable to residentialecaheenvironmenor milieu in

which care is provided and the mediation of differaterests. Bland (1999), argues
that hotels generally exhibit such characteristies;ing a customer oriented approach
that is receptive to the needs of its guests. ¢gdles on to assert that care homes
adopting such a model are more likely to be resperis, and prepared to meet, the
stated and implied needs of their residents. Thesefor residential care homes to be
like ‘home’ they must first determine what congisi‘home’ for the individual resident
i.e. they must arguably be customer focussed. Xtemeto which a hotel model is
indeed able to emulate ‘home’ is open to questonjf freedom of choice and a non-
oppressive nhieu are characteristics of home then being sufficiefiixible to a variety
of needs may at least represent good practice ridtinasserts that a ‘self-conscious
concern with order’ is what actually distinguisties residential home from the hotel.
Indeed within the care home it jgermissible, desirable and even necessary to enerf
in the lives of residerit§1989: 61).

The experience of residential care is intimatelyrexted with the working lives of the
staff and their relationships with residents. Tin@act of the regulatory framework or
the manager’s interpretation of this frameworkel$ inost keenly at this interface.
Whilst the physical environment and resources offeredbyptiilding, facilities and
routines are important, it is the social, emoticarad inter-personal factors that are more
highly valued (Youll and McCourt-Perring, 1993). Amphasis on the physical aspects
of housing and the routines of care on the othedimay be associated with the less
than homely values associated with institutionslenpinned by the work of Foucault
(1998), Goffman (1961) and Townsend (1962). Bl&@D6) has observed for example
that homes who see their primary function as piagicphysical care’ were much less
likely to allow residents to ‘take risks’ and were more likehafply ‘rules’.

Interestingly, these ideas resonate with Herzbdd®$§6) ‘Motivation-Hygiene’

Theory which suggests that the building and functiongkass of an environment are
simply ‘Hygiene factors’ in the sense that they meeessary to avouissatisfaction

but by themselves will not providmatisfaction Thus, whilst care homes need, by law,

° This is primarily a theory of motivational managamhresearch applied to the workplace; however, the
concept of facilities as ‘hygiene’ factors is fadtbe a useful illustration or concept.

Tony Kelly — September 2010 32



My home your workplace

to be well designed, equipped and managed, theswgaare not, by themselves, the

things that make the individual feel ‘at home’.

2.5.1 The care home as an institution

Giddens (1989) makes a historical link betweenomssand workhouses that have
subsequently evolved into contemporary residefit@hes’. Workhouses provided
food and accommodation for those without work itume for extremely hard work. The
workhouse also became a place where the sick, agddnentally ill were placed when
no one else was prepared to care for them. Theg designed with the same utilitarian
logic as other large institutions and as such ther® absolutely no imperative for them

to emulatehome

Research suggests that the contemporary residentimabnment also has the potential
to promote negative consequences for residenssngiirom so called institutional
regimes (see for example Garner and Evans, 2000h 2gimes may deny residents
control over key aspects of their day to day liveading to what has been termed
‘induced-dependency’ (Booth, 1986; Redfern and R2885). Instead of accepting that
risk may be an inevitable part of everyday lifes ¢thre cultureof some care staff, home
managers and some proprietors might feel thatmig&t be eliminated. This may be
driven by the perception of accountability - thdtemever something goes wrong
someoneanust be to blame, a perception perhaps linked thgmo-win, no-fee system
introduced by the Woolf civil justice reforms (1999t may also be driven by a
misunderstanding or misapplication of the regulatommework where those with
responsibility for care feel uneasy about accepdimgy managing risk as a normal part
of adult life. In this respect some residential leermay be conceptualised as
performing the function of ‘warehousing’ (Bond, B)9rather than providing a home.
Older adults in such homes arguably have neithetralonor choice and thereby begin
to lose their identity as an independent, autonaaolult. Meagher and Parton (2004)
suggest that the social work profession itselftbeen complicit in what might be called
the control agenda that arises from contemporaylation and societal expectations
surrounding risk. Healy notes that proponents iticat social work havepgersistently
challenged the occupational self image of sociakvas a caring profession by
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emphasising the complicity of social workers inrggroduction of the oppressive

conditions within the practice context and beydh@000: 3).

Social scientists have considered institution®rms of certain common qualities
which affect those in them. For example, livinghin an institution is fundamentally
different from normal life in the community. Whiieis a ‘normal’ arrangement for
most individuals living within the community to sig, work and play in different
places, with different people, and without an olteedional plan, the central feature of
the institution is a breakdown of the barriers safiag these features of life (Barton,
1959; Goffman, 1961; King et al, 1968, 1971). Higg(1989: 15) proposes a typology
of characteristics that differentiates institutidresn domestic homes, shown in Table 1.
Moore suggests thagven those [homes] run by the most enlightenetlis&&fitably
have aspects of what Goffman called batch IiM{g§02: 231). Goffman (1961)
suggests that most institutions have 4 charadterist common. First, all aspects of
daily living are undertaken in the same place. Tiaye two distinct and different
social and cultural worlds, one for staff and ooerésidents. Residents are stripped of
the roles that they might have held prior to admisand designated simply as a
resident. Fourth, the various activities of the lecame designed to fulfil the official
objectives of the institution. Such objectives ntigitlude complying with health and
safety regulation, which may be interpreted in widngg restrict individual choice and
independence. Further, the application of ‘bateimdi’ may be a management
expedient designed to cope with large numberssafieats whilst employing the most

economic package of resources.
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Institutions Home

1. Public space, limitations on privacy 1. Privsppace, but may be some
limitations on privacy

2. Living with strangers, rarely alone 2. May lizlone or with relatives or

friends, rarely with strangers

3. Staffed by professionals or volunteers 3. Nolynab staff living there

4. Formal and lacking in intimacy 4. Informal amdimate

5. Sexual relationships discouraged 5. Sexualioalships accepted (between
certain family members)

6. Owned/rented by other agencies 6. Owned/rentedhabitants

7. Variations in size but may be large 7. Variasiomsize but usually small

8. Limitations on choice and on personal8. Ability to exercise choice and

freedom considerable degree of freedom

9. Strangeness (of people, place etc.) 9. Fantyliéat people, places etc.)

10. Batch or communal living 10. Individual arrangents for eating,

sleeping, leisure activities which can vary
according to time and place

Table 1:The key characteristics of institutions and honeei{se Higgins, 1989: 15)

A key feature of Table 1, also expressed in tleedture, is that athoiceand
participation in the choices that determine indisblifestyle. Making choices and
being treated with dignity and respect have besgrdeed as central rights of older
adults, no matter how old or frail they may be @ix1991). Choice is likely to be
mediated by individual and institutional considermas that arise from the relationship

between resident and ‘carer’.

2.5.2 Caring as an enabling and disabling concept

The care home is arguably characterised by thapasition of ‘home’ and ‘care’. The
‘home’ may portray institutional characteristicgidimg from being a public domain
oriented around batch living, however, it is the@eptualisation of ‘care’ that is likely
to determine the residents’ experience of ‘homehinithe residential home. Care is a
broad term which has come to cover a multi-dimemaiand varied remit which can be
broken down into narrower categories (Bland, 200&|oway and Ussher, 2006).
Tronto (1993: 106) differentiates between: caribgud, taking care of, care-giving, and
care-receiving. Caring about refers tioe' recognition in the first place that care is
necessary Taking care means taking the responsibilitydare, whilst care-giving
refers to directly meeting another person’s caetlaehrough personal contact and
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physical work (1993: 107). Care-giving is the dirplysical and interactional caring

that one person does for another.

Historically the terntare has been associated with ‘welfare’, being ‘lookéér’, or
‘protected’ (Meagher and Parton, 2004). The stayutoncept otaking careof

someone ogiving careto them might be thought of as being broadly d&skinto
‘nursing’ and ‘social’ care paradigms. The forneegenerally associated with
‘professional’, medical and technically orientedecevhich in the UK are undertaken or
supervised by registered nurses whose title angpetancies are prescribed by law
(Clark, 2003). Nursing care might include injecsptube feeding, surgical dressings or
other forms of ‘complex’ care. Social or persoraecon the other hand is a much
broader term that encompasses what any caringrpersold undertake in their own
home. It might include helping with personal hygecooking, cleaning or supporting

social activities.

Thus, the broader term of ‘social care’ generatiglees to the non-nursing context, i.e.
in environments that do not engage in the ‘techinmcacedures associated with the
nursing needs of residents. Social care insteaeet[s] their common human needs
[and] give[s] quality of life (Social Care Association 2005, in Higham, 2006: The
‘residential’ (as opposed to the ‘nursing’) carerey was defined by the 1984
Registered Homes Act asify establishment which provides......residential
accommodation with both board and personal cargersons in need of personal care
by reasons of old age, disablement, past or predepéndence on alcohol or drugs or
past or present mental illness or mental handi¢&mclair, 1988: 243).

Miller and Gwynne (1972: 189) identified two disttrmodels of care in care hom&s
the ‘warehousing’ model defined their primary taskprolonging physical life and the
‘horticultural’ model which saw their main functi@s developing the full potential of
their residents. The warehousing model requiresrdsadents remain depersonalised
and dependent. Independence is discouraged andi¢laé¢ resident is one who accepts

the staff's assessment of his or her needs anttehiment they prescribe or

9 The original research was undertaken in homepHgsically disabled adults, however, the models
have also been applied to older adults — see fample Bond (2004).
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administet (Bond, 2004: 122). The horticultural model is déised by Bond asmore
aspiration than reality(page 123).

Youll and McCourt-Perring (1993: 172) describesiadels of ‘caring’ identified in

their evaluation of the Caring in Homes Initiatitlee child care model, the kinship
model, the democratic model, the hotel or catemaglel, the nursing or ward model
and the expert or treatment model. Two sets ofrapsans were identified relating to
the nature of the relationship between the residedtstaff which influenced the
approach to care. The first assumption concernetbttation of power and authority

and how it was exercised. The second assumptiocecoad the age or circumstances in
which a resident’s self-responsibility was regardedeing lost or gained. Who made
decisions and about what, were fundamental toxpereence of residents and their
ability to exercise choice. These broad ideasatbdr developed later on in the thesis
(chapters 3 and 4) in considering the relationbleipveen older adults, the management
of risk and the conceptualisation of risk withiffelient homes exhibiting different

‘cultural’ characteristics.

The kinship model of caring was highlighted asetiéht from the other models,
because it assumed relationships between staffesndents based on cultural rather
than organisational norms. They gave as an exaii@eontinued deference shown by
younger workers to the residents, however fraig mome for Asian elders. People
placed great importance on shared values and $&lativeen staff and fellow residents
in homes run by religious organisations or minoeitignic groups. This, the authors
suggested, was a model that offered a set of agguma@bout how care was conducted
that both residents and staff could share (Youdl sltCourt-Perring, 1993: 172). The
hotel or catering model was described adavn-to-earth approachbased on an
assumption that adults need little more tHasusekeeping services, meals and a bit of
understanding compahy1993: 173).

Meagher and Parton suggest that discussions ofxgtma the critical social work
literature have been remarkable only by their absence, swathtthas seemed there
has almost been an assumption that social wor& taisited by its associations with
care that the word should be expunged both fronexicon and rationale(2004: 4). In

their view and in the view of Healy (2000) citedtieir introduction, the critical social
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work literature Eomes close to identifying care with oppressioertainly it is seen as
‘patronising, paternalist, and marginalisin@2004: 3). While Finkelstein (1998, cited
in Meagher and Parton, 2004: 22) argues that the ¢are should be replaced by

support.

Over the last two decades there have been a nuwhpeticy and practice documents
(Avebury, 1984; Avebury 1996; DoH: SSI, 1989) thave stressed the importance of
allowing people in residential care to take reabtmasks, linking responsible risk-
taking with independence. In 2006 the Departmemieaslth (Lewis, DoH 2006)
launched itDignity in Carecampaigrwhich included the goal of enabling people to
maintain the maximum possible level of independenkeice and control. The Green
Paperindependence, Well-being and ChofBP®H, 2005) encouraged a debate about
risk and consulted on the right balance betweeteptiog individuals and enabling
them to make decisions about their lives includisl. In May 2007 the English
Department of Health publishéddependence, Choice and Risk: a Guide to Best
Practice in Supported Decision MakifDoH, 2007), described as a best practice guide
for the use of everyone involved in supporting &8 and over] using health and
social care within any setting. Any setting in@sccommunity or residential care, in

the public, independent or voluntary sectors.

Manthorpe (2007) suggests that the publicatioruohsa risk framework highlights
Government awareness of the problems of managsigrria climate of criticism and
risk aversion. Whilst the framework talks in terafssiewing risk ‘proportionally and
realistically’, and distinguishing ‘reasonable’kssfrom others, distinguishing between
‘reasonable’ risks and risks requiring managementrol, may prove a real challenge.
Whilst Manthorpe (2007: 237) argues that this appaiurn away from the risk
management of everything ‘to be welcomeégdshe also acknowledges that the apparent
culture of ‘risk management’, perhaps based upf@a@aof litigation, is likely to be
difficult to unseat. Indeed, Taylor arguably captuthis idea in his ‘wariness of lurking
conflicts paradigm’ where he argues that t@n'sumer culture of society created more
pressures for staff and less justice for serviagvion......... The consequence for
staff, in an environment marked by increasing ditign and consumerism, was an

uneasy blame culture that could inhibit practicenbgking practitioners overly cautious
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in the interests of being seen to do the rightgh{8006: 1423). Thus concepts of

‘care’ are likely to be framed in this context.

2.5.3 Dependency

The term ‘care’ appears to be inextricably linkedre term ‘dependent’. For Dant
dependency for older adults in contemporary so@atybe understood more fully @s °
form of relationship characterised by an unequatclbution of power(1988: 171, see
also Biggs, 1992). A number of attempts to defiapaehdency have stressed that it is a
function of the social relationship between anviaiial and another or others (Booth,
1985; Willcocks et al, 1987; Dant, 1988; Qureshd &vialker, 1989). Oliver defines
dependency asimplying an inability to do things for oneself atie consequent
reliance on others to carry out some or all of thgks of everyday lif¢1993: 50). In
health and social services, the needs of oldetsadtg generally assessed in terms of
their ‘dependency’, based on the subjective vieiasomeone who may lack the
necessary assessment skills and awareness ofasikerapproaches (Taylor, 2005).
Information about ability to manage daily livingyrdinence and mobility are used to
define subsequent levels of care. Bland (2005) estgghat older adults who are judged
to be in need of care are also characterised &sekable’ (Webb and Wistow, 1987) or
‘at risk’ and requiring safeguarding and protection

A number of writers have challenged the constructib‘dependency’ as an individual
attribute in later life and have written about faetors or structures that bring about
concepts of ‘dependency’ in old age. Whereas ‘tedudependency’ might be taken to
refer to the relationship between the individual #meir carers, ‘structured dependency’
refers to societal attitudes and institutions eirthvidest sense. Indeed, several authors
including Walker, 1980, 1981; Townsend, 1981; Rsln, 1982 and Hockey and
James 1993, have developed a political economyaphrto the experience of ageing,
by demonstrating that the experience of laterdgedependency-creating’ is not
accidental or irrevocable. Rather, they claimedias the result of deliberate social
policies (Bland, 2005). Older adults living in cdn@mes, are clearly subject to a
regulatory regime that arguably characterises tagm@mat risk group. Care home and

health and safety ‘law’ might be thought of asiegtthe context for the residents’
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experience of ‘home’, where residents are treateateé or less the same according to
fixed rules and statutegEngster, 2004: 7).

In considering what constitutes best practice gndential care homes, Bland (2005)
suggests that it has mostly been working groupsisting of health and social care
professionals, care providers, academia and farailgrs but rarely older adults, who
have produced best practice guidance. The lastlddtas arguably seen a significant
increase in the ‘top down’ definition of modelslast practice. The growth of
‘managerialism’ often referred to as the ‘new palipianagement’ (Horton and
Farnham, 1999 in Meagher and Parton, 2004), habletted regulatory regimes
characterised by standards and systems of accalitgtehuch regimes are designed to
assess, and regulate the performance of orgamsatial workers delivering public
services (Meagher and Parton, 2004). The Care &tdsd\ct 2000 and the Care Home
Regulations (discussed in detail in chapter 3) hinligg seen as one such regime, which
exerts state control over the provision and dejivdrcare services. Within residential
homes, this framework satinimumstandards for services which proprietors and
managers are required to apply to their homes lagr@fiore to those who live and work

in them.

Sinclair (1988 cited in Redfern and Ross, 20053e0kes however that it is often
difficult to get a true picture of residents’ adtueews because many express
satisfaction with their home either through a rence to complain because of fear of
reprisal, or because they cannot envisage an atteen Thus it appears that debates
about the nature of residential care, the appboatif rules and the apparent emphasis
on the physical aspects of care may have been wusperhaps by the rhetoric
accumulated around residential care. It may Hecdif therefore to argue with a health
and safety agenda that is designed to protect thbhedive and work in residential care,
especially where the recipients of such an agapgaarto be content with it.

The principal regulator for residential care hontes,Commission for Social Care
Inspection, (CSCI, replaced in 2009 by the Careli@u@ommission) arguably works
to two distinct agendas. The first assertsridpets of residents, whilst the second
asserts theesponsibilitiesof providers. The rights based agenda is seihoat

‘discussion paper’ entitlefllaking Choices: Taking Risk2006) where CSCI reiterates
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the ‘Government’s public service reform agenda’ kghg peopleshould be able to
exercise choice and control to help them live tihd f life they want{CSCI 2006: vi).
The document appears to attribute oppressive peaetitirely to the provider, where:
‘rather than being supported to deal with persornslk i order to achieve what they
want from life, older people using social care neaperience a prevailing risk averse
culture where risk is regarded as threatening amtb¢ avoided wherever possible
(2006: 8, paragraph 2.4). CSCI go on to set ogbime detail a ‘choice’ based agenda
acknowledging that:development of a national approach to risk in sbcae needs to

connect with other key initiatives across Governm@906: 12).

Providers are invited to develop their vision fevdloping person-centred services and
to consider whethegefforts to minimise organisational risk are apprtely weighted
against the potentially adverse risks to the ovex&llbeing of people using their
services(2006: 13). This ‘rights-based’ agenda contragth the regulator’s second,
and arguably principal, agenda which explicitlyuigs providers to comply with
regulatory standards. This clearly includes théslagive framework for health and
safety, which CSCI have incorporated within theidlal Minimum Standards (NMS)
for care homes. The NMS are therefore likely tdnigily influential and significant
components in a care home’s organisational riskagament strategy. Thus, if the
NMS are orappearto be risk averse, the home’s practice is likelydflect this. Such
regulatory agendas move away from the rhetoriggbits, independence and choice

towards the realities of inspecting for compliance.

The ‘induction’ and ‘construction’ of ‘dependenayg’an interesting and useful idea in
the context of the social structures and framewthrks define and regulate care, caring
and care homes. It suggests that it is not neclystbee older person’s frailty or
personal choice that mediates their experiend®oferather it is the legal framework,
its translation and application that determines neswdents are treated and their
subsequent experience of home. Whilst it is impariaat residents and staff within the
residential care home environment saée this is not supposed to be the ‘main aim’ of
providing residential services (Crimmens and P2@)0: 25). Netten (1993, in Redfern
et al, 2005) found that many staff took it for geahthat their responsibility to protect
residents from physical harm outweighed the righhe resident to come and go as

they pleased. Tronto (1993) also suggests that“can create situations where carers
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see themselves as having more expertise in maéengeeds of individuals than the
individuals themselves. This might lead to the d@weent of relationships based upon
profound inequality. It could be argued that thpexkient for regulatory compliance
enhances or amplifies this dynamic - such thateetxgnowledge and the management

of risk become the currency of care.

Whilst residents are likely to appreciate beingkkxb after and the physical security
associated with residential care, they also wam@rtain amount of independence and
control over important aspects of their lives (Redfet al, 2005). They want control
over choosing their companions, privacy when thaptit, a room of their own that
can be used during the day, and being able to@adhtir own immediate environment,
such as opening or closing a window and turninghieting on or off (Redfern et al,
2005: 147). Chapter 3 will argue that the healtth safety components of the National
Minimum Standards appear to stress the compliageeda and the home’s subsequent
‘duty of care’. In this sense the term ‘care’ apgda have become framed as an
obligation requiring the manager and staff to adherthose requirements stated or
implied by the Minimum Standards. Thus a concepenébling care’ is likely to be
subjugated by a perceived duty to control risk endomply with standards.

2.5.4 Designing care homes

The World Health Organisation’s Quality of Life Assment Group (1998) recognise
the physical environment in which people live asmaportant dimension of their
guality of life alongside physical health, psyclgptal state, level of independence and
social relationships. Physical environment is tfeeelikely to be particularly important
for older adults living in residential care setshgvhere good design of the communal
living environment can make them places in whiaytfeel ‘at home’, as opposed to
‘in a home’ (Marsden, 2005). Good design is alspanant from the perspective of

care staff so that they can perform caring taskis minimal risk to themselves.

The National Minimum Standards for Care Homes flale®People, published by the
Secretary of State for Health under Section 23{1h® Care Standards Act 2000,
recognises that there are clear links betweentythe af home, its philosophy of care,
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design and layout. Contemporary architectural aegigdes for care homes attempt to
capture the essence of ‘home’ and translate thembef ‘home and homeliness’ into
bricks and mortar. Parker et al however point bat in the architecture and design
professions, it is rare for academic curricula taver the needs of frail older people
(2004: 2). Fairhurst (2000) also provides a fundatal insight into the constraints
within which planners and architects must work. &lddults rely on their individual
biographies to visualise the utilisation of spadthir a home, matters from which
architects are generally excluded. This insightfoeces the individual nature of
‘home’ and the need for design to be sufficienlixible (whilst being functional) to
allow privacy, dignity and above all choice in tige of ‘public’ space. There is also
said to be an overall shortage of empirical evigene the efficacy of the physical
environment in care settings (Barnes, 2002).

The National Health Service design guide (The desfgesidential care and nursing
homes for older people, HFEN 19) is one examplencdrahitectural design guide that
attempts to capturehie inherent objectives which mankind has alwagsedi for when
seeking shelter in which to live: good locationsahce of overcrowding, physical
comfort and safety, privacy of the occupants (ctiNely and individually) and security
against intruders(NHS, 1998: 18). This guide briefly explores hdve notion of

‘home’ can be translated into a ‘homely environrhen®lder people....are likely to
feel more at home in environments which are famitiat too modern-looking and on a
domestic scaleThis translates into defined ‘characteristicadfomely environment’
which (they state) include three components: fdetnestic size and scale, such as the
provision of small lounges and informal seatingaareSecond, ease of orientation and
recognition of spaces within the building, for exde) a dining room should look like a
typical domestic-style dining room. The third campnt recognises the need to avoid
‘institutional’ features such as long corridorstgialighting and hard shiny floors in
living areas. The size of care homes is howevéggraficant factor arising from the
balance between the need to provide a ‘homely’renment and the expedient of the
economy of scale. Whilst smaller homes can progideore domestic environment,
they still require the same basic infrastructure proportionally the same staffing as
much larger homes (Willcocks et al, 1987: PeaceHwithnd, 2001).
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Barnes, (2002), suggests that residents expresstegfreferences for care
arrangements which offer privacy and real freeddwchoice rather than token
measures of control over important aspects of graiironment. This can include
having control over heating and ventilation in lweEmns. The physical design attributes
of the architectural framework are said to be intguat; only in so far that they provide
the degree of autonomy and individual choice thatresident may expect from their
‘own home’ (Barnes, 2002). The National Servicenfr@avork for Older People
(Department of Health, 2001) endorses this moreggmotion that older people
should be able to determine levels of personalraglarding their health and

circumstances.

There may however be important gaps between therib®f choice in formulating a
design and the reality of the actual design whénekperienced in practice. Parker et al
(2004: 17), acknowledge thatdre homes are understandably subject to manythealt
and safety regulations. They must protect theit fiessidents as well as function as
work places and settings for medical interventiditee perceived pressures from
relatives and fear of litigation may foster a rigkerse environment, however, which
our findings associate with a measurable diminutrosome aspects of quality of life
Health and safety regulations are likely to impingen the most fundamental aspects
of the resident’s experience of their home. Hepséind ventilation may be designed for
safety rather than user adjustment and ‘hot’ waiay be cooler than the resident might
like in order to prevent scalding. It could howeterargued that it is possible, at the
design stage, tdesign‘safe’ environments that offer residents’ choidéhwespect to
privacy alongside buildings that offer good liglgtimeating, ventilation and access to

facilities.

2.6 Conclusion

This chapter has attempted to evaluate the mearitngme’ in order to distil out,
define and understand what ideas about home alg ik mean for older adults. Such
an understanding is important in order to appredia¢ characteristics that differentiate
the experience of being ‘at home’ from that of Igein a home’. Willcocks et al (1987)
conceptualise home as having three dimensionst, Rimme is a place of physical

objects and spaces. Thus ‘home’ might equate viajbots or treasured possessions and
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the ability to exercise choice over the use of @laed space. Whilst the physical
characteristics of houses are important, it waseddhat they are, in part at least,
‘hygiene factors’ that whilst having the potentaldissatisfy are not in themselves able
to satisfy, and do not, on their own, constitutente’. The objects within houses are
often however endowed with meanings that help tstte the house as home. Such
objects may include furniture and possessions whéske sentimental meanings, and
which, in some circumstances, may be transposatighe residential care home
setting. For example, a display cabinet full ofaorents or a favourite armchair may

have significant sentimental value and contribateards meanings of home.

The second dimension relates to home as a soaie phvolving interactions with and
between people. Home is inextricably linked witlatienships and with memories
which in turn bestow special meanings on placesepabjects and possessions. It was
argued that the domestic home can however becomeydonely place for older adults
whose friends and relatives have either died orad®ome distance away.
Relationships are undoubtedly an important aspewbime, yet relationships are not
dependent upon the house and therefore ideas hbmdas a social placenay also

transpose to another environment, such as thecrdgticare home.

The third dimension of home characterises it anetaphysical’ place to which people
ascribe their own meanings. This conceptualisampears to recognise that home is a
relative place whose meanings are personal, pdiggleand temporal. Thus, different
people are likely to adopt their owery personameanings of ‘home’ and being at
home according to their different perspectivesi¢mrent times throughout the life-
course. Family and the relationships an individaahs with them, within a particular
house, are likely to change over time and witherdsnges ideas about ‘home’ are
likely to change too. Once valued spaces and psissssmay also become a burden to
be maintained and therefore cease to be meaniagfaspects of home.

Whilst home is generally portrayed in a positivesse it can also become a place where
life is taken over by the equipment and the rowtiokdaily care. From this perspective
home can take on the characteristics of an ingtitwwhere the older adult is subject to
routines, surveillance and the gradual strippingyaef their identity and dignity.

Where relatives are directly involved in persormad antimate care, this may in turn
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place stress upon family relationships and eroddahtures of the domestic home that
once gave it special status. Under these circurostaresidential care may actually

improve quality of life for some older adults.

Choice is an important theme that runs througldtfierent conceptualisations of
home, for example having the choice to enjoy adath, to bake a cake, to potter about
in the garden or to receive visitors in privacyay time. The chapter has argued
however that whilst the published literature fromv&rnment and from providers may
appear to promote independence and choice, congkejptae’, and especially a
perceived duty to manage risk, may redefine oldetta as dependent, in need of care

and therefore in need of protection from harm.

Within their own home however, the older adultidikely to encounter the discipline
of health and safety law. Whilst they may no longigjoy complete independence, they
are still likely to retain autonomy to take riskstheir own home without interference.
For example, the older adult may choose to hawat &dth, to light a fire, to re-heat
yesterday'’s dinner or to sleep with their bedroomdeow and door wide open.
However, within the formal workplace that is theidential home, the older adult
‘becomes’ someone whose status as ‘resident’ pthess within the protection of
health and safety law. To this extent, the freedtmasthey enjoyed ‘at homeiay
become activities that the residential care honfime differently. Thus, the extent to
which the residential care home facilitates chaiceerms of possessions, pastimes and
relationships and mediates these consideratiofsnattie imperatives for healthy and
safety law are likely to be defining characteristot a (care) ‘home’ away from

(domestic) home.
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Chapter 3 — Regulating risks within care homes foolder adults

3.0 Introduction

Care homes for older adults operate within a me@ehomy of welfare, characterised

by a growing movement towards welfare pluralisnoiming private, voluntary and
informal sectors (Powell, 2007). This representgéeresting case study of how risk is
both conceptualised and regulated within the diffiésectors. Care homes are at once a
homefor the people who live there and also a highgutated place of work for those
who provide care. For care professiorthks discernable increase in regulatory presence
may have resulted in the readily available expddéfregulation’ as a fall back when

explaining or justifying risk management practitdest may restrict choice.

This chapter is divided into three parts. Part prozvides a brief overview of the
concepts associated with the term ‘risk’ in oraeumderpin a discussion of its
regulation and application within the context af thixed economy of residential care.
A discussion about ‘risk’ has relevance on a nunadbégvels. It is a multidimensional
phenomenon that is both highly regulated and gdatfteomanagement framework that
determines the residents’ experience of home. Téneagement of risk can also be
applied in both enabling and disabling ways (Taramet Harris, 2008), and as the
empirical work demonstrates, the management ofcask paradoxically, create new
risks.

Part two focuses on the statutory regulation &f wehin residential homes against the
backdrop of a new institutional policy style in whiGovernment’s role as a regulator
of risk has been developed while its role as actieenployer, property-owner and long
term care provider has declined through privatisasind downsizingHood et al,

2004). It will trace the evolution of the new mikeconomy of care showing how the
role of the state has changed quite significantlgrdhe last quarter century from a
provider of public services to being a regulatoseivices increasingly delivered by
others (Bolton, 2004).

Part three discusses the policy framework contrglhiealth and safety, and specifically
its application in residential care. It is argubdttit is this often complex framework
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that tends to be the focus of attention for prdpreeand home managers and this has
led to accusations in the care press thiRegulationdare] stripping away choice and
independence for older peop{€ommunity Care [online] Septembéel 8004). It is
however argued that it is not health and safetulegmpn, per se, that does this. Rather
it is the way that health and safety regulationbeen framed in the context of

residential care, specifically within the Natiohdihimum Standards for Care homes.

3.1 Theorising risk

It has been said that the concept of risk has dordeminate the political and social
landscape of the late twentieth and early twentt-ienturies (McLaughlin, 2006). For
some, it has come to fiercely divide the social aatliral sciences (Adams, 1995;
Banks et al, 2000) representing a conflict betwsamologically informed concepts of
risk and what have been called the traditionalbgbdlistic calculations of risk (Powell
and Wahidin, 2005). For Parton (1996), risk isaaset of realities waiting to happen, or
to be ‘unearthed’, it is a way of thinking. It tserefore useful to identify not only what
is meant by risk, (its semantic definition), buig@how people might regard and
perceive risk on a subjective level, within thdelént traditions of social and natural
science. For some, risk only relates to potentiss lor damage, while for others it has a
positive side, with the possibility of gain. Thésean extensive literature on risk and

what has been termed the different varieties @&f(8se Taylor-Gooby, 2002).

Historically the notion of risk was recognised &g either something ‘good’ or ‘bad’
which could involve loss or gain (Lupton, 1999).eTs$hift in emphasis from ‘bad luck’
or ‘fate’ to rational thinking, systems of prevemtiand ways of identifying threats
before they take effect, has resulted in what Casgries is an obsession with
preventing risk, built upora’ grandiose technocratic rationalising dream of alboge
control (1991: 289 cited in Lupton 1999: 7). Giddens (@P8also acknowledges a shift
in thinking about risk as being a function of whaght be termed management rather
than the product of fate. Contemporary ideas ahskithave replaced earlier ideas of

fate or fortune with new ways of thinking concermwath human actions or inactions.

Bernstein (1996) suggests that modern thinking hegeen man abandoned the belief

that events are due to the whim of the gods andaseld the notion that we are active,
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independent agents who can manage risks. Riskgisdnse in which it is now
understood, is a relatively recent concept. Befloeenineteenth centunsk was a

neutral term, concerned merely with probabilit@sdosses and gains (Fox, 1998). Risk
simply meant that there was potential for losseavard. The risks faced by those living
in the early twentieth century weaeguablygreater than those faced today, yet the
management of risk in contemporary society appwansave come to dominate the
political and social landscape (McLaughlin, 20064leed Our age is not more
dangerous - not more risky - than those of eadjenerations, but the balance of risks
and dangers has shifteliddens, 2000: 52).

In contemporary society the meaning of risk appealsave been transformed from
being seen as a neutral term into something theattisely negative or dangerous.
Douglas (1992: 40) suggests thfabm a complex attempt to reduce uncertaifrigk]

has become a decorative flourish on the word dangéws risk has been pre-empted
to mean anundesirable outcomg¢l992: 24), or a state of vulnerability as theui¢ of
‘events caused by oth&($992: 28). Indeed, within the discipline of salcivork, risk
has been framed in negative termsths relative variation in possible loss outcoimes
(Brearley, 1982: 82). Thus, when working with oldelults, social carers may tend to
equate risk with vulnerability (Stalker, 2003). Ressessments are thus likely to adopt
these characteristics where the ‘risk assessds td#iged to ‘protect’ those in their
care (or themselves) from some supposed harm.ridysarise from perceived hazards
within the home or from fear on the part of the leomanager of litigation if they fail to
fulfil their duty of care. Risk assessment therefoecomes an activity likely to pre-
suppose a negative outcome and thereby some fopmobibition or constraint on
freedom (Stalker, 2003).

3.2 Perspectives on risk

Whilst risk has been an area of considerable academic aciiagjor-Gooby (2002)
suggests that it is difficult to identify a commibreme. Like home, the concept appears
to be complex and many faceted. Cultural and osgaioinal theorists have taken a
particular interest in the way that risk is concgised within complex social worlds
(Hood et al, 2004), thus, whilst the law might esage one particular approach to
understanding and applying the regulatory framewoik likely to be done through the
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socio-cultural lens o particular world view or community of practtéeDouglas
suggests thatohe of the interesting questions in risk studiesld/de to know how
consensus is reachgd 992: 12). The next section will consider thoesmtemporary
perspectives on risk which have seen it broadlysilied intotechno-scientific
psychometrigKahneman et al, 1982; Slovic 1982; Marris etl@bR7), andsocio-
cultural paradigms (Lupton 1999; Tansey and O’Riordan, 198Milst there are
important differences within and between thesedgdayms’ or classifications, they can
also be seen as complementary in many importapects

3.2.1 The techno-scientific paradigm

The techno-scientific paradigm emerges from whahtbe called the numerate
disciplines of engineering, statistics, actuarmalignd economics which adopt
probabilistic approaches to calculating risk (Lupt®999). Clarke (2000: 84) suggests
that there has been a ‘promulgation’ of the usedfinical evidence which has served
to perpetuate a narrow definition of risk and wirglisernative frameworks for
understanding risk have been proposed, in caranegsea positivist perspective has
predominated (Ballinger and Payne, 2002). The teduentific perspective
exemplifies the approach taken by UK health andtgdéw, which places a statutory
duty upon employers to identify potentially harmfwirk] activities, to assess the risk
of any harm that might arise and to implement acdntreasures to mitigate them. Such
an approach is synonymous with contemporary dedmstof riskwhich usually define
risk objectively as a combination of uncertaintglaamage (Kaplan and Garrick,
1981). The essence of risk that the legal framkweeks to control is not based on
something that is happening but on something thghthappen (Adam et al, 2000).
Accounting practices might be regarded as thettoadil basis for the science of risk
calculation. Actuaries working for insurance comparand risk assessors in the
business of health and safety risk, all use compddaulations to predict what ‘might’
occur (Hassler, 1993; Babcoekal, 1993 in Fox, 1998). Hertz and Thomas (1983)
describe risk assessment as methods which seekrgfehensive understanding and

awarenessof the risks associated with a given setting kRissessment, is seen as a

X Community of practice - Lave and Wenger's (199byel of situated learning framework theorises
that learning involves a process of engagementdénmmunity of practice’ where people adopt the
language of their particular cultural context addt to its customs and rituals — see chapter 6.
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technical procedure which is to be undertaken tincational calculation of ends and
means (Fox, 1998). The Health and Safety Execstiggest thatA risk assessment is
simply a careful examination of what, in your waruld cause harm to people, so that
you can weigh up whether you have taken enouglaptieas or should do more to
prevent harm. Workers and others have a right tpio¢ected from harm caused by a

failure to take reasonable control measur@$SE, 2009).

Professional health and safety managers who aréogatpby care home providers are
likely to use a techno-scientific approach to tegegsment of risk. This can take the
form of a numerical risk rating scale where riskxpressed mathematically as the
product of the consequences of loss or damagegvkea event, having a given
probability of occurrence. The resulting quantifica or quantumof risk is then used to
assign a priority for action (St John-Holt, 20050r example, a kettlmightbe

regarded as a risk to resident safety becauseegfdtentiakisk of scalding from

boiling water. The risk is a combination of tileslihood of being scalded and the
severityof the scald. For most adults the risk of beiegesely scalded is low, however
for someone who is regarded as a ‘vulnerable @dalt’ the risk of scaldinghaybe
seen as significantly higher; i.e. it is deemea@liithat they will spill boiling water onto
themselves with the consequence of injury and gjuesd ‘blame’ for those
responsible. Thus it is possible that some pradesss might apply a ‘socially
constructed’ risk heuristic to their assessmenhefrisk of scalding that regard
kettles as intrinsically dangerousdl residents, regardless of their capability, perkona

choice or location.

This ‘formula’ is applied against the backdrop dfat’has arguably become an
increasingly ageist, risk averse, litigious andutatjon oriented society. The medical
view of ageing as pathological retains a poweritibence, where the older adult is
regarded as being at risk (Bland, 2005). For exampis suggested that the
identification of falling as a significant healthoplem for older adults is based on
positivist (medical) perspectives of risk that pitise the reduction of physical injury
(Ballinger and Payne, 2002). Indeed across theerahfealth care services, Peterson
and Lupton (1996) have noted that health proma@tedsvarious institutions appear to

have worked together to produce the at-risk indigld
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Douglas (1992) suggests the potentially importafiiénce of our system of justice as
another driving force behind the conceptualisatibrisk. In this respect there have
been two very significant changes to the applicatibthe law. In 1999, Lord Justice
Woolf introduced new rules (the Civil Procedure €q)lin order to improve access to
justice, modernising a system that had been langstyranged since 1875. Now anyone
who is injuredat workor by workcan‘press for retribution and compensation where
[real or perceivedharm has been caused by work activiti@¥alters, 2000: 8). The
implication of this for the care home owner or mgeras that in order to defend a legal
action against them they must be able to showthiegthave complied with the
requirements of health and safety law, which im tamay influence their approach to
managing risk. The second and more significantledgty backdrop to the management
of risk can be seen in the evolution of codes atpce and social care statute. The
introduction of the Care Standards Act 2000 hagxample set cleaminimum
standards for care homes, requiring compliance thighlframework controlling health
and safety. At the same time the identificatbddand protectiorirom risk are often
explicit within professional codes of conduct sasithose for nurses and social carers
(Ballinger and Payne, 2002). The General Sociaé Cauncil’'s code of practice
(GSCC, 2002) includes requirements to protect gefspm harm, and also to comply
with health and safety law (McLaughlin, 2006). WHaoed with excessive rigidity in
the form of regulatory standards and codes, sesvit@y become defensive rather than
person centred and innovative (Broadhurst et &I9pAlaszewski and Manthorpe
(1998) conclude that ‘staff-centred’ bureaucraeieslikely to be expert oriented and
will try to control their environments by anticijpag and preventing risk. In contrast,
organisations that are more user / resident odeaute likely to be more flexible and to
value individual judgement. These ideas are furtleeloped below and in chapter 4,
the Theoretical Framework, where risk is placedhimithe four cultural contexts
deriving from the ‘Grid’ and ‘Group’ typology (Dolags and Wildavsky, 1982).

3.2.2 The psychometric paradigm

The management of risk has evolved into a managedmsipline in its own right (see
for example the Health and Safety Executive’s esitenliterature), where the ‘human

element’ introduces what Hillison and Murray-Webg2007: 13) suggest is an
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additional layer of complexity into the processeTgsychometric paradigm theorisas
individual’'s perception and interpretation of risk and the ralestrategies or rules that
they might adopt when addressing risk. Such ruléseuristics’ are often viewed as
leading to farge and persistent biasg$lovic 1987: 281; Lupton, 1999: 19). For
example, the ‘medical model’ of ageing might bearelg@d as labelling older adults as
vulnerable and therefore at risk (Ballinger andrigay2002; Bland, 2005).

The attitude of those who might wish to take aipaldr risk and those who perceive
that they have a statutory duty to manage thatwildepend upon their attitude
towards the likely degree of uncertainty. Uncertiain a particular situation is
mediated by underlying psychological influenceswnasheuristics(Greekheuriskein

- to discover) which introduce subconscious andesyatic biases into the decision
process. Heuristics operate at the unconscious dexketherefore represent a covert
influence upon the management of risk and may beacterised by terms such as ‘rule-

of-thumb’, ‘gut-feeling’, or ‘intuition’ (Hillisonand Murray-Webster, 2007: 52).

Heuristics can operate at both the individual ptiacier level influencing the decisions
of managers or carers, and at organisational levielencing shifts, entire homes or
even whole organisations. The use of heuristies @desvice to understand risk attitude
forms part of the risk literature (see for exampédhneman et al, 1982; Reason, 1990;
Cox and Tait, 1991; Cox and Cox, 1996; Kemshadil,e1997; Hillison and Murray-
Webster, 2007). The ‘rule’ might be regarded ascthrescious manifestation of the rule
makers’ bias towards a perceived risk. Such biesekl for example derive from
professional standards or codes of conduct, sulksélguadopted as ‘rules’ rather than
aids to complex decision making (Ballinger and Ray@002: 307). For example,
lifting and handling of people who couldn’t standnaove on their own used to be
heavily influenced by adherence to Royal CollegBlofsing guidance. This guidance
advised that manual handling should be eliminateallibut exceptional or life
threatening situations (RCN Code of Practice fdredhd Handling, 1996). Thus, the
right of an individual to choose how they might wembe assisted was apparently

subordinated to a ‘rule of thumb’.

Taylor (2006) recognises that addressing hazardisisks is part of professional care

practice. In exploring how care professionals mag@sions about the long term care
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of older adults, he theorised that risk might beceptualised and managed in terms of
six distinct heuristics (which he calls paradignesi¢ch with its own assumptions. He
suggests that his paradigms appeared to be ineacfteeciprocal tension, each standing
alone as thephilosophical underpinning of a heuristic to sinfipldecision making

within a particular framework(2006: 1424). Each paradigm was thus a coheragt w
of understanding a range of issues with a ‘disiocabetween working within one
paradigm and another. They might also be likelgl&y a part in the application of
‘street level bureaucracy’ (Lipsky, 1980), wherdigges and procedures were

interpreted and applied according to some preceadémodel’.

Taylor called his first risk paradigm ‘identifyirand meeting needs’ (IMN), which he
suggests is about addressing ‘risks now’, but ngks tomorrow’. IMN is therefore a
proactive or pragmatic paradigm for dealing withmadiate situations, for example,
admitting a person considered ‘at risk’ in theirolome into residential care. The
second paradigm is called ‘protecting this indiatand others’ (P10), which
encompassed situations where individuals may haners, for example a person with
dementia whose mental functioning was seen as ad®ayonent in shaping their
perception of ‘risk’. In the PIO paradigm, the mgement of risk may be imposed on
the individual, rather than meeting their expresseeds (IMN). Minimizing situational
hazards (MSH), Taylor’s third paradigappears to derive directly from health and
safety law, which imposes a duty upon individualsake all reasonably practicable
steps to minimise risk. The health and safety meguents relating to employees were

thus applied by extension to service users in adalearoid creating a double standard.

Taylor’s fourth paradigm ‘balancing benefits andrhsl (BBH), is based on the
premise that risk taking is an intrinsic part & liThe mandate for the BBH approach
derives from the right to make choices regardirmphds and risks, as well as the
opportunities that life presents. The fifth paraajgccounting for resources and
priorities (ARP), was said to dominate the develeptof policies for ‘risk
management’ in some organisations, which might li¢ke account of appropriate risk
taking (Kemshall, 2000).

Taylor’s sixth and final paradigm is wariness aking conflicts (WLC), which

acknowledges the concerns of staff and their sefigelnerability to legal action.
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This paradigm might derive from a greater focusocountability and public scrutiny
of services (Kemshall and Pritchard, 1997) whichhhicause providers or their staff to
act defensively. Taylor acknowledges the possitlie played by a perceived ‘blame
culture’ (Douglas, 1992; Furedi, 1997) within tpgradigm. This acknowledges the
role played by the socio-cultural environment withihich risk is perceived,

understood and acted upon.

3.2.3 The socio-cultural perspective

In discussing the techno-scientific and psychorogterspectives on risk, it appeared
evident that both were inextricably linked to thrieonment within which they were
likely to be applied. For example, the techno-sitfierassessment of risk is unlikely to
be completely ‘objective’ when it is mediated bgdbexpectations and the perceived
requirements of standards and codes. The socioralfierspective emphasises those
aspects of risk which the techno-scientific andchsynetric paradigms have been

criticised for neglecting (Ballinger and Payne, 2P0

Thus, the concept of a ‘hazard’ or a ‘risk’ is s@srsomething that exists against a
back-drop of regulatory, societal and corporateeetqtions. Hazards are seen as being
socially constructed, i.e. created from the cor@imtgudgements about the adverse or
undesirable outcomes of choices made by human oy, 1998: 673). Clarke
(2000), for example, suggests that whilst caretjii@gers may emphasise the physical
domains of risk, the older adult may emphasisétbgraphical domains associated
with loss of self identity. Conceptually there &m® strands to the socio-cultural
perspective characterised by cultural and sociolddheories of risk (Shaw and Shaw,
2001). Both perspectives adopt the premise thiaigisocially constructed and
collectively perceived (Gabe, 1995; Shaw, 2001).

Sociological theorists focus on how material caists and social interest impact on
the perception of risk. For Giddens (1991), thexe lheen a decline in trust for expert
authority — where expert judgements are scrutinisedtested, accepted or rejected on
the basis of lay peopletsvnassessment of risk. Beck appears to share #is vi
where: insurance experts contradict safety engindarsl] Politicians encounter the
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resistance of citizens’ groupd994: 11). People appear to have become intgnsel
aware of risk, where products once thought to bmless have evolved into things seen
as ‘dangerous’. Risks become politicised as theyaaigned with social, economic and
political consequences, for which someone mustete o account (Beck, 1992, 1994).
Annandale (1996) identifies, for example, incregsamwareness of the patients’ rights
agenda as a factor influencing daily practice. @alttheorists attempt to address the
wider organisational, institutional and interperlocontexts of risk which originates
with the anthropological work of Douglas (1966, @98nd 1992) and later
collaborative work with Wildavsky (Douglas and Walgsky, 1982). These authors
theorise that societies are selective about tlks tisat they choose to address (Shaw
and Shaw, 2001), wherthe perception of risk is a social proceasd not an objective
reality (Douglas and Wildavsky, 1982: 6).

The idea of risk as something that is mediated ggcéo-cultural perspective might be
illustrated by reference to the report that follovike fire at the Fairfield residential
home in 197# and a later fire at Wensley Lodge in Humbersideth& time the
Fairfield report concluded thasome degree of risk from fire has to be accepted in
homes(Robinson, 1999: 6). This arguably contrasts wiité contemporary risk
management of everything (Manthorpe, 2007), whiskecontrol measures appear to
have become something of a preoccupation. Certthielyisk of fire is now something
that is regarded as completely unacceptable, athetiefore, very highly regulated and

blame is likely to be apportioned for managemeihiiria.

The regulation of risk by institutions in differegmblicy domains has also been explored
by Hood et al, who suggest that there is no suicly ths a risk society, only different
risk regulation regimes (2004). The next sectioth dg@velop this idea in the context of
the evolving regulatory framework for care homed haw they have linked their
management with the management of health and sad&ty

2 The Fairfield home fire, inquiry, subsequent ré@ord design considerations are discussed in more
detail later on in this chapter in the contexttaf evolution of the ‘modern’ welfare state ancciise
home buildings.
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3.3 The regulation of care homes

This section will explore the evolution of contemgmy residential care and the
regulatory landscape that impacts upon the manageshe sk within this domain. The
management of risk represents a key concept antitrsection between individual
rights and protection from harm (Tanner and Hag@98). Whilst there are legal and
regulatory restrictions on what one can do in a eftin setting, home is generally not a
regulated place that must be risk assessed arely'safanaged in accordance with the
law. Care homes on the other hand occupy an sttegeposition in society as they are
at once a home and a place of paid work. Indeed/memidential care homes are small
or medium sized businesses, which must balancéategy compliance with providing

a ‘home’ for residents.

Within care homes for older adults there are twogppal regulatory frameworks to
consider, both concerned with risk. The princiggulator for care homes, the
Commission for Social Care Inspection (CSCI), wdrkswvo distinct regulatory
agendas. The first asserts thghts of residents, whilst the second asserts the
responsibilitiesof providers to manage risk by reference to heatith safety law. This
regulatory process is designed to shape, motiwadajtor and modify management
practice (Macrae, 2008).

3.3.1 The evolution of modern care home regulation

Modern residential care is characterised by ‘camads’ and ‘care homesith nursing’,
both are registered with and inspected by the sagdator. However this simple
dichotomy has evolved along two completely sepdrat®rical pathways tracing the
evolution of the nursing and social work professiomer the late nineteenth, twentieth
and early twenty-first centuries. From the 188Gisvards separate nursing homes and
private (home) hospitals began to emerge for peoipheodest income who could not
be conveniently cared for at home (Abel-Smith, 196@; Peace and Katz, 2003). The
Nurses Registration Act of 1919 set up the Genuasing Council which maintained a
register of nurses to ensure that they were prppeined. In 1927 the Nursing Homes

Registration Act was introduced regulatirgny premises used or intended to be used
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for the reception of and the providing of nursiog persons suffering from any
sickness, injury, or infirmityNursing Homes Registration Act 1927: Section. I)is
legislation remained largely intact until 1975 whegawers of registration and
inspection were transferred to Area (later Dis}ridealth Authorities and consolidated

under the Nursing Homes Act 1975.

Care homes can arguably trace their roots to tloe Paws and workhouses of England.
For example a report of the Royal Commission orPber Laws published in 1909
showed that almost half of the residents livingviorkhouses were in old age (Peace et
al, 1997). At this time however, the needs of phl#ults within society were not
recognised in the same way that they are todaycéPaad Katz, 2003), as poverty and
not old age was seen as the reason why peopledetade support and care. Indeed
the concept of ‘not working’ in old age or retiremb@s we know it now only emerged
later on largely in response to unemployment inli®20's (Means and Smith,
1994:18).

The Local Government Act of 1929 transferred thaaggment of workhouses from
Poor Law Unions to local authorities and reclassifihem as either Public Health
Hospitals or Public Assistance Institutions (PAY.the beginning of the Second World
War in 1939 there were around 400 Public Assistamsttutions and the majority of
their residents were older adults (Ministry of HealLl939 cited in Peace and Katz,
2003). The advent of the Second World War brougbuasignificant changes,
specifically many old people with health problemer@vdischarged from hospital care
into overcrowded PAI's in order to make space add for the newly created Wartime

Emergency Medical Service (Titmus, 1950).

3.3.2 The modern welfare state

Following the Second World War and the electiothef Labour Party whose manifesto
was built on social change, the National Healthvi8erAct was introduced in 1946
providing ‘free’ healthcare for everyone. Two y®&ter in 1947 and following the
findings and recommendations of the Nuffield Sur@@mmittee, the National
Assistance Act of 1948 was introduced, placing iy da local authorities to provide
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‘residential accommodation for persons who, by reasfcage, infirmity or any other
circumstances are in need of care and attentiorotte¢rwise available to thém
(Section 21), in effect abolishing the Poor Law arcbducing the idea of bespoke
residential services focussed on the needs of aldigts.

Section 26 of the Act gave local authorities thevioto place residents in voluntary
sector homes and in 1968 the Health Services ahlicRdealth Act (Section 44)
extended this provision to private sector home® Nhtional Assistance Act like all
modern legislation was supported by an evolvingilegry framework which laid the
foundations for the registration of residentialecar terms of the appointment of a ‘it
person’ (The National Assistance ARegistration of Homes Regulatiori®949) to
manage the home and later in 1962 to overseeitlemftfduct’ of the home (The
National Assistance Aconduct of Homes Regulatigri®©62), (Peace and Katz, 2003).

The optimism of the post-war welfare state apptalsave given way to the realities of
a system famously documented by Peter Townsenis itd%2 publicatiomhe Last
Refuge This work examined thirty nine old workhousefty three post war local
authority homes, forty two private care homes dmdt nine voluntary sector care
homes. Despite over a decade having passed simdettoduction of the post-war
reforms, Townsend was extremely critical of theiinSonal treatment that he found
concluding that the overall standard was low ard thder adults had in effect lost their
right of access to equal status and independe@mcerns about care homes continued
throughout the 1960’s, 1970’s and into the earl§9 (Townsend 1962; Miller and
Gwynne, 1972; Kings Fund Centre, 1980; Booth, 198Bicocks et al, 1986, 87; Peace
and Katz 2003), with Parliamentary and speciakrégiegroups like the Residential
Working Group of the Personal Social Services CoyRESC, 1977) pushing for
reforms, a process leading to gradual changegisldgion.

One potential cause of such poor standards wasdakernment’s focus on the building
and design aspects of residential care ratherttteaprocesses such as staff training.
After 1948, the Government’s priority for residexittare was the replacement of the
old workhouses with new buildings designed to mabtehnew philosophy of ‘welfare’
rather than the custodial and institutional modelave associated with the workhouses

and PAI's (Bland, 2005). Thus for residential hornescepts of ‘home’ were almost
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exclusively determined in terms of the design afdiigs and space or as Bland states
‘the Government put its faith in the design of neidings in its desire to rid
residential care of its stigma and unpopularitytwsenior citizeng2005: 102).

Between 1969 and 1979, a series of design and gi@atice guidance Building Notes
were issued similar to HFN 13he design of residential care and nursing horoes f
older peoplg1998) discussed in Chapter 2. Amongst these deswgre the very
modern (modern in the very early 1970’s) ‘CLASPb(Gortium of Local Authorities
Special Programme) buildings constructed from preaed concrete panels, a familiar

sight in school, library and health centre designs.

The concept of home as a building appeared to tiedinvhat happenead the building
was left largely to chance. There was a consedaekiof attention to staff attitudes,
behaviour and the management of risk through apiattepsystems and levels of
training. Care appears to have been viewed venhrascommon sensand in keeping
with the domestic and housekeeping modHite notion of domesticity was adopted, to
emphasise the move away from ‘the institution’hwttaff cast in the role of ‘caring’
relativeé (Bland, 2005: 102). This had the unforeseen equsnce that many staff
perhaps ‘misunderstood’ what was meant by ‘caratgtive’ and thereby adopted an
overprotective and controlling regime towards thgdents in their care, i.e. staff
thought ofhomein terms of the control that might need to be eis&d when caring for
young children, rather than for their peers. Janes that:images of home, family and
domesticity have obfuscated the real nature ofiesdial institutional living for
decades. The frequent refrains ‘it’s just likeitl®me here’ and ‘we don’t have rules
at home’ have served to confuse staff and residdikis and to undermine the benefits
to be derived from shared living in certain circuemge$ (1998: 190). Whilst the
Personal Social Services Council (PSSC) had recardetktraining for staff in1975
(Bland, 2005), it would not be until the adventloé Care Standards Act 2000 at the
end of the millennium that training in social careuld be required by law.

3.3.3 The new public management and the new mafketcare

In 1979 a Conservative Government drew what Pelaale(2003) described as a
dividing line in the history of residential care flder people. Local authority
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residential homes lost their dominant positionpal&cy makers gradually divested the
public sector of its provider functions, believitigit the move to a market would
ultimately drive out poor quality services. Thiset against a backdrop of what has
been called a paradigm shift in emphasis from ‘arelfto ‘consumerism’ in social care
(Allen et al, 1992). This trend has been espegcalident in the provision of residential
care where both local authorities and NHS long ktagpitals have gradually transferred
provision for older adults to private sector prarsl (Hopkins, 2006). The
Conservative’s belief in the ‘minimal state’ whé&evernment intervention was seen, at
best, as a necessary evil, might be regarded aspinding what has become known as
the New Public Management (NPM) (McLaughlin et28l02). The main hypothesis
behind this philosophy is that market orientatiorhe public sector leads to greater
cost-efficiency and improved services.

The Conservative Government were attracted bydéa of private sector management
techniques, in particular market based models afityy characterised by competition,
markets, flexibility, autonomy and devolution. Fleddeas were gradually introduced
into the public sector on the basis that thegre superior to the long established public
administration principles of organisation, so theatse approaches to quality were
replicated in the public sectofWaine, 2004: 46). The Government encouraged a
policy of closing long-stay hospital beds for oldelults (Means et al, 2002) adding to
the numbers of potential clients and in effect apgmp a completely new market for
residential and nursing care. Amendments to supgiéany benefit regulations in 1980
and 1983 extended benefits to cover the cost alersal care, effectively removing
state control on funding and allocating residera@ommodation. From November
1983 until 1993, older adults with limited savirggomatically qualified to receive full
state benefits which paid care home fees withasgssment and or means testing
(Andrews and Kendall, 2000). This enabled people mérmally could not afford it,

the right to choose private or voluntary sectoecareating at the same time significant
increases in public spending on care home suppetiveen 1978 and 1984 expenditure
increased from £6 million to £190 million (Bartlehd Phillips, 1996).

The Audit Commission, established under the Local€enment Finance Act (1982),
as an arms length inspectorate, was arguably ad&®ayponent in driving forward the

Government’s new agenda. The commission was tasksecure compliance with the
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law, by helping local authorities to achieve bettaue for money, whilst strengthening
local accountability (Audit Commission, 1986: These objectives were to be
achieved by monitoring the three E’semfonomy, efficiencgndeffectivenesdn 1986,
the Commission publishetfaking a Reality of Community Camhich endorsed
community care as the major alternative to ingtnal forms of provision for adults.
The National Health Service and Community Care(A880), which followed the
Griffiths report (1988), was arguably influencedthg Audit Commissioft and
introduced three significant changes. First, tfevjpusly open budget for residential
care was finally ‘capped’ in April 1994 (Bartletté Phillips, 1996). Budgets were
subsequently relocated back to local authoritiesedigibility for residential care
became subject to an assessment of need. Secemnd|dlof local authorities was
redefined; they were to become purchasers rathergloviders of care. Third, any
homes the local authority continued to manage Wweyaght under the same regulatory
umbrella as all other homes. This heralded thedluiction of ‘arms length’ inspection

units, although in practice they were still undes tlirection of the local authority.

These changes to the way that residential carduwnaed and allocated resulted in the
rapid growth of private and voluntary sector canenk provision thus creating a
perception of greater choice for those contempdatasidential care. The dual
guarantees of state funding and a pool of residetesd as a catalyst for a boom in
private homes (Andrews and Kendall, 2000), withribeber of private residential
homes in the UK rising from 2,255 in 1979 to 7,240986 (Phillips et al, 1988) and
by 1990, the independent sector (voluntary/chadetahd private/for profit
organisationsaccounted for more than 59% of all residential hgtaees compared to
35% in 1981 (Central Statistical Office, 1992: 14y 2001, the independent sector
provided 90% of residential care homes for oldedtasdWright, 2005: 1095).

The new market for care homes has however succutobeldat might be argued as the
inevitability of market forces, or what Scourfig@D07: 156) has termed, a trend
towards ‘caretelisation’. In this respect the ‘negthknay become saturated by a smaller
number of large corporate providers. Indeed, whils demand for residential care has
increased, the supply of new care home beds haallgcfallen since the early 1990’s

13 See for example Hansat® January 1991 volume 183 cc1166466 discussing the Audit
Commission in the context of the Community care Act
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(Banks et al, 2006; Hanson, 2007). The potengisident may therefore have an ever
more limited choice of provider within the shringimarket (Office of Fair Trading,
2005). Since the Millennium, a substantial promortof independent sector care homes
have closed. Such closures and the resultingattocof displaced residents are likely
to continue as long as there is a care home m@niditams et al, 2007). As the
marketplace is consolidated with closures and nmieygeew’ care homes may not
necessarily be located where they are most neddsmzhl authority fee levels,
considered too low by some operators, may mearhtiraes are increasingly located in
more affluent areas which can sustain privatelyléthresidents, or those who can

afford to ‘top-up’ the local authority payments (i&a et al, 2006; Hanson, 2007).

3.2.4 Registration and inspection of the new market

The question arises whiggulatecare homes at all when their very remit is to extaul
the unregulated environment of home? Market faiisi@ne likely explanation resulting
in concerns about poor quality care, neglect ang@lhat the market does not
adequately control (BRT, 2004). Such neglect andabvas documented by an
inspector of residential care homes in the 199@ksch illustrates the standards which
were evidently deemed ‘acceptable’ at this tiniieis' impossible to say the number of
occasions when | observed staff handling residentghly, almost dragging [them] out
of chairs...... Some homes stink of urine and faecasy@aimagine how you would
feel, eating your meals in a room that stinks...... yrader peoples homes [also] have
locked doors for most of the day and nig@riffin, 1999: 118-19). The evolution of a
new market place for care and evidence of pos#dldlees in quality resulted in

political demands for an increasingly rigorous fasfrpublic scrutiny characterised by a
blurring of regulation, inspection and audit (Wai@804). Regulation therefore
evolved to show how inputs (especially financiaa@rces) were being used to achieve
stated objectives for quality and value for moriRggulation was also seen as
protecting the public interest, the interests dividual consumers (residents) whilst
ensuring the delivery of cost effective servicesl{&n, 2004). Rather than an
enlightened and self regulating system of residéntre, based on a vision of hotel like
freedoms, the legislative and regulatory framewaneglually became stronger and

more prescriptive.
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The Registered Homes Act was introduced in198ssunie the regulation of standards
within the new markeprimarily in private and voluntary residential care homéke

Act built upon the evaluative principles used by fudit Commission and required
homes with more than three residents to registtr their local authority. Local
authorities were in turn required to set up anddminister an inspection programme to
provide independent supervision and protectiorpémple living in private homes. This
included ensuring that good material standarddexithin homes, for example in the
provision of facilities and the identification oleaknesses with a view to improving
standards of care. The Registered Homes (AmendrRegi)lations 1991, removed the
exclusion of small homes from the provisions of Awt so that homes of any size could
be registered, regulated and inspected. WhilsRégastered Homes Act introduced a
regulatory framework, the system to administeeitdme the subject of much criticism,
mainly due to the differences in the way local autly inspection units were organised
and operated. Different local authorities create@ffect, 107 regulatory regimes with
various interpretations of the same Regulationgy/@aal, 1996). Both homes and
inspection units were guided by a code of praad®eloped in 1984 callddome Life
(Centre for Policy on Ageing, 1984), whilst nursimgmes followed a set of model
guidelines issued by the National Association oélleAuthorities (1985). In 1989
this guidance was consolidated by a DepartmenteaiitH publication calletilomes are
for Living in (DoH, 1989), which was intended to be used asraualdor evaluating
both the quality of care provided and the qualitlife experienced. Its assumptions
were that good quality care and life experiencaignoeaturally around six basic values

of privacy, dignity, independence, choice, rights &ulfilment.

Despite the guidance and regulations the systemagastration and inspection allowed
inspectors to set their own local standards. Kkangle some inspectors insisted that
all rooms should be single occupancy, while othegsiired only 20 percent single
rooms. Inspection even varied in the same unit irepectors interpreted the same
rules differently (SCR, 1996). Even the inspectieports produced by local authorities
on the basis of their interpretation of this guickanaried in both detail and length
(Redmayne, 1995; Worden and Challis, 2006). Theagmb of inspectors can be seen
as an example aftreet-level bureaucragy term coined by Lipsky (1980) to describe

how policy might be translated into action at tieccetion of those who actually
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implement it. The relevance of this idea for thedis is considered in detail in Chapter

4, the Theoretical Framework.

The Registered Homes Act 1984 was like all subssidegislation designed to protect
vulnerable people from (inter alia) poor practioel abuse, however, evidence from
both the nursing and social care sectors appeargenhonstrate that this was not the
case. Since 1985, there have been a number opwilicised scandals in both public
and private sector homes (for example ‘Cold Comfeferanada TV, 1987 cited in
Allen et al, 1992). Indeed the early 1990s sawnareiase in the number of disciplinary
cases brought before the professional body redplenfsir regulating nurses in the
UK, many of whom worked in care homes. This promgheddamning conclusion
that: ‘whilst the complaints reveal serious professionalconduct such as physical and
verbal abuse, they also identify wholly inadequst&ems of drug administration,
ineffective management systems, lack of systenzaBglanning or effective record
keeping and almost non-existent induction or irvisertraining....Financial controls
and audit procedures designed to safeguard ressdappear to be woefully
inadequate(UKCC, 1994: 7 in Redfern and Ross, 2005: 258alth and safety was
also identified as an issue, but surprisingly nahie same high profile manner as abuse,
but rather in official statistics highlighted in anademic thesis stating thafhe

national picture for notificatiorjof accidentsholds little for encouragement. The
Health and Safety Executive recently publishedhtitéied statistics for 1987/8....
identified residential accommodation as being tbedl Authority enforced sector with
the greatest number of notified deat{ishrale, 1990: 23).

3.3.5 Regulation of care homes into the Millennium

In 1988 the Wagner Committee was given a remiewerv the role of residential care
in relation to other personal social services.tdrstfrom residential workers to the
Committee revealed the lack of training and ignoeaabout the philosophy of
residential work or of what constituted ‘good’ tsad’ practice (Bland, 2005). Reports

from industry professionals including Clough (1988hcluded that there were a

14 Until the advent of the Care Standards Act thess mo equivalent professional body for residential
social workers.
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number of warning signs of abuse occurring in comahgettings that were being
missed, in part by a failure to share informatMfagner’s conclusions were to try and
raise the profile of residential care. However8w/ernment tooka characteristically
low key response to her proposals (Bland, 2005: 115)camamissioned the Caring in
Homes Initiative to take forward the recommendatidrhis did little more than publish
an evaluation of the various initiatives lookedptWagner and suggested that best
practice was being thwarted by three barriers.fireebarrier was a lack of clarity
about the objectives of individual homes. The sdamas the tendency of management,
professionals and care staff to see their role@tegtive. The third, and arguably the
most significant, was the failure to recognise whattered to residents. In short, the
structures and cultural shift needed to enableleess to voice their opinions and
influence their care werdardly in placé (Youll and McCourt-Perring, 1993: 194).

It took nearly a decade and a new Government befoyalefinitive action was taken to
improve the regulation of residential care servitesSeptember 1995 it launched a
review of regulation and inspection in social seegi with the publication of the
consultation documenMoving Forward which asked a series of questions on the
future operation of regulatory arrangements. Attilne the Conservative Government
had been actively considering deregulation (Wa29@4). The Burgner repofihe
Regulation and Inspection of Social Servi(E396) proposed, however, the
development of a more rigorous system of regulagioth inspection with a greater

degree ofnational input into standard settingBurgner, 1996: section 3).

Since 1997 the New Labour Government has introdacseties of regulatory reforms
which build upon and implement the recommendataifrte Burgner report. In 1998
the Government’s White Papafodernising Social Servicggroposed an improved
inspection and regulatory regime acknowledgingstin@tcomings of the 1984
Registered Homes Act. The Care Standards Act 200Gapporting Care Homes
Regulations 2001, established three new structuris.first applied Burgner’s (1996)
recommendations, by establishing minimum standaedgyned toguarantee the
public interest, even while ownership remains agshe public secto{Drakeford,
2006: 936). To this end all care homes are nowsassleagainst National Minimum
Standards, published by the Secretary of Healteuseiction 23(1) of the Care

Standards Act. The second structure establishe@dmeral Social Care Council, which
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is equivalent to the regulatory body for nursesjitgia remit to register and regulate
social care staff. Third, the Act created an iredefent public body taking over the
work carried out by local and health authority iesfon units, with a national remit to

regulate care services in England.

The newly created regulator has seen three indgansasince inception. The first, the
short lived National Care Standards Commission,nepkaced in April 2004 by the
Commission for Social Care Inspection (CSCI). Thiedtand latest regulator, the Care
Quality Commission, came into force in April 200®dgpostdates the empirical stage of
the thesis. For five years, CSCI have been theipahregulator, registering and
inspecting all care homes and nursing homes, rgxaketed by the 2000 Act as care
homeswith nursing CSCI are completely independent of local authesjtwith their
primary function to focus on the service user drelévels of care delivered by

providers in accordance with the new minimum stasgla

From inception the minimum standards have alsogagroblematic in terms of what
providers have found to be practicable. In Au@@i2 for example, in response to
apparent difficulties in meeting minimum physictrelards for accommodation (the
size of resident rooms), the Secretary of Statél&alth in England issued a
consultation document on an amended set of envieatathstandards for care homes
(DoH, 2002). At the time, Age Concern stated that were éxtremely
disappointed.:.(2002: 1) at this apparent dilution of the stamidaand indeed such
changes were not implemented in either Wales otl&@wh The standards are central to
the thesis as they bridge the regulation of caredsowith health and safety law. The
framing of the statutory instruments and secontgiglation for care homes was a
‘closed proceswith little or no involvement of the voluntary seti{Kerrison and
Pollock, 2001: 491). This implies that the staddawere written by industry
professionals, some of whom have possibly worketiwthe industry they now
regulate (Makkai and Braithwaite, 1992). This raidee possibility of what Makkai and
Braithwaite (1992) have called ‘reverse capturea which might imply that the
standards indeed reflect a particular ‘industryn@gption or perspective on health and

safety regulation.
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3.4 Regulation and inspection in practice

Inspectors carry out a range of inspection acéigith order to evaluate compliance with
the National Minimum Standards. At present theee38 standards which form the
basis of judgements made regarding the conduabioiels. Standard 38 deals
specifically with ‘Safe Working Practice’ with tliaitcome that: The health, safety

and welfare of service users and staff are promatatprotected Homes are

explicitly required by standard 38.4 to comply wighevant health and safety
legislation which includes the Health and SafetWairk etc Act 1974.

Inspection as a process has been said to invodvthtbe core elements of ‘direction’,
‘detection’ and ‘effect’ (Furness, 2009: 490). Tdieector element involves checking
the home’s compliance with the minimum standardsexrcouraging improvements.
Inspectors must be absolutely clear about the atdsdhat they are inspecting for this
element to be effectivé Detection involves a comprehensive system otking the
home’s systems by announced and unannounced ifspeand audit methodologies.
For example, care home inspection reports frequert# ‘case tracking’ as a means of
tracing how resident care is documented and imphéeden the context of the
standards. Even where inspection and detectionadstivork well, they may be
insufficient to influence practice on their own.yBe et al (2002: 1203) argue that
technical, managerial and relationship factors tesong bearing on an inspector’s
ability to effect change. Their expertise and refaghip with the inspected home may,
for example, influence the degree to which prowsdercept regulatory findings and the

efficacy of their response (Furness, 2009).

This conceptualisation suggests two important derations. Firstly the ‘director’
element of the inspection process relies upon #iteNal Minimum Standards and
inspector guidance logs being unambiguous in dalezduce street level bureaucracy.
Concern about the reliability of quality based jodmnts has been identified as
problematic, as it relies on the inspector to astes degree to which a standard has
been met. An ambiguous standard may for exampatétie an ambiguous outcome

(Furness, 2009). Secondly, a potentially signifiaenplication of the effecter dynamic

'3 Inspectors are provided with guidance logs whishmarise the requirements of the national minimum
standards.
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is that of ‘regulatory capture’ (see Schwartz, 28),Avhere the inspector and inspected
becometoo closéso that independent judgment is compromised (Es8n2009: 490).

It has been suggested tleaptureis more likely where residents or their represivga
have no voice in the regulatory process (Kerriswh Rollock, 2001). Regulatory
capture theorises that regulators go through eyifie that sees public interests
gradually subordinated to those of the regulatddsiry (Makkai and Braithwaite,
1992). In practical terms regulators are genegiavn from the regulated industry.
Thus many inspectors have been home managers anthenafore identify with the
concerns of those regulated atatk toughness in dealing with problematic aspects
highlighted in inspectiongwWright, 2005: 1096).

The concept of regulatory capture was said to theantial in driving forward the
Conservative Government’s 1991 Citizen’s Chartgiraitive, designed to open up
inspectorates to the outside world. This was tadmmplished by encouraging ‘lay
assessors’ to become involved in statutory inspest(Wright, 2005). The Department
of Health (1994), for example, suggested that Eseasors should be involved in full
inspections of residential care homes. The Burggort (1996), indeed considered lay
assessors to be an important development in tpedtisn process (Wright, 2005). Care
home inspections were generally conducted at teast per year with one announced
full inspection followed up by a less rigorous unanmedrinspection. Each announced
and unannounced inspection results in a writteortepopies of which are freely
available in the public domain. Each report repnés a detailed source of information
about the home. It is this mechanism that formsadriee measuring instruments and
subsequent data sets for this thesis.

Generally, the inspection process consisted ofvafuation of documentary evidence

by the professional inspector, whilst the lay asse®ured the home and interacted

with residents (Wright, 2005). Evidence from therature (Wright, 2005; Simmill-
Binning et al, 2007; Furness, 2009) would suggestdver that the original idea behind
including lay assessors in full inspections hasnsmessarily been realised. They appear
to have been cut back or dropped altogether inviitte changes to the nature and
frequency of care home inspections (Simmill-Binn@tgl, 2007).
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From April 2007, CSCI changed its inspection metiiogy from two annual
inspections to one based primarily upon ‘self essest’. Care homes are required
instead to provide Annual Quality Assurance AssesgrfAQAA) reports based on
seven key outcomes agreed by the Department oftHeg@he required outcomes
include: quality of life; exercising choice and tah, making a positive contribution;
personal dignity and respect; freedom from disaration and harassment; improved
health and emotional well-being; economic well-lgeamd leadership and management
(CSCI, 2006). From 2008/9 homes were allocateddaa fating’ based on inspection
data and the perceived quality of their assessnieme. new rating includes 3-stars for
excellent homes through to zero stars for a pgoetyorming home. This rating will
effectively determine the frequency of future ingEns. To some extent this new
regime might be seen as encouraging self regulad®oarly performing homes might be

incentivised to improve standards in order to prntbeir star rating.

In summary, the first part of this chapter discddsew risk is theorised in terms of
technical, social and psychological paradigms. [8¥leiach paradigm is underpinned by
its own epistemology and academic discipline, tlwesald appear to be considerable
common ground between them in respect of theivaglee to this thesis. For example,
whilst the techno-scientific paradigm appears tadm@inant when considering health
and safety risk, hazards and risks are integrphtticular cultural contexts and are

interpreted through the psychological lens of dat#ors.

The second part of the chapter showed how the Iststenade the transition from being
a major provider of residential care to a regulafdnomes. Residential care is now part
of an innovative mixed economy comprising primaghyvate, corporate and voluntary
sector providers. This highly regulated marketpliateduces the interesting paradox
of environments, which whilst called ‘home’, appa&so to be regarded as risk laden
places of work. The New Public Management of theg@ovative Government appears
to have intended to deregulate the care home markawever, the Burgner report and
the advent of the New Labour administration hawansesignificant increase in
regulation. This has included an explicit link ke techno-scientific domain of health

and safety law which is explored in more detathe next section.
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3.5 Health and Safety in care homes

This section will look at the framework of healttdasafety law and how it is linked to
care homes by Standard 38 of the National Minimwam&ards for care homes. The
objective is to understand how the national mininsiandards manage the interface
between the techno-scientific discipline of safaty and values of independence and

choice.

The basic framework of health and safety law cosgwria relatively large and complex
body of regulations; however, the components oftimework are based upon a three
stage process requiring employers (those chargdudteé management of care homes)

to:

+ |dentify the hazards that are associated with vactkities- a Hazard is

something that has tpotentialto cause harm
» Assess the riskRisk (in techno-scientific terms) is tlidanceor probability
(high or low), that a hazard will actually causerha

» Identify control measuresControl measuresshould be designed to reduce the

risks to the lowest level that is reasonably pcadtie under the circumstances

As workplaces in their own right, care homes algextt to the provisions of the Health
and Safety at Work etc Act 1974 and associatedatgy framework. This means that
regardless of the Care Standards Act 2000, carefitiave been required to comply
with health and safety law since 1974. Health afdtg has been portrayed in the
media as a very time consuming and institutionadigliscipline. In this respect it is
seen as taking time away from core business deswind has been reported in at least
one professional care journal as stripping awaycehand independence for older
people (Community Care, 2004). Indeed the litemtiten appears to cite safety as a
reason why older adults’ choice might be deniedulf¥and McCourt-Perring, 1993;
Burton, 1998; Ballinger and Payne, 2002; Help tlgedy 2002; Bland, 2005). The
diligent management of risk can therefore be asadith promoting independence
(Ballinger and Payne, 2002). This is a major thefrthe thesis where care homes are
subject to Minimum Standards that may, at timepeap contradictory. For example,

valuing privacy, dignity, choice, rights and indedence may conflict with the
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expedient to manage risk. It does not howeverotlwat the management of risk arises
exclusively from the requirements of health aneésallaw. It will be argued that health
and safety law was not necessarily designed ondate to ‘interfere’ with the activities
of older adults living in residential care hométowever, when health and safety law is
mandated within such an environmentndybe interpreted in a particular way, which

emphasises controlling aspects of the law.

Whereas the evolution of residential care candeett back over four hundred years,
the interface between residential care and heallhsafety legislation is relatively
recent. Health and safety law, however, can traceots to the industrial
manufacturing context of the factory. In ordeutwerstand how the technical
discipline of safety law has become linked to tberice oriented environment of

residential care, it is necessary to briefly tras@volution and standpoint.

3.5.1 Early health and safety legislation

Health and safety law has evolved over the lasgticenturies in a fragmented and
piecemeal way, often driven by public opinion amfitical expedience (Stranks, 2006).
The Industrial Revolution of the late eighteentd aarly nineteenth centuries, for
example, saw factory owners employing childrerhigirt mills as apprentices. The
Health and Morals of Apprentices Act 1802 was ile@fthe first ‘Factories Act’
designed to protect young workers from hazardscéastsal with their workplace. Later
Factories Acts continued the tradition of protegtindustrial manufacturing sites,
whilst the equivalent Offices Shops and Railwaynses Act 1963 provided protection
for those working in the non-industrial sectorioPto 1974 an estimated 8 million
workers including those employed in the state aetlare sectors, such as care homes,
had no protection at all (Barrett et al 2000; Bankl Woolfson, 2000). The residents
themselves were however afforded a little protectiom fire and accident by virtue of
a single paragraph in the National Assistance AdBlwhich statedThe manager of
every Nursing Home/Home shall take adequate premasiagainst the risk of fire and
accident, having regard in particular to the meraald physical condition of such

persons as are received the(Robinson, 1999: 1).
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3.5.2 The dawn of modern safety regulation

By the end of the 1960’s there were 9 statutes,s@@itory instruments, 7 different
inspectorates and 5 separate Government departaledéealing with health and safety
(Beck and Woolfson, 2000). Little if any of thiffriastructure was seen as delivering an
effective standard of protection, prosecution of taeakers being their apparent remit
(Beaumont, 1983). In May 1970 a Government Committas appointed under the
chairmanship of Lord Robens with a very open remitreview the provision made for
health and safety of persons in the course of t@ployment ......... and to consider
whether any major changes are needeqRobens, 1972 in Smith undated: 3). An
important feature of the committee’s remit wasaokl into whether or not further steps
were needed to safeguard members of the publiastga@zards arising out of work
activities. It is this aspect of the law that irofgaon residents in care homes and indeed
children at school (for the purposes of the Actrémdents of care homes are defined as
members of the public). In June 1972 the Robensriitiee submitted its reporiThe
legislation is badly structured and the attemptéwer contingency after contingency
has resulted in a degree of elaboration, detail anthplexity that deters even the most
determined reader. It is written in a language atyle that renders it largely
unintelligible to those whose actions it is intetide influence.:(Robens, 1972 cited in
Smith, undated: 16).

Robens’ recommendations met with the approval ®@Gbnservative Government of
the day (Nichols, 1997 in Beck and Woolfson, 208%) the Health and Safety at Work
etc. Act (HASWA) was given Royal Assent in late 49Whilst the Act conceptually
predated the New Public Management it arguablyesharany of the characteristics of
this philosophy. The key aim of the Robens committe example had been to replace
complex, detailed and prescriptive regulation vaittexible and goal-setting
framework. The principal contention behind this m@eh was thahere was too much
law. ‘ Voluntary self-regulation was at the core of thgukatory approach which
industry representatives advocated and which thtevas eventually to embddBeck
and Woolfson, 2000: 39/40).
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An enabling Act®in four parts) it promoted self-regulation and radvaway from the
old system of prescribing how safety was to be mgadait created a framework for
goal-setting regulations supported by approved sofipractice and guidance. It gave
employers a range of options based upon the assassifirisk and formalised the
concept of ‘reasonable practicability’ where thespa in control can take into account
the cost of providing safe systems and set thigiagthe benefits. Reasonable
practicability was designed to ensure a fair antsstent approach to health and safety
across all industries. Even though the employet bimate responsibility for their
undertaking, for the first time health and safegswleemed to be the concern of
everyone who created risk at work (Beck and Woaolf&900). The new Act
streamlined policy making and enforcement providinglegal basis for the
appointment and powers of inspectors, penaltiesffences etc. and created two
statutory bodies (merged in 2008). The Health@afkty Commission (HSC)
originally comprised representatives from industgnsumers and local government
and was effectively a forum for policy. The Headthd Safety Executive (HSE), was a
distinct statutory body advising and assistingGeenmission. The Legislative and
Regulatory Reform Act 2006 facilitated the mergethe HSC and HSE in April 2008.
ThenewHealth and Safety Executive has responsibilitystoategy and enforcing
health and safety legislation. Equivalent enforeethpowers are delegated to local
authority Environmental Health Officers (EHO) undee Health & Safety (Enforcing
Authority) Regulations 1977 (Freeman, 1997).

3.5.3 The influence of the European Union

The UK’s membership of the European Union (EU) pradoundly influenced the
development and application of health and safety Il 1987 Article 118A of the
Single European Act allowed the European Coundilimiisters to adopt (by a qualified
majority) Directivessetting down minimum requirements concerning lheatid safety
at work. As an ‘enabling Act’' HASWA provides fdrdse Directives to be introduced
into UK law as subordinate legislation or RegulasioThe opt-out of the UK

Conservative Government from the social provisioihe Maastricht Treaty of 1992

'8 An enabling act establishes Government agenciearty out specific functions, in this case the HSC
and the HSE.
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did not prevent the transposition of Directive®iblK law (Beck and Woolfson, 2000).
Thus, much outdated or inadequate UK legislatianldeen replaced or updated by new
regulations, approved codes of practice, and goelasrguably, the doctrine of
Parliamentary sovereignty was considerably qudlifig membership of the Union,
creating in effect a ‘new legal order’ whereby Coumity law has supremacy over
national law (Deards and Hargreaves, 1998: 43).mbst obvious consequence of this
has been the proliferation of Directives and subeat|Regulations that are most keenly
felt in the small business or operational environteich as a care home: ‘..instead

of being less prescriptive, it's probably come rddull circle to being more

prescriptive than it was befdgr€lohn Shattock, Croner publications quoted in the
Telegraph October, 2004). The first major impacs et in 1993 with the introduction
of what has become known as the ‘six pacKrhis implemented the European Union
Health and Safety Directive ensuring that Membaeaitesthad the same standards to
allow for fair competition between businesses wagkivithin the Union. This included
regulations covering: the Management of Health Saféty at Work, Manual Handling
Operations, Display Screen Equipment, WorkplaceltHe Safety and Welfare),
Provision and Use of Work Equipment and Personatieetive Equipment (Dalton,
1998).

The new Regulations have made the assessmenk @ingisother requirements that
were implied by the Health and Safety at Work A274 completelyexplicit The
Management of Health and Safety at Work Regulatiopdated in 1999) for example
oblige care home owners and more specifically tim@inagers to undertake certain
defined actions and interventions. These inclh@adentification of hazards, the
assessment of risk and the development of apptepraatrol measures and training.
Indeed the assessment of risk is now the maingtayodern safety management, but
here again, the EU approach has not met with usa@cclaim: ‘..the bolting on of
European legislation demands a very bureaucratigrapch to risk assessment.’
(Janet Asherson from the Confederation of Britistiulstry quoted in the Telegraph
October 2004). Such sentiments may explain whyesemployers choose risk
avoidance in preference to risk assessment andgearemnt.

Y The ‘six-pack’ is the name given to the 6 most Widpioted health and safety Regulations. The HSEhesgerm
6 pack, as do many safety texts, although therodfthe term is difficult to reference.
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In a whole variety of care settings care staffirmly use mechanical aides to move
residents, whereas they might previously have pleximore personalised assistance.
However, the presumed expedients of health andydale to act ‘safely’ do not
necessarily override the ‘rights’ based agendaade affected. A good example arises
from a Judicial Review in the High Court in the €a$ disabled sisters, A and B,
against Sussex County Council. In this case thal lathority had operated a ‘no
manual handling policy’ on the grounds of healtl aafety. The Court ruled however
that any risk assessment must take into accoumhdingdual needs of the person, their
dignity and independence (Disability Rights Commaiss2003). Thus decisions should
be taken in the context of individual rights andt simply health and safety legislation
or blanket policies (Mandelstam, 2002: 36).

3.5.4 The interface of disciplines

The Registered Homes Act 1984, the Care Homes Riégusg 1984 and Codes of
Practice were introduced by a Conservative Govemiag a means of ensuring good
standards of practice within the evolving marketresidential care. Regulation 10 of
the Residential Care Homes Regulations (1984) deduthe requirement for the person
registered to consider the factors that might affiee general welfare of residents. Like
the Health and Safety at Work Act, these provisiwase goal setting, with clauses
often preceded by the term ‘adequate’. For exankeleping the home clean and in
good repair, having suitable numbers of adequataiged staff, adequate equipment,
furniture, lighting and heating, kitchen facilitiead adequate precautions against fire
and the risk of accidents (Paraphrased from itemRsRegulation 10 of the Care
Homes Regulations, 1984). The influential CoderaicBce supporting the Registered
Homes Act ‘Home Life’ referred to by Thrale as théle of residential carg1990:

31), tended to emphasise the residents’ rightike tek, rather than an agenda of
managing risk. This resonates with Alaszewski lstiacithorpe’s (1998) contention that
until the 1980’s little attention was paid to thaywvelfare organisations managed risk.

Indeed ‘Home Life’ warned against excessive palesma For example, responsible
risk taking was regarded as normal, and the guatedthat residents should not be
discouraged from undertaking certain activitieglgobn the grounds that there was an

Tony Kelly — September 2010 76



My home your workplace

element of risk (Avebury, 1984). Thus it can beusdthat the framework for
managing health and safety was implied rather #tated as it was closely aligned with
maintaining ‘adequate’ hotel services and presgrvsidents’ right to choose. Indeed
the Health and Safety Executive appeared to acledwye a ‘light touch’, providing
advice for their inspectors that acknowledged thespective taken by ‘Home Life’.
Inspectors were advised that they should msist on a standard package of
safeguardsfor every home (HSE, SIM 07/2000/08, 2000: 3).

3.5.5 Health and Safety and the Care Standards 2@00

The advent and implementation of the Care Stand&arti2000 has arguably seen a
significant change at the interface of care andtgdAw. Whilst care home regulation
prior to 2000 was not explicit about the impleméntaof health and safety Iafy
contemporary regulation mandates it. This seatitinexplore this contention by
reference to the literature published by the sepaegulators of safety and care. In
practical terms there are two distinct interfa¢heservice deliverynterface in the
form of the National Minimum Standards which présethow homes must broadly
comply with the Care Standards Act and tibgulatory interfacewvhich prescribes how
the different regulators (CSCI, HSE and local atitiideHO) will interface with care
homes when applying health and safety law.

3.5.6 The regulatory interface

The Health and Safety Executive / Local Authoriiggorcement Liaison Committee
(HELA) was set up in 1975 to provide effective dian between the HSE, who as a
general rule enforce health and safety in nursorgés, and local authority EHO’s who
are generally responsible for residential homesnamy ways the progressive stance
taken by the Care Standards Act 2000 in removiegliktinction between residential
and nursing care should eventually erode away ifferehtiation used in the
enforcement of health and safety law. With theestiof the Care Standards Act HELA

'8 This does not imply that health and safety law natsbeing enforced. Indeed the Health and Safety
Executive and Local Authority EHO have continueatdorce health and safety law within care homes
throughout this period. However, health and safetywas not an explicit part of care home regatati
until the advent of the Care Standards Act 2000.
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devised a memorandum of understanding (MoU) betwleenegulators of health and
safety and the newly created regulator for caredwamd care services. The purpose of
the MoU was to facilitate cooperation and co-ortorabetween the different enforcing
authorities.

An Enforcement Matriaccompanied the MoU setting out the distributibtead
responsibilities between the CSCI, HSE and thel lagtnority EHO. The matrix
showed that CSCI was expected to take the lea@mice user safety, whilst the HSE
and local authorities would lead on all other aspe€ safety management. The MoU
was withdrawn from the internet in June 2007 as wewvking arrangements had
rendered it obsolete. The MoU was replaced by arkiig Arrangements Protocol’ in
July 2009 reflecting the agreed operational pohith respect to work related accident
investigations. The new enforcement matrix (Annexf Bhe new protocol) covers the
following three broad areas: first, the HSE andl@uthority are designated as taking
lead responsibility for employee safety, generdtyamanagement and
building/facilities management within the home. &at, the Commission for Social
Care Inspection were designated to take the leatsks to residents arising from their
identified care needs. The third area is jointlfjoeced by both regulators and covers
risks affecting residents and employees. For exammalving and handling, aggression
and facilities issues such as scalding (HSE, 2888ex B Working Arrangements

Protocol).

3.5.7 The service delivery interface

The National Minimum Standards (NMS) are the poinnterface between health and
safety law and the delivery of care services talezgs. They derive from Section 23 of
the Care Standards Act 2000 and are published as@&Bate standards directed at the
proprietors and managers of care homes in ordguitte them in how to provide

legally compliant services. Safe working practiaes covered by standard 38. The
NMS are supported by ‘Guidance Logs’ that are use@SCI inspectors to help them
decide the extent to which a particular care hoareqies or fails to comply with the

standards (these logs are written by the CSQuality, Performance and Methods
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Directorate. Table 2 identifies the NMS that relate dired¢tyhealth and safety

provisions within the home.

Standard Application Briefly
38 Compliance with legislation
The registered manager ensures so far as is Safe working practices
Safe Working | reasonably practicable the health, safety and weelfa=  Health and safety of staff
Practice of service users and staff. and residents
25 Ventilation
The heating, lighting, water supply and ventilatain Central heating
Services: service users’ accommodation meet the relevant Prevention of burns and
Heating & environmental health and safety requirements and scalds
Lighting the needs of individual service users. Adequate lighting
Prevention of Legionnaires
disease
26 The premises are kept clean, hygienic and free fromm  Laundry and sluicing
offensive odours throughout and systems are ireplac  facilities
Services: to control the spread of infection, in accordandé w Hand washing
Hygiene relevant legislation and published professional Clinical waste
& Control of | guidance. Policies for infection
Infection control
33 Effective quality assurance and quality monitoring Quality assurance
systems, based on seeking the views of servics,user mechanisms might be seer
Quality are in place to measure success in meeting the ajms as the key to planning
Assurance | objectives and statement of purpose of the home. healthy and safe care
37 Records required by regulation for the protectibn o= Record keeping is both a
service users and for the effective and efficient legal requirement and a
Record running of the business are maintained, up to date mechanism for ensuring the
Keeping and accurate. provision of quality service$
n

Table 2 Health, Safety and the National Minimum Standard

In order to better appreciate the impact of thdthead safety specific standards the
next section will critically evaluate the standalidted in Table 2 and contained in the

most up to date version of the NMS for older pesscare homes.

3.5.8 Coherence and relevance of the national minim standards

The NMS reviewed here was thaird Impressiordated 2006, which was the most up
to date version available from the Care Quality Gossion in late 2009. This section
identifies areas within the NMS that appear to shovapparent lack of coherence
within and between the standards. It is arguetitths lack of coherence may reflect an
underlying uncertainty about the purpose of the N8 may also be confusing to
providers and inspectors. Regulations listed im&ad 38 (shown in Table 2) and also
reproduced in the Inspectors’ Guidance Logs, agoetar be out of date, for example

the Reporting of Injuries Diseases and Dangerousiences Regulations were dated
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1985whereas the up to date version was 1995. The @mftEubstances Hazardous to
Health Regulations was dat&888(revised in 2002) and the Provision and Use of
Work Equipment Regulations was dafe®b2 (revised in 1998). It is suggested that the
accuracy of dates and versions are important innh&m respects. First and most
obviously updated Regulations contain importanngesa or requirements (e.g.
RIDDOR changed quite significantly). Second, C8@imselves emphasise quality
assurance, for example, Standard 33 requires tine @ have a ‘recognised quality
assurance system’, a requirement of which is tiérgbof documentation to ensure

that information is up to date and valid.

Some scholars have suggested that compliance vgintigular regulation may be
linked to the particular ‘regulatory domain’ thaibccupies (Amodu, 2008). Thus it
could be argued that the grouping of particulaiatives or requirements might
influence their regulatory significance. For exaey@tandard 38 mixes the
requirements of health and safety law with thos®odfl hygiene legislation. Whilst
there are obvious overlaps between the two dis@plifood hygiene is clearly a
separate and specialist area. A similar potenbiatce of confusion is the alignment and
the apparent lack of cross referencing betweeerdifit standards. Standard 25
‘Services’ requires that windows conform tecognised standardsThis recognised
standard is arguably set by the Workplace Healtbt$and Welfare Regulations
19929, listed in standard 38.4, yet this connectiondsmade.

Standard 26 requires thaBeérvices and facilities comply with the Water Sypplater
Fittings) Regulations 1999Std. 26.9). Whilst these Regulations might bevant to
manufacturers, designers and installers, it isadifif to understand their direct relevance
for home managers. Nonetheless, there was evide@8CI inspection reports that
care home managers were being asked to spendnignesources providing evidence
that their home met this StanddtdCare homes have a statutory responsibility to

maintain the records required or implied by theamat! minimum standards and by

1% The regulation states thaiVhere there is a risk of falling from a heighevices should be placed to
prevent the window opening too far’

%Y The inspection report examined shows that the Hoadebeen required to commission a ‘specialist
contractor’ to undertake a survey of the home sus:compliance with thé/ater Supply (Water
Fittings) Regulations 1999.
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health and safety law. However, Furness (2009)estgghat where such records

detract from contact time with residents, this maybe a sensible course to follow.

The review of Standard 38 also showed that it plevino additional guidance to the
reader that directs them as to how compliance nliglgchieved in practice. There is
for example no debate about the management dilertiraamight arise in balancing
‘freedom of choice’ against risk management. Wiglsdancemay not be the intended
role of the NMS, it does not appear to cite sugghiblished texts such as the Health
and Safety Executive’s own guidané¢éealth and Safety in Care Homé¢slSG 220,
2001) written specifically to provide authoritatisedvice on compliance with safety
law. Standard 26, Hygiene and Control of Infectwavides a further relevant example.
The requirement to complwith relevant legislation and published professiona
guidance (Standard 26.1) is not supported with referercthe Department of Health
publication Guidelines on the Control of Infection in Residainind Nursing Homeés

originally published in 1996 and updated in 2006.

3.5.9 The Health and Safety Executive guidance

The Health and Safety Executive has a long tradifoproducing industry relevant
guidance, some of which is highly specific and techl and some more general. A
good example of specific guidance includes thaControlling Legionella in nursing
and residential care homes (INDG 253, 2009). Thidipation provides guidance on
managing the risks associated with Legionella bicte the water systems and the
susceptibility of some people to infection. Morengeal advice and guidance to care
homes on a whole range of topics is available enféihm of the HSE publication Health
and Safety in Care Homes (HSG 220), published 012B1SG 220 acknowledges that:
‘Care homes differ from other workplaces becausg @ne not only a place of work but
they are also a home. While meeting legal duties@oviding a safe and healthy
environment, they need to be maintained as plegdaogs to live(HSG 220, 2001: 3).

Arguably HSG 220 is not a panacea that home masagerrely upon to guide them
through the (implicit) requirements of standard 38appears to be written from the
techno-scientific perspective of the HSE and theeefacks the narratives associated
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with the socio-cultural perspective of independesuee choice. For example whilst it
acknowledges the need for proper risk assessmeilsito clearly differentiate resident
related risk and premises related risk that forenlthsis of the enforcement split
identified in the MoU. An important opportunity@gars, therefore, to have been
missed to convey some clear and authoritative geieléhat puts the concept of risk
assessment into the context of residential carerelis a brief example of a risk
assessment looking at the use of ‘cot sides’ (@d#led ‘bed rails’). This is perhaps a
poor choice of example as there is a significatytaf opinion that actively
discourages their use. For example, cot sidepotentiate, rather than prevent,
injuries (Govier et al, 2000) and the Royal Colleg®&lursing (1992; 2004) argue for
the alteration of the environment and meeting trafort needs of residents instead of
using cot sides. Indeed the HSE and CSCI havatlgqé&ebruary 2007) prosecuted
BUPA Care Homes under section 3 of the Health afdt$at Work etc Act 1974
(protecting people who are not at wpdnd Regulation 4 of the Provision and Use of
Work Equipment Regulations 1998r¢viding and using suitable equipmgrfbllowing
injuries and the subsequent death of an eighty glearesident who became trapped in
the cot sides fitted to her bed (HSE v BUPA Carends, Frome Magistrates Court? 2
February 2007).

Smoking is another area largely ignored and covbyeitie simple statemenSome
service users may wish to smoke in their bedroémdszidual risk assessments should
be completed before seeking the views of the Feedntion Officer(HSG 220, 2001:
38). In July 2007, the Smoke-free (Premises andri€ament) Regulations 2006 came
into effect, making virtually all enclosed publitapes and workplaces in England
cigarette smoke free. The Smoke-free (Exemptiods\ahicles) Regulations 2007,
however permit limited exemptions to the smoke feee which includes designated
rooms, including residents bedrooms, within redidénare homes. HSG 220 is also
silent on the requirements of the&e Precautions (Workplace) Regulations 1997,
amended 1999 and recently replaced altogetherthétiRegulatory Reform (Fire
Safety) Order 2005.

The section on the Control of Substances HazartdoHgalth (pg. 16) and infection
control (pg.18 & 19) is brief and to the point lmucommon with standard 38 makes no

attempt to cross reference the more detailed paoiplication by the Department of
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Health and the Public Health Medicine Environme@edup Guidelines on the

Control of Infection in Residential and Nursing Hes(1996 and updated in 2006).
The actions to be taken in the event of a repatabtident or incident (pg. 11 - 13),
makes reference to the Reporting of Injuries, Bissaand Dangerous Occurrences
Regulations 1995 (cited 4985in Standard 38), but ignores the roughly equivialen
reporting requirement found in Regulation 37 of @ee Homes Regulations 2001.
Such similar requirement for reporting to differenforcing authorities may give rise to
possible confusion, having the potential to leadriderreporting (Kelly, 2006).

3.6 Conclusion

A key concept at the interface of individual rightsd protection from harm is ‘risk’
(Tanner and Harris, 2008). The first part of thaptler discussed the different
conceptualisations or paradigms of risk, each wstlown distinct epistemology and
academic following. Whilst the techno-scientific@@digm may be regarded as having a
dominant position with respect to health and saaty it was argued that risk is not
assessed from a ‘sterile’ perspective within arilecontext. Risks are perceived by
actors who bring their own experiences to the assest which takes place within a
defined social context influenced by custom, pracéind expedience.

The second part of the chapter considered the goolaf contemporary residential care
in England from public sector provision throughataew position as part of a mixed
economy of welfare. The early market formed byoagervative Government was a
product of the new public management that emphasiskght touch’ with respect to
regulatory intervention. This historical perspeetis relevant within the thesis as it
shows the cultural origins of contemporary resi@démtare. Homes were encouraged to
open by relatively generous funding and relativelgxed regulation. Whilst health and
safety law was a part of the regulatory framewdrppeared not to have been
emphasised to any significant extent prior to thiéelinium. The new market for care
established during the 1980’s has since evolvedarttighly regulated domain under
the administration of New Labour. New Labour hathie words of Newman (2001 in
Scourfield, 2007a) emerged as one of the megelating and centralising

administrationswith the extensive use of performance indicatostargets which are
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overseen by regulators who are able to exert nmbiieence on service delivery than

ever before.

The contemporary regulation of care homes has theem subject to NationMinimum
Standards enforced by a new and evolving regulafbe regulator has been
empowered to audit and inspect homes against thky weeated Standards and to
assign a ‘star rating’ indicating different levels'‘compliance’. The standards require,
amongst other things, the application of health safdty law, which at times may sit
uncomfortably with concepts of independence andcehoHome managers must
therefore balance the stated or implied needseif tesidents with the imperatives of

meeting standards and managing risk.

The final part of the chapter argued that the texcistandards expressed in health and
safety regulations and required by the new Starsdaualy appear at times to be complex
and confusing. The standards, specifically stan88rdlid not convey a clear, concise
and seamless interpretation of safety regulatiamworkplace that is also a home.
Furness suggests thatéarer and more explicit descriptors of met andnen
outcomes(2009: 500) may improve the reliability and vatydof the quality

judgements made about a home. Clarity of purpotie espect to the standards may
therefore reduce time spent on compliance demdmgjriamitiatives that may have little

apparent relevance to residents within the home.

In summary, the residents’ experience of their hasmaediated by the provider,
manager and care staff's perception and managewhesk, understood within a highly
regulated social context. The next chapter wilsider these ideas in terms of a
conceptual and theoretical framework thought toehthie potential to capture such
complexity. It recognises the interrelatednessiatetactions of the components and
actors that comprise and interface with the difieleomes comprising the mixed

economy of residential care.
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Chapter 4 — The theoretical framework

4.0 Introduction

Residential care homes are complex places thaatgpenthin a highly regulated mixed
economy of welfare (Knapp, 1986). This mixed ecopamrolves ‘meso’ level public,
private and voluntary sector providers, who havaad from different disciplines,
interests and social perspectives. The providersaecountable to both the purchasers
and regulators of their service. Purchasers famgte are likely to include local
authorities who fund large numbers of residents|sivhegulators will include CSClI,

the HSE and the local authority EHO who inspecividdial homes for regulatory
compliance. Each of the care homes operated bytigyar provider will in turn
comprise a mix of different interests, facilitiesdgprocesses that constitute what might
be thought of as a complex ‘micro’ system. The honagager for example, is likely to
be a powerful mediator within their own home. Whiley areheoreticallyconstrained
to operating within the provider’s and regulatgrtdicies and procedures, each home
manager is likely to bring their own perspectivetsanterpretation and therefore to the
‘street-level’ (Lipsky, 1980) management of the lgom

This chapter will consider these different dimensiin terms of complex socio-
technical systems comprising the varied and imtkeld interests of regulators,
providers, managers, staff and residents. In cdoneéping the home as part of such a
complex ‘system’, this gives rise to ideas of itsdiation by the local culture deriving
from the provider, home manager, staff and resgldrtius the culture of an individual
provider and care home is thought to be an impbdansideration and will be
considered in the context of Cultural Theory (Dasghnd Wildavsky, 1982). Cultural
Theory may be considered as the lens through vihehocal socio-technical system is
understood and perpetuated. Whilst the regulatdmpaovider might create policies
with particular intentions in mind, such policiag aot enacted within a vacuum.
Rather they are interpreted and translated intoratirough the lens of ‘street-level’
actors who may include inspectors and managersialSghenomena are complex and
can be difficult to understand and elucidate. Tévecepts presented in this chapter thus

represent a framework within which the phenomerfdmealth and safety law within
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care homes might be structured and understood. fAsviae end of the chapter the idea
of systems operating within a culture are constdidanto a model that was found to be
helpful in terms of understanding the theoretidekis and some of the findings. The use
of such a model represents an interpretation addrgtanding of a particular situation,
it is neither true nor false, but is more or lessful (Benko and Sarviméki, 2000). The
chapter is divided into three sections. The festtion will examine the concept of
systems and systems theory including processeadmities. The second section will
discuss the consequences of system complexitynmstef outcomes, emergence and
what has been termed metastability. The thirdfarad section of the chapter will
examine the relationship between systems and f&iltid he use of the ‘grid’ and
‘group’ structure will be discussed as a framewrkunderstanding the likely
orientation of a particular care home. A serieteatative propositions is included
hypothesising how a care home might appear an@épregen located within one of

the four possible cultural orientations.

4.1 Conceptualising the home as a complex system

Residential care homes are complex social orgaoinsathat comprise different actors
interacting within highly regulated, multidimensarand culturally mediated
environments. Such complexity might suggest a nurobdifferent theoretical
approaches to help develop insights and understgmatio how actors might behave
within the regulated workplace and home. For examgpitical realism has made an
important contribution to the understanding of aigational complexity, in terms of a
context-mechanism-outcome model (Pawson and Tille97; see also Bryman, 2004
for a methodological discussion). This section Wwdlvever discuss a systems based
perspective that appeared to provide a productase af conceptualising residential

care.

It might be theorised that an understanding ofséesy can be derived from an
understanding of its individual parts. Whilst sacheductionist approach apparently
simplifies the task, organisations are generaltpgaised as beingast, complex,
fragmented, elusive and multidimensidrf@eick and Daft, 1983: 72). It is therefore
unlikely that system components or processes woikolation or in a linear fashion.

On the contrary, components are likely to intemaaften complex, non-linear and
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unpredictable ways (Checkland, 1981; Bednar, 200%hus from the systems
perspective, assumptions about reality are buikymergy effects, i.e. that the whole is
likely to be greater than the sum of its parts. i@ of conceptualising complex
systems in this way was first proposed by Ludwigh\Bertalanffy (1968) in his
General Systems Theory. Complex systems can bacatkased in several different
ways (Johnson, undated), for example, they mawbwglbiological systems or
completely ‘mechanical’ or ‘chemical’ systems. ®yss also include those that can be
characterised as ‘socio-technical’ where peopleradt with technology and hardware.
Cox and Cox define systems aseracting sets of components forming hierarclaied
networks for the purpose of fulfilling systems tetbobjectives(1996: 57). Systems
thinking is holistic and not reductionist. Since thole is always greater than the sum
of the parts, systems based approaches have bepteddcross a range of disciplines,
including health and social care and health anetg#Atherton, 1989; Van Raak and
Paulus, 2001; Gausdal, 2005).

Care homes are examples of socio-technical systdraee residents and staff (as actors
within the system), interface with the equipmeethinology and services designed to
fulfil numerous functions. Kendall et al (2002) aegthat residential care needs to be
understood as part of a social caystenin which there are: micro; meso; and macro-
level considerations. At thmacro levekhe local and national political economies in
which care provision is embedded, shape what isiplesin local care markets. Macro
level regulators include the Commission for So€iate Inspection (CSCI); and the
Local Authority Environmental Health Department wdre likely to adopt a particular
cultural perspective in undertaking their work. At tilmeso levethe institutions created
by public purchasers as they design contractingmesy mediate resource flows and
create the environment for feedback, recognitichtaumst. At this level, homes may
also be part of a larger group of care homes wikfaned corporate identity,
philosophy and culture, with regional managementftions that form a ‘corporate

culture’.

At themicro levelproviders must adapt to the demands of the regylatamework and
the requirements of local authority funders in &#iddito meeting the needs of residents.

2L Bednar argues for criticaystemiaather thameductionistthinking which embraces ‘complexification’
within organisations.
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At this level the care home is entrusted to onesteged manager who brings certain
personal and professional qualities to their rolee home manager, the residents and
their relatives, the administrative function, catemestic and maintenance personnel all
represent parts of the local system. Even the lowrgten documentation (Penchas,
2004), the building, furniture and equipment thaikeaup the home can be considered
as part of the ‘system’ (Chalmers, 2002).

Within organisations there are cultural conceres #re expressed dsss visiblée
components such as values, beliefs and attitudesn@ore visiblé components such as
technologies, means of co-ordination, systemscpalnd practice. Thiess visible
components represented by beliefs and attitudesxaressed in theore visible
aspects of organisations such as the differenhtdobies and means of coordination
employed (Simmons et al, 2006: 14). These aspéets organisation are shown in
Table 3 and include: operating systems, informasiggstems, communications systems,
maintenance systems and reward systems (Handy).1988mons et al (2006: 15)
explain that the ‘reach’ of such systems withiroaganisation is extensive, making
them important cultural ‘transmitters’. In this pest policies ‘codify principal goals,
work methods and behaviour’, and prescribe worktpgres, and the behaviours
expected of staff (Simmons et al, 2006: 15). Fa@neple, health and safety practices
may direct staff to act in particular ways undertigalar circumstances which in turn
‘transmit’ a particular cultural ethos. The ‘nféi’lpolicies discussed in chapter 3, might

be one such example, where the ‘rule’ to use machlbaids precludes any notion of

choice.

Example system Activity and application

Operating systems Daily routines of care plannsegyice
delivery and safe premises management

Information systems Monitoring and evaluation desg
management and care practices

Communications systems Systems for communicatidg an
implementing packages of care

Maintenance systems Systems for ensuring the mareageof
healthy and safe premises

Reward systems Systems for monitoring staff peréoroe
and encouraging best practice

Table 3:The more visible components of a care home
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Donabedian (1966, 1988), is often credited fordoistribution to healthcare in terms of
understanding it assystentomprising resources, activities and outcomes. He
developed a conceptual framework for quality healte comprising the three
dimensions ostructure process andoutcome Structureis important because it relates
to the resources that are available to and forigeoelivery. Large providers for
example, might arguably be in a position to affoedter facilities for the provision of
care.Processrelates to the way that facilities are used hyjf &b accordance with their
training and the organisation’s procedures to @elan outcome. Figure 2 shows the
four considerations that constitute a processt fisshome manager should understand
and apply the required regulatory and good prastisedards. Second the home should
posses the right facilities for the activity. Tdhithe staff should be trained in how to
carry out the activity, and the fourth considenati® possession of a written procedure
that sets out how the activity is to be done priypend safely. This ‘process model’ is
useful because it suggests a general range oblesithat are likely to be important in

determining the outcome for any activity.

Standards and Facilities required for
Requirements: attaining the standard:
National regulations, good Equipment, facilities and
practice models resources required
- Outcome
Activity > > of
Process Training required by staff to activity
description/procedure: meet standards
Written procedure or Training in how to carry out
instruction which staff should| the activity in accordance witl
follow standards

Fiqure 2: ‘Process modl’

It is at this level that the relationship betweeovider of care and residents of care
homes becomes more tangible. Facilities, policressdaff training provide the means
of communicating what is important to an organ@atindeed, these ideas provide
potentially important research variables in terrhsralerstanding how regulations and
important initiatives are translated into practiaefivities within particular social
contexts. For example, how do proprietors concdstel a particular National
Standard, what policies, procedures, facilities @aithing are subsequently made

available to staff?
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4.1.1 The consequence of systems complexity: ouesgramergence and metastability

The interaction between the different actors otesys of state regulator, organisational
provider and local care home arguably determineexperience of those who live and
work in residential care homes. For example, tigalegory system attempts to control
how providers manage their services, whilst prosgdi turn, control how local

services are delivered. These regulated and plaactedties help to determine the
outcomes that are experienced by residents. Iddeeilargued that where the regulator’s
and provider’s systems are aligned with the neadssapectations of residents, the
outcomes will be as planned. Systems theoristsoah planned and expected
outcomes théunctionalemergent properties that appear when all the pagsystem

work together to achieve some stated, or implieticy objective.

New Labour has emerged as one of the more regglatid centralising administrations
with the extensive use of performance indicat@gdts and regulators who are able to
exert more influence on service delivery than defore (Scourfield, 2007). The
interrelationships and interaction between theedgit system functions of regulation
and service delivery are however complex naatlalwayspredictable. Moran observes,
for example, that there may be potential problenyiag to regulate complex social
systems, where teempts to extend modes of command law beyonéghédystem to
other social systems produce pathological consecggewhich manifest themselves as
implementation failure(2002: 401).

The nature of the English health and safety regunjdtamework (see chapter 3) is, also
‘goal setting’ (HSE, 2003), which arguably leavetslof opportunity for local
interpretation of its various requirements by regmils and managers. Lipsky’s (1980)
concept of ‘street level bureaucracy’ theorises thase in front line practice (such as
EHO’s, CSCI inspectors and regional or local mamggespond to individual need
according to humanistic ideology, but within a laweratic structure orientated towards
needs defined for the majority. Lipsky argues fhat-line workers such as social
workers are in a perpetual state of conflict witkit supervisors (bureau managers).
This situation arises where those in front linecphce are obliged tohoosefrom
conflicting objectives and adapt them to meet loesd. Whilst bureau managers

constantly seek to apply organisational policynfdine practitioners try to maintain
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their autonomy and act in accordance with locaMdiedge and circumstances (Moore,
1987). These ‘local’ ways of doing things in tuecbme policy, or as Lipsky
articulates: the decisions of street-level bureaucrats, theinast they establish and the
devices they invent to cope with uncertainty anckyoessures, effectively become the
public policies they carry ou¢1980: xii). He identifies discretion, by thosefront line
decision making roles, as an inevitable and sigaifi part of the implementation of
policy within the public services (Evans, 2009)isT$ituation was arguably evident
under the old Registered Homes Act 1984 (replageitid Care Standards Act 2000),
where the system to administer it became the subfenuch criticism as the result of
widely differing interpretations of the law by déffent local authority inspectors (see
Department of Health, 1998). Whilst the Care StasglAct is now administered by
one principal regulator and supported by much #éightational, standards, it remains
likely that those who must interpret public poliwill continue to exercise discretion

where this is available to them.

Evans (2009: 5) argues that Lipsky’s approach, Wewegives insufficient attention to
the role of occupational status and professionaiisstructuring and informing
discretionary practices. The idea that managetbedbureau’ level are disinterested
‘servants’ of public policy, is, perhaps, unreatisA shared, professional, perspective
on what constitutes the ‘correct’ interpretatiorpablic policy may, for example, be a
powerful mediating factor. It could then be argtieat the interpretation of policy might
have wider impact in terms of a ‘macro level’ versof street level bureaucracy. This
may for example have been evidenced in the inflaeRbyal College of Nursing

‘Code of Practice for Patient Handling’ (RCN, 1996hese guidelines were based
upon what the Disabilities Rights Commission sawragverly restrictive interpretation
of the Manual Handling Operations Regulations 188@ the Management of Health
and Safety at Work Regulations 1999. The resulttivasmany care providers insisted
that their staff used hoists or other aids, regasibf their suitability or the choice of
the person involved (Disability Rights Commissigf03). In this example, there
appears to have been broad alignment of the pglimyance within the different levels
of management, inspection through to practitioRerhaps more importantly this policy
context arose from the interpretation of health saféty law within the professional,
cultural, context of nursing care and patient welfdt was not European or UK health

and safety regulation that dictated the use of meiclal handling aids, but the

Tony Kelly — September 2010 91



My home your workplace

interpretation of the law within a particular culilicontext. The subsequent adoption of
these guidelines by social care agencies anddpeircation and interpretation at local
level resulted in what appears to have been a mmendional, restrictive, approach to
client handling practices (Disability Rights Comeia, 2003).

Thus, on occasion the systems set out within thelagory or management framework
may give rise to outcomes that were not, or coold mecessarily have been anticipated.
System theorists call these outcomes-functionalemergent properties (Checkland,
1981). Examples might include reliability, performea, safety, and security issues
(Sommerville, 2004), i.e. a whole range of pradtibangs that impact directly on
resident and staff welfare and service delivergiebd despite the apparent intensity of
the regulatory system, a number of providers hacasionally failed to meet the
necessary regulatory standard despite having apibarebust written systems in place
(HSE, 2009a).

Theseemergent propertiesannot be attributed to any specific part of trgutatory or
care home systems. Rather, they only emerge orcgy/titem components have been
integrated. Thus, again using the example of thgaRGollege of Nursing’s (1996)
policy on manual handling, whilst the document wasdesigned to remove client
choice, it apparently did so when applied withint@@ contexts. The term ‘emergence’
is associated with the Y@entury philosopher George Henry Lewes, who attethfp
distinguish betweeresultantsandemergents In the former, the sequence of steps
producing an outcome is traceable. Emergentdhaxeever, not traceable (Ali, Zimmer
and Elstob, 1998; Winder, 2007). An event migletrétiore be deemed emergent if it
appears to arise spontaneously and without anyrepip@r predictable, connection to

the elements of the system with which it is coneect

This conception ofinpredictable emergendmplies that events such as accidents or
incidentscouldon occasion, be deemed as the emergent propefrdesomplex system,
and arguably, could not therefore have been prdlidthis idea is arguably the
antithesis of risk assessment methodologies whielil@signed to ‘predict’ when harm
is likely to arise. It is also perhaps too simjpdiso suggest that an incident, for
example an accident might arggontaneouslgndunpredictablyas the result of the

complexities of the home. However, there is onerdtical idea that would appear to
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provide some form of explanatory framework for demts that have no apparent or

immediate explanation that has been termed metmbalor meta-stability.

4.1.2 The concept of the metastable state

The concept of the metastable state describesigitiom state that is said to exist in
‘delicate equilibrium’. Such a state has much imawon with social systems like care
homes which might also be seen as existing inta sfalelicate cultural equilibrium.
The diagram, Figure 3 is adapted from Cox and @896: 58 Figure 3.7) and shows:
‘the importance of the metastable state....whichvalla departure from ‘normal’
operation, [which] may exist over quite a lengtleripd. During the metastable phase
the system, in this case an aspect of the dayytoaldines of the care home, continues
to operate ‘normally’, but at an increased levetisk. On one level the system appears

to be ordered whilst on another it contains ‘unisfadlements.

A system that is in meta-balance can thus be vidvead two different perspectives.
From the perspective of the home’s proprietor, gangent and staff, the system seems
to bestable and ordered The systenappearsto deliver the outcomes that are
expected, for example, an activity is completedaut apparent harm to anyone. On
the level of detail however, the systenoig of balancdecause it contains elements
that, on closer scrutiny, are potentially unsafemstable under particular
circumstances. This idea is discussed in chaptie8xperience of regulation and

risk, with reference to a number of examples drawn frloenfieldwork.

A system is in a metastable state when some agtioraction makes potentially
unstable in a way that is not immediately obvidtisus, whilst appearing stable over
some period of time, the system might actuallyrba state of very delicate equilibrium
or balance which could, if not recognised resulfamage. Equilibrium in this context
might refer to the balance of ‘normal’ rights, 8sknd responsibilities that can exist
within a social system. Rights afforded to an imdiisal might for example be finely
balanced within a regulatory regime. The arbitr@mypoval or restriction of these rights
takes the system out of balance. What is perhags$ significant about the adapted
diagram (Figure 3), is the second box labelRcdisposing conditions in wider
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environment This might be theorised as thaulture of the organisation or care home,
which arguably contributes to the management &f file metastable state may be
considered the period between a hazard being dreatéthat hazard either causing an

accident or being recognised.

Normal operation of
system <—

Stable system [¢

Predisposing
conditions in
wider
environment
Likelihood of
recognising
hazards
/ Departure from ‘Normal’
Recovery of
Timely stable
intervention [ Metastable State > system
possible
A 4
Abnormal state Accident /
No timely .| incident
intervention > Damaged system »1 report aids
recovery

Figure 3: Metastable State Diagram— Adapted from Figure 3.7 Systemic accident secgiemodel in
Cox and Cox (1996), Safety Systems and People

4.1.3 Emergence, metastability, rituals and rules

In an ‘ideal’ world an organisation will operatetivcomplete congruence between and
within the different components and systems of Wiiigs comprised. It might therefore
be expected that the greater the alignment betiyeedifferent components of
organisational culture, the lower the conflict vintthe system (Quinn and Hall, 1983 in
Simmons et al, 2006). This idea might, for exambpéeparticularly relevant within
larger provider organisations which must manageadtaipt to align the different

policy interests of their organisation.
In reality however, the imperatives associated \tal compliance, might sometimes,

leave organisations and individual care homes litit room within which to
manoeuvre. Van Meter and Horn (1975: 447 citeBlargen and While 2004: 2) define
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policy implementation as encompassitigpse actions by public and private individuals
(or groups) that are directed at the achievemenilgéctives set forth in prior policy
decisions They theorise that the degree of compliancdfecged by two major
dimensions. First, the amount of organisatiam@Engeinvolved and, secondly, the
degree of consensus over its goals and objectiVkas at thenicro or care home level,
policies that are not seen as appropriate or tisdré a disproportionate level of
resources are less likely to succeed. Indeed HEB3: 180) suggests that many of
the fills of organisationsstem from imposing inappropriate regulatory stanes or
systems on a particular culture and then expedtitagthrive. The question then arises
how do organisations respond to potential incongtuetween their philosophies and

the expedient for regulatory compliance?

Compliance is arguably demonstrated in two waysuth documented systems and
through physical evidence. Both the National Minrm8tandards for Care Homes and
health and safety law require homes to have doctedesystems, for example, written
plans of care or records of risk assessments. tliHaat safety based systemght
however be written in isolation from those relattoglay to day care. The home can
‘prove’ that it has a system, however, in realibe system has little or nothing to do
with the day to day management of the home. Tlda whn be illustrated with reference
to two real examples. In the first, a residentdiater in hospital) following a fall at

her care home. Although the home had undertakesk @assessment on the resident, the
care home staff had not linked it to any risks en¢svithin her room. In other words,
the home had not correlated the resident and #aipes related risk assessments
(Chapman, 2006). In the second example, staftat@home had not been involved in,
or told about, the findings of a fire risk assesshun their boiler room. A fire risk
assessment had been undertaken in all of the careshbelonging to a large national
provider in order to demonstrate compliance witthRegulatory Reform (Fire Safety)
Order 2005. This risk assessment had identifiecbthiler room as a high risk area that
should not be used for storage. The home staffgliery having not been told about or
appreciating the risk, used the boiler room asrevenient general store, resulting in a
large and damaging fire (National Association fafe®y in Care Services, 2009). Both
of these examples illustrate how the respectiveigess, whilst having written systems
in place to demonstrate legal compliance, had ootlated or integrated these systems

with the working and care practices of the honmieesearch undertaken for the Health
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and Safety Executive around a decade ago appesupport this contention. Osborne
and Zairi (1997) investigated the link betweenltgtelity management systems and
the integration of health and safety in the busresmmunity, suggesting two main
conclusions. First, health and safety managemestnaen by issues of compliance,
rather than being integrated into the core busiressond, organisations tended to view
the different facets of health and safety sepayatet! the safety needs of stakeholders
tended to be assumed or implied.

These conclusions might imply that Health and $dfad not been considered as an
integral part of the business, it was viewed sdpbras acompliance issyegather than

in the context of what was actually done. Thuswag that national policy is translated
into local policy depends upon the translator’sldaiew and as Burton (2005: 18),
suggests althouglessentially progressive and supportive in intezgjdlation,

regulation and guidance usually appears negative eontrolling in implementation

and effect Organisations therefore appear to have the tdiavhether they
operationalise the regulatory system as part of ttay to day processes, to ignore them
altogether or to deal entirely separately with éhtheat are not regarded as integral to the
core business. Evans (2007), observes that ‘maragé(which could include the
executives within large provider organisations arglably also advisors, legislators or
regulators) might create systems that whilst appgdogical in their own eyes, might

be in, or create, conflict with those who are siggabto follow them. Evans uses the
phrase ‘fatal conceit’ (Evans, 2007: 18) to illasérhow organisational management
can sometimes ‘pre-assume’ levels of knowledgerttat not be available to local
managers. He quotes Boulding (1966) to illustthie dissonanceThere is a great

deal of evidence that almost all organisationalstures tend to produce false images
in decision-makers, and that the larger and morthatitarian the organization, the
better the chance that its top decision-makerslvalbperating in purely imaginary
worlds (Boulding, 1966: 8 cited in Evans, 2007: 18).

Braithwaite (1993, 2007) provides another insidiait tvould appear to explain why
some providers may apparently have systems, ypérence safety critical failures.
He applies Robert Merton’s (1968) typology of modéadaptation to understanding
why there might be a dissonance between whatig ‘(or shown) in terms of policies

and procedures and what @heé in terms of practice in care homes. The theory

Tony Kelly — September 2010 96



My home your workplace

derives from (amongst others) the work of Emile khim, who used the teranomie

to describe the apparent lack of norms and valuss®al regulation in modern society
(Akers, 2000: 143, 161). Sometimes callegtans-endgheory, it suggests that
whenever there is a disjuncture between cultuddfined goals and the socially
approved means to realise them, there are foutdtgipossible responses available.
Innovation involves breaking the rules, retreatismplves opting out, whilst rebellion
involves seeking to change the system. The faesponse, and the basis for
Braithwaite’s principal observation, igualism. This involves going through the
motions of pursuing approved means without actusdlyieving those means. Ritualism
is arguably a likely outcome in many organisatiogespnating as it does with
Newman'’s (1994: 59-64 cited in Simmons et al, 2A@j:contention that it is common
for organisations toe'spouse particular sets of values in rhetoric, it follow through
by putting them into practioar, conversely, to ‘go through the motions’ of dneg

new policies and practice, but [with little or] n@lue to them

Thus Braithwaite’s (1993), account of the role thtatalism might play within the care
home industry, is insightful and may indeed be gidwf as a form of system
metastability. Ritualism is a mechanism wherebypioprietor / home manager writes
policies and procedures trmatggesgood levels of legal compliance, whilst the rgalit

is that their systems are not in fact applied sanidled. Thus from the global perspective
the system seems to bble orderedandcompliant At the level of detail however,

the system isut of balancéecause the policies and procedures designed oeens
systems safety are not being implemented. A passikdmple of this phenomenon was
highlighted following the serious injury of a resid in a care home belonging to a large
corporate provider. The provider was able to evigenritten safety procedures;
however, these were not actually used / followedtajf (SHP, 2009: 14). Such
examples might arise either because the organiedtinlture regards the policy as
‘window dressing’ i.e. part of atual of ‘compliance’ or that there has been a failare t
communicate the policy to front line staff. Thmutd itself suggest that policy
dissemination and training have become an orgaoiedtritual’. Ritualismimplies

that the organisationaspolicies and procedures, although they exist masrpart of a
ritual of compliancewhilst performing little or no front line functim
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An alternative perspective is associated with twe) rigorous implementation of
health and safety law, whereby it might be the priyrconsideration of a particular care
home. Here again, Braithwaite’s (2007: 7) use eftdrm ritualism is useful as it
suggests the home’acceptance of institutional means for securing tatpuy goals
while losing all focus on achieving the goals otammes themselvesinstead of
accepting that risk is an inevitable part of evenytife - an emphasis on healthy and
safe care might regard risk as something to beiredited. This may be driven by the
perception of accountability, either at the corpetavel or at the local level. At local
level this may be driven by a community of prac{icave and Wenger, 1991) whereby
the home manager and staff feel uneasy about acgeptd managing risk as a normal

part of home life, and therefore apply a litergblagation of health and safety law.

4.2 The influence of ‘culture’

The previous sections discussed the idea thataleehome is a complex system that is
also part of a wider system comprising providetscpasers and regulators. These
systems, their related processes and human aceonsegliated within particular social
contexts. The cultural context is arguably theslahrough which the different parts of
the system are viewed. Indeed ‘culture’ is mucheartban a lens; it is an active
component or catalyst within the system. Accordmélatch (1997, in Scott et al,
2003), organisational culture has been describgedmps the most difficult of

organisational concepts to define. Schein definas:i

‘The pattern of basic assumptions that a given glwaye invented, discovered or
developed in learning to cope with its problemsxiérnal adaptation and internal
integration, and that has worked well enough inphst to be considered valid, and,
therefore to be taught to new members as the coway to perceive, think and feel in
relation to those problerh§1984: 3).

Culture thus consists of the values members oft@nggroup hold, the norms they
follow and the social constructs they create. Whalslture’ can be conceptually
distinguished from ‘society’ there is a very clasmnection (Giddens, 1989). Bland
(2005) and Youll and McCourt-Perring (1993) for exde, describe how some models

of best social care practice might derive fromwiliger cultural contexts that exist
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within some faith based groups. Such ‘kinship’ misdare successful because they
promote cultures of friendliness and mutual respeaitis owned and shared by most
residents and staff. Thus the processes and syftamsonstitute the home are
interpreted and translated into activities throadlens’ that sees dignity and respect as

important.

Handy (1993), identifies six principal factors tihat suggests influence an
organisation’s culture, these are the history amdewship, size, technology, goals and
objectives, environment and people. The history@mdership of an organisation is
significant in terms of the location of power wheeentralised ownership tends towards
a power culture. Size is often the single most irtgyd variable influencing structure
and culture, large organisations tend to be foisedliand adopt a ‘role culture’. The use
of technology can have a profound influence onrgamisation, for example,
communications technologies may reduce personahcbhetween managers. Goals
and objectives are seldom clear cut, homes mustde@ service within the limits of
the resources available, yet profit may also belgective for providers. Goals not only
influence cultures they are influenced by theme ®hganisations environment includes
the economic climate, local competition, from, éxample, other care homes and the
social environment, which might include the perspeoof the local community of
practice. Finally, the individual orientationskay people within an organisation will
play a significant role in determining its cultur€his is perhaps especially true of the
home manager who has the authority to influence tegulatory and organisational

policies are translated into local practice.

Scott et al (2003), suggests that culture can \adeti into three broad streams. It can
be seen as aattributethat an organisation possesses in much the saspnthatat has a
structure and strategies. Alternatively culture Imige seen as an expression of the
whole character and experience of the organisatiema metaphor, indeed it is the
very essence of what the organisai®The third concept is described by Scott as

treading a middle path between these ideas by mgpaulture as asmergent property

Thus, culture is the result of the interaction antdrrelationships between the different
elements of the system. This idea might at firgtep to be counterintuitive. If systems

exist within a particular culture, how then canltate’ be an emergent property of the
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same system? On closer reflection however, thewdedd appear to have much to
commend it - if it is considered in terms of a feack loop. This idea is implicit in item
four of Handy'’s six principal factorsgbals not only influence cultures they are
influenced by then{1996: 195). Certain features of a system arelyilto give rise to
environments that favour particular cultural atités. In turn, theseultural attributes
are likely to favour some systems configurationd @ways of doing things. Thuthe
way we do things around héreill be framed in accordance with the local codite
where its members become ‘enculturated’ into allecenmunity of practice’ (Lave
and Wenger, 1991, Brown and Duguid, 1991; Hort@062. This idea of joining and
becoming part of a local community of practice &atning to become a resident or a

member of staff is further explored in chapter 7.

Culture is thusiniquewithin organisations; it does not exist in readgela structures to
be classified superficially. It is situated wittspecific local contexts and negotiated by
actors within that context (Weisinger and TrauhQ2). Care homes are not, for
example, one homogenous group comprising simideradults, living in similar
buildings being cared for by similar staff. Thepresent a range of different
perspectives, processes and system orientatiomatoygewithin a framework of written
and un-written practices and rules set down by thembers. Bland (2005: 46-47)
consequently acknowledges the role played by ‘asgdional culture’ in determining
quality of residential life:the local culture of the resident groapd the culture of care
within the home as well as staffing, resources thieddistribution of public and private
spaceéall impact upon the front line experience of Meathin the home. From the
perspective of health and social care, a positiveie has been characterised as one
where the ethos of care becomes and remparson-centred, evidence-based and
continually effective within a changing health aswtial care contek{Dewar, 2007:
142).

Culture might also be thought of as mediating hewpe from different cultural
orientations view and perceive specific images,sagss and systems (Sheridan, 2001:
online in Jagne et al, 2004). A lack of attentioruhderstanding such complexities and
social biases within organisations is often cite@da important reason fohange

failure when implementing new policies and systems (Jainnk@87; 1990; Hackney

and McBride, 1995). Hafford-Letchfield, suggestattimcreasingly, organisational
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culture is recognised as important in contributmghe effectiveness of any
organisationyet it is an area that is often overlooked. Shesitates this with reference
to the numerous high-profile inquiries into puldervice failures that have taken place
over the years. These have tended to feed a ewflblame, accompanied by °
constant stream of new structures, legislation arghnisational policies and
proceduresto try to put things right (2006: 1). Yet, at tkame time, the Government
has perhaps failed to recognise the cultural andtstral factors that stigmatise older
adults (Bland, 2005). These factors arguably erda conditions within which
progressive policy initiatives may ultimately fallhus, attempts to impose models of
‘best practice’ in the form of National Minimum &téards are unlikely to be met with a
uniform and predictable response. Instead the resspis likely to be mediated by the
local community of practice and ipgedispositiorto the message.

4.2.1 Cultural Theory

The next section will discuss the theoretical frarmek around which the different ideas
discussed in this chapter begin to converge. Qallittieory (Douglas and Wildavsky,
1982) develops the idea of culture as a functioatitudes, beliefs and group dynamics
interacting within a framework of ‘social rules’h& interaction of these different
functions provides for different cultural orientats within which systems are likely to
behave in subtly different ways.

Grid and Group or Cultural Theory (CT) derives frtm anthropological tradition and
the interpretation of social solidarity within gpmiand wider society. It is a tool that
can be used to help in understanding the cultuvaksity that exists within society. It
has become important in the disciplines of politeence, public policy and
management because it presents at least the pibgsibbeing able to identify and
understand the cultural dimension behind instingicCT has its roots in Durkheim’s
(1951 [1897]) two dimensions of forms of social amgsation, specifically social
regulation and social integration. Maesschalckcdless him as tharitellectual
grandfather of grid-group theotrysometimes referred to as the neo-Durkheimian
approach (2004-5: 34). Grid and group as we kndadidy was introduced by Douglas
in the first edition of her bookKatural Symbolg¢Douglas, 1970). The theory has since
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been developed and applied in different variation®ouglas (1992) and later by
Douglas and Wildavsky (1982) and Thompson et é@)9ndeed Douglas (2005)
acknowledges thisappy convergenaaf interests that transformed grid and group

analysis from a modest method into a new theory.

A major strength of Cultural Theory is its intuigisimplicity, based upon its notion of
‘types’ which have been variously described asttoal biases’, interaction patterns’
and ‘cosmologies’ (Maesschalck, 2004-5). This aglisy means that different authors
have at different times adopted and adapted timeeinaork to explore specific cultural
situations. Hood (1998), for example has used tltkagnd group typology / heuristic to
describe four ideal cultural types of public seevigroductioni, whilst 6 et al (2007)
have applied it to the problem of interagency infation exchange. Douglas suggests
that to use this framework for empirical reseaydy must first choose a specific
‘world’ where other things are more or less eqal@arly defined and stable. Whilst the
‘worlds’ anticipated by this approach are generatlyhe macro or meso levels (see
Hood, 1998, Stoker, 2002; and 6 et al, 2002, 20@8)dential care homes are clearly
well defined cultural entities in their own righMZhilst Cultural Theory has been applied
to public administration and public policy debatéfias seen much less application to

‘in-depth case studies of real organisatiofdaesschalck, 2004: 377).

Cultural Theory exposes what Douglas calls the mm&ci of cultural transmission:
‘where sets of values and expectations are traresdesitong the lines of the social
structurée (2005: 4). The theory explores the often dissamdognitive lenses through
which people interpret different phenomena inclgdisk and regulation. The theory
recognises the importance of social constructiod,the possibility of distinguishing
particular patterns of commonality that help innllinating the human construction of
meaning, particularly the interpretation of riskne management of risk is central to the
implementation of health and safety law and thesegbent experience of those who

live and work in care homes.
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4.2.2 The grid and group typology

The grid and group typology of CT envisages thandividual's behaviour,
perception, attitudes, beliefs, and values areesthéy constraints defined by two
principal axes.Grid (corresponds with Durkheim&ocial regulation is the degree to
which choice is constrained by laws, regulationkes and control i.ethe cross-hatch
of rules to which individuals are subject in theicse of their interaction
(Douglas,1978: 8 in Oltedal et al, 2004: 18joup (corresponds with Durkheim’s
social integration determines the affiliations and limitations ererby membership of
social groups. Thus in a basic form, ‘group’ det@es who you are within a particular
culture, whilst ‘grid’ dictates what you are abledanot able to do within that culture
(Maesschalck, 2004-5).

On the horizontal axis ‘High Group’ orientation éaws group loyalty and teamwork
where individuals interact frequently in a rangecdfivities and depend on each other.
‘Low Group’ favours those who prefer to fend foethselves or perform on their own
initiative (Kahan et al, 2006). On the verticalsgxHigh grid’ cultures favour a systems
orientation or bureaucracy whereas ‘Low grid’ ctgifavour trust and mutuality. The
horizontal and vertical axes shown in Figure 4 @spnt aangeof affiliations and
orientations extending from low or weak to highstong, i.e. there is a continuum
within the dimensions. Professional affiliations &ékely to be quite strong; indeed
there might be disciplinary consequences for tivdse fail to meet their professional
obligations. A random shock such as a serious @mtichay shift a particular worldview
along the continuum such that weak grid affiliaonake a shift towards a stronger
grid position as an expedient to comply with presily neglected regulatory

requirements.
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Grid Strong
A

Weak

»  Group

Figure 4:Grid / Group — adapted from
Douglas, 2005

The two axes of ‘grid and ‘group’ give rise to 4faultural dimensionsveak gridand
weak groupstrong gridandweak groupstrong gridandgroup, weak gridandstrong
group. Each combination of characteristics suggesediffy systemic biases with
regards to ideas of blame when things go wrongudés towards power and authority,
risk taking, trust, loyalty, commitment, motivatidhe coordination and use of
knowledge, communication and participation. Eadtucal bias thus has inbuilt
strengths and weaknesses. Arguably, a combinatitraits is most likely to be found
in well balanced organisations. Indeed, Culturadry suggests that social relations
and biases are reciprocal, interacting and mutwalhforcing and thathose regimes
that have largely excluded a cultural bias losewhsdom attached to that bias
(Thompson et al, 1990: 96). Hence, in line with ‘teampatibility condition’ of grid-
group theory, each of the cultural biases has duntgeto offer each of the others, in
addition to also representing a potential threateGiomes are therefore likely to share
and to exhibit a range or a mix of cultural chagastics, suggesting a ‘balance’ of
cultural types within any particular home, althowgte particular bias may dominate.
The terminology used in defining the four cultub&ses varies slightly between
different authors and so the most commonly usedddrave been included in each

quadrant (Figure 5), although they have essentilalysame meanings.
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Weak social Strong social
Integration Integration
< Group >
Strong Isolates Complex or
social (fatalistic) positional groups
Regulation (Hierarchical)
Grid
Weak social Simple groups or
Regulation Individualists enclaves
(Egalitarian)

Figure 5:Four cultures

For the purposes of this thesis, the following desions will be applied to the four

cultural dimensions: Individual, Isolate, Hierarclapd Egalitarian.

4.2.3 Broad characteristics of the four biases

The term individualist goes beyond the assumptiosadf-interest’ to suggest other
characteristics. Weak grid and weak group ori@matfavour low levels of communal
involvement and are intolerant of restrictions metlom of choice. Those in this
cultural orientation will tend to emphasise autoypfreedom and experimentation,
character traits that are arguably associated twélprivate owner managed sector. The
individualist culture represents a social contexhahated by strongly competitive
conditions and autonomy which allows maximum ogifor negotiating contracts or
choosing allies. Individualists are responsibletfmmselves and for anyone else they
choose (Altman and Baruch, 1998). Hood (1998) ssiggeat the dimension is
represented by a market-based relationship in wdgchice users are seen as customers
of an organisation that has contracted to providergice. The ‘contract’ is awarded
within a competitive market in which there is acttseparation between the purchaser
and the provider of services. Service users’ imfageon the service depends mainly on
their ability to affect the price and to choosenmn suppliersManagers see risk as an
opportunity as long as it does not limit their fiteen. The social care value base is

likely to be well articulated, but may not be reatl in practice where the manager
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perceives a threat. Bland’'s (2005) example of timeel model’ of care would appear to

(loosely) fit with this particular worldview.

The Isolate dimensiois characterised bysirong grid and weak group orientation,
which is inextricably linked to following ordersoim above. Individuals within the
organisation respond to instructions and directimgsolation to a group identity. This
type of culture reinforces ‘insulation’ where inttluals will react to change in
unpredictable ways characterised by frustratiospde& and distrust. Indeed Evans
(2007: 10) suggests that in its extreme form surcbrganisation would be consumed
by apathy. Isolates can have important effectasam-provider relationships within the
service system. As Hood (1998: 9) observadatalist approach to public management
will arise in conditions where co-operation is refed, distrust widespread, and apathy
reigns — a state of affairs which will be far framfamiliar to many readetsThis
orientation inot likelyto be a ‘major’ characteristic of care homes adale system,

as it is not generally considered conducive to miggional structures, although it could
apply to the managers and staff of large providganisations who feel that they have

no control over the bureaucracy that ‘controlshthe

Within the Hierarchical dimensions, the strong gl group orientation favours
clearly defined parameters of action and a comnmtrteethe institutions that created
them. The fundamental concern of these organisatfoto preserve order defined by
well defined systems. Within this culture individsisvill tend to encourage clear role
definition, pragmatic decision making and ‘ruleiested management. Policies,
procedures and rules are said to be defining ctersiics as they demonstrate order.
Hierarchical care homes are therefore likely tafavdetailed policies and procedures
providing codification, structure and order. Withime hierarchical environment service
users (residents) may have little or no say in vgleatices they receive or how they are
delivered, although the home may outwardly espthus@alues of participation.

Managers emphasise the natural order of societykawe their trust in expert
knowledge, management is by rule, role and given f@he legislative framework
(where clearly understood) is likely to be appliegreference to the less tangible social

care value base. Bland (2005) describes traditional authority care homes in these
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terms, a situation which might equally apply to #arge provider whose systems

discourage local choice and discretion.

The Egalitarian dimensiotterives fromaweak grid and strong group orientation which
combines low levels of hierarchy with a high degrésolidarity. Another term for this
cultural dimension is ‘the sect’ since there idemcboundary that differentiates
members from non-members. This type of culturesésrion reciprocity, with a
commitment to other people, social harmony anchgtsocial bonds within the
dimension. There is little real formality or sttuie in terms of clearly defined, systems
and explicit leadership. Arguably, as an ‘egalarorganisation grows, it will of
necessity begin to adopt hierarchical values. Margdislike inequalities amongst
people and tend to be sceptical of institutionsauttiority. Management is therefore by
shared mutual commitment within the bounded grolipe social care value base will
take precedence over (bureaucratic) legislativesidenations. Bland’s (2005) example
of Methodist Homes would appear to fit with thisndeiew where the shared values of
those involved set the management agenda for tiie$iol he four dimensions are
summarised in the cultural matrix Figure 6 whicbwh the principal characteristics

associated with each cultural type:

Isolationist Hierarchy

Surprise, frustration and Symbols of authority; distance
ambiguity and control

Apathy and passivity Trust is placed in authority and
Lack of motivation professional expertise

Distrust and general disharmor; Communication is formalised
Policies and procedures are
unquestioned

Formal atmosphere / dress codes

Individualist Egalitarian

Lack of authority and power Blame expertise and excessive|

Trust is placed in individual power

competence Atmosphere of harmony and
Communication is frequent cooperation

Relaxed and informal Reciprocal communication
atmosphere / dress code Sensitive to others feelings ang
Individuals are encouraged to | opinions

experiment Sociable behaviour within group

Figure & Grid and Group cultural theory and managing cleaagapted
from figure 4: Jackson et al (2005).
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Evans (2007: 1) has proposed an ‘adaptation’ t@tfe and Group nomenclature
(Figure 7) to reflect the systems based naturbexdrporateor businesenvironment.
Here ‘Low Grid’ is relabelled as ‘experimentaticarid ‘High Grid’ as ‘procedural’.
Experimentation is said to be the driving forceibdhnnovation where an organisation
is enabled to adapt, evolve and renew itself. &liastors are driven by a coalition of
the individualist characteristics of trial-and-atrdiscovery, and entrepreneurialism;
and the egalitarian ability for critique, dialogailed sharing. By contrast, hierarchy and
isolation prefer well defined systems characterisgdocumented policies, procedures

and processes.

The degree to which the organisation values salidabove liability shows how
inclusive it is and how much commitment is requitegbarticipate within it. A strong
corporate culture of procedures creates committegsjation and rigid control of time
and space. An emphasis on experimentation andwdisgcbowever, will generate
greater freedom to innovate. The more employess (@sidents) control their working
and living conditions, the greater that experimgatais valued over process.

Procedural

Isolate Hierarchy

Liability Solidarity

Individual Egalitarian

Experimentation

Figure 7: Corporate Cultural theory applied to grid
and group. Adapted from figure 2 Evans 2007: 6

4.2.4 Mobility between and within cultures

Evans suggests that Cultural Theory:d lens to understand organisational culture,
rather than a full description of reality2007: 7). For this reason organisations cannot
be neatly categorised as belonging to one of thedoltural typologies. For example,
there is no such thing as an ‘egalitarian’ orgarmsamerely organisations that differ in

the degree to which the concept of ‘egalitarianiapplies. For this reason the ‘unit of
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analysis’ needs careful consideration because ther@ clear definition about what it
should be, not least because the concepts genapgily to the sociological concept of

culture, rather than to the individual.

Two different perspectives of cultural theory appeaexist. The first named the
‘stability’ view envisages individuals as considtboth temporally and regardless of
social context, i.e. they are consistent within anss cultural biases. The second
‘mobility’ perspective, suggests that it is possifdr individuals to move between
social structures with different types of cultupas, at different times and in different
areas of their lives, i.e. individuals conform itfetent cultural biases according to
specific social contexts (Tsohou, 2006). Bellab§8@: 481) whilst arguing that the
grid-group model favours ‘comparative statics’, dacks a basis for showing how
organisations might change from one risk culturartother, appears to support the
mobility view. Individuals may, for example, movetiveen cultures within an
organisation as part of what he calls ‘life cours@sitions’, exemplified perhaps by
moving from a frontline (care) role to a positidmeanagement responsibility.

The mobility view would appear to have far morelarptory power in the context of
the care home environment and might, for exampdelagn why regulators, relatives,
management and care staff are able to rationd&eedwn home and family situation
with the ‘home life’ that they may permit, desigmdamplement for residents.
However, the principal cultural type of the orgatisn itself is likely to be quite stable.
As Hendry (1999: 563) points ougrice established, the cultural type is self-
reinforcing in very much the same way as describggidden’s (1979), theory of
structuration, as structures of power, legitimatiamd domination are both constituted
by and, at the same time, constrain, the practidesdividuals. Thus even though
individualsmay demonstrate some degree of cultural mobitiy,'host’ culture is

likely to remainrelatively stable. These ideas are further explored in ch@pte

4.2.5 Enabling and disabling characteristics of tii@eur cultural types

Jackson et al (2005: 7), suggest that each culbisialhas inbuilt strengths and
weaknesses that are complementary across culllimesne characteristic is necessarily
‘better’ or ‘worse’ than another, each is merelyté&eor worse suited to a particular
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cultural context. This section will provide a braferview of some of the disabling and
enabling characteristics to be found across thedoliural biases and will identify their
potential strengths and weaknesses in that paaticointext. These considerations
might be useful when analysing the management ctaistics of the case study

homes.

Isolate Hierarchy

Excessive
power and
control

Corrosive

culture of

apathy and
incompetence

)
)

7
\
4
\

Individualist Egalitarian

Lack of
cooperation

Vulnerable to
deadlocks

’
)

-
\
4
\

Figure 8 Constraining characteristics of each culturaktyp
adapted from figure 5, Jackson et al (2005)

4.2.6 Disabling characteristics

Figure 8 shows the main disabling characteristidh@four cultural types.

Hierarchical cultures can create environments whatkority and obedience to systems
dominate all aspects of the home. Individualsesm@uraged to place trust in authority
and expertise, particularly as these are expraagawcedures that must be followed to
the letter and without question. Individuals widde an over reliance on ‘technological
fixes’ (Hood, 1998), arguably characterised by aiatyof risk management technology
within the home which staff ‘trust’ and subsequeaty on. Examples include
thermostatic mixer valves on hot water taps to @négcalding, window locks to
prevent falls and programmes of preventive mainteaand testing designed to ensure

systems safety.
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By placing so much trust in leadership, expertisg systems, the organisation is likely
to suffer from the inability to learn from experanleading to errors in judgment and
recurring failures that may manifest as ‘unexpeéaedidents and incidents. Alder
(2001) noted that a domination of hierarchical ealaan smother vision, foster
dissatisfaction and demotivate staff, leading stuggish, impassive and unresponsive
culture. This is potentially a very important obsion in terms of the creation of
‘metastable states’ where local trust in managersgstems and technological solutions

may lead to unexpected outcomes at local level.

The egalitarian culture can be disabling in terinarooverall lack of leadership,
authoritative values and strategic direction, legdo internal disagreement and rivalry.
This may lead to ineffective management decisiomnsthe creation of internal factions
(Jackson et al, 2005). Because of their low gridraation and thus a lack of strategic
direction, relations within these groups can becoordusing as no one appears to take
control. A possible consequence of such a cultiiahtation is the likely absence of
any delegated responsibility for setting up or ngamg safety critical systems within

the home. Dissentinigctionswithin the home may exert a number of destabijsin

influences that undermine whatever management tbere

Excessive individualism may create a culture laghimco-operation and some staff
may theoretically take advantage of their indepanddo pursue their own, rather than
the organisation’s agenda. Homes may be unwillingotoperate with others in relation
to sharing vital (safety) information and tacit kiledge (Hood, 1998), and may
experience problems with team working and parttoypa(Thompson et al, 1990).
These circumstances are likely to lead to an alesehsafety critical management

resulting from unwillingness to invest time or fir@al resources in systems.

The disabling characteristics of the isolate celtcein be equated to the factory
production line. The residents are seen as a cortyrenttl staff as operatives whose
role is to comply with company policy. The combipatof high grid and low group
results in a high degree of social isolation betwaié of those who live and work in the
home, whilst at the same time these individualssalgect to a high degree of
regulatory constraint. No one is enabled to usé& ttiscretion or judgement; they must

comply without question with the ‘rules’ that amepgosed upon them. Such an
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orientation might exist in an organisation that Bagerienced some form of extreme
management trauma, where the proprietor impose®sgipe rules and the bonds

between staff are too weak to assert any realantia.

4.2.7 Enabling characteristics

In the enabling form, hierarchical cultures canvite internal competence,
synchronisation of resources and appraisal of oo¢sy shown in Figure 9.
Hierarchical managers can make people appreciatedtinections between the
different organisational systems and mobilise ndsas. Schein (1993) highlights that
hierarchical cultures provide steadiness, suppatmsychological defences to reduce
stress and enable experimentation, vision andtemg change. Alder and Bory (1996)
suggest that hierarchy provides direction, reducksstress and helps people to feel

more effective.

An egalitarian culture can provide a high trustiesmment that reinforces mutuality,
group norms and knowledge sharing (Alder, 2001¢dszive power and authority are
kept to a minimum, so that commonality and shargubeences dominate creating an
environment of belonging and recognition. Fukuydi96) suggests that a high trust
culture can more effectively lead to innovation @edmits a wide range of social
relations to emerge. The views of residents aedylito be held in high regard.

An individualist culture is oriented towards inn¢iea, noticing new things, making
fresh distinctions and encouraging ideas to emangeto be implemented. It enables a
climate of stimulation and creativity in managingeavice. Arguably, the innovative
management of the service, often without elabasgséems, will lead to fewer
‘institutional’ or risk averse management practicEse isolate dimension is arguably
associated with a requirementdgomplywith little control or discretion. For example,
care staff and residents may be required to convjityorganisational policy that
constrains choice on various dimensions. Fromgarspective it has no real enabling

qualities and has therefore been omitted from Eigur
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Hierarchy

Provides guidance
and clarifies
responsibility

Reinforces
mutuality, trust
and knowledge
sharing

Increased
motivation,

responsiveness

and innovation

Individualist Egalitarian

Figure 9 Enabling characteristics of cultural types, addpt
from figure 6, Jackson et al (undated)

4.2.8 Influences within or upon cultural perspectsg

Cultural theory exists alongside other theories disdiplines which explore and try to
understand and explain the perception of risk [(sgx#on, 1999). From a psychological
perspective for example, it is the individual wrses information that is available or
unavailableto them as a mental guide or ‘heuristic’ that deiees how they will act
when confronted with perceived risk. Prominent atglwithin this ‘psychometric
paradigm’ (Kahan and Slovic cited in Kahan et 80@) appear to agree and to support
the fact that:the impact of cultural worldviews is not an altetiva to, but rather a

vital component of, the various psychological anda mechanisms that determine
perceptions of risk........ risk perceptions depenchdividuals’ cultural values(Kahan

et al, 2006: 1084).

The contribution that an emphasis on the individguad group’s perception of risk
makes is the use of heuristic devices to intergmetto act upon the complexities of the
care home environment. Douglas herself acknowketiye contribution of heuristics
defining them as:simplifying procedures for teaching or learning texd in order to
facilitate rapid treatment of complex problems wt&tics work by simplification

(1985: 79). She also suggests that they are patesatiirces of distortion and can be

used as conventiondy being shared by community they resolve problams
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coordination — in this capacity they are the esed¢miement of the cultural process
(Douglas, 1985: 79). The availability or unavailajpiof information about past or
recent hazards or risks is likely to mediate thesdens of those who work in care
homes and also those who enforce the law, argweybart of a process of ‘street level
bureaucracy’ (Lipsky, 1980). These ideas are furgixplored and given explanatory
value in the context of the empirical data discdgeechapter 8 The Experience of

Regulation and Risk.

4.3 Building a theoretical model

The theoretical concepts discussed so far havenptégl to conceptualise the factors
likely to relate to the translation of regulatoeguirements into front line management
practice. The idea that systems operate withintaral context, indeed that culture and
systems may be related by feedback mechanismsgstsghat the concepts lend
themselves to a diagrammatic representation odeari@und the four cultural biases
(Figure 10). The culture of the home mediates ttwestation of the regulatory
framework into local systems and subsequently dggak to which the systems are
applied in practice. The application of these exyst produces predictable and
unpredictable outcomes that may be characterisedtss the result of emergence or
metastability. The model allows for the idea tia&t culture of the home might indeed
be an emergent property of the whole system,hieectilture is the product of the
regulations, the regulators, providers and locatagament systems. The logic of this
theory relates to the feedback that is represdmntetle outcome arrows on the right
hand side of the model. The model’s ‘feedback lapd applies to the local regulator
where their experience of the service providersitiney regulate establishes
preconceptions about the standards of servicahbgtprovide. Such preconceptions
may in turn colour the regulatory relationship autbsequent expectations about written

systems.

Tony Kelly — September 2010 114



My home your workplace

National
standars  [®.

~
~
~
~

Regulator >

Fatalism Hierarchy 2
Residents are Residents are
simply ‘there’ products

3 N
Syste ms ° Cultural
. ) orientation )
for service| ) 3 ofthehome [P Metastable|® Outcomes [®| More rigorous
delivery 5 states regulatior
5
=] -
Individualism Egalitarian Pie ’
Residents are Residents are s
customers partners g

Provider’s
system e
4 4
Provider's @&
worldview

1: Services for residents are implemented withéaleurally mediated context giving rise to planned
and unplanned outcomes. The outcomes may ari$e asdult of actions or inactions that cause an

imbalance within the system.

2. Outcomes result in feedback loops influencirggtovider's systems and regulatory intervention.
3. Detrimental outcomes such as a serious accidigit result in more rigorous regulatory
intervention which impacts on the application ofioraal standards, the ‘worldview’ of the provider

and the approach taken by the regulator.
4. Regulators may be required to tighten their ads@nd providers may have to improve their

systems.
5. Changes to the provider's systems and regulagoyirements determine systems for service

delivery

Figure 10:Conceptual model

In its most simple form, the model shows the idesd the cultural perspectives of those
responsible for implementing care, health and gaéet impacts on the front line
experience of home and work. Cultural theory sstg®murlenseshrough which
services might be viewed and implemented, althdbghstrength’ of the lenses is
likely to vary significantly between different prioers. The experiences of those living
and working within the home are not however isaldtem the wider society. There is
a ‘feedback loop’ that observes the home througiesgs broader value base which in

turn determines how they should be regulated.
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4.3.1 Theoretical propositions for the case studyntes

The theoretical perspectives discussed in thistehatiow for a number of propositions
regarding how health and safety law might be intgal, implemented and experienced
within each of the four cultural orientations. Tall shows some of the organisational
factors that may, hypothetically, be associateth wéch of the four cultural

orientations.

4.3.2 Hierarchical homes

Within hierarchical homes there will be clear p@g; procedures and rules of conduct
that effectively constrain the homes decision mglgawers. Boundaries are very clear
and based on systems of authority. The home maaagestaff are likely to understand
that they are expected to comply with the provislsgystems and will demonstrate

alignment to these systems, regardless of howrthght restrict autonomy and choice.

Street level bureaucracy is likely to be limiteceda clear management policies and
systems of audit and training. Those who workierdrchical homes will usually
follow systems or ‘rules’ with little discretionThere will be tasks to complete
according to well defined protocols and within defil hierarchies of manager, senior
care staff and carers. The apparent rigidity efdiistems and the failure to involve
those who apply them may lead to localised custodhpeactice that ‘circumvents’
some of the organisation’s procedures leadingeqssibility of rituals of compliance
without compliance in fact. Whilst residents are #tated focus of the organisation’s
values and activities, it is the systems for megtagulatory compliance that drive the
organisation’s procedures. Residents are welldcfmeand safe, yet, their experience
might be equated more with protection than witledi@m to pursue a lifestyle of their

choice.

4.3.3 Individualistic homes

The individualistic home is characterised by padithat are primarily determined at

local level, allowing for the exercise of signifidadiscretion. The home is likely to be
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owned and probably managed by the same persond paticies and procedures
constraining management practice are unlikely, stipérsonal local management is
likely to be strong. Street level bureaucracy mawbactor as regulators and purchasers
exert influence upon the development of the horagstems. The degree to which
documented systems are applied ritualistically délpend on how and why they were
created. Systems designed to support home stafhare likely to be ‘owned’ than

those created to satisfy what might be seen agduaratic’ expedients.

Home managers will be focussed on all aspectseo$ticcess of the home and will take
a direct and personal interest in its practical agay running, spending less time on
documented audits and checklists. Those who wornkdividualistic homes will be
involved in a variety of tasks that are undertaikeresponse to the needs of residents.
Whilst written systems may exist, carers are mibey to be flexible, thus, some areas
of ‘choice’ may depend upon the discretion of thenmber of staff on duty at the time.
Residents’ experience is therefore determined lpeald may indeed emulate the
characteristics of a domestic home in terms ofrm#dity, access to facilities and

relationships.

4.3.4 Egalitarian homes

Egalitarian homes might be characterised by a dh@mmitment to the values and
principles of the managing organisation. Policeecedures and rules will be framed
within this value base, and are likely to be flégjland supported by the manager and
staff team. The degree to which health and saéetyis¢ applied is likely to depend upon
the local community of practice rather than systemmosed by the provider.

Street level bureaucracy and rituals of compliamitieprobably vary according to how
well the home is bound to the provider organisabgrsystems and protocols. The
provider is unlikely to exert significant direcigidatory control upon the home,
preferring instead to allow local discretion andttdtivate the support of the manager
and staff. Residents are clearly the focus of tirednas they are often the sole reason
for its existence, with mechanisms in place to lmggesidents in the management

decision making process. The value base of thagepis likely to resonate with those
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who choose to live or work in the home and theeeforesident’s expectations of the
home and its systems are more likely to be aligriedyeneral, the local community of
practice will determine the extent to which careyees are formalised, although care is
thought more likely to be person centred and \wirefore facilitate lifestyle choice.

4.3.5 Isolate homes

The isolate home might be characterised by short teping strategies, because they
are subject to tight regulatory constraints andsthéf team do not work as a cohesive
and empowered team. They are instead groups widodls whose role is to follow
‘rules’ without question. The isolate home mighldng to a provider organisation with
centrally driven systems that may be seen as visksa and constraining. Homes
belonging to small providers that have been thgestibf a management take over or
‘buy-out’ by a larger, systems oriented, providexynfall within the isolate category.
The isolate home is thought unlikely to exist ia thng term, as its dysfunctional

characteristics will quickly bring it to the attent of both the provider and regulator.
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Management | Hierarchy, Egalitarian, Individual, Isolate, strong

areas strong grid, weak grid, weak grid, grid, weak
strong group | strong group | weak group group

Management Clearly defined Relatively flat Owner likely to Presence of a

structure by staff grades with few clearly | manage the home. ‘personality’
and reporting defined grades Flat staffing manager. ‘Silo’
structures structure management

Risk Clearly set out Adaptable Locally Little forward

assessment within ‘rules’ according to determined. planning &
(policies and perceived need | Revenue is likely | characterised by
procedures). and concern to be important ‘fire fighting’

Risk Prescribed by Needs and Relaxed May be

management - ‘rulgs'.. Risk consultatipn approach,_ procgdura}l yet

Residents taking is unlikely | based. Risk however likely erratic, crisis

taking is possible | ‘blame’ is a factor| driven
implementation

Risk Prescribed by Adaptable to local Relaxed attitude | Procedural yet

management - ‘Rules’ and circumstances & to_premises risk. er_ratic, crisis

Premises managed by concerns Itis ‘home’. driven
specialists implementation

Training Set by Adaptable to Adaptable to local Ad hoc unless
organisational need, staff need according to prescribed by
policy encouraged to resources owner

share skills

Staff Set by policy and | Staff are involved| Instructions to Staff tend to

involvement in | Procedure. Home | at all levels staff are general | operate in ‘silos’

management manager leads rather than according to
within parameters specific and at management

of the home | get by proprietor owners discretion| ‘rules’

Resident Set by policy in Residents views | In accordance Set by policy but

involvement order to are respected with local erratic and
demonstrate expedience ritualistic
‘compliance’

Key working Set by policy in Residents are segnKey working may | Set by policy but
order to as important not be seen as erratic and
demonstrate ‘partners’ viable in small ritualistic
‘compliance’ homes

Care planning Proceduralised & | Continuum of Informal Set by policy but
compliance informal to formal erratic and
oriented ritualistic

Likelihood of | Corporate identity| Informal without | Likely to be Uniform possible,

uniform with uniform uniform inft?rrgal. Simple | but ‘hit and miss’

tabar

Table 4 Cultural biases and expected organisational facto

4.4 Conclusion

This chapter has considered a range of conceptthandes that contribute towards a
theoretical framework that has informed the emalrand analytical phases of the
thesis. The chapter has conceptualised resideatialhomes as complex and dynamic
environments operating within a highly regulatecedi economy of welfare (Knapp,
1986). At the macro level providers are subjectbwyernment orchestrated regimes of

regulation and inspection. At the ‘meso’ levebyders within the mixed economy
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must ensure that they have policies and procediungsace that satisfy purchasers and
regulators. At the ‘micro’ level services are detied to residents in accordance with
the regulator’s and provider’s policy framework.wias argued that these interlinked,
interrelated and interdependent components forgsi@ism whose relationships result in
predictable and sometimes unpredictable serviosoouts. Each care home in turn
comprises a mix of different interests, faciliteesd processes that constitute a complex
social system in their own right. It is at thisééthat individual home managers and
inspectors are likely to bring their own perspeetio the interpretation and application
of the regulatory framework and therefore to thiveey of services within each home.
The chapter has argued that individuals, partibutlpse in positions of authority and
influence might use culturally mediatbduristicsor rules of thumb when making
decisions about what constitutes risk. Such pets@scmay in turn influence the
interpretation of health and safety law as pam/loét was described as a process of
street level bureaucracy (Lipsky, 1980). It wasHar argued that local policies may
sometimes exist as ‘rituals’ of regulatory comptamather than as tools for service

delivery.

A key explanatory component of the theoretical fearork is the idea that these
complex social systems do not operate within a waguather they are mediated by an
organisation’s or care home’s local culture. Qualtoheory (Douglas and Wildavsky,
1982) is one useful and well tested means for ajmdreg this cultural dimension.
Cultural theory postulates that there are two keyetisions that determine how an
organisation is likely to respond under particaliacumstances. The first dimension is
that of constraint by the regulatory framework @yrivhilst the second is the level of
social integration and cohesion of those who liwé work within each home (group).
These two dimensions give rise to four culturaktyphat mediate the translation of
national, organisational and local policy into frine practice. Each dimension is
likely to favour particular perspectives, for exderust in regulatory expertise and a
strong mutual loyalty, teamwork and the commitnafrataff and residents might be
associated with a high grid and group ‘hierarchicaénted culture. Conversely, a lack
of trust in regulatory expertise and an indepengemntented staff and resident group
might equate with the low grid and group orientatod an ‘individualist’ cultural type.
These different perspectives have been used tdrooha set of tentative propositions

thought likely to characterise care homes occupgengh of the four cultural types.
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Chapter 5 - Methodology and Methods

5.0 Introduction

This chapter is in two main parts. Section 1 oesithe chosen methodology and
discuses the scientific basis, rationale and pbgbgal considerations that underpin the
research. It will briefly consider the widely ugeakitivist paradigm, specifically the
use of survey questionnaires popular with managéeamhtechnical disciplines, before
moving on to argue for a qualitative case studyaggh. The theoretical stance
underpinning the case study is perhaps best descai® social constructionist, which
‘regards experience as an active process of intéagpion rather than a passive
material apprehension of an external physical worlslanager, care staff, residents
and researchedb not merely provide descriptions of events, battaemselves
constitutive of wider policy discourses and comdlitJacobs and Manzi, 2000: 36).
The case study is therefore designed to explorevétys in which individuals and
groupsparticipatein the creation of ‘social reality’ within theiapticular home. The
second part of the chapter outlines the methodsechto generate data relevant to the
research questions and explores the managemeanahgis of the data collected

during the empirical phase of the project.

5.1 The argument for a qualitative methodology

Early social sciences and health services rese@relppeared to favour quantitative
methods, assuming that numerical information wasative and scientific, and thus,
offered more valid and reliable findings (MaykutaWorehouse, 1994). Research into
health, safety and housing related issues is aftemacterised by large scale surveys,
for example the MORI survewttitudes towards health and safety: a quantitative
survey of stakeholder opiniof2004) commissioned by the Health and Safety
Executive. Jacobs and Manzi (2000: 35 - 36), sugbas mainstream housing research
‘relies primarily upon a positivist epistemoldgyhose roots can be traced to the
‘influential Fabian agenda that has dominated thalgtof social research in the UK
Qualitative research in the social sciences, toeakand health services has however
developed as a means of studying people in théuraasocial context. It is

particularly used by anthropologists and in heathgcfor example, to study people’s

experience of illness (Bowling, 1997).
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Handy (1993: 181) states that brganisations there are deep-set beliefs abloettay
work should be organised, the way authority shdagléxercised, people rewarded,
people controlleti.e. the organisational culture is at the hedrtle way things are
done around hef@’ Is it realistic to think that these cultural cplexities can be
elucidated using questionnaires and numbers - aemimgful conclusions to be derived
from questions that are asked outside the tempoikocio-cultural context of the care
setting? Patton and Appelbaum (2003), express a feltcriticism of the ‘natural
science’ approach to management, whereby actiatidsbehaviours are regarded as
variables that can be broken down into quantifiaivliés. The human dimension is
regarded almost as an afterthought and the uniggesfea case is regularly treated as
‘error’. Reducing a complex social situation towamber of discrete and clearly defined
variables that are then evaluated by analysingniignematical relationships between
them completely disregards the dynamic processtefpretation that takes place
between individuals in a social situation i.e. shjective world is squeezed into an
objective measurement that represents a monochematheompletely static view of
what is in reality a colourful moving picturdy dealing with brief survey questions
and large numbers of disconnected respondentdlabie and bones of everyday life is
removed from the substance of the research iisbith diminishes the usefulness of
the research(Patton and Appelbaum, 2003: 62). Perhaps fasdhieasons research in
the area of residential care often employs thenigetes of ethnographyand case
studies such as Williams, Netten and Ware’s (2808}y into the experiences of those

involved in the closure of residential homes.

5.2 A qualitative case study approach

Draper (2004) defines a qualitative study as aniiggprocess that explores a social
problem by building a holistic picture within a nedl setting. According to Maykut
and Morehouse (1994) qualitative approaches aligriss so that sampling of

participants gives variation within a particulacsd context, are concerned with words

2 The phrasethe way things are done around hemppears in a number of texts and contexts across
different disciplines, for example its use candend in management studies (Evans, 2007), nursing
studies (Trimmer, 2006) and educational theory @'t al, 2005).

2 A number of ‘fly on the wall’ documentaries inclng the BBC Panorama documentary ‘A Carer’s
Story’ and Channel Five's ‘Who Cares for Granny&ve employed ethnographic techniques to
demonstrate a perceived ‘reality’. Such techniquag however be questionable on ethical grounds.
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rather than numbers, are descriptive and inteygeéind often use a case study

approach.

Residential care homes are highly complex commasi¢omprising many
interdependent components, representing a ‘colbor@wing picture’ of highly
contextual and interrelated data. The different gonents which comprise the home
thus represent a culture based sagystenthat is far greater than the sum of the
different parts. A case study therefore has maale¢commend it in that the research
questions are investigated in the context of thectliexperiences of those whose social
actions are of interest. The case study alsoms#tfple sources of evidence that
represent different cultural interfaces that cosgthe social system. The case study’s
unique strength is its ability to deal with a widege of evidence (Yin, 1994). It
allows for multiple perspectives to be studied witthe context that the question is
being asked. Stake (1995) identifies three typesmeé studyintrinsic, the study of the
case itselfinstrumental to understand a more general issue or theorycalégtive

the study of several, individual cases, again teustand a more general issue or
theory. Bryman (2004: 53) talks about the compagatesign which entails using more
or less identical methods to investigate two orersmntrasting cases, where the
resulting data can be compared to identify diffecedtural perspectives. The
collective and comparative designs fit well witle tidea of exploring the experience of
health and safety regulation across a range of balaeving from the mixed economy
of residential care. A case study uses a variesporces in deriving a holistic picture
of each home. Yin (1994: 80) suggests six potentalces of evidence for data
collection in the case study protocol: documeniatarchival records, interviews, direct
observation, participant observation, and physcafacts. All of these sources were
used within the present research design. For exagrtig use and efficacy of care plans
was examined from multiple perspectives using dantation, physical evidence and
interview. The written plan of care was often rneséd on the basis of confidentiality,
however, reviewing the home’s CSCI inspection repohelped to derive further and

deeper understanding.

4 The Commission for Social Care Inspection havegallright to inspect all documentation held by the
home. Whilst their reports do not cite ‘confidailitmaterial, they do include critical feedbacklay
activities like care planning.
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This process diriangulation highlights points of agreement and disagreemetiten
data. In this context triangulation is a procesd #erves to corroborate the data
gathered from different sources, thereby increagsigternal validity. Thus data
generated by interview, observation and conteriyaisacan be aggregated to present a
single unitary picture of events. Individual paimif view are neither ‘right’ nor

‘wrong’, they merely represent a perspective onpirenomenon.

5.2.1 Qualitative interviews as part of a case stud

Interviews can be a significant source of caseystoidrmation; they are however a
complicated, dynamic, social process between tvapleevhich cannot be easily
replicated (Seal, 2004). The ontological standpi@nthe qualitative interview derives
from a belief that knowledge, views, understandimggrpretations, experiences and
interactions are meaningful properties of socialitg (Mason, 2006). Interviews are
unlikely to uncover somebjectivetruth about a particular phenomenon as the pddies
the interview will have differing ideas and pergpezs about the subject being
discussed. Maykut & Morehouse (1994: 124) use thel\iperspectivdlrather than
subjective because they believe that subjectivatydome to be associated with research
that is less than real. By using the word perspaktihey are clearly trying to signal
that qualitative research has the added advanfdogrg inclusive i.e., inclusive of a
variety of perspectives, including those of both plarticipant and the researcher. This
is an important acknowledgement as in the arempualitative interviewsit is the
researcher themselv@sho] is the research instrument par excelleén¢ggammersley
and Atkinson, 1995: 19). Interviews can be strieduwr semi-structured. Rice and
Ezzy (1999: 53) prefer the terminology of in-deptterview because they believe
describing qualitative interviews aemi-structurednfers that they are a watered-down
version of astructuredinterview. The qualitative or semi-structured intew is

however described as a method *having its own dbaravith some core common
characteristics deriving from the principle thablhedge is situated and contextual.
These include a relatively informal style, a thesnéopic based approach, and the
interactional exchange of dialogue. This allowsdiscussion and for the participant’s

stories to develop (Mason, 2006). Thus, the serackired interview is a valid and
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flexible tool that is suited to a dynamic and ctdily rich environment such as the

residential care home.

5.2.2 Validity, reliability and generalisability itase study research

Flyvbjerg (2006: 220) suggests that there are abeumof misunderstandings about the
role and use of case study designs. These misuadénsgs or oversimplifications
challenged the reliability, validity and theoretibasis of the case study approach.
Flyvbjerg spends considerable time unpicking eaititism, however his main points

are summarised in Table 5.

Misunderstanding Flyvbjerg’s correction

1 | Context-independent knowledge is more Predictive theories are not found in social
valuable than context-dependent knowledge | situations. Context dependent knowledge is
therefore more useful

2 | Cannot generalise from an individual case; | One can often generalise, specifically in term
therefore, the case study cannot contribute to| of the use of examples
scientific development

12

3 | The case study is most useful for generating | The case study is useful for both generating and

hypotheses testing hypotheses
4 | The case study contains a bias toward The case study contains no greater bias than|any
verification (circularity) other method. Indeed experience suggests a

greater bias towards falsification of
preconceived ideas

5 | Difficult to summarise and develop general | Case studies should be read as narratives in their
propositions and theories on the basis of entirety.
specific case studies

Table 5 Flyvbjerg’s corrections

The main message that Flyvbjerg and others appeamvey about qualitative
approaches like the case study is that the meamnguring validity and reliability are
different from those used in quantitative reseaatthough the principles are often
regarded as the same. Others, for example Yin j18@pear to apply the general
criteria for assessing scientific validity that aegailed in many methodological texts.
Likewise, Bryman (2004) identifies the four sub-égpfexternal internal,
measuremerdandecologicalvalidity. External validity refers to the genesalbility of
findings to other settings; internal validity ref¢o the degree to which a stated cause
withstands scientific challenge; measurement vglidiéfines the relationship between a
concept and its unit of measurement; and ecologadality relates to the degree to
which the findings withstand a reality check i.e.tbe findings apply to eeal situation.
Reliability relates to the consistency of the me@asguinstrument or measurement i.e.
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therepeatabilityof the measurements, for example, the instrumshbatcome are
consistent when used over time (Bowling, 1997)is Tlnsideration was important in
terms of designing the methods to consistentlyegadlata from the different
participants in the different case study homes.

There are alternative criteria which can be usegflect the underlying assumptions
involved in much qualitative research. Guba anatdin (1985) and Marshall and
Rossman (1995), for example, talk about credihitiigpendability, transferability and
conformability. Credibility is synonymous with internal validitdependability with
external reliability transferability, with external validity, andonformabilityis
synonymous with objectivity and refers to the degrewhich the results can be

confirmed or corroborated.

5.2.3 Generalisability of the research findings

It has been said that it is not possible to gersr@tom single case studies, as single
members or small samples are often poor represamgaif whole populations
(Bowling, 1997). Guba and Lincoln (1981: 62 in Haersley, 2004: 206) write, for
example, that it isvirtually impossible to imagine any human behavithat is not
heavily mediated by the context in which it occu@sme can easily conclude that
generalisations that are intended to be conte)d @l have little that is useful to say
about human behaviourtGomm (2000) argues however that we all engage in
naturalistic generalisations at one time or anotimer indeed this may take the form of
empirical generalisation or even theoretical infiee2 Thus, in principle at least, there
IS no reason why case studies should not provizkeses for empirical generalisations.
Stake (1995 in Patton and Appelbaum, 2003: 66)estgghat we can however learn
much that is general from a single case as welldfi@naliar with other ‘similar’ cases
and as we add new cases there are new opportunisgengthen, modify or reject old

generalisations.

A number of authors emphasise the importance af @ed detailed descriptions that
ultimately help the reader to determine comparidmis/een the researched case and
other cases of interest. Patton and Appelbaumtabsg if you have a good
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descriptive or analytic language by means of wiyiah can truly grasp the interaction
between various parts of a system and the impogaris of a system, the possibilities
to generalise from very few cases, or even ondesgage , may be reasonably gbod
(2003: 65). Goetz and LeCompte (1984: 228) intredhe concepts aomparability
andtranslatability, where comparability refers to the degree to wiithcomponents of
a study, including the characteristics of the papah and setting are sufficiently well
described that they can be used for comparisomslatability refers to the clarity of

the descriptions and theoretical ideas in ordéadditate scientific comparison.

It has also been suggested that the burdgnaaff in terms of generalisability is the
responsibility of the user of the research rathantthe researcher’s (Gomm, 2000:
100). However, the researcher can facilitate thesibdity of future generalisability by
giving adequate voice to participants and sufficaescription of their procedures,
within a narrative context that successfully mertese different components in a

coherent way (Ponterotto, 2006).

5.3 Sampling strategy

The goal of case study research ismatessarilyto produce a standardised set of
results from which generalisations can be madegiRest al, 1991; Yin, 1994; Stake,
1995). Rather the intention is to produce a cafteand illuminating description of
social experiences, derived from a study of thogeeences within the context that
shapes them. Denzin (1983: 133) writdéise ‘interpretivist rejects generalisation as a
goal and never aims to draw randomly selected sasnpl human experience. For the
interpretivist every instance of social interactjdginthickly described represents a slice
from the life world that is the proper subject reaffior interactive inquiry....Every
topic...must be seen as carrying its own logic, sehseder and meanirig

Gomm (2000) however asserts thas possible for case study researchers to try to take
into account probable and relevant heterogefraitithin the population of interest in
two complementary ways. First this is done by gshreoretical ideas and information

about the case and the population. Second, casaglacted for study on the basis of

% That is the differences, dissimilar elements atsaf care homes, locally and as a consequence of
them belonging to different providers.
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this information. One sampling strategy, inforroatoriented sampling (Yin, 2009),
selects a case study sample that as far as posstifgcal in relevant respects or
extremes of those in the population. For exampey gmall care homes which
represent a minority of the sampling frame. Flyupj@006: 229) appears to favour this
approach to sampling wherebthé objective is to achieve the greatest possitreumnt

of information on a given problem or phenomenonrA.representative case or a

random sample may not be the most appropriateesysat

In practical terms an information oriented samplease homes was derived by making
use of the data that was available within the Cossiain for Social Care Inspections
(CSCI) report data set. These reports are comppyadspectors who audit homes
against National Minimum Standards; reports theeettetail wide ranging variables
about every care home in England. This methoddee selection also afforded the

compilation of a summary profile of the entire séingpframe, detailed in Appendix 1.

5.4 Methods

Bryman (2004: 27) describes a research method giagoé technique for collecting
data; however, this perhaps belies the compleXithiis process. This section describes
the methods that that were used for translatinghtberetical considerations into data

and how that data was subsequently analysed.

5.4.1 Deriving the case study sample and overviéthe sampling frame

The Commission for Social Care Inspection (CSCljntaén electronic copies of care
home inspection reports which are available inpihielic domain for download in
Portable Document Format. CSCI reports providelaalde source of original data
detailing what inspectors found during their visdghe home. Inspectors are legally
entitled to inspect all aspects of management anel gractice and these insights are
recorded as evidence of compliance with the Natibiaimum Standards. The
availability of this inspection report data prowidan illuminating backdrop to the case
study supporting its internal validity.
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The inspection reports can be accessed by entefqogtcode in the search page of the
CSCl database and specifying a 5, 10 or 15 mileisaglithin which to search. The
database then provides a list of all of the homdbkat area. This method was chosen to
derive the names and contact details for all ofithalt care homes within a 5 mile

radius of an ‘NG’ postcod® The CSCI database identified 163 adult care hdm#ss
location, which are shown in Table 6. The distribmitof providers against service type
suggests that a range of registered providers wepresented within the sample that
closely approximated the national distribution afechome beds shown in Appendix C
of the CSCI publicatioifhe State of Social care in EnglagD06).The table shows

that there were 100 small, medium and large horesgdated ‘old age’ distributed

across a range of providers.

Proprietor Learning Mental Old age Physical Totals
disability | disorder disability

Local authority 2 - 9 - 11

Private provider 7 9 41 1 58

Corporate provider| 10 4 42 6 62

Voluntary sector 20 3 8 1 32

Totals 39 16 100 8 163 homesg

Table 6:proprietor and service types within sampling fram&007/08 (n=163)

These 100 homes formed the basis of the samplmgefrand a database comprising a
copy of the latest CSCI inspection reports downdokfiom the CSCI website. These
reports were used to derive an overview of the sagframe and to derive the
information oriented case study sample. In ordetetiave a range of useful and
interesting data from the reports, content analysis used (Bryman, 2004). This
involved the allocation of codes to the data, mgkimelatively easy to sift through a
large volume of data in a systematic fashion. Thadd States General Accounting
Office provide a compelling reason for using cohtamalysis in that it enables the
researcher to sift through a large volumes of datta relative ease in a systematic
fashion (General Accounting Office, 1996). Contam&lysis breaks texts into
recordable units, such as words, themes, charattears and temporal measures

(Berelson, 1958). The process of applying a nuraédode to the text does not

% The actual postcode has not been given as thifhigentify all of the care homes within the samgli
frame.

Tony Kelly — September 2010 129



My home your workplace

necessarilyseek to derive the deeper meaning within that sextply to identify and
quantify its ‘meaningful’ components. In this caseaningful units included the
category of home, ownership, size, and coded asaketailing such parameters as any
shortfalls identified by inspectors. The benefgsaciated with content analysis are that
the objectivity and reliability of the researchtmsnent can be clearly defined and
tested by setting out ‘rules’ that are to be agpleethe data and establish the reliability
of the coding tool. Reliability here refers to tte@roducibility or consistency of the
analysis such that different researchers codeaime glata in similar ways. The ‘rules’
for numerically coding specific elements of thetterere set out in a code book,

designed to ensure some consistency of coding.

The process of devising and developing these cadsgecursive i.e. the categories,
coding scale and rules evolved as they were testddised. The basic framework was
based on that advocated by Bryman (2004), andwasatgories were identified (that
did not fit existing codes) the coding scale wadaipd. Management of the data
derived from the analysis of inspection reports wadertaken using the Statistical
Package for the Social Sciences (SPSS) a softveasedlsystem that allowed data to be
stored and manipulated with relative ease. SPSSus&$ not as a statistical device, but
because it helped with the creation of a suitabta dollection instrument and provided
a facility to store, collate and present the datdifferent ways. The data captured in
this way was used in two distinct ways. First, toyide an overview of the sampling
frame (Appendix 1); and second, to inform the infation oriented selection of eight
homes for the qualitative case study. This seladtivolved laying down ‘markers’
within the data base that denoted significant attarestics used to derive an initial
shortlist of 40 homes distributed across a rangeenfice sizes and providers within the

mixed economy of residential care.

5.4.2 The case study sample

The shortlisted care homes derived from the coratealysis of the sampling frame
were initially contacted by letter. This includad enclosed project booklet setting out
the background to the research and a stamped addresvelope (SAE). For the larger

providers, such as the local authority, larger hapassociations or corporate
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providers, the responsible manager from the homeisaging organisation was
identified and contacted to seek their permissimhta approve subsequent contact
with the sample home. Homes were invited to retucard expressing their interest in
participating in the research or requesting furthetails using the SAE provided. Only
one home actually replied using the SAE, so it me&sessary to contact the remaining
homes by telephone, working slowly down the shsirtliOne of the larger corporate
providers required a detailed submission to thein oternal ethics committee before
they would consider taking part in the study.

Following numerous telephone calls and e-mailstetaghe homes were recruited. These
homes represented a cross section of the chasigiscussed within the theoretical
framework. These included variations in the sizbame, a cross section of providers
from across the mixed economy of care with eitbeal or regional governance. A

ninth home (home ‘A’) owned by a small private po®r, was unable to participate due
to closure in the early stages of the researclumnsary of the case study sample is
shown below in Table 7. A more detailed overvidvalbof the case study homes is
provided in Appendix 2.

Home Number | Home type Home’s CSCI | Comment

name | of beds ‘star’ rating

B 19 Voluntary sector 2 Good National provider

C 4 Private / independent sector 2 Good Owner nemagme

D 12 Private / independent sector 2 Good Owner gamaome

E 40 Voluntary sector 1 Adequate National provider

F 16 Local authority 3 Excellent Council provider

G 19 Voluntary sector 2 Good Local housing assimriat
H 22 Voluntary sector 1 Adequate Local housing eisdion

I 54 Private / corporate sector 2 Good Very largomal provider

Table 7: the case study sample showing ‘star rating’

5.4.3 Qualitative question frames

Bryman (2004) suggests that three ‘rules of thucal' be used as a starting point for
designing questions. First, they must derive framresearch question discussed in the
introduction to the thesis. Second, the questionstmlicit information required to
answer the research question, and third, they beiasked in a way that avoids
ambiguities and contradictions. These rules prav@®asic framework within which
the research aims, questions and concepts weratmpelised. Figure 18hows the
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sequence of steps that informed the decisions Whexencepts were translated into the

actual questions that were used in the fieldwork.

/ Big questions

Concepts

A
Themes

Fieldwork Ways in Figure 11 Operationalising
questions theresearch

A

Table 8 shows this process in practice starting Wieé 14 big questions that the
research originally set out to address. Theseug4tpns have since been consolidated
/ summarised into the six primary research questiscussed in the introductory
chapter. The table shows the themes deriving ft@muestions, the ways in, i.e. the
person or data source best suited to answeringuéstion and reference to the question
instrument / schedules that were actually used ¢Agdpx 3).
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Original big questions

Themes / concepts /
operational
definitions

Ways in

Fieldwork questions

1. Why are care homes
apparently dangerous
places?

Natural consequence afNational statistics,

a ‘homely’
environment or the
failure to assess
hazards, assess risks
and apply safe systems

Health and Safety
Executive and Local
Authority

National statistics and
evidence from case
study participants

2. What mechanisms
drive health and safety
within residential
homes?

Intrinsic to the
principles of good care|
practice; an imperative
to comply with the law;
or a fear of civil
litigation

Resident
Manager

R1 (R = Resident)
M1(M = Manager

3. Is the framework

controlling health and
safety appropriate for
the needs of residential
care homes?

Complex regulations
and guidance might be
confusing and therefor
| open to
misinterpretation or
misapplication

1%

Literature review

Manager
Documents

What do the
regulations and
standards actually say.
Are the messages
coherent and consister
M2

—

4. Are there inherent
contradictions within
the regulatory

framework that confuse

Tensions between

different regulatory

frames / contradiction
2 between home and

Literature review

What do the
regulations and
standards actually say.
Are the messages

managers and lead to | work Manager coherent and consistent
the paradox of risk Documents
averse practice whilst | Confusing duplication M3
failing to apply of advice, guidance angd D1 (D = document)
important control documentation e.g.
measures? Regulation 37 and
RIDDOR 95
5. What role do care | Role of key workers et¢c Manager M4
practices / managementin the assessment of | Staff S1 (S = staff member)
arrangements play in | risk and the Resident R2
delivering healthy and | implementation of safe
safe premises and care¢?vorking practices
6. Are there inherent | Whilst residents have | Manager M5
contradictions in the | theoretical rights, their | Resident R3
philosophies of responsibility is to the | Staff S2
privacy, dignity, choice| wider care home
and the regulatory community and its
framework? rules
7. What mechanisms | The planning and Like question 2
drive the interpretation| management of care
and implementation of | determines the balance
the regulatory between risk and
framework? choice (rights and
responsibilities)
8. What role does Organisations influence Manager M6
organisational and systems and Staff S3

professional culture
play in the
interpretation and
management of risk?

management practice.
Professional affiliationg
may influence systems
and management

practice

Table 8: Developing interview schedules

Tony Kelly — September 2010

133



My home your workplace

Original big questions | Themes / concepts/ | Ways in Fieldwork questions
operational
definitions

9. Is the process of risk Hazards identified, rea] Manager M7

assessment risks identified and Staff S4

appropriate? sensibly managed. Resident R3
Relevant people are | Documents Documented risk
involved assessments

10. To what extent Health and safety is Manager M8

might health and safety emphasised before or | Staff S2

influence the to the detriment of Resident R4

institutional aspects of | privacy, dignity and

residential care? choice

11. How are residents | Empowerment: a Manager M9

empowered to residents committee, | Staff S5 and 6 (care

influence the plans of care that Resident planning)

management of the involve the resident, Documents and R1 and 5

home and its safe
working practices?
(Passive clients or
discriminating
consumers?)

staff who follow this
plan, evidence of real
choice, access to
facilities and evidence
of individual respect

physical evidence

Minutes of resident
meetings, plans of care
evidence of access to
facilities and choice

h

12. To what extent is
the regulatory
framework used to
explain risk averse
practices?

Care practices are
designed to meet the
needs of older adults a
a group in ways
perceived to eliminate
harm but which also
restrict choice

Manager
Staff

sResident
Documents and
physical evidence

M8 and 9

S7

R6

Notices restricting
access, locked doors
etc.

13. What role does Management systems | Manager M10

‘quality’ play in the and practices that meet Staff S3

management of health| resident need whilst Documents Documented

and safety and its ensuring legal procedures that show
integration with the compliance integration of the
stated or implied needg homes management
of residents? systems

14. What role does Type and level of Manager M11

training and written training and guidance | Staff S8

guidance play in the
management of health

and safety?

and the degree to whic
it is integrated with

hDocumentation

care management.

Training materials,
schedules and records

Table 8: Developing interview schedules

5.4.4 Qualitative interviews

Semi-structured qualitative interviews were helthwhe home managers, care staff and

residents from each of the case study homes, daorirtple visits made between the

early spring and autumn of 2008. The interviewsenggnerally conducted with two

residents and two members of staff as shown is¢hedule of participants, Table 9.

Whilst the selection of home manager as a partitipas dictated by the choice of

home, there was some choice with respect to otirticpants. The availability of staff

was, to some extent, dependent upon who was onoduglyparticular day and was
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always at the discretion of the home manager mgef allowing time away from their
other duties. Residents were generally choseretirsslected’ following introductions
from the home manager and time spent with groupesadlents in the communal
lounge. This process was designed in order to dechny resident who wanted to share
their experiences about their home. Whilst red&lemishes were always respected, if
they chose not to participate, time was always n@aa@éable for those who had a story

to tell or an experience to relate.

Kvale (1996 in Bryman, 2004: 325) suggests a nurobechniques that may be used
to guide the interview process. The interviewer inngs'’knowledgeable’ bipecoming
thoroughly familiar with the focus of their inteew, by understanding the subject
matter in sufficient depth and detail to be ablask questions in different ways and
interpret answers appropriately. Time was takestracture and to explain the purpose
of the interview; clarifying the participant’s undéanding and expectations by being
clear, asking simple, easy, short questions without ugingpn. The interviews were
designed so that they could be used flexibly wiistping a clear focus on the
principles deriving from the original research gim@ss. The interview questions were
not necessarily asked in any fixed order and theesaording was not always used.
They were instead ‘tailored’ to the participant aodhe context within which they were
being asked. This allowed flexibility and for a gter in-depth examination of the
participants views under particular circumstancese interviews were always
conducted with sensitivity towards the participaatewing them to finish; giving them
time to think and by respecting digressions fromdahginal interview schedule.
However, it was occasionally necessary to steep#ngcipant back to the discussions
at hand and where necessary to question inconsistaies or to clarify the meaning of

the participant’s statements without changing thesaning.

The aim was to capture as much as possible ofdheipant’s thinking about a
particular topic, and to exploit any opportunitieat arose where the participant
mentioned something of relevance or interest. Ressdand staff were frequently
located in the main lounge of the home, a busydymamic place which frequently
facilitated a discussion about something happeatribe time. A few interviews were

held in the resident’'s own room, which gave thédes® the opportunity to talk about

Tony Kelly — September 2010 135



My home your workplace

their possessions and perhaps more personal todmsie managers often preferred

their own office, as this meant that they remaiaecessible.

The interview timetable and times were largelyatet by the limits placed upon them
by the participants. Their time was valuable artdrofimited by their health, their busy
schedule or shift pattern. For example, whilstrzetivas always agreed with the home
manager, there were occasions when participants weavailable due to illness or
pressure of work. Interviews in general lasted\arage of one hour; however, those
undertaken with residents frequently lasted muadgéo, as time was spent talking
generally about their experiences and observatidiiglst home managers were often
very busy, the managers of the private sector hamees generous with their time
resulting in interviews lasting two or more houM.interviews were recorded on audio
tape and later transcribed verbatim, by a procebstening, typing the words and
capturing the context and re-listening to ensua¢ What had been said was accurately
reproduced. Transcripts were completely anonyniiseallocating each participant a
code number and a pseudonym to give them voicemtitie thesis (Table 9). The

secure key to the coded data will be destroyed gpoclusion of the thesis.

5.4.5 Observation within the case study homes

Observation as a research method involved being twp@hat was happening within
the case study environment. Bowling (1997: 316)arp that within the social
sciences the definition of ‘observation’ is notilied to ‘watching’ but extends to the
direct gathering of information via the senses.s@Wation was used to elicit
information about how different parts of the caoene were accessed, or where access
might be denied for reasons of health and safiétyas also used to observe the
different physical features of the home that aldsted for reasons of health and safety,
such as window restrictors and door closers thiteidiscussed in the empirical
chapters of the thesis. Access to different pafrtee care home was controlled by the
home manager who facilitated the act of observdiimtroducing the researcher to
different areas of their home. Thus the obsermatisere not generally spontaneous,
but were, in effect controlled by the home manager staff. Bryman (2004) describes

this as a reactive effect. The measurement itsedfas a change agent and impacts on
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what was done or not done. Webb et al (1966 citdéryman, 2004: 175 Box 8.10),
talk about ‘role selection’ whereby participante s&mpted to adjust what they say and
do in line with how they perceive the researchairss. Reactive effects are an
inevitable part of participant observation; howethery were unlikely to impact

significantly on physical evidence such as lockedrd or windows that were often

explained as necessary for resident safety.

Home Home Participant Designation Participant Transcript
code (pseudonym) number code

B 14 Rose Manager 1 141M
14 Ann Deputy 2 142D
14 Matt Care assistant 3 143CA
14 Betty Resident 4 144R
14 Hilda Resident 5 145R

C 51 Julie Manager 6 516M
51 Zara Care assistant 7 517CA
51 George Resident 8 518R

D 65 Cath Manager 9 659M
65 Martha Care assistant 10 6510CA
65 Marie Care assistant 11 6511CA
65 Jim Resident 12 6512R
65 Fran & Jean Residents 13 6513R

E 27 Bob Manager 14 2714M
27 Ruth Administrator 15 2715A
27 Karen Care assistant 16 2716CA
27 Mo Resident 17 2717R
27 Joyce Resident 18 2718R

F 22 Mike Manager 19 2219M
22 Marie Senior Care Assistant 20 2220SCA
22 Janet Care assistant 21 2221CA
22 John Resident 22 2222R
22 Edna Resident 23 2223R

G 45 Lisa Manager 24 4524M
45 Zoe Deputy 25 4525D
45 Maria Senior Care assistant 26 4526SCA
45 Arthur Resident 27 4527R
45 Hugh Resident 28 4528R

H 6 Rachael Manager 29 629M
6 Helen Resident 30 630R
6 Mandy Care assistant 31 631CA
6 Tom Resident 32 632R
6 Maria Care assistant 33 633CA
6 Andrew Resident 37 637R

| 72 Jack Resident 34 7234R
72 Jane Resident 35 7235R
72 Penny Activities coordinatgr 36 7236AC
72 Hazel Staff nurse / care 38 7238SN/CA

assistant

72 Jill Manager 39 7239M

Table 9: Participant Code Log showing homes and particgpant

Note The transcript code comprises the ‘Home code*Blagticipant number’ and a letter designating

their position within the home. Thus Home 72, Best 35 = Transcript code 7235R
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5.5 Ethical considerations

Three basic principles underpinned the fieldwonkoimed consent, anonymity and
sensitivity. Participants were fully briefed on thature of the research both at the point
that providers or home managers were asked tccpmat® and prior to each interview.
Participants were given the opportunity to refuseivement and to withdraw their
participation at any time. The resident particiganere considered in the context of
their possible frailty and vulnerability. Bland (& 156) for example makes the point
that ‘the [participant] needs to be understood in terrhthe broader context of ageing
generally and wider social proces§es what Davies (1985: 181) calls ‘marginal
individuals’. This suggests that whilst the scigafprinciples underpinning the research
interview remain the same as they would for anyigipant group, the researcher
needed to be aware of and consider the uniqueigosit older adults in residential

care. In practical terms this meant having awar®aesd understanding of any particular
physical or sensory impairment. For example chregckine participant’s ability to hear
or extending a handshake to someone with impaigéd and letting them choose the
seating arrangement. It was also important toelbsisve to the emotional context
within which the interview was being conducted #mellikelihood that the process
might elicit particularly upsetting feelings or menes. In all circumstances the
resident was shown respect and the interview logatias treated in much the same

way as might have been anticipated if it had beerrésident’s own home.

The anonymity of the participants and their homas an important ethical
consideration. Individual homes were allocated iguscode number in order to track
the data and tape recordings and transcriptions stered securely. Whilst inspection
reports were freely available, the conclusions drénem them are from the perspective
of the researcher and therefore the names of time$fiovere coded to protect them from
the possibility of a negative interpretation ofitreanagement practices. A secoom-
electronicregister of home names and their codes was catstrin order to ensure
that no care home names or addresses could bel Wnkie data analysed electronically
or discussed in this thesis. Homes were anonymised) a number and letter code that
is used to identify a particular case study honthiwithe thesis. None of the names
used in the thesis are the real names of any gddhecipants and every care has been

taken to remove anything within the transcriptg thaght link it to a particular home.
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Two participant information sheets were construeted used. One for home managers
and providers gave a detailed overview of the pt@ged what each stage would
involve for the home. The other, for home staffl aesidents, gave an outline of the
project, stated the value placed on their contidlouand how their data would be
anonymised and protected. It also emphasised @b right to refuse participation
or to withdraw consent at any time. A statementalize role of the Commission for
Social Care Inspection was also included shoulg#rgcipant express concerns about
any aspect of home management during the interviglvese forms were accompanied
by a consent form designed in a tick box formagrieure that participants had read and
understood the information sheet and were givieg ihformed consent, to
participation, tape recording, document sharing @elof data in the thesis and
subsequent publications.

5.6 Managing the qualitative data

The data recorded after each phase of the fieldvgoektremely ‘fragile’, it is most
relevant in terms of its context. As time paséesiieaningmay be difficult to
reconstruct, therefore a daily interpretive analyBllA) was used to capture those
‘flashes of insight’ that might otherwise have béest. This was particularly the case
with any observations made during the fieldworktsisr during interviews before they
were transcribed. In practical terms this DIA waslertaken in diary format by making
general notes about each visit, and recording myfisant observations about the
home, its record keeping or specific items highkghduring the interviews. Where the
interviews contained an item of particular relevatw subsequent visits, these were

replayed and appropriate diary notes made.

5.6.1 Analysis of the qualitative data

Draper (2004: 644) describes data analysis asgaotit the structures of significance.
Data can be read literally or interpretively, howeut has been suggested that a purely
‘literal’ interpretation is not possible. Thishgecause what we see is shaped by how we
see it, and the social world we seek to ‘read’dle=ady been interpreted by our

participants (Mason, 2006). An interpretive readimgthe other hand involves making
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a judgement about what the data might mean or.iRfarexample, parts of the

interview transcript may provide insights into theplicit norms or rules within which

the participant is operating (Mason, 2006). In pcat terms both approaches have been
used in presenting the data within the empiricalptérs. This process is given
transparency within the discussion that either gules or accompanies the data

presented as evidence.

The first part of analysing the interview transtsigias a process of reading and re-
reading transcripts, making notes from them andiamtly referring back to the aims,
research questions and themes emerging from #ratlire and the home’s CSCI
reports. This was an important part of the analgsicause as, Bowling notes has
the advantage of the researcher maintaining a ctetsionship with the datg1997:
345).

The contents of the interview transcripts were sghently coded by labelling sections
of the text with reference to the theoretical framek and according to interesting and
emerging themes. The themes included, for exartiehroad categories of, home,
activities and interests, keeping residents saifies, care planning and key working, the
impact of the workplace, risks, hazards and blaaramples of street level bureaucracy
and rituals of compliance. As Bryman (2004) noteslingis notthe same as analysis,

it is a process of managing and reducing large amsaaf text. Thus, key data contained
within the different interview transcripts were naged by tagging or identifying them
according to the chosen themes and sub-themes. ultimately facilitated their
recovery for use as evidence within the empiritapters of the thesis. Coding has
been criticised for fragmenting text, choppingptand thereby losing or disregarding
the stories and social context that might be caethiwithin the narrative. However, the
coding process used was designed to take into attoelicoherence and sequence of
the account and connect it with the context withimch the narrative had taken place.
An Nvivo 8 software package was used to supporptbeess of data analysis, although
much of it included referring back to the origit@nscripts to derive contextual
information and by copying quotations with similaemes into word documents for
comparison with narratives deriving from CSCI répof hese differently themed word

documents were placed into folders labelled withlitbad categories. Thus, for
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example, the ‘home’ folder contained themes ineigdichosen lifestyle ’, ‘privacy’,

‘my room ’, ‘domestic activities’ or ‘living with gouse’ etc.

Zucker (2001) advocates Miles and Huberman’s (19298:246) thirteen tactics for
generating meaning from qualitative data which weumd to be useful. The first three
tactics tell uswhat goes with whathe next two tell uswhat'’s theréfollowed by
‘sharpening our understandinigefore helping us tosee things and their relationships
more abstractlyand finally to ‘assembling a coherent understanding of the 'data
Zucker explains that it is not always necessanystall of these tactics in any one case

study.

The theoretical ideas explored prior to the fieldewaere part of a deductive approach
to the research, allowing for speculation on sofrtt@possible consequences of the
research problem. These included possible conakgdtions of key themes such
home, hazards and risk. However, whilst the analgsescribed here is not categorised
in any way as$srounded TheoryGlaser and Strauss, 1967) it inevitably borrodvech
its basic concepts and ideas. The analysis andgodhs, for example, iterative and
recursive whereby the researcher moved betweedatiacand the literature as theory
began to emerge. Assumptions made at the stagafthd the theoretical framework
were subsequently challenged by the data, andténature was used to develop general
conclusions from the findings. This necessitatexkis®) more data on some occasions
in order to further explore new and emerging issbasdid not appear to be explained

by the theoretical model.

5.6.2 Elucidating the likely cultural orientation fothe case study homes

Chapter 4 discussed the theoretical frameworkdbateptualised organisations in
terms of two principal axes, ‘grid’ and ‘group’ vahi give rise to four possible ‘cultural
biases’ or ‘ways of life’. The final section dhapter 4 set out a series of summary
propositions theorising what an individualist, égaian, hierarchist, or isolate

residential home might look like.
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As part of the analysis, the general ‘charactessof each case study home were
compared with each of these propositions in tuhesg ‘characteristics’ were derived
from participant data, CSCI inspection reports amgbirical observation. The analysis
is shown in Appendix 4 which comprises four talges home, each representing one
cultural type. It was found helpful to allocatecame of 1 where there was evidence that
the home met a particular criterion and zero wiitedle not. A score of 0.5 was used
where there was incomplete or inconclusive evidemhhese scores represent a purely
gualitativejudgement and have no ‘quantitative’ significaatall. By adding all of the
scores within each table it was then possible ¢ondd@ch home appeared to have most

in common with a particular cultural orientatiofhe results are shown in Table 10.

Home Hierarchical | Individualistic | Egalitarian Isolate
I 6 0 1 2

H 3 3.5 4.5 1.5

C 0 6 4.5 0

E 4 1.5 3 1

G 0 3 6 0

B 4.5 0 3 1

D 0.5 5.5 3 0

F 5.5 0 3 0

Table 10: Enumerategdrid and group

The tables shows that home | ‘scores’ 6 for hidrgrbut only 1 for egalitarian and 2
for its isolate characteristics. Thus home | waalitativelydeemed to exhibit
predominantly hierarchical characteristics. Théseifigs are discussed in more detail

in Chapter 6.

5.7 Conclusion

This chapter has outlined why a qualitative cagdystlesign was considered better able
to answer the research questions than a largex soaley based approach. The chapter
has justified the choice of a case study on theshhat it was able to take into account
the rich cultural context within which health arafety law was interpreted and applied
by using multiple sources of evidence. The ideauttural context was integral to the
theoretical framework and thus it was important tha research design was sensitive

to the nature of the home and the provider’s caltur
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The methods comprised evidence drawn from thoselwéd, worked and inspected
the case study homes. The CSCI inspection rep@nts initially used to compile an
overview of the sampling frame (Appendix 1) ancgétect a suitable cross section of
care homes deemed suitable for case study. Thg stilbdequently utilised a
combination of interviews, the narratives contaimgithin the CSCI inspection reports,

documentary sources and observation within the some

The interviews were conducted with residents, hetatf and managers and transcribed
verbatim so that the transcripts could be read fiooth a literal and interpretive
perspective in order to identify key themes. Nares derived from the home’s
inspection reports and fieldwork observations veerdgsequently used to support the
interview data in a process of triangulation. Theraymity of each care home and
provider has been preserved throughout by allogatirmber codes and a pseudonym

to each participant in order to give them voicehmitthe thesis.

The theoretical framework discussed in chapterggyssted that different homes
belonging to the different providers might exhiérticular characteristics according to
the dimensions of ‘grid’ and ‘group’. The data amgbressions deriving from the
analysis of the data were subsequently ‘comparétl’ thhe propositions within chapter
4 in order to place each case study home withimdast likely ‘cultural’ orientation.

This information is discussed in chapter 6, wheegarticular characteristics of the
case study homes are explored, in order to pravideindation upon which the key

themes of ‘home’ and ‘health and safety risk’ asedssed in chapters 7 and 8.
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Chapter 6 - Cultural characteristics of the case sidy homes

6.0 Introduction

This chapter will explore the broad managementasttaristics of the eight case study
homes in terms of their relationship with the tredioal framework discussed in Chapter
4. It will attempt to tease out the similaritiesdadifferences between the homes,
between their managers and between the differgleisstf management as they were
perceived during the fieldwork. In doing so the utlea will begin to address the first

research aim and the first three research questions

The chapter is divided into three broad sectiongkwivill examine the characteristics
of the case study homes within the context of the theoretical grid and group
typologies discussed in chapter 4. The chaptevsiom the analysis of empirical data
which included comparing each home with the prdpmss set out in chapter 4 (see
Appendix 4). Whilst none of the case study homesdcbe said to ‘neatly’ and
completely occupy a single discreet cultural oa¢ionh, there was generally evidence
that appeared to bias each of them towards one hmm@nant’ orientation. The first
section discusses the private sector homes whigsbaapd to occupy an ‘individualistic’
orientation characterised by few systems and arhagip on self sufficiency. Section 2
looks at the smaller faith based voluntary sectonés which appeared to occupy a
predominantly ‘egalitarian’ orientation charactedsy locally derived systems and
staff who worked to achieve the provider’'s objeesivThe final section discusses the
homes that appeared to show a predominantly ‘rabieal’ orientation, characterised
by clearly defined systems of authority. The setgioomprising this chapter will be
structured in accordance with the broad themesg#rosation and systems of
authority, discretion in the design, interpretataom use of systems, street level
bureaucracy and ritualism. The provider’s broadceptualisation of ‘home’ and ‘risk’

are developed in chapters 7 and 8 as these ampalithemes of the thesis.
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6.1 The ‘individualistic’ private sector homes

6.1.1 Overview

The two private sector case study homes were batraged by their owners. Home C
was the smallest in the sample with just four beds, of which was for short term,
respite care. It was owned and managed by adetuese, Julie, and her husband who
also occupied a first floor flat within the homeneTproperty had been partially adapted
to accommodate older adults in ground floor bedmoiome D was a large converted
1930’s family house with a 1980’s extension compgsl2 bedrooms, which had also
been the owner’'s home until she and her growinglyamad relocated. It had been
opened at a time of considerable growth in the remnbf private care homes, and
relaxed policies towards care home governance @wsland Kendall, 1999). This was
arguably demonstrated by the fact that the ownath (had been registered as the
manager at the age of only 21 without qualificasiamaining or experience in care or

care homes:

........ | mean they wouldn’t register you now at 21 for anager, because |
mean | hadn’t got any experience, I'd never workethe caring business, we
brought a property that had got eight elderly pegpte lived in for ten yeats
(Cath, manager home D — 559M).

Cath had since undertaken both the NVQ level 4ane and the Registered Managers
Award (RMA) which appeared to have been very initigd in terms of the systems and
support structures that had subsequently beenaj@awithin the home. Julie was
however a qualified and experienced retired nungehed not been required to do either
the NVQ or RMA”.

6.1.2 Organisation and systems of authority

Cath and Julie were both company directors asagfiome managers, which enabled
them to determine the strategic direction of theisiness and the systems that

underpinned it. They had no close ties to any plevorganisation and therefore had

%" As a senior nurse Julie had undertaken managernagming which CSCI apparently accepted in lieu of
the RMA.
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complete and full responsibility for, amongst ottteéngs, recruitment, training,
maintaining premises in good condition, buying goadd services and balancing
income and expenditure. Systems were devisednaplémented by their owners and
staff without the support of any affiliated orgaatisn, professional advisors or
consultants. Typically, the supporting infrastruetiwere needs driven, informal and
opportunistic. For example, whilst health and safeaintenance and checks had
become an increasingly important consideratiortheeihome appeared to have formal
arrangements in place. Within home C, Julie’s hndbhad been active in undertaking
basic maintenance and safety checks, whilst Cdtbrat D, used contractors on an ad
hoc basis. Cath had however developed a ‘widetesy®f support than Julie at home
C, although this too was largely informal and made of the home’s bank, local
college and the internet for gathering health afdtg information:

“Well, | think that the main people are who | sulizeto like RBE and you
know the private business forum that they constaathd you out information
making you aware of things. So | do get suppatgri’'t feel totally on my own,
and obviously because I've done an N¥&s well and doing the Registered
Managers Award, they, the course has made you ateaget on the web sites,
you know, and look up what’s happening with heaitt safety, you kndwCath,
manager home B659M).

Support with implementing the regulatory framewasks however an issue for the
smallest case study home, home C. Julie had ot fegjuired to undertake an NVQ
qualification, and therefore did not appear to haeeeloped a support network beyond
contact with the CSCI inspector or the local EHO:

“Nobody, nobody, no, not a soul; the environmenrgalth officer (pause) did
give me a couple of labels to put on my healthsafdty poster (pause and
laughs), that I'd already got, and she did giveaugw leaflets, but no, no-one
else has given us support at that 1&g8ulie, manager home C - 516M).

% The Royal Bank of Scotland provided updates afatimation relating to the regulation of small
businesses.

29 A National Vocational Qualification (NVQ) in care@ management are now required for home
managers who do not posses an equivalent appraaiicption
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6.1.3 The interpretation and use of systems

A characteristic of the smaller private care homas the apparent informality
associated with the flat management structure anew lines of communication
between owner and staff. ‘Work’ appeared to becutadken largely in accordance with
principles of ‘common sense’ based on an undersigritlatsocial carewas derived
from what any caring relative might deliver in thewn homes. Neither home appeared
to formalise care planning or operate a keyworlgstesn because the small size of both
the resident and staff groups was felt to makeithpgactical:

“No, we don’t have keyworkers here, no, becausesvegily small so we feel that
we get time to spend really with all of tHefarie, care assistant home D —
6511CA).
Both owners and managers were described by tladfrast ‘very hands on’ however, it
appeared that there was also a heavy emphasisipladbe need for carers themselves
to be self reliant. This was generally accomplishg requiring staff to read any
guidance provided by inspectors and by asking tteepay attention to safety and care

related issues recorded in residents’ personalrdentation.

“ she explained everything, or you've got leafletd #nings and all of the
manuals in the rooms to read up on. She said kengaurself aware of these
things, plus it's up to yourself as well to lookeafyour own personal safety and
whatevet (Martha, care assistant home D — 6510CA).

Home C usually operated with only one carer on @tigny one time, whilst home D
sometimes had two, with on-call support from theneananager. Thus, those on duty
were effectively delegated a relatively wide ranfeesponsibilities and autonomy and

were expected to ‘know their job’:

R Everybody knows what roles they play basic@llgth, manager home D

Generally both homes appeared to exhibit the emgislharacteristics of an
individualistic cultural orientation without elalade systems, and arguably with few
risk averse management practices. However, thesesame evidence of issues with
team working and participation within home D. Frample, Cath explained that she

would have to do regular safety inspections oftbime herself, because carers were not
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always proactive about issues such as lights tkeat wot working and were not
prepared to replace a faulty light-bulb. This weguably one possible example of a
disabling characteristic associated with a low-gmd group individualistic culture,
where group members, at times, lack cooperationrfison et al, 1990):

“l check everything and it even irritates me wheiglat bulb is out and the staff
won'’t put one in because they won’t walk up anyléad; because it's not part of
their job description, so the house is in darkn@ss landing until I’'m aware of
it” (Cath, manager home D — 659M).

6.1.4 Street level bureaucracy and ritualism

The creation of policy was arguably integral to teenbined role of home owner and
manager, and this meant that both Julie and Caté stesceptible to direct influence by
local regulators. Cath at home C, for example, veag clear that she recognised her
wide ranging responsibilities and was thereforelliko respond expediently to any
request that impacted on her business.

“I'm quite conscientious really, I'm a bit of a pecfionist, | like things in place,
and I'm not one of these people where | constamdigt to be looking over my
shoulder because I've not done it. And then Iklhanmyself well, I've been told
enough times what I’'m responsible for, so thatlyealakes me sit up and take
notice. So now being in the company of people vehoéen at tribunals, and |
think to myself, well | don’t really want to be ggidown that roat(Cath,
manager home D — 659M).

Julie also indicated that she was likely to acteghently towards the suggestions and

requirements of inspectors; however, she was ma@ya a willing participant:

“For some of the things you think: oh for goodned® sbut you know that it's
something they’re going to want to make an issueyaiu don’t (Julie, manager
home C — 516M).
Both homes operated within a competitive marketpfac care, and demonstrated a
high level of self reliance. This meant that thegre likely to innovate and to develop
informal, unwritten and relatively simple systerhattwere embedded within an ethos
of local control. The homes therefore appeared rikety to be in a position to respond
to the demands placed upon them by purchasersrilgirt be expected of homes that
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were constrained by strict protocols. Thus, therimial and locally derived systems of
the smaller homes did not always sit comfortablhwecal CSCI inspectors who
required written systems and writtemidenceof compliance with the standards they
enforced:

“Improved record keeping and advice from the Envirental Health Officer and
Fire Officer are needed to ensure the home is fidippliant with Regulation and
Standards. Good practice recommendations are seflation to reviewing of
care plans, medication management, adult protegbiatocols, training in health
and safety, quality monitoring and some areas adologalth and safetyfCSCI
inspection report for home C - 51206I).

The inspection reports would, however, suggestttteahome had not engaged in rituals
of compliance, what you saw was largely what you 4e such the reports were
arguably seen by the homes as a criticism of wWiegt tegarded as positive
achievements, i.e. whilst the home appeared toeatetare that met the needs of

residents, the CSCI inspectors were nonetheletssatiof their efforts:

“Criticised, come in and criticise, pull everythiagart and then go away and you
never see them again. But you get a report thiéagts that, which is
unfair.......... It doesn’t matter so much when they do the visiow the resident.
It's about the paperwork and it's about the docutagon and the recording.

And whether you've got your risk, your assessnaiomng and your reviews done
and your quality assurance, making sure that yowehsent out questionnaires to
see what your service is like, what the famili@sikthyou know. And it’'s, well,

you know, the care plans, making sure that it'ddaltumentet(Cath, manager
home D — 659M).

Burton (2006) has been critical of what he seemnasften ‘superficial’ inspection
process where the CSCI inspector arrives at theeitorexamine documentation, whilst
perhaps missing the real ‘workings’ of the home.sdggests that inspectors should be
able to determine when standards are indeed ‘goodgih’. The smaller case study
homes were characterised by informality in theimagal approach to management and
to systems, but were able to demonstrate thattlbdytheir ownusually informal and
simplified way of managing health and safety. Aduog to Penchas (2004: 155):
‘there is definitely ample evidence that simpleesgystdo not ‘suffer’ from emergent
properties, and stay stable, with predictable outes for lengthy periods of time
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Despite their apparent informality, the individséilc care homes were competing
within a competitive marketplace and as such weutedy aware of the need to manage

risks:

“....my livelihood would suffer so much through iséaious accident], these
people who live here would suffer through it, yaow, we initially could close
through a claimi (Cath, manager home D — 659M).

Chapters 7 and 8 will develop this theme in terififsosv the concept of risk impacted

on the residents’ experience of their home.

6.2 The ‘egalitarian’ voluntary sector homes

6.2.1 Overview

Homes G and H, were faith based voluntary sectideatial homes located in
converted town houses with 1980’s extensions amye lastablished gardens. Both
homes were registered as housing associationshwhécindependent bodies
established for the purpose of providing socialdagi on anon-profitbasis. Any
surplus generated is therefore used for the bewigtiite association and not paid to
shareholders as a dividend. The associations iereegistered charities and as such
had access to additional funding not necessaraylame to private sector homes
(Kendall, 2003). Governance for each home wasigealvby a local voluntary
committee who in turn had delegated much of thetdalay running of the undertaking
to the registered manager. This arguably meanthieatole carried a great deal more
autonomy, authority and responsibility than migatibund in some larger provider

organisations.

Home G was registered for 19 beds and was managegd®who had worked there for
over 20 years, having started as a care assiatahtjad recently undertaken both the
NVQ 4 in care and the RMA. Home H, comprised 22sbmad had a relatively new
manager, Rachael, who had also undertaken the NMQRMA. Her appointment
followed the retirement of the previous and loransling post holder, a qualified nurse,
who had managed the home with a very ‘relaxediuatél to formal systems. Rachael

had thus inherited a cultural legacy that had seeimome manager in a ‘hands on,
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front of house’ role, whereas the committee’s ersghbad now shifted to expect a pro-

active and systems oriented management style:

“ they called her the Matron; she was here 18 years.She didn’t have a

lot of management reports and things to do so sk to have chats and tea and
bath people and hands on; they don’t see me likeahd | don't have the time to
be like that, so there’s two completely differembple running the home: there’s
matron who was the hands on, but none of this {pamfiles & documentation)
was in place, and there’s me who'’s got all of thiplace, who would dearly love
to be hands on like the other Matron was, but ¢giRachael, manager home H —
629M).

6.2.2 Organisation and systems of authority

According to Harris et al (2003), voluntary sedboard members often contribute a
significant amount to their role and recruiting niErs can be difficult due to the
likely commitment required. Within the case stimynes, however, the local
voluntary committee’s role appeared to be strateggirer than ‘managerial’ and did
not include the scrutiny or practical support af ttome’s day to day management.
The committee therefore vested a great deal mosg giutonomy and reliance in
their respective home managers than the post Isoéggrarently felt comfortable
with:

R my issue has always been that I'm it here, the dttesrare ...... retired
people, residents’ families, residents’ childrere’ve got quite a few on the
committee. So as far as knowledge of this padrcethvironment: it's me is it; so
| can’t go to somebody else if I'm stuck with amyghor, you know, and because
they have, they come from different fields; | gkdtaf things: now well you sort
that out, you sort that out’.(Lisa, manager home G — 4524M).
After the departure of the long standing managenfhome H, the committee had
evidently decided to introduce a more formalisechaggement model comprising a
‘business manager’ and a ‘care manager’. This apgede in line with what Harris et
al (2003) calls a drive for professionalism witkire voluntary sector, deriving from the
influence of business management principles. Hewetie model had apparently
failed and the business manager had left the horhe.committee thus gave Rachael

what she described asfeele handwith the management of the home:

“ . ..you've got a free hand whatever you think, you knost e-mail me
and Iet me know keep me abreast of tHilBachael, manager home H — 629M).
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Thus both Lisa and Rachael found that they weneasingly taking the lead,
interpreting the regulatory framework and transigit into local systems. Whilst this
had generally worked within the long establishelduce of home G, the apparent lack
of strategic management within home H meant thigyably, the home was beginning
to exhibit the disabling characteristics of thelggaan culture. These included a
perceivedack of direction and leadership, internal disagnent and a possible ‘anti-
manager’ enclave, some evidence for which coultbbed in the home’s inspection
reports:

“Some staff and residents told us that the managgghps in her knowledge and
we think she needs to make sure she works on ¢as af concern we have found
on our inspection so people live in a safe and wellhomé (Inspection report,
home H — 6103Q).
The ‘poor’ management outcomes evident within dughly influential inspection
reports arguably contributed towards a ‘negatiwelback loop’ as suggested by the
theoretical model Figure 10 in Chapter 4. Thisuimtcreated a climate where the
provider and regulator were calling for increasynggjorous systems in order to

guarantee improved standards.

6.2.3 The interpretation and use of systems

The informal character of both homes G and H waoduct of their longstanding
informal management style that had resulted fromymeears of custom and a
particular community of practice. This was argyattlaracterised by the ‘low grid’ and
‘high group’ orientation of an egalitarian cultubeat reflected the informal value base
of the provider. However, the advent of the Caen@ards Act 2000 and the creation
of a ‘new’ regulatory climate required what miglet talled a more ‘evidential’
approach to management. For example, the writeersf care for the residents living

in home G were highlighted as needing more spedéftail:

“The care plans lack the specifics of the suppat tine service user requires.
Information was also missing from some care pla@srenedand] did not have
the date or signature to indicate when complé{éaspection report home G -
45107Rir).

There was also reference in the report to a ‘siggmt incident’ that had been dealt with

internally rather than in accordance with regukat@quirements. The inspection
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reports appear to make similar observations reggridlie organisation and management

of systems within home H, for example:

....... the information staff have about minimising risksld be much better and

could offer clearer guidance..................... the manageowamers are not clear
about the local safeguarding procedures and havdailmwed these when
incidents have occurred...........7.(Inspection report, home H — 6103Q).

The comments contained within these reports suglasthere were pressures for the
homes to improve their approach to systems basedgeanent. However, the
changing management and regulatory climate hasewsssarily been matched by the
required support for smaller providers, includireghps the availability of clearly
written guidance and supporting documentation (bepter 3; Manson-Smith et al,
2006; Scourfield, 2007). At the time of the fieldwkpLisa had, for example,
experienced a significant change in her relatignghih CSCI, which had previously
been characterised as supportive. It was evitkantioth she and her deputy Zoe were
now experiencing considerable difficulties tryirmgget advice and guidance from the
regulator’s local office:

....... a few years ago we had a named inspector andd tesgng her up and
say right: I've got this, I've got this, what's tlhest way to you know, treat it,
what should | do, am | doing this right; and shgidt tell me and that was the
end of that. And she’d pop in, because she livedllly, see if everything was
alright and it was gredt(Lisa, manager home G - 4524M).

The inspection regime, and arguably the relatignbletween the local inspector and

home manager, had recently shifted towards encowagcreasing self reliance and

assessment though the use of the Annual Qualityrasse Assessment (AQAA).

These considerations appeared to be one of theréattat contributed towards the

voluntary committe€8 within both homes considering alternative formpuaffessional

support for their home managers. Within home Hdibesion was taken to commission

a large national housing association provider teuntake some of the management and

systems based functions. This included the gradtralduction of the full range of

policies, procedures and systems that the largemisation had implemented in its
own homes. A similar arrangement had been propagbd home G, however, using

a private sector health, safety and human resogmesultancy instead of another

% The chair of the voluntary committee for home @ parsonal experience of trying to arrange a
meeting with a CSCI representative to discuss #nguRition 26 visits. On one occasion he was regort
to have arrived at the local CSCI office for an@ppment, but was told that he was not expected.
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provider. These arrangements were at a relativaly stage of implementation during
the fieldwork.

6.2.4 Street level bureaucracy and ritualism

There was evidence that street level bureaucragylaged a role in the management
of both homes G and H, in a similar way to homemn@ D. This arose from the fact
that the home managers were expected to develtgnsyshat complied with the
expectations of the regulator. Lisa, at home Gef@mple, had spent many years
translating regulatory requirements into systenas she thought were right for the

home:

“1 got to the stage where | could interpret it, imieet like the health and safety
etc, etc. and do what | thought....”. (Lisa, manager home G — 4524M).

Lisa, also provided some evidence of what mighéd®n as street level bureaucracy
from local inspectors, perhaps evidenced by therdint approaches sometimes taken
to the management of risk by the home’s CSCI ingpend by the local EHO. For
example, whilst the EHO would generally suggest tigalth and safety decisions
should be based upon a risk assessment, the C§g&lcitor would tend to resort to a
directive. At the time of the fieldwork, howevengthomes were beginning to introduce
the consultant’s policies and procedures, whicliaoty left less room for inspector
level intervention. A disciplinary issue at homelldstrated this shifting dynamic and
showed how the new policies might have conflictetthwhe CSCI inspector’'s own

view of how the process should have been conducted:

“CSCI came in and they weren’t happy with how tkrestigation was conducted
and they actually said that they find it confusiith the [consultant] link and me
being the registered manager and the responsihigope.” (Rachael, manager
home H — 629M).
Thus, in areas of policy that had once been infltedndecided or interpreted at local
level, there was evidence of a shift towards thelvement of the more systems
oriented consultancy. The homes were thereforeasingly characterised by a
developing dichotomy of management systems creatddntroduced locally and those

deriving from their respective consultant. Suchchdtomy and the managing
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committee’s apparent arms-length emphasis on thedinction of robust systems and
improved accountability appeared to be shiftingdhkure of both homes from a
traditionally low-grid, egalitarian, culture towadvhat appeared to be a high-grid,
hierarchical, orientation. With careful and thodghtmanagement this shift could be
steered towards the more enabling characteristiash@rarchical culture in terms of
the availability of useful systems. However, thigaduction of new and ‘alien’ systems
into a well established culture could also causdlems includinggmergencand
ritualism in terms of the changing culture and elster of the homes.

6.3 The ‘hierarchical’ homes

6.3.1 Overview

This section will consider the remaining case stiidyes which the analysis suggests
were predominantly ‘high-grid’ and ‘high-group’ their cultural orientation. These
homes include two further voluntary sector progsithomes B and E, belonging to
large national housing associations, the local@itthhome, home F, and the corporate
sector home, home I, which was also the largestarsample.

Home E was the largest voluntary sector home irsémeple at 40 beds, belonging to a
national provider of housing and care servicesuiiclg a modest number of registered
care homes for older adults. The home was locatddnva refurbished, 1950’s
complex with enclosed courtyard garden and largelavs giving the home a light and
airy feel. The home manager, Bob, had worked ferpttovider for a number of years.
During this time he had undertaken both the NV@Il&vin care and the RMA. Home
B was half the size of home E at 19 beds; howetems similar in other respects,
belonging to another national housing associatroriging over 200 care homes. The
home was, like homes G and H, located in a largeeded townhouse with a modern
extension. The manager, Rose, had also worked tbea number of years having
originally been recruited as a senior care asgigtahe late 1990’s. Since then she had
undertaken both the NVQ level 4 in care and the RMA

Home F was a 22 bed local authority home locatedinva modernised, purpose built
1960’s building with a range of up to date faa#iincluding an ancillary kitchen that
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could be used by residents. The home manager, Madeworked for the local

authority for a number of years in various capasitn different homes, starting as a
care assistant and working his way through thel lagthority grade structure. He had
undertaken a range of training courses includiegNRQ level 4 in care, RMA and at
the time of the fieldwork was completing a partdisocial work course. The final case
study home, home I, comprised 54 beds and belotagede of the very large corporate
‘for profit’ providers. The home, built in the 199 for a smaller private provider,
comprised a two storey spacious building with a esb@arden. It had been acquired by
the present owner as part of its growing natiowatfplio of care homes. Both the home
and provider appeared to exemplify the evolvingdref larger homes whose
ownership is increasingly concentrated within aln@ool of private equity funded
corporations (Holden, 2002).

6.3.2 Organisation and systems of authority

All of the care homes discussed in this sectiorevediaracterised by a clearly
delineated management structure which includedigipst¢c standard setting,
management functions. These functions were oftesitéal away from the home but
their staff visited homes in order to check commtiaor to provide support. Unlike the
previous case study homes (Homes C, D, G and eladhons of the managers in the
‘hierarchical’ homes was constrained within thisarly defined management
infrastructure, where management autonomy andediearwere set out in policy and
procedures. Whereas Julie at home C or even Lisamaé G were, empowered to make
quite wide ranging decisions, the providers of heBeE, F and | exerted what Rose

the manager of home B summarisedAadig influencé&

“Obviously they are the proprietors so we (paugws)thirough their guidelines
that | run the home; | am answerable to tfigmanager home B — 141M).
A significant benefit to be derived from the prosidystems oriented model was the
availability of professional support. Each of fireviders employed a specialist health
and safety manager who, in addition to developmdyadvising on suitable systems,
was available to undertake training and to supipome managers where advice or

guidance was needed. This might include guidandenpfementing initiatives such as
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premises fire risk assessments or dealing withlagons. The maintenance function was
also controlled by a surveyor or manager who woudke all of the necessary
arrangements for significant repairs or refurbishtraa behalf of the homes. Jill at
home | summarised the situation for the ‘hierarahicomes. Whilst the home
manager was responsible for the management oftltheie, they were able to call upon

a number of departments for support when needed:

R the buck will always stop with us in a sense bezaves are responsible for
the home, but, because we work for a large compaeyo have support systems
in place. You know, it's not like we have to deih all of this individually
because there are health and safety Directors anddders, whole teams of
people really....”.(Jill, manager home | — 7239M).
The size of the provider organisations generallpmb¢hat they were divided into areas
or regions which were overseen by a line managexs& managers provided support to
the local manager and undertook the statutory npmtbits. Whilst the provider set
the standard in terms of the interpretation ofitlvg the implementation of their
systems was placed squarely with the home manaAdgaerence to the provider’s
standards was theoretically ensured by a procedsezking and auditing. For
example, a health and safety audit of home | wasmed during the fieldwork which
comprised physical checks on the building and amexation of documentation.
Within the local authority home the manager waseetgd to undertake risk

assessments which were then checked and audited:

RPN they require us to do risk assessments, armibethere are certain risk
assessments that get checked by my line managepeévision.....and we have
the audits as well for example tomorrow we havengo¢ o’clock until five the
health and safety officer for this section willlmere all day going through every
single bit of paperwork that we have and checkiradlj so from the basis of that
then we’ve got a structure to work with: so thedarcts for us to do it with, the
expectation of what we do, the training that’s matody, the observation and
checking through supervision and then the audits................ " (Mike,
manager home F — 2219M).

A consequence of the strong corporate governartubited within the homes was
arguably an increasing emphasis on demonstratgugatry compliance. The
expedient to ‘document compliance’ for subsequeditahad evidently shifted the

manager’s role towards more of an ‘administratiue’ction which Rose felt was taking

her away from the job that she had originally beemployed to do:
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“Because of the paperwork that is coming in, itlsrtg me away from the job that

| originally had’ (Rose, manager home B — 141 M).
This had also been the situation that Rachaelmehd had faced whereby the ‘hands-
on’ management of ‘matron’ had given way to thdeys based management of a large
provider. Home E however appeared to exhibit d&askgriation on the theme of
governance deriving entirely from a remote regi@flite, due to the fact that the
provider encouraged some localised governancecd kxvisory panel, that
innovatively included two residents, were empowegescrutinise the home and report

their findings directly to the home manager:

........ they will go through the building and address tlurag they see it......it's
whatever they view on the day, so that may well pcon a lot of issués
This offered home E thiaeoreticalbenefits of a large provider’'s systems supported by
local knowledge and some resident involvement ennfanagement scrutiny of their
home. These arrangements might theoretically renaoycaptureeffects by giving
residents and their representatives a voice asadagssors’ and advisors in the
inspection and regulatory process (Kerrison antbBiol 2001; Wright, 2005). In some
respects this pointed towards a low-grid orientgtguch as that found in homes G and
H, whereby policy was decided locally. Howeveg frovider's comprehensive
systems and supporting infrastructure would gehetahd to bias the home towards
high-grid.

6.3.3 The interpretation and use of systems

A characteristic of the ‘hierarchical’ case studyrtes was the availability of written
policies and procedures that covered the full rasfgegulatory standards, often held in
large well labelled folders. These folders mirrotied separation of disciplines within
the organisation, for example, health and safetyndn resources and the management
of care were generally documented as completelgragppolicies and procedures.
Health and safety was arguably compliance orieatetiwas itself ‘chopped-up’ into

the different compliance areas, for example, pracesidealing with the ‘control of
substances hazardous to health’ (COSHH), ‘manualliray’ or ‘risk assessment’ etc.

This would tend to support Osborne and Zairi's {)38ntention that health and safety
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might be regarded as a separate, compliance adiesiseipline and not necessarily
integral to the organisations mainstream proceduénesllustration of this can be given
from Home | where the home was given access tealtfh and safety intranet’. During
the fieldwork one of the provider’s facility managevas observed undertaking a safety
audit of the home. This included checking thathbme manager had downloaded and
printed the most up to date procedures and chedthey physical evidence. The safety
related aspects of the home appeared to be coedidatirely separately and arguably
in isolation from the home’s other systems.

Within the local authority home there was evidetinzg carers regularly used and
treated their proceduresasrkingdocuments: Yes, it's like a bible(Janet, care
assistant home F — 2221CA). There also appearee éoclose relationship between the
written documentation, training and practice witthie home: “.....yes, it all falls into
the same category, one corresponds with the btlrame F - 2220SCA). Of particular
note was the apparent appreciation that trainimgvaitten procedures were seen by
staff asenablersand of direct benefit in terms of clarifying expsns between
different carers undertaking the same task. Tlais @escribed by one care assistant in
the context of her experiences within smaller gevs&ector homes, where she had
worked before joining the local authority, and wdifferent carers did the same job
differently. Within home F however, carers wereentpd to do theame jobthesame
way. This arguably reflected the enabling charactiessif their hierarchical cultural
orientation, promoting internal competence, synolsa&tion of resources and appraisal

of outcomes (Jackson et al, 2005).

Whilst the use of aligned policies and procedupmseared to work within home F, this
was not necessarily the case in the other ‘hiereathomes. Within home I for
example, the apparent domination of policy coulguably foster task oriented values,
for example, one inspection report for the homedesd carers astédsk orientated,

with no evidence of team worfd 03JK). One inspector also noted concerns atimut
priorities of carers who were: “...... making beds whilst service users were waiting to
be provided with assistance for feedifpspection report, home | - 204J). Such
disabling characteristics of the hierarchical ad@toan create environments where
authority and obedience to systems dominate a#c@smwf the home. A domination of

hierarchical values can smother vision, fosteradisiaction and demotivate staff,
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leading to a sluggish, impassive and unresponsiitare (Alder, 2001). Throughout
the fieldwork home | also appeared to suffer slymseaof staff, which were reflected in
earlier inspection reports suggesting that theceldeen a history of staffing difficulties
within the home:

“The acting manager was informed that service ugedsrelatives spoken with by

the inspectors stated how they are aware of thke tughover of staff and the lack

of their experience(CSCI inspection report, home | - 104JL).
According to Kerrison and Pollock (2001: 567), @sé in the United States and
Australia has shown that having low numbers off ssadissociated with poor quality
care. Because the hierarchical culture tends &mtemdearly defined roles for staff, this
also meant that significant policy areas such gsvkeking had not been fully
implemented. These are potentially significantesbations in terms of the creation of
‘metastable states’ (see chapter 4 the theordtmalework) where trust in apparently
robust management systems, by the senior managersreate them, may in fact lead

to unsafe outcomes at local level (Evans, 2007).

The interpretation and use of management systepeaagd to be organised slightly
differently within home E where the home managet thkelegated some key
responsibilities and functions to ‘teams’ withirs liome. For example there were
‘quality assurance’, ‘housekeeping’ and a ‘healttl aafety team’ that appeared to
involve staff at all levels and reinforced the higioup orientation of the home. Thus,
health and safety related matters might be passiedtioe health and safety team for

attention and action:

“ | might delegate that to one of the health andtgafam to do....... so it
depends on what it is and what is delegated othaappropriate person to 8o
(Bob, manager home E - 2714M).
The role of this health and safety team was desdridy one of its members, Karen
(2716CA), as ‘new’ and from her perspective attigésrole was safety oriented,
whereby ‘anything we see we reptrfhis might suggest that health and safety was
seen as a separate, compliance oriented discipdised upon observing, checking and

reporting perceived hazards and risks.
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6.3.4 Street level bureaucracy and ritualism

As part of large provider organisations, the hieharal homes could evidence
comprehensive policy, procedures and checking nmesing designed to ensure a
corporate systems framework. This framework wasopen to change by the home
manager, even at the request of the CSCI inspettaus localised interpretations of
the law by individual inspectors were deflected ahdllenged by the provider as part

of a programme of negotiating national protocolghwie regulator:

“Although we come under the local area for CSClaasipn, we have a
corporate CSCI manager which allows us if we'vegmhething in a particular
area that we have concerns about, interpretatiowbatever, we can take it up
with the corporate provider management, just toisé®at’s a national, or make
sure that it is a national understanding. Becawsecan’t have something where
a CSCl inspector from Scotland says this is whatléoking for and the CSCI
inspector down in Cornwall saying something totdlififerent on the same
subject, that wouldn't wofkBob, manager home E — 2714M).
What was however interesting was that whilst a &ark defining the limits of the
manager’s autonomy existed, it did not always a@efiow that autonomy was to be
exercised. Some policy areas might, for exampfeeatan organisation’s concept of
Government policy which when framed more in terfh'performance’ rather than

actual ‘practice’, left room for local interpretai:

...... sometimes what they are wanting us to do as acgearea is not really
about people, it's more about performance and seaevgot to try and rise above
that and do our best with the situation that wejeg........ " (Home F — 2219M).

There was also ample evidence that the home manageable to exercise a form of

localised ‘street level bureaucracy’ with respecdte provider’'s policies and

procedures. This might arise, for example, wheeehitme manager’s concept of ‘care’
differed in some way from the intention behind pinevider’s policy towards enabling
lifestyle choice. These issues were discussetapter 2 where it was theorised that
older adults who are judged to be in need of ‘caray also be characterised by their
carers as ‘vulnerable’ or ‘at risk’ and therefoeguiring safeguarding and protection

(Webb and Wistow, 1987; Bland, 2005). Thus, the donanager’ perspectiveor

biasestowards the management of care within his or lbendimay be a significant

mediating factor:
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“You’ve got your own way of running the home; yogeta basic procedure,
that’s your policy and that’s your procedure. Hgau implement it, you know,
you've got your procedure there, but everybody kalhdle things differently;
each manager runs a home differently to the nextage (Rose, manager home
B — 141M).
This was an important theme and might arguablylbstiated in the context of home
B’s keyworker systeniThe manager’s idea was that at some point aftereident’s
admission he or she might develop an affinity f@asticular member of staff. Thus

anyone working within the home could potentially as akey-worker

“lI mean it's not just the care staff who are keykeos either, Rose is trying with
the domestics as well because obviously; like Naeydomestic, she sees the
residents daily, she goes in their rooms, she knelsshe clicks with, she knows
who she can have fun with and that resident wilehun back, you know. So it's
not just the care staffAnn, deputy manager home B - 142D).

Whilst this seemed an innovative approach, it apggeto vary from CSCI’s guidance
and from the provider’s own procedure. For exam@BCl state:when you first meet
your care workers, they should spend time gettnghbw you and then agree a care
plan that you are happy witi(CSCI, 2007). The approach advocated by Home B,
however, separated the duties of keyworker andngrthe resident’s care plan. Within

home | only the senior care staff documented residare and risk.

During the fieldwork there was also evidence topgupthe argument that there might
have been a dissonance betwpratticeand the provider’'s written systems. The CSCI
inspection reports for home E, for example, appetresuggest a degreeinitation

with the apparent ritual of having a policy docurneithout the substance of its

application:

“Staff need to become more familiar with these miararad may need further
guidancé (Inspection report home E - 104E).

A notable and very topical example of this relatedhfection control, where home E’s
proprietor had introduced aéw Healthcare manualThis manual was seen to contain
guidance on the cleaning and storage of equiprnemiever, another inspection report

still observed that:
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“Staff need to be reminded not to leave items ssichiinal bottles in communal
facilities’ (Inspection report home E - 204C).

6.4 Conclusion

The fieldwork examined a variety of ownership arahagement models each
demonstrating characteristics that placed it atfardnt point within the grid / group
continuum. It should be appreciated that this ‘cantm’ is dynamic and not static and
homes therefore make subtle shifts within and betwailtural orientations according
to the prevailing circumstances. Perhaps for #éson, one cultural orientation alone
did not always appear to explain the ‘practicet tr@se. The owner managers of
homes C and D were seen as being ‘individualistnd arguably had the most
autonomy. The role of home manager was enhancéaebgomplete ‘ownership’ of
home and business which meant that decisions wade muickly and locally
(Matosevic et al, 2006; Franco, Bennett and Kar#@02). Homes G and H were
characterised by ‘high-group’ where the staff arahagers were employed by the same
faith oriented provider and worked mutually togetiidhe managers were also afforded
significant autonomy within what had been ‘low-gridientations suggesting a

predominantly egalitarian cultural orientation.

The managers working within the remaining home< B; and I, were all subject to
working within the high-grid orientations of largerganisations and were thereftess
likely to be afforded a significant level of discretiodandependence in terms of how
they employed policy. Their staff shared a corpordéntity but had defined roles and
responsibilities within the homes. This high-ggdoup orientation was therefore
consistent with a hierarchical culture. Despitedpparent constraints of their high-grid
orientation, the fieldwork suggested that the honamagers were however still able to
influence local practice by their attitude to carets or omissions. For example, by
emphasising or ignoring the proprietor’s proceduoedy emphasising or ignoring
particular risks or aspects of individual choidee thanager was in a position to set the

priorities of the home.

The local authority home arguably exemplified mahyhe enabling characteristics of a
hierarchy in terms of providing clear guidance hiigvels of internal competence,

targeted resources and an appreciation of the ctione and linkages between various
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systems. There appeared, however, to be somethanghanagement paradox within
home E, evidenced by an apparent dissonance betiveg@novider’s ‘theoretical’
application of systems and the home’s actual maahip with them. This meant that
whilst home E generally demonstrated the charatiesiof a ‘high-grid’ provider, it
also exhibited some of the characteristics of alitagian cultural orientation. Home B
and | also exhibited the general characteristics lmerarchical cultural orientation.
However, home | was arguably more compliance cebtthan the others, and this
appeared to be reflected in the disabling charatites of a hierarchy, creating what

might be seen as a very slight ‘isolate’ dimengwmthe home.
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Chapter 7 — Living in the regulated home

7.0 Introduction

This chapter draws on evidence derived from thepeative of residents, staff, CSCI
inspection reports and fieldwork observation tosider what it might be like to

actually live within the case study homes discussathapter 6. The chapter is divided
into three distinct parts which address the firgt aecond research aims and questions
one, three, five and six. The first part will budd the discussions in Chapter 3 that
suggest health and safety law is now a highly erftial aspect of the regulatory
framework for residential homes. It will look attmechanisms used by care home
providers and home managers to consult with retsddmout how the health and safety

regulatory framework is applied in practice.

The second part of the chapter will consider tlsgdents’ experience of the care home,
both as a ‘home’ and as a safe place offering thernpial for social contact and
meaningful interaction. It examines the choicesilitees and social resources that
appeared to be available to residents within themes, and considers the extent to
which health and safety regulations enable oricdifiestyle choice. The final part of
the chapter will consider some of the findings frpamts one and two in the context of
the cultural orientation of the homes and of tredents. It is argued that despite, the
apparengegalitarian, hierarchical or individualistorientation of the home, the residents
generally appeared to occupy a discistéateculture in their own right. It is also
theorised that residents and staff ‘learn’ theitipalar role within the home in a

process of enculturation that appears to be sephah provider’'s written systems.

7.1 Consultation with Residents about Health and Sety

The key mechanism for involving residents in theisiens that impact upon policies,
practices and choice within their home appeardzktthrough formal residents’
meetings usually held with the home manager. Sipadif this meeting could be seen
as a potential means to influence the translatidrealth and safety law into operational
policy. Residents’ meetings can be thought of amation of the interface between

‘management’ and ‘client’. The degree to which titerface is permeable to the views
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of residents and to new ideas might therefore ba as a measure of management
control. A very permeable interface might, for exden be expected in a ‘high-group’
environment characterised by significant alignnitiveen decision makers
(managers), decision implementers (staff), andsi@tirecipients (residents and staff).
The ‘high-group’ orientation is associated with therarchical and egalitarian cultures,
and thus homes oriented towards these quadnagtebe expected to exhibit advanced
and effective mechanisms for consulting with resideTable 11 summarises the likely
cultural orientations of the case study homes dised in chapter 6. A tick’() next to
the home shows that the home demonstrates a hagip-@rientation, thus homes B, E,
F, G, H and I might all be expected to have medmasiin place for meaningful
consultation with their residents. It should algoacknowledged that consultation with
residents generally occurs at two different levddls:communal level, affecting
everyone in the home and covered here, and théispeeel, designated as the
individual plan of care. This individual negotiatiof choice and risk is considered in

the next chapter.

Home Likely general cultural orientation

B v'Voluntary sector| Generally a high grid and high group orientatioggasting a hierarchical
home culture.

C Very small private| Generally dow grid and low group orientation suggesting agtividualistic
home culture

D Small private Generally dow grid and low group orientation suggesting adividualistic
home culture

E v’ Large voluntary| A mixed picture, however the ‘rule’ based managenmapacted upon the
sector home residents’ freedom of choice in some areas anetbier arguably emulated a

predominantly hierarchical culture.

F v Local authority | Generally a high grid and high group orientatioggasting a hierarchical
home culture.

G v'Voluntary Generally the low grid and high group charactarsstif an egalitarian culture,
sector home — local | however, the adoption of formal systems was argusitifting the home
managing committee towards a high grid, hierarchical orientation.

H v'Voluntary The low grid and high group orientation contributech predominately
sector home — local | egalitarian culture. The introduction of formabksms was shifting the home
managing committee towards a high grid and thus a hierarchical cultarntation.

| v'Large corporate | Generally the high grid and high group orientatidm predominately
provider hierarchical culture. There was however some evéaf a ‘low-group’
orientation and thus the characteristics of arlaiso culture.

Table 11: Likely cultural orientations of the case study lenfsee chapter 6)

What is perhaps interesting here is that the twallemprivate homes (homes C and D)
were not designated as ‘high-group’ due to theadpminately individualistic cultures.
This is because whilst the high-group orientatiohilgits a high degree of collective

control, the ‘low- group’ private homes emphasis®tividual self-sufficiency within
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the staff team. Their managers and staff were requo work within a framework of

limited support, and often on their own, using tlwavn initiative.

The proposition that a high-group orientation milgimtd itself to a culture of
consultation was arguably a necessary conditionnoty by itself, a sufficient condition
for effective consultation. The potential to irdhce management decisions was also
likely to be determined to some degree by the exd&l proximity to the decision
maker. For example resident involvement in theagament of their home might be a
function of the degree to which the home managerempowered, by the provider
organisation, to make local health and safety galecisions. This suggested a
dichotomy of two broad groups: those with closetaonwith decision makers,
including homes C, D, (F), G and H; and those witledose contact, homes B, E and I.

Home F, the local authority home, was includechifirst group becaugkeoretically

the decision makers were located relatively closhié home. Residents could access
the local councillor and subsequently the authanignaging the home (Scourfield,
2007). This direct influence was arguably denedesidents in those homes where the
real decision makers and budget holders were Idca¢dl away from the day to day
management of the home. Scourfield (2007: 169¥%tabbout & remoteness a sense

that the physical distance between decision makerecipient severs the links between
the local people who go to live in care homes &odé who control the running of
those homes. Certainly all of the case study haroakl demonstrate that they had
forums for consultation in place, some of which eviEarmal, whilst others, especially

in the smaller case study home (Home C), werelgleggormal. The residents’

meeting generally appeared to have two primarytfans. Firstly meetings were a
means ofmparting information to residents about proposed changesabout
management decisions that had already been mamndy they were a public
mechanism to receive general feedback on servi¢es.observation would appear to
resonate with Abbott et al (2000), who suggest tesidents were not generally

consultedabout things that were decided in management ctiegnmeetings.

The following discussion will explore the perceiveality of resident consultation, and
the degree to which homes actually consulted withiavolved residents in the

decision making process. The discussion is sptibitng to the broad dichotomy of
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local and remote governance. ‘Governance’ inc¢bigtext refers to the system by
which the care home is directed and controlledheyproprietor. It is distinct from
‘management’ which can be thought of as the regldgrto-day decisions and actions
required to run the home. Governance refers taitjieer level processes by which
managers are held to account and through whichrtredest strategic decisions are
taken (Acona, 2006).

7.1.1 Consultation in homes with local governande(nes C, D, G, H and F)

Typically the managers of the smaller independertpe homes had considerable
management autonomy and therefore the authorityalce decisions directly. The
smallest case study home (home C) did not howesss Bny regular or formal
consultation or feedback meetings with residemtgjably because there was already
very close day to day contact between the smallosurof residents, staff and the

owner / manager, facilitating an almost ‘familydildialogue:

C we do have meetings with them........... but it's inforemathat wouldn’t
do for CSCI, | mean very often we’re sat with them., either in the lounge, or
whilst they’re having a meal......... and over the genswal of conversation lots
and lots of decisions can be ironed out or rulgsyeu know things like
mealtimes, purely by talking to them, when do thagt the, on average, you
know (Julie, manager home C - 516M).

From George’s perspective, a long term residehbaie C, the home manager was

clearly responsive:Oh yes and she listens, and she’ll take advicee-listens to you

(George, resident home C - 518R).

Home C was unigue in many respects, the very smatlber of residents and the
intimacy of the home’s environment had allowed sitvimg of a ‘guest-house’
atmosphere to develop where residents were regatdexbt as friends, if not as part of
the family. That said there was little doubt thaie] the owner, had implemented many
health and safety initiatives in much the same thay her colleagues had done in the
larger homes, arguably in response to regulataryirements. The other small private
home (home D), did however hold ‘regular’ and miorenal meetings. Although Cath
the manager suggested that encouraging resideatsually participate was

challenging and health and safety related item® wamely discussed. This appeared to
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be a theme in most homes where some participgmbsteel a degree of ‘apathy’ with
respect to attending or participating in the megtiand health and safety was rarely
reported to be an agenda item. Scourfield (200@:-1771) points out that the resident
is often not even a ‘customer’ of the care homevipier, this role is reserved for the
local authority purchaser who must be satisfied tinea home meets the necessary
‘legal’ requirements. The consequence of thisas the home will, arguably, consult
with the purchaser, who they may regard as théert, rather than the resident, who

is the actual recipient of their service.

Thus, whilst the residents were theoretically climsthe home’s decision maker,
decisions relating directly to their health, safetyl welfare were apparently taken
withoutconsultation. This scenario might have ariserabse many health and safety
controls were regarded as mandatory by CSCI, bghyasers and by providers and were
consequently seen as being in best interestsf the residents. The implementation of
such ‘mandatory’ health and safety risk control sugas is discussed in more detail in
Chapter 8.

The local authority home (Home F) also appeareuffer what appeared to be a
relatively informal system of meetings. The manddae had adopted a very relaxed
and informal style of consultation where he woutdlewn with the residents and talk
with them on a fairly frequent basis about the tiagtay issues that affected them. What
was interesting about home F was the juxtaposafdrureaucracy afforded by the

home being managed by the local authority, andntfloemality of consultation process
adopted by Mike the home manager:

“We'll sit with service users and just, well | ugedlo it, and double check - are
there any issues. I've got key headings like: fdaahishing, rehabilitation plan,
your rights and your choices, all things like thahd then we’ll talk generically
about those subjects and if people bring up thongsto one, then I'll probably
sit with them on their own to cligiMike, manager home F — 2219M).
Thus it was likely that the home made an effotdasult with the residents frequently,
yet informally in an environment that was arguatlgre likely to engage their support.
However, in common with many of the other caseystaines, home F was still well
equipped with safety related features such as th&tatic mixer valves and self closing

fire doors. There can be little doubt that sudctudees were mandated, without
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consultation, by the local authority in line witheir considerable risk management
portfolio. Indeed Mike made the point that he dad always feel it appropriate to
discuss many of thdack-room activities such as health and safety with thedes,
as they were part and parcel of the home and widad:i

......... and there’s no real mention of the operatiomdg ®f the building to the
service users on admission, | mean we go througlith policy and things like
that, but we won’t say oh staff might be doing tristaff might be doing that ...
(Mike, manager home F — 2219M).

7.1.2 Voluntary sector homes with local governance

Homes G and H had local voluntary committees wHegdged considerable authority
and autonomy to their home managers. Meetings negitdents were clearly evidenced
within the home’s CSCI inspection reports, for epserthe reports for home H

evidenced ‘regular’ formal meetings:

“residents meetings are held quarterly and whenookdd at the minutes there

was clear evidence of consultation taking placéhe residents(Inspection

report for home H - 6108Q).
Quarterly formal meetings are relatively infrequetd in this respect the CSCI report
adds some weight to an argument thaghtsuggest a degree wfualismin the
consultation process. Whilst residents had beesuitad on one level, they were also
being ‘informed’ of pre-determined outcomes on aeotFrom a theoretical
perspective, these homes could have allowed tiderds to exercise considerable
decision making authority, either as part of thenagang committee, or directly via the
committee or manager. This did not however apfiehave been the case. Neither
home’s committee included residents (there werees@fatives), nor was there an
obvious mechanism for the committee members toutbdsectly with the residents,
although it is appreciated that committee membaetis iglatives living within the home
might do this. Thus, the managers of homes G and kkeping with their other wide
ranging responsibilities, were empowered to congiitt residents more or less as they
saw fit. Lisa, the manager of home G was very dleatr she did indeed consult and
used the example of purchasing furniture to illittthis:
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“We do, we absolutely consult; | always ask thenn dmpenion, like with the

dining room chairs, you know, in the front roomhétl of the residents: Do you

like this, come on, come and have a sit on thisith you think to that

(4524M).
This assertion is interesting, and certainly dertrabess that, in some circumstances,
residents were asked to give an opinion. Howewmeasther respects there was evidence
that the residents’ involvement was passive, thetimgs were designed to inform them
of a decision that had arguably already been ntddgh, one of the more recently
admitted residents in home G arguably alluded i®itiea when he described a meeting

that was to be held to discuss the fitting of nanpets:

“I mean for example there is a meeting at 3 o’ckbik afternoon because they
want to put a new floor in the dining room, so wtaés that mean, it means that
residents are going to get together and discuss tBut | mean the thing is
already laid on: they will do this and when they ttee dining room will be empty
and we will eat in our rooms. Is that alright? Y#@se, that’s it (Hugh, resident
home H - 4528R).
Home H presented a very similar picture with Rathae manager, talking in terms of
‘what | wantedand the fact thatyou have to juggle the budget, what you’ve got to
spend, what you're told to spend and what you a&r(ldachael, manager home H -
629M). At no point was there reference to the imeaient of the residents in the
decision making process. Indeed from Tom’s peitspgemne of the home’s longer

term residents, he was a relatively passive retiméthe home’s decisions and ‘rules’

“No, everyday they bring out new rules, it can efffes, but, for example the new
chairs in the dining room, the other ones wereiggta bit rickety, | think, the
new chairs are quite heavy as it happens; thatsdhly innovation that we've
recently had (Tom, resident home H - 632R).

7.1.3 Consultation in homes with ‘remote’ governanthomes: B, E and I)

The other two voluntary sector homes, home B antoklonged to larger voluntary
sector groups, with a large number of social hausshemes located around the UK.
These homes were characterised by systems of gowegrihat derived from specialist
managers working within a centralised managemaerttion, although home E did

have a lot of local autonomy.
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Home B and E held quarterly resident meetings, white of the residents, Hilda from
home B, suggested were not necessardjusive as some of the residents were either
unable or unwilling to attend. Here again the nregtiwere described as ‘informative’

I.e. the meetings were primarily abaaformingthe residents about what the

organisation or the home was ‘planning to do’:

R they do have, they used to have residents mgetwe had one last year |
know, Rose called it and some of the staff wene thed as many in-mates sort of
thing as they can muster. And that’s usually wetgresting: Rose says what they
are planning to do; if we can think of anythingfeliént, please tell me, or
anything you want to do, just as you said, antat’s possible they will
accommodate you if they can. We're not completellyear beck and call; they do
encourage you to askHilda, resident at home E - 145R).

Home E also had an innovative local advisory gravmch included two residents.
Whilst this group certainly appeared to offer tlégmtial for management consultation,

and scrutiny, its primary role appeared to coverRiegulation 26 monthly visits

which the manager appeared to regard as a mech&msumpport his role:

“Happens once a quarter; we also have an advisooygmwhich really
potentially is people who are here to support maegive me advice in the running
of the establishment, which will include or doedude two resident
representatives as well, so that’s another thingneha health and safety issue
may well come up. And particularly where they alsovhat is called a visitor's
report, where members of that advisory group valhe in unannounced and
make a visitor’s report on what they fin@714M).

From the perspective of Karen, one of the staffigpants, the residents’ meetings

appeared to be viewed as a forum for complaintagsof which might relate to what
were seen as health and safety issues such asgdrpidoors closed:

R That might well include health and safety reassosye of them for
instance like the doors open in the summer, byt #ne fire doors and they have
to be kept shut, so they might have a complaintky@w. They go there to make
complaints basically........." (Karen, care assistant at home E - 2716CA).
The ability to complain about health and safetatesd matters could be seen as a
positive sign that the residents felt, and were &blchallenge a practice that impacted
on their comfort and wellbeing. However, as Kasaggests, certain health and safety

‘rules’ were not amenable to challenge and thusdbkilents’ ability to influence their

3L If the registered provider is an individual, wisoniot in day-to-day charge of the care home, that
individual must undertake a monthly visit to theéire home and make a record of their findings
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environment, appeared in real terms, to be verigdiohn This is an important finding that
characterised many of the case study homes. Gemiées’ were derived from what
were believed to be health and safety requiremantsas such were beyond question.
The likely consequence of blind obedience to sutdsrwas, on occasion, the
introduction of additional risks and hazards. Ha tase of locked doors and windows
this would certainly include a hot and uncomforgabhvironment with predictable
mental and physical consequences. What was integesdtout these narratives was that
‘rules’ appeared to be regarded as unquestionpetbaps because they were seen to
represent the health, safety and welfare of thdeass. At no time did the ‘rules’
appear to have been tested in terms of alterntgoleical solutions. Such solutions
might for example have included fitting automataodclosers that would close the

door in the event of a fire alarm.

7.1.4 The large corporate home (home I)

There was evidence that the cycle of formal regglareetings in home | was a
relatively recent event as there had been somegearent instability within the recent
past. The actual frequency and format of the mgstwas at times a little difficult to
elucidate, perhaps because of the management chénagdnad apparently taken place.
One of the home’s CSCI reports suggested that #etings were being held monthly
“for residents and relatives who wish to atte@idspection report, home | - 72106N),
whereas a subsequent report suggested that theyerdredd ‘weekly surgeries’ and

three monthly meetings for relatives:

“The manager holds regular weekly surgeries, whela&tives know that they can
come and meet the manager and raise any partigatares. In addition there are
three monthly relatives’ meetiriggnspection report, home | - 721070).

From the home manager’s perspective the residesris wdeed involved in the

management of the home, primarily througbnthlymeetings:

“There is a residents’ meeting every month, we halaéives’ meetings, yes we
do, we do involve them a great deal really, as maglve possibly caill,
manager home | - 7239M).
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Whilst the home manager arguably played a keyirolbe meetingrocessit was the
home’s activities coordinator, who appeared to haken the real lead in organising

and conducting the actual meeting:

“And we have monthly residents’ meetings for thgb@ee which they've really
cottoned onto and they attend those well now dmdthe first meeting, there was
about a paragraph about the discussion, the lasdtmg they had; two pages
long, you know, they’re really coming forth nows’y@enny, activities
coordinator home | -7236AC).
The key role of the activities coordinator in origamy these meetings was reflected in
the participant transcripts, where the ‘committes’ one resident termed it, was seen as
a forum to ‘air your views (Jane, resident home | - 7235R). The degree tcwthe
residents’ meetings were actually able to influetheemanagement decision making
process was however open to question. Indeed it dmuargued that even the home
manager was able to exercise little, if any, inflce upon strategic health and safety
decisions made centrally by the provider. As thenéevas part of a very large ‘for
profit’ organisation, the Directors must ultimatelgswer to their shareholders for the
‘safe’ conduct of the business. Indeed Argyle €28D0: 71) have expressed concern
that:

“Stock market rules demand consultation with shddshs, but not with end
users, so residents may find that the place théyhome is owned by a different
group of people who appoint different staff, anttidduce different policies and
procedure’
During the fieldwork it had been possible to speathe time with the home’s
handyperson and with one of the provider’'s faeiitmanagers. This gave an insight
into how health and safety based decisions matleatentre were mandated to homes
as policy. Practical safety measures such as windstrictors, door closers or security
measures were often installed and implemented withecessarily consulting locally
with the home. For example, door closers had begosed upon the home and the
residents by an executive decision which was thgalemented by the handyperson.

This example is further discussed in Chapter 8.
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7.2 Experiencing the care home as home

This section will build on chapter 2 in terms ohealering the residents’ experience of
their care home, both as a ‘home’ and as a sabe pheat offered the potential for social
contact and meaningful interaction. The idea ofi@and social contact with family
and friends is used as a useful framework to des@mnd to illuminate the discussion.
The concept of ‘home’ is generally accepted to lnelmmore than just the physical
dwelling. It includes, for example, a sense ohitig independence, choice and
fulfillment (Mallett, 2004). Whilst ‘home’ may hav@any diverse characteristics,
including memories (see Chapteri2)s generally a place where people are able to
exercise control and influence over their lifestyer the older adult moving into a care
home, their experience of being at ‘home’ may tfeeeebe determined by the degree to
which they can maintain lifestyle choices. Suchicés are likely to be mediated by
access to familiar objects and practices that trtkeir present experience to their past.
For example, sitting in a favourite armchair iroam full of familiar objects with

access to family and friends would arguably gorgy lvay towards emulating a basic

sense of being at ‘home’.

Whilst there was ample evidence that many of tise séudy residents had well
established ties with family and friends outside lome, access to familiar objects and
other lifestyle choice was often subject to ‘rulebideed, whilst choice was an
important mediating factor in the experience ofrfte, it was also a function of the
local community of practice that is discussed tasahe end of this chapter. Choice in
this context might be thought of as including theice to have furniture and
possessions that provide continuity with the residepast life, or the choice of
personal activities, risk taking and otlesourceghat mediated a sense of control over
the domestic environment. It is useful to think at®ocial resources in terms of how
the residents’ relationships with staff and friemtgde and outside the home, provided
access to, or mediated resources in terms of abggaocial contact that contributed to

a sense of home.
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7.2.1 Negotiating resources within an unequal sdaialationship

Within the case study context it will be argued thaesident might occupy a ‘low-
group’ social orientation and is thus subject ® ltmits imposed by the *high-grid’
‘rule’ oriented environment or local community aBptice operating within the care
home. Inevitably the juxtaposition of ‘work’ anddime’ must be managed in order to
demonstrate compliance with the regulatory framéw®hus whilst the manager and
staff participant transcripts often suggested ‘ttatice’ was an important aspect of
making residents feel at home, in reality ‘chois@’s usually constrained or highly
qualified by concepts of regulation and risk. When discugsshmice for example, staff
participants would often use terms likas“much as possilil€l42D), “within reasofi
(141M), or “‘as much as we need to keep them’¢dt24M).

Constrained or ‘qualified’ choice was arguably ah¢he significant factors that
differentiated the resident’s own ‘home’ from treehome. In the care home the
regulated routines, ‘structure’ and ‘consideringestpeople’, dictated or impinged upon
‘real’ choice. From a theoretical perspective, whihe smallest case study home, home
C, was most likely to emulate ‘home’, the need'$tnucture’ and considering others

remained qualifying factors when discussing ‘chbice

“Yes, if they were at home they’d be able to do evieatthey wanted, when they
wanted, | mean obviously there are still structlrecause there has to be when
you've got other people to think about, but wittsla... it is their choice, if they
don’t want to come down, they don’t come dowmef/tdon’t want pie and chips
for dinner, they don’t get pie and chips for dinh@rare assistant home C -
517CA).

As might have been anticipated, the ‘high-grid’dbauthority home also qualified

‘choice’ in terms of what was possible within awkded environment:

......... But still, you know, understanding that there rastrictions, because it is
a community living environment, but as much as libsly possible, whatever
they want to do and whatever choices they are g upheld by us, and by
emphasising their rights as individuals | think meke it homely for them, and
that's the most important thing that has to conredlgh to therh (Mike, manager
home F - 2219M).

Both participants appear to make an importantrdiitn here between tttemmmunity

and thendividual. This distinction resonates with the findings dssed in the previous
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sections where the residents were arguably unabigltence theeommunal
management of the home. Interestingly, Mike the agan of the local authority home,
home F, uses the terms much as absolutely possiblehich is arguably similar to the
health and safety termas is reasonably practicablesuggesting the rights of the
individual resident were weighed against the rigised to others. The communal
aspects of the home include the range of choidestafg the health, safety and welfare
of the residents as a group. For example, acoéassafe’ parts of home, were likely
to be regarded as ‘regulated’ and therefore comlyi@on-negotiable. Choice that
related to the individual and their immediate sp@agght however be regarded as
something thalvasnegotiable. There was ample evidence for exathpleresidents
could agree individual lifestyle choices as parthefir care plaif and certainly the
resident’s room was generally regarded as a prafadee that might be theorised as

their ‘home’ within the care home.

7.2.2 Room, possessions and autonomous space

Social resources and choice might be thought tie@slegree to which the resident was
able to influence the resources that were availabteem. This is likely to include
resources such as open access to their own roeessato important possessions and
the ability to influence risk based decisions saslgoing out and about without
supervision. Having your own space and possessi@nan important ingredient of
‘home’. A home has been described as an envirohafgrhysical objects (Fairhurst
and Vilkko, 2005). Such objects carry biographio&anings, expressed through
memorabilia, furnishings and other effects. Themehave sentimental attachment
through the feelings bestowed on displayed obgbetiskeep alive the memories of
work, leisure and family, or through personalisihg spaces that enable interests to be
continued or developed (Percival, 2002; Rowles3)99or example, in common with a
number of other participants, Mo who lived at hdgdescribed how, whilst she
sometimes wished she ‘was back at home’, had newtifted her room as her home:

“Well I've got used to it now, | mean always theme ldgtle minutes when you
think, you know, | wish | was back at home, bjugt can’t, so you make the best

%2 The care plan implies a ‘formalised’ written pldmmwever, it might also be regarded, and indeed, wa
often found to be more of an ‘informal’ understargibetween residents and staff.
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of it and it is a good home, yes, it is, oh yesatvery good home; I've made this

into my room (Mo, resident home E - 2717R).
The significance and importance of the residemsm in terms of their experience of
‘home’ was an interesting and evolving finding. ioglly the general environs of the
home were highly regulated and access was oftelediémkey areas such as the
laundry. Even within the very small private horheme C, health and safety
considerations and the fact that the owner livetthiwithe home meant that there were
clear ‘rules’ about what residents could do andreltleey could go. The resident’s
room was however respected as personal space, whglrequently reflected in the
CSCl inspection reports. For example, one remorhdéme B gave an insight into the

importance attached to the resident’s own space:

“Residents’ rooms contained personal possessiong. résident said:my room

is lovely; | have a great view outside and haveyghéng | need insideé

(Inspection report home B - 14107T).
That is not to say that this space was unregulatdded, the resident’s room was often
subject to risk assessment, and safety ‘rules’itftdtided windows that could not be
fully opened and doors that were ‘mechanically’ tkddlpsed. The ‘rulestheoretically
meant that the choice of furniture was highly coltéd, meaning that it had to meet
‘fire safety standards’ and any other risk assessicréeria that might apply at the
time. However, the resident’'s room was still reigar as their own personal space and
in this respect it was their own piece of ‘homedtthould be customised to reflect their

taste and personality.

A number of residents commented positively on the sf their rooms and were proud
to invite visitors into their own piece of space&h yes, my room is the biggest
room......... | could show it to yo(Helen, resident at home H - 630R). Whilst most
residents had some of their own furniture, spackhealth and safety considerations
were often a limiting factor. For some residemace was an important personal
consideration in terms of their mobility, whereutter’ was unwelcome. Jane at Home
I, for example, was typical of the residents whd teken the opportunity to ‘de-

clutter’:
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“You couldn’t get anything else in and it isn’t wobteing[cluttered]® up with it,
you know............ you don’t want a lot of stuff in e where you can’t get
around, if you can’t walk(Jane, resident at home | - 7235R).
In effect, some residents had undertaken their isknassessment and decided to
strictly limit the furniture they had in their rooirom a theoretical perspective, the
resident’s experience of ‘home’ was likely to bedmaged by access to familiar objects
and practices linking past and present. It wagidwver, evident in the resident
transcripts that thquantityof possessions was secondary to tgeality in terms of

sentimental value. Mo at home E exemplified thispo

“I've still got things that are perhaps not monepensive, but they are years of
sentimental value, like my grandson has been to&Wiorking, it's only ordinary
common things that he’s brought, | mean he wouldattghs), but it’s little bits
of things isn’t it, and, but in the bottom half teés a big box full of photographs
and things like that which you couldn’t have hagat just had a china cabinet,
you couldn’t do with two cabinets in here, not fga{Mo, resident home E -
2717R).
An important feature of the resident’s own room wWeaasr ability to withdraw and to
watch a television programme of their choice. Afskeone resident, Arthur (home G),
had been able to install Sky television in his robmwvever the installation had still
required approval from the housing association catambefore he could actually buy

the equipment:

..... And there was no problem about having thatértdom, it had to go to the
committee but there was no problem from me havygeevision, so long as |
paid for it and had the aerial put up.......... but | like sport (Arthur, resident
home G - 4527R).

Whilst the communal television was found to be amipresent feature of all of the

case study homes, many of the participants valedpportunity to withdraw to the

privacy of their own room and relax whilst watchithgir own television, on a channel

and at a volume of their choice:

“Well, I'm often upstairs in my bedroom watchindytednd | like to nod off to
sleep and watch telly(Jim, resident home D - 6512R).

Using a computer, video recorder, reading or lisigto the radio were other activities

that residents typically said they were able tordieir own room:

% participant used the wordltimbered but it was in the context of a ‘cluttered’ room.
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“I've got a television in my room, it's my own tédewn and | did have a
computer, but | couldn’t get on with it, it's badaeption here , so and I've got a
video player and | read a lot; I've got a libraonly half a mile down the ro&d
(Tom, resident home H -632R).
Closely related to the idea of one’s own spacethadmportance of personal
possessions, was the resident’s attachment todiweirclothing, since clothing could
help residents to maintain their personal idenfitye Social Care Institute for
Excellence suggests that particular care shoutdk®n in residential settings, to ensure
that personal laundry is treated with respect,rastdnixed up or damaged (Cass et al,

2008).

Hygiene and personal appearance were also higatighta Department of Health
online survey (DH, 2006 cited in Cass et al, 2088)mportant factors in maintaining
the dignity of older adults. An analysis of UK d@fdloolhead et al., 2004) from the
Dignity in Older Europeans study (Cardiff Univeysi2001 - 2004) found that the self-
respect of older people could be undermined byauntigly their appearance and
clothing. This was another theme that came acressclearly within the residents’
transcripts, where laundry was typically done @ommunal basis, completely outside
the residents’ control. It appeared that the réguyaramework was driving homes to
offer their residents a completely one dimensi@ealice where the resident was
afforded little or no choice about the arrangemémtsheir laundry. A CSCI inspection
report for home D perhaps helps to illustrate hiogvlaundry room was considered a

high riskarea:

“There was a security policy in place which was sjge@bout some action
needed to reduce risks such as the laundry doost b1 kept lockéqCSCl
inspection report home D - 65106C).
This again would appear to suggest a level of stexel bureaucracy, where the
laundry wasautomaticallyassumed to be a dangerous placehis frequently had the
effect of denying residents access to a utility tred been a significant part of their
lives at ‘home’. From a practical perspective, tbenmunal laundry arrangements in

place in some case study homes meant that persemal would often go missing. For

% The risk assessment was likely to reflect the fizassociated with the equipment and chemicat use
and stored in the laundry. It may also have hgitied the infection control risks associated witiesl
laundry.
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Betty living in home B, this had been a significant frustrating issue over which she

could exercise no apparent control:

“Eight petticoats; | missed every one of my nightiefere Christmas; and I'd got
lots of nighties. And the family bought me nigdteo I'd got seventeen when |
came back; they found them in somebody’s"odsty, resident home B -
144R).

7.2.3 Constrained or qualified choice within thegielent’s own space

Two important areas of choice relating to the ressitsown personal spaceere
however highly qualified on the basis of perceihedlth and safety regulation or local
rules. First, none of the case study homes peminiésidents to smoke in their own
room. Smoking was regarded by most home staffsigréficant fire hazard and the
Smoke Free (Premises and Enforcement) Regulati@®&, Zad effectively supported
home managers in eliminating or reducing residestieice to smoke within their room.

From a legal perspective, care homes were exempt tihe general smoking ban,
meaning that residents wdegally allowed smoke in their own rooms. Indeed English
civil case law had previously upheld residentshtitp smoke in ‘their own home’
(Sylvia Sparrow - v - St Andrew’s Homes Limited, M#998 in White and Beswick,
2005).However, there was evidence that street level lngreay had been applied by
home managers, in effect prohibiting private smgkWhilst this ‘rule’ offered a safer
working and living environment for non-smokers, soauthors have questioned
whether it would lead to social isolation for othéDean-Osgood, 2007). In at least
three case study homes, homes D, H and I, residamesactually required to smoke
outside the home — regardless of the weather herdtomes a designated smoking
room was made available, and this was interestiolgberved to encourage social
contact for the small numbers of residents who a@itd share a cigarette together. It
might thus be argued that prohibiting smoking i@ tésident’s room had the effect of

actually promoting some social contact.

The second area of highly qualified choice relatmfre safety was that of the
furniture that the resident was allowed to brini ithe home. Whilst residents were
theoretically encouraged to bring their own furrgtinto the homes, this was always
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qualified by safety rules to the extent that, ialitg, the older ‘favourite armchair’ was
unlikely to be suitable. Thus, whilst the residembom was highlighted as an
autonomous space, the reality was often somewffateht. Lisa, the manager of home
G, exemplified the situation that was common tewéthe case study homes:

“Feel at home; by giving them freedom to make thwir choices, in as much as
we possibly can (pause), we only run the homehdisl to explain, it is their
home, everything we aim to do is to keep it as timne and we only do the
health and safety aspect in as much as we neeskfotkem safe. So everything,
again you have to weigh, to weigh up between safetyhome, safety and home,
safety and home; so that’s how you look at evemgthiSo, they bring their own
furniture in, so obviously there are going to bguiss with that, because some
people; not now but a few years ago we had peoptewsed to bring their old
chairs that they’'ve had like twenty years whictytheght love, but it wasn't fire
proof. So you have to offset what you do, | meam they have to bring fire proof
stuff in, but then it was like: well it is a chair's in the house, it wasn't as strict
then as it is now so they could bring it, | meawrbey can’t (Lisa, manager
home G - 4524M).

Julie the owner and manager of the smallest casy siome, home C, suggested that
the idea of such qualified choice arose from then@assion for Social Care Inspection
who stipulated that furniture must meet defineddéads and criteria. This provides
some evidence of a form of ‘institutionalised’ stréevel bureaucracy whereby actions,

not strictly imposed by health and safety |awere nonetheless imposed by CSCI
inspectors with the effect of limiting or qualifgmresident choice:

“The bit about making them feel welcome, we tryotthdt from the time they
come and look around initially, when we explaingat) you are welcome to bring
in some of your own items of furniture, but agal®GT would say it has to be this,
it has to be that, it has to be the other. Becdhsg'll want it fire proof and all
the other things, and that’s difficult, becausgdti've got an older person that’s
got a particular chair that they’re very comfy indhad for years and love it, it's
very difficult again. If we were a bigger home, pvebably wouldn’t get away
with that' (Julie, manager home C - 516M).
In fact the National Minimum Standards would appearthis occasion, tencourage
homes to allow residents to bring their own furretinto the home, although this is
qualified in terms of what igracticable 16 (d) permit service users, so far as it is
practicable to do so, to bring their own furnitumad furnishings into the rooms they
occupy. In practice however, it is likely that fire s@éyeconsiderations are given

precedence, by CSCI inspectors, proprietors ancehoanagers. It is important to note
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here that none of the residents made referenae itera of furniture having been

prohibited by their home.

7.2.4 Negotiating personal resources

Whilst some residents may have made observationg alot being permitted to go into
the laundry, the kitchen or perhaps the gardenowitBupervision, they appeared
generally satisfied with the levels of ‘choice’@ffled them. This may have been
because, on an individual basis, the case studghesidents were able to negotiate a
level of personal resource that, in its most bamia, provided at least the illusion of
real choice. Helen for example, who presentedtecularly independent and
assertive resident suggested thaou can do what you like in your own rdofiHelen,
resident at home H - 630R).

Helen’s idea of doing ‘what she liked’ was howesgit highly qualified by the same
general health and safety considerations thategbpdi the entire home. For many
people, the choice to make a hot drink in their @aom might be regarded as a very
basic feature of life ‘at home’, and not somethiimgt you might have to negotiate. For
the case study residents living in home G, howdherchoice to have a kettle in their
room was subject to a risk assessment. This wsedhgpon the perception that the use
of an electric kettle might be harmful - and poiait harmful things were ‘regulated’.
In other case study homes (homes B, E, and l)asidents were not given the choice
and kettles were not generally permitted. In tHio¥ang example however, the
resident was able to exert influence upon her kelygrao keep her kettle, although the
implication here is that she was not reallypposedo use it herself:

“I mean one of my ladies who I'm a key worker fbe's got a kettle in her room,
but she, when | went and | said: well for the kette’ve got to do a risk
assessment, she said, but | don’t use the kettigust for my relatives when they
come, to make tea in their room. But you've gbll to do a risk assessment just
in case she does touch the kettle and burns h&(Sahior care assistant, home G
- 4526SCA).
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7.2.5 Enhanced quality of care home life

Only a minority of participants haattually choserio move into their care home as a
positive lifestyle option. For most residents theve into a care home followed what
might be described as a complete breakdown in #ioglity to function independently
in a domestic setting. Rose, the manager of honadBg with most other home
managers, was very clear about the fact that ahzaree could never really be home,
however, it could offer resources that simply weoé available to the resident in their

own home:

“How do you make it feel like their home, you dgait never do: because all of
them miss home, the only thing that you can do msake it comfortable for them.
If you ask any one of them, they’ll tell you that mot like home but it's the next
best thing that you can do; it’s their choice, theghts, their privacy (Rose,
resident home B - 141M).
Arthur, living in home G exemplified this point. W&t he would not have chosen life in
residential care, the benefits of the home, appetaraave enhanced his general quality

of life:

“I wouldn’t have left my own home if | wasn’t fegliif | felt up to it, I don’t think
anybody would go into a home, no matter how goods........ | can go out here
if | say to them that I'm going out, they know that, | can do it, so | don’t think
anybody in a home is delighted about it, but | isathat I'm very fortunate in
here because it's so nice, | like it so much, dor’'t worry so much about the fact
that there are certain things that | can’t’d@rthur, resident home G - 4527R).
Joyce at home E also exemplified the situation wih@neliness, multiple hospital
admissions and the need for basic physical caratgqdbly put pressure upon her

family and therefore her relationship with them:

“Oh yes, the best place | came to, because | wasyamwn, you know living
alone. And then my son and daughter in law saidlevblike to come and | said
yes and | came. They wanted their lives and |gedisng on. I've been very
satisfied, very satisfied, they’ve been very gooai¢, because I've had a lot of
illness and they’ve been very patieftoyce, home E -2718R).
The practical resources that were available todayd the fact that she no longer felt a
burden upon her family had clearly enhanced helityuad life. The availability of
specialist equipment and care had, as Oldman andai(1999), suggest increased

her feelings of independence:
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“I've got an electric bed, I've got a machine for axygen, so it really is, what
could I do if | were at home, | couldn’t do anythinThey are wonderful places
for old people, they are and | advise anybody, ganit cope when you're getting
old, can you.”.(Joyce, resident home E - 2718R).
Arthur living at home G also described a practeample of the resources that he
derived from the home, especially when he wasrigalinwell. He provides a vivid
description of being ill in hospital, where stafés busy and dismissive, which he
contrasts with his experience of being ill in tlkeechome, where staff treated him with

dignity and respect:

......... The other year | had a rotten head cold, like affleling, and they gave
me all of my meals in the room as well. And itssapurable, | never hear
anybody say anything in a nasty way: wait a minwtach | got in hospital: wait
a minute, I've only got one pair of hands, hereythay | won't be a moment, I've
got so and so, which is reasonable then, and Bmktthey’re gredt(Arthur,
resident home G - 4527R).

Within all of the case study homes there was ewidehat most participants were

deriving such positive benefits from their care leorfihis was likely to be the result of

how they had cultivated the resources that werdadla to them. Hilda at home B, for

example, articulated how she was able to pursueg of life’ that suited her:

“Yes, | do actually, yes you can do, you can hawvayaof life and you tell them
and they are as obliging as possib{elilda, resident home B - 145R).

7.2.6 Relationships within and outside the casedstinomes

For some residents their room was a place wheyedid keep in touch with their
relatives and friends. Many of the case studydesss, like Mo at home E and Arthur
at home G had telephones in their rooms which tiseyl to maintain contact. Perhaps
the best example of the ability to maintain relasioips in a home was found within
home H where Tom (632R) and his wife had both mantxithe home together — as a
couple. Both, however, occupied separate roomtsmihe home, primarily because
Tom’s wife required intensive levels of care, anldad been felt that this could only be
delivered safely on an individual basis. Tom’s &iton also exemplified the
differentiation of what could be negotiated withiis ‘personal space’ and the

limitations imposed within the ‘communal spacetioé home. At ‘home’ Tom had
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been used to cooking for his wife. However, healtiety and food hygiene rules had

prevented him from doing this within the home:

“Well | used to cook at home for my wife when skearbe ill, and there are
certain things that | like that you can’t get heveell there are certain things that
if | wanted to cook myself, because | find thatdteae a lot of things they don’t
have here. The cooks are sort of limited to whay tdo, they’re not (pause), four
star Michelin, but that’'s about the only thin@ om, resident home H - 632R).
The smallest home in the case study sample (honaad)he local authority home
(home F) were the only homes to offer basic kitcta@ilities for their residents to use.
The second small home in the sample (home D), lthd/@ccess to the main kitchen,
although there was evidence that this was on almasase basis, i.e. it was based on
the resident’s ability to influence access to tesource. All of the other case study

homes, without exception, had strict no accessrule

There was abundant evidence during the fieldworéootact and interaction between
the resident, their family and friends. Edna ankd- for example had regular visits
from different members of her family: “. three of them come, my daughter, her
husband, and they brought, picked my brother, apgrandsoi (Edna home F -
2223R). This was a fairly typical example of mainiag relationships that occurred
within all of the case study homes and was arguabdysimilar level and frequency as

might have been expected in the resident’s own &lom

Friendship with those who worked in the homes wWss abserved. One of the kitchen
staff working in home I, had for example, known gefore she moved into the home.
Consequently she had maintained her friendshipaatidely engaged with Jane, even
taking her shopping on her day off. The extendésl @6‘'non-care’ staff in meeting the
social needs of residents had been recognisedaanddsed by some of the case study
home managers. For example, Rose the manager & Bdrad encouraged all grades
of staff to act as ‘key workers’ for her residefgse Chapter 6). Mike, the manager at
home F suggested that staff engaging in ‘homebkkgauch as cleaning, were creating
a common ground where the resident was able tteraahe task and subsequently to

the person undertaking it:

“.....It's interesting really that a lot of the domedtaff and auxiliary staff within
the building have some of the most profound coatierss with the service users
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because they might be in there cleaning the room. just.doing a bit of
polishing, it's something you might be able to teltb because you’ve done it
yourself and you might be helping them as’w#ike, manager home F -
2219M).

7.2.7 Wider social networks

Access to wider social resources was readily aviailto most of the case study
participants who were physically and mentally @blengage with social activities both
inside and outside their home. As Oldman and Qrsl¢E99) suggest, quality of life
might be seen as a function of the resident’s isddpnce, which in part derives from
not feeling dependent. It was arguably this sa@sburceghat the case study homes
were best at enabling for many of their mentalligabsidents. In this respect the homes
were able to meet the basic physical care neetiteatsidents so that they did not feel
dependent on relatives and friends. This in tuailifated or provided a bridge for those
who wished, and were able to participate in theittewcommunity without feeling too
reliant upon the help of others.

Relations with distant friends, associates andeegllies might, for example, be
facilitated allowing continued membership of a diuor other social group. There was
ample evidence of such relationships within a nunalb¢he case study homes, where
residents were able to travel out of the home ear fbcal church. In the case of Hugh
(4528R) living at home G, this also provided hinthathe opportunity to engage with
his passion for music. Hugh'’s sense of personalomsibility meant that he had felt
unable to play his violin in his own room, becabsedidn’t want to make too much

noise; however, by going to church he was abladalge his passion:

“Well I mean I play the violin. 1 would imagine thifal started playing it in the
evening, it might upset a few people, so | don’itdié | want to play with my
friends down at the church, | can take it down ¢hand play down thete
(4528R).
These social resources and choices were nonetliglebBed in some important
respects. For those residents with any form oftalempairment, leaving the home
unaccompanied was often discouraged or preventédgeogrounds of safety. For those

residents with a significant physical impairmeeg\ing the home might be qualified by
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their mobility needs and legal considerations adowhat is considered safe practice for
staff. Indeed a notice in the main entrance of ééfrclearly announced thaDue to
health and safety reasons, care staff will no loriggeable to assist residents into and
out of relative’s cars. If such assistance is tieggharrangements will need to be made

with a disabled taxi

7.3 The residents as isolates within their home

Although residents may reside in a care home cheniaed aggalitarian hierarchical

or individualist the data would tend to suggest that the residbataselves comprise a
distinct culture. Residents in the case study hofeegxample, appeared to be groups
of individuals whose circumstances included a laickohesive bonds between
members of the general resident group. Scourfigdd Bauman’s (1998: 38)
expression, whereby older adults dtawed and inadequate consuniefichus for

those residents who might be publicly funded, timay not be regarded as ‘customers’
of their own home, as this role, is arguably resdrfor the local authority who meet
their costs. As Scourfield (2007:170) suggests resident is a service user of the
local authority and therefore does not have receutsconsumer legislation in the
same way as a ‘normal’ customerhese characteristics would suggest that, régssd
of the predominant cultural orientation of the hothe residents themselves occupy a

‘low-group’ position.

Residents were also routinely constrained by thettbles, rules and regulatory culture
of the home, i.e. they were subject to ‘high-grieljimes that would arguably have been
unacceptable to them before moving into a care hdime combination abw group
andhigh grid suggests that residemtsytherefore occupy an isolate cultural
orientation within their own homes. The questioartlarises how do outgoing and
independent minded adults, used to exercisingfggni choice over their daily lives
make the transition to a culture characterisedgkyaontrol with little or no choice

about how such controls are implemented. This @eetill examine the empirical
evidence and theory and discuss how residents mrigke the transition from being an
enabledadult to an ‘isolate’ resident and the role thedlth and safety regulation might

play in this process.
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Apart from hospitals for chronic iliness, prisomglaome secure psychiatric
institutions, care homes for older adults are anmtbedgew examples of long term
residential institutions that still exist today.rfdder adults who need more care than
can be provided to them in their own home, admisgdaa care home may therefore
represent their first experience of living in astitution. The newly admitted resident
must therefore adjust to their new circumstancespnocess that involves learning to
‘become’ a care home resident, i.e. ‘becoming’ pag community with its own

practices and rituals.

7.3.1 Institutions and the process of ‘becomingresident

Social scientists have considered institutiongrms of certain common qualities
which affect those in them. For example, livinghaitan institution is fundamentally
different from normal life in the community. Taklen chapter 2 compared the
characteristics of ‘homes’ and ‘institutions’. Meqg{2002: 231), suggests thatvén

those [homes] run by the most enlightened staffiiably have aspects of what
Goffman called batch livingGoffman (1961) suggests that most institutioaseéhfour
characteristics in common. First, all aspects diyd&ing are undertaken in the same
place. Second, they have two distinct and diffesecial and cultural worlds, one for
staff and one for residents. Third, residents arpped of the roles that they might have
held prior to admission and designated simply ees@lent. Fourth, the various

activities of the home are designed to fulfil tHBatal objectives of the institution.

While it is a ‘normal’ arrangement for most indivals to sleep, work and play in
different places, with different people, and withan overall rational plan, the central
feature of the institution is a breakdown of therieas separating these features of life
(Barton, 1959; Goffman, 1961, King et al, 1968, 1P Further, the application of
‘batch living’ is likely to be a management expedidesigned to cope with large
numbers of residents whilst employing fewer st&tich a situation was exemplified in
the large corporate case study home (home I), whregeof the staff readily explained

that the domestic activities of the home were Ugutinetabled’ rather than ‘chosen’:

“Usually we have to do certain things at certainggnbecause it is quite a big
home, | mean we have to organise because if evayyis got a different way
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we cannot cope. The [chefs] need to do the coakmibthey need to serve the

food whilst it’s hot (Hazel, senior care assistant home | - 7238SNCA).
Thus, despite Government and organisational riegtiorithese terms many older adults
living in such care homes occupy what might be &htnaditional institutions, living
their lives entirely in one place with little or separation between time, place and
space. It could be argued that, for the majorityesidents, at few if any time in their
lives will they have been so meticulously categatisdocumented and monitored as
they will have been within the highly regulated eorment of the care home. The
process of ‘institutionalisation’ usually beginghva multi-agency, bureaucratic
assessment process. Ken, a resident in a volusgatgr home illustrated his own
experiences of admission to residential care. Thegss was described as being
entirely bureaucratic and invasive at a time wheméd felt most vulnerable:

“Oh yes, everyone starts by asking: what is yous débirth, what is your
Christian name, where do you live, da, da, da;thpage one done. Turnover
that's page two: what's the state of your healthyware you here? Because I've
had a fall; oh yes; how has that affected you? iBsill part of their form
filling, I wonder if it's not just jobs for the beyr ladies as the case may be; it
was always the same and in the end | used to detfavith people coming and
asking: now what was your date of birth, and wisagtour Christian name and
why are you here; it just went on and’ ¢Ken, resident, home G - 4528R).
In this new culture the individual is required &veal their most intimate and personal
details to complete strangers, and is then intreduicto an environment where the
social bonds between peers may well be weak. Witlerdominant culture of the care
home, the residembust'fit in’. Arthur, who lived in the same home as iKeand was
indeed very happy with his life there, appearsajptare the basic idea that, for most
residents, the care home is really a last resarainction of their particular level of
frailty and life circumstances. Ken suggests bwh frailty and perhaps the home itself

could have an institutionalising or imprisoningesft:

“1 don’t think anybody would go into a home, no mratiow good it was. I'm
sure that you'd agree; for example, you're certgjrib a certain degree in prison
aren’t you because of your physical difficultieslarell, what you are doing’..
(Ken, resident, home G - 4527R)
The workplace can thus be seen to impose a stgedatory regime upon the residents
that includes round-the-clock supervision and cardver the most basic and intimate

of their activities. In most care homes residetaséting, bathing and meals are
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completely controlled by home staff, often affogliiitle choice to the resident. The
existence of such regimes was clearly recognisexbme of the staff, who readily
acknowledged that the ‘restrictions’ that they noelty imposed upon residents’ were

not what they would want for themselves:

“From my point of view, | think the fact that | wdit be able to go and make
myself a drink, the fact that things are in a smitine, | know things have got to
be like that for things to, you know. That’s whand difficult (pause); | suppose
it is difficult you know you've got to have somd sb a routine for it to work. |
find that hard personally, because in your own hgme just get up and you can
have your lunch at whatever time that you wantgh&s set times for your meals
and you knoWw(Mandy, care assistant home H - 631CA).

A further apparent erosion of the residents’ chaicéd dignity was the practice, in at

least one of the case study homes, of separatosg tfesidents who required extra

support at mealtimes, and concentrating them astiact group. Thus some residents

were isolated from their peers on a ‘special taivlerder to support angrotectthem:

“Right, well, we've never, say in the dining roomrthor instance, we’'ve got a
special table in the middle for people that neestlieg, that can’t reach for the
teapot or anything like that, so the carers doddilthat for them, they pour the tea
and help to feed them, you know so they’re nohintearm in that way(Karen,
care assistant, home E - 2716CA).
Another example of institutional and protectiveecirat would probably be completely
unacceptable to many adults was the practice tictesl and supervised bathing. Most
of the residents interviewed appeared to have bbecated a designated day for having
a bath or a shower. The reason for this was twoféldt, because of the logistics of
ensuring that all residents had access to thatfasibnd, second, there appeared to be

an expectation that the activity would be supedisg staff:

“When they’re having baths, obviously it's with aszawe’d never allow them to
have a bath or a shower on their own, you know, i&tite resident is a bit
immobile you’ll have two caretg¢Karen, care assistant home E - 2716CA)
A direct consequence of the balance between thtabiidy of staff and the
dependency of the resident meant that, on occaaimsident might even have to

forego their usual weekly assisted bath:

“It's every Tuesday my bath time, but they're sktatfed today — which is usual,
they’re always short staffed; so | didn’t get diigane, resident home | - 7235R).
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This situation was a recurrent theme in many ofcdme study homes, however, it was
interesting that the residents were generally gbiihical about the arrangements in
place and did not seem to mind if they missed thaih, even though it might mean
waiting a week for their next opportunity. Checkimegidents at night was also regarded

in a ‘matter of fact’ way rather than being seem@asntrusion or a disturbance:

“And the lady in the night keeps coming to seeufrgalright, if you're asleep,
all night........ " (Edna, resident home F - 2223R)
For some residents their independence, sense aiveenment and possibly even their
dignity in terms of being able to ‘pay their ownyvavere further eroded by the
arrangements that were in place for managing theirey. It was not uncommon for
residents’ money to be looked after entirely byrtfemily, with ‘pocket money’ being
allocated during visits. This was certainly theecfor Jane living in home I, who

clearly felt embarrassed by the arrangements icepla

“I've got a son-in-law, but he’s got my bank boakkbk after, and I always send
messages to tell him to bring me some money; hietimiopng me £10.00, he might
not. Because when [ first had some he brought30e0 and | lost it, so he just
brings me £10.00, but not very often and | fedl\dsen | want some money you
see; I've got to scratch about to pay for somethidgne, resident home | -
7235R).
Whilst asking relatives to look after a residemtisney might be a convenient
expedient, the impact on the resident’s dignity sewise of independence is likely to be
negative and isolating. Thus a resident who has begife or husband, a mother or
father, indeed an active citizen who has exeroisedrol over their life, appears to
‘learn’ a new set of rules and a new role as piagtrocess abecominga resident.

Indeed their new role is perhaps just that, to picte new ‘rules’.

7.3.2 Cultural pluralism and communities of practc

The idea of multiple cultures operating within ardoant cultural orientation is
compatible with the theoretical idea of Grid ana@r. Organisational culture canniot
generalbe separated from culture of the society in whighorganisation operates
(Hofstede, 1980; Hendry, 1999), i.e. care homesad@avithin a society that has
become increasing risk averse and ageist (sexéon@e Ray and Sharp, 2006). This
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idea is also compatible with the conceptoltural pluralism where groups exist
within another culture whilst maintaining their ownique cultural identityOne
example of cultural pluralism is the dynamic by @fhminority groups participate in a
dominant society, yet remain within a defined comityw This idea would appear to
resonate with the situation in most if not all caoenes where an apparently isolate
culture existed within a home that might otherwisee been characterised as
egalitarian, hierarchical or individualist. Ketrad (2008) have observed these types of
sub-cultures with night staff working in care homé&sich temporal isolation might
cause such groups to experience a sense of sepdiratin the main culture of the
home, and therefore of being less valued by tharosgtion. These perceptions are
likely to be compounded by limited contact with ragars and other staff and lead to
distinct communities of practice. For some resiggtiiteir sense of loneliness and
isolation was arguably twofold; on the one handg timght be ‘isolated’ within their
own care home whilst at the same time they weenad#iolated from members of their

own family too:

“I've got a sister and she’s gone up North, somewhiara home, it’s just an
ordinary place like; like a home. I've not seen,Heton’t like to think about it or
else I'll cry. You get very lonely sitting heréntking about your past(Fran,
resident home D - 6513R).
Some residents appeared to be both isolated irstefimaving few other residents to
communicate with and at the same time they werarapgly afraid of the likelihood of
their own mental deterioration. Betty for exampéellbeen quite distressed about the
fact that many of her personal belongings, niglssige and underclothes, were going
missing. She was quick to point out that the ‘ldafor these losses did not rest with
the staff, but with some of her other more confuyseers, who she did not get on with.
In acknowledging the confusion of her peers, Balsp expressed her own fear of
becoming just like therh

“I know | can’t blame other people for not havingrth because | might be like
that one day. If I get like that I'm frighteneduysee; if | have another stroke and
I’'m just like them. That's my only hurtful thiniggan’t have a conversation with
many of the people, you knb{@Betty, resident home B -144R).

Figure 12 shows a conceptual representation afifeeof different cultural groups

existing within the home, where individuals (showtircles) interact with and within

Tony Kelly — September 2010 193



My home your workplace

their ‘group’ and develop a group ‘identity’, whadentity refers to thaentity of
being a resident or a carer. The bonds betweese theividuals and their ‘group’

determine thetrengthof the group orientation.

Resident

Degree to whict Grid
dimension is imposed
on individuals

P L

I Group

Resident

Cultural
( interface

Proprietor

Manager

Figure 12 Conceptual
relationship between
individuals and Group

For the proprietor, manager and staff, whilst threght occupy their own ‘sub-groups
of managers and managed, they are nonethelessf plaet largeicorporate‘group’ of
employer and employees shown by the dotted elbpsie diagram. The residents
however, are generally not (unless they actuallg tve home) part of the ‘ellipse’,
they are a distinct group in their own right. Diésphe rhetoric of choice and
empowerment, residents do not however appear tegept arempoweredroup in
their own right. Indeed as argued, they appeactomy an isolate dimension aptly
summarised bipouglas (2005: 8) abeing alone, [having] little or no influence, no
close friends, no one has a reason to consult thieem; support is hardly worth

having.

Mars (1982) proposes four tests for the strength®fyroup component: frequency,
degree of mutuality, scope of interpersonal intéoas and the strength of the group’s
boundary in terms of the inclusion and exclusiomeimbers. Group strengthlasv

when people negotiate their way through life onrtben behalf as individuals, a
situation that is perhaps synonymous with becoraingsident in residential care.

The frequency, degree of mutuality and scope @irpdrsonal interactions appeared, in

most homes, to be low. The group’s boundary wasgdly beyond the control of the
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residents. Inclusion or exclusion was decidediamqpbsed by those who were external
to the ‘group’ and the environments that they @daind permitted. For example,
mealtimes could be a matter of rules and routihaswere a function of the home’s
timetables and shift patterns. This routinisabbthe home was perceived by one

resident as a function of the staff’s shift patsern

“On the whole | help myself, but there are occasiespecially those dictated to
by the mealtimes, when you need to speed up yitetr speed up your washing
so that you get your dinner in time, your foodime and so do not upset the staff;
because some of them leave after one meal andcfaimem start after one meal
from what | can ségAndrew, resident home H - 637R).
For some residents, their social lives were cleeolystrained by the abilities or
disabilities of their peers and their social livesre thus largely a function of being able
to interact with staff. Tom for example, was indegent in many respects, yet appeared

to rely on staff for his ‘social stimulation’:

“they’re all incapacitated really, there’s only oneegll there’s [names a recently

admitted resident] there........ None of them can ddntalking so the only

pleasure we get is talking to the staff actuafljom, resident home H - 632R).
One fieldwork observation common to all of the cstsely homes was that the residents
often did not appear to identify with their moreypitally or mentally impaired peers.
There was rarely a sense of a truly shared ideatitysolidarity and no residents
appeared to be part of a ‘powerful’ resident grolmeed some residents, whilst
acknowledging that they all lived together, appddoedistance themselves from their

more dependent peers and lealdtivelyindependent lives:

G they don’t go into the garden half of them, doalktvery much; I'm
determined not to be like that, yet....a lot of them don’t; don’t come out of their
rooms or can’t come out of their rooms and theyallgicome from this area; and
they have relations who will help out with shoppamgvhatever. Well | don’t
have that, but I'm moveable so | can get out andhgiaowri (Hilda, resident
home B - 145R).
The ‘individualised independence’ of some residevds discussed earlier on in this
chapter where it was shown that some residents al#ecto negotiatedividualised
resources that contributed positively to their guatf life. However, for those residents
with increasing mental or physical frailty theres®d to be an increase in loneliness,

both to the frail resident and to those who livélvthem. For example, those
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participants who were profoundly deaf were isolaedhe result of their inability to
communicate. Jack had lived in home | for arourd/ears. He was able to
communicate on a one to one basis; however, inaisy environment of the day room,

it had been very difficult for him to engage withyane:

“1 tend to sit quite a lot with not being able tah&ery well. You don’t hear

conversations much, so you really don’'t know whiaéispening unless someone

like you is speaking to me one to d@iack, resident home H - 7234R).
It could therefore be argued that the ‘omni-preseetevision set that occupied a
prominent place in the communal lounges of mang sasdy homes, was a barrier to
communication and interaction. The practice of hgydgommunal televisions whose
volume was often turned to the highest level arupiibmoted isolation. In most
homes the television appeared to be the focal pditite communal areas where its
loud volume dominated the environment. As onéhefresidents in home H pointed
out, this effectively put certain spaces ‘out ofibds’ for those who wanted a quiet

space, or a place for conversation:

“1 think because it must be known that | haven’ttgetright to speak with
authority about how the place is run, but | do ththat people who are very, very
deaf, ought not to be so dominant, like for instatigs room is out of bounds to
those people who don’t want to go dg@ndrew, resident home H - 637R).
In two case study homes (B and F), even the ‘qo@n’ had a television set switched
on. For some residents there was therefore lititeoe about where they could spend
their time. Physical frailty, immobility and linetl communal space, meant that the
resident’s choice was limited to either the maumige or sitting alone in their own

room.

Occupying and sustaining a particular cultural pecsive is not a passive process. It is
likely to be active and involve learning a defimete as part of becoming part of the
community in which you live or work. The idealefrningto become a resident or a
carer resonates with the concept that learningstscal activity and comes largely from
our experience of participating in daily life. Sudeas formed the basis of a significant
rethinking of learning theory in the late 1980'sla@arly 1990’s by two researchers -
Jean Lave and Etienne Wenger. Their model of sitlkgarning proposed that learning
involved a process of engagement in a ‘communityrattice’ (Lave and Wenger,
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1991). Their basic argument was that communitiggactice are everywhere and that
we are generally involved in a number of them. heay in this context is a process of
adopting the language of the community and adaptinty customs, practices and
rituals. In care homes learning the process ofdbeng’ a resident (or a carer) involved
constructing an understanding of the respectivesrof resident and carer as they were
played out within the institutional context. Whatiéarned is profoundly connected with
the conditions within which it is learned, thus tharning materials are likely to include
ambient social and physical circumstances andigtertes and social relations of those
involved (Brown and Duguid, 1991: 11). As the trens from one of the carers
suggests, staff in her cultural environment appetreonceptualise residents as being

‘just happy to sit around’:

‘o at the end of the day there’s not a lot that theywént to do, they’re quite
happy to just sit, you know, interact with eacheotlilay dream, watch the
seasons talking, they’re quite happy with tH&taren, senior care home E -
2716CA).
There was also evidence to suggest that in fadt,dil not always have time to spend
with residents on these basic ‘quality of life’ ,maees. It could be argued that, in some
homes, they had ‘learned’ that undertaking thetpralc safety oriented, tasks set out on
the provider’s procedures was regarded as morertargdhan interacting with
residents. Chapter 6, for example, suggests tima¢ s the ‘hierarchical’ homes were
more likely to be task oriented. The resident wasiably well cared for, physically, but
socially quite isolated. Jane, a resident in hbewplained on a number of occasions
that ‘the girls were very busy, and as a consequence it waseinltkat they would
spend quality social time with the residents:

“No, they haven't got time | tell you, they havegot time to sit and talk to ydu
(Jane, resident home | - 7235R).
This statement was in no way a direct or impligtiaism of ‘the girls, it was a simple
statement of fact. The carers were indeed too bodgrtaking the tasks, that they had
been told were important, to be in a position tengptime sitting down and talking.
This was indeed observed to be the case durinficlldevork, the home was very busy.
The dependency levels of some of the residentsrencelatively low numbers of staff

on duty meant that carers spent a lot of their &mgaged in practical activities. From
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the staff perspective, their role was practicat] emthe words of one of the staff in

home I:

......... | haven’t got a lot of time; | mean you can seeh@ae and there, | don't
have enough time to sit down there for half an h@dazel, home | -
7238SN/CA).

Home I, did however have a very popular activitesrdinator who was observed to

spend quality time with a number of residents whlee was on duty. This dissonance

between basic care and social interaction was maly reflected in a care home’s

CSCl inspection report. For example the reporttierlarger voluntary sector case

study home, home E, indicated the realities ofrimatay the basic care of residents with

their social needs, highlighting the shortfall taffavailability and meeting the social

needs of the residents:

“There is no specific person responsible for acigsiand staff said they do not
have the time they would like to spend organisictgvaies as they have to
prioritise care needs(Inspection report voluntary sector home E: 27107

“Staff members said they felt that no one was niegldaut they do have to
prioritise care needs and don’t have the time tergpquality time with service
user$ (Inspection report voluntary sector home E: 271071)
Thus residents and carers were immersed into areut community of practice that
did not necessarily anticipate activity or socieraction as an important function of
the home. The residents and staff in this enviremntearned how to function within
their community — they learned their place witthe system, they learned the rules of
the home. Lave and Wenger (1991), argue that legyninderstanding and
interpretation involve much that is not explicitexplicable. What is learned is framed
within the communal context where the resident staff acquire the language and
‘customs’ of their community, indeed they aemculturated(Brown and Duguid,
1991: 12).

7.3.3 Learning to live and work in a care home

Wenger’s diagram (1999: 5, Figure 13) suggestswhast carers learn to adopt
practices by ‘doing’, residents adopt identitiesliiycoming’. Residents, staff and

indeed managers may all learn theganingis a relative term. The provider’s policy
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might, for example, require that carers work in @arag/, whilst their local community of
practice may have adopted its own custom and pediilough (2000: 4) illustrates this
by painting a vivid picture of how such differeneamings might co-exist within a care

home:

‘Staff were insistent that residents could call @ifsat any time during the night.
Staff then commented on the nuisance of some nésiadto had kept pressing the
call bell. Residents who heard these comments weatd that the formal
statement ‘call us at any time’ had to be interprein the light of the informal
labelling of some residents as a nuisdnce

Learning Learning as
as doing belonging

Residents

Learning
as
becoming

Learning as
experienc

Figure 13 Adapted from Figure 0.1 pg. 5, Components of a
social theory of learning: an initial inventory, Wger, 1999

Wenger (1999: 6) explains that for stafhio‘matter what their official job description
may be, they create a practice to do what neetie ioné Thus even whilst the
regulator, the regulatory framework and the providedoubtedly exert a significant
influence on the way that care homes are managedatrer’s local community of
practice may impose or tolerate a different regmtlin which actors define their
identity. It is arguably the home manager and st establish the culture and
community identity within which the regulatory framork is applied. These ideas
were briefly explored in Chapter 6 where it wasgasied that the home manager often
appeared to exhibit the characteristics sfraet level bureaucratnterpreting policy in

accordance with their own perception of practice.
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One of the most interesting and potentially sigaifit findings of the empirical research
was an insight into how home managers conceptuzdisswhich might on occasion
be argued as synonymous with control measuregymnstof ‘rules’ that were designed
to ‘prevent’ harm tovulnerableresidents. Arguably the expedient to prevent haas
done at the expense dfoice Whilst carers emphasised the physical domaiiskf r
management, they ignored the biographical domdinslosuch as loss of self-identity
(Clarke, 2000). For example, on few occasions Wwetes’ supported by a
collaborative, suitable and sufficient assessmeétiteorisks designed to balance the
quantum of risk. Indeed the manager of home Fateftethat where risk assessments
did take place, they rarely involved the residefe role of care planning and the
management of risk will be further explored in desy8 where it will be argued that
there is an apparent lack of resident involvemenhé planning of their care.

Further examples of the apparent dissonance betarganisational rhetoric and local
reality were evident within some of the case stadme’s CSCI reports. Home E, was
particularly noteworthy in this respect. Duringiaatission with one of the care staff,
Kath (2716CA), she retrieved a policy folder whadte explainedall staff should

read, sign and date Whilst there were a number of relevant docureetgaling with
equality, stress etc., there were no bathing tindjfpolicy / procedure documents in the
file. After some flicking through the manual amdking in the cupboard to find these
documents, the participant proceeded to explainkthining and handling were
individual procedures that would be recorded indhee plan. Another care assistant in
the staff room at the same time added that saferigatvas common senseBoth

carers couldn’t remember having actually receiahal training in bathing related
activities — however, both were obviously expereghand aware of the issues involved.
The administrator for home E, who maintained mainyie home’s documented
systems (2715A), was asked about the bathing &irdylcare related policies and
procedures that the carers had not been able atetaghe also had no knowledge of
their existence. The significance of this findiaghot that the homepparently

doesn’t possess bathing and handling policieswait indeed have them as part of the
provider’s systems, however, key staff were unawéteem and so adopted a
‘common sensapproach to safety critical care activities ttiety had ‘learned’ within

the home.
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Wenger (1999: 6) explains this likely dissonancthimfollowing terms:although
workers may be contractually employed by a largditution, in day-to-day practice
they work with - and in a sense for - a much smak of people and communities
New staff joining the home will thus ‘learn’ thegpexisting practices of their peers
rather than the approved best practice of the ptmprand residents will learn the

‘rules’ emanating from these practices.

This section has argued that the case study rdsideme not a homogenous cultural
group who could be counted as belonging to the sarteral orientation that
characterised their respective homes. Thus, whkingeabout the ‘egalitarian’ or the
‘individualistic’ characteristics of a case studyne, this does not imply that the
residents enjoyed the same ‘low grid’ orientati@n the contrary, it has been argued
that the residents of both egalitarian and indigldil homes were likely to be subject to
a ‘high grid’ orientation characterised by a ‘rutgiented interpretation or application
of the regulatory framework. At the same time resid were seen to occupy an
apparently ‘low group’ orientation characterisedvwgak social bonds unlikely to

encourage them to assert their rights as client®asumers of the service.

Such customs and practices were subsequently nmedtas ‘communities of practice’
whose new members were expected to ‘learn’ thes mfithe community regardless of
Government or organisational rhetoric about choitleus the new residents and carers
could be said to have adopted the customs, pracice vocabulary of their home and
adapted to its rules in a process of ‘enculturatianch enculturation perhaps serves to
explain whyall of the case study residents appeared to acce@reafy without
question, the regimes of the homes within whicly theed. Thisacceptanceéncluded
care and risk management practices that would htgbe unacceptable to an adult
living independently in their own home. Examplediled weekly baths or showers,
hot water temperatures limited to 43°C, windowd tmauldn’t be fully opened,

restricted access to parts of the home, and sigienvi

7.4 Conclusion

This chapter has considered what it was like te #md work within the regulated care

home. The first part of the chapter discussed dugek to which residents were
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involved with the decision making processes thé&tmened the broad interpretation
and application of health and safety law withinitlme. It was proposed that the
cultural orientation of the home and the proxinafythe resident to decision makers
were likely to be factors in this process.

It was theorised that a very permeable interfated®n management and residents
might have been expected in those homes chasedesis ‘high-group’ resulting in
significant alignment between decision makers (jglens), decision implementers
(staff), and decision recipients (residents antf)stédlowever, even within the clearly
‘egalitarian’ culture of home G, there was litf@any evidence that residents were

encouraged to take an active role in health anetyshfised decision making.

It was also theorised that the proximity of thadest to the provider’s system of
governance was likely to determine the residersita to influence key decisions. For
example, those residents in homes with local gamere, exemplified by the smaller
owner, managed care homes, were more likely tdleeta influence ‘executive’
decisions. The fieldwork however suggested thatthend safety decisions were often
taken pragmatically and with little real consubatiwith those affected. This situation
appeared to apply equally to the small homes atigettarger providers. It was
suggested that the answer to why this might haee b case is likely to derive from
the fact that many of the health and safety requargs appeared to be mandated by the
National Minimum Standards (see Chapter 3) andilstipd by CSCI inspectors and
even local authority purchasers. It was therefogeed that providers felt that they had
little option but to comply with health and safegguirements required in the ‘best
interests’ of residents. There was also little @eridence to support the proposition
that a ‘high-group’ cultural orientation within til®me encouraged participative
management. These were interesting findings thgdested that residents were not
necessarily involved in the process of making decgsabout how health and safety law

was implemented within their own home.

The second part of the chapter considered theatlbaing at ‘home’ within the care
home, acknowledging that ‘home’ is generally acedpgb be much more than just the
physical dwelling. Whilst ‘home’ may have many elise characteristics, generally, it

can be thought of as a place where people ard@bbeercise control and influence over
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their lives. The evidence from the case study howmsdd, however, suggest that
constrained or ‘qualified’ choice was arguably afi¢he significant factors that
differentiated the resident’s own ‘home’ from tree&home. In the care home the
regulated routines, ‘structure’ and ‘consideringestpeople’, dictated or impinged upon
‘real’ choice. It was shown that the residents’ @as generally subject to routines and
restrictions that often had their origins, in hiahd safety law. For example, residents
were frequently excluded from the laundry, kitcloereven the garden. Whilst the
resident might have their own room, these too getgect to risk assessment, and
safety ‘rules’ that included windows that could betfully opened and doors that were
‘mechanically’ kept closed. The ‘rules’ meant thia choice of furniture had to meet
‘fire safety standards’ and any other risk assessréeria that might apply at the

time. Within all of the case study homes there vasvever, evidence that most
participants were deriving positive benefits imtsrof access to social resources such

as family, friends, trips out of the home and sigur

The final part of the chapter explored what mightdescribed as the apparent
contradictions that had arisen with respect togtiet and group conceptualisation of the
case study homes. Despite the rhetoric of thelwamee being ‘their home’ and the
theoretical idea that a home might exhibit a *hggbup’ cultural orientation, residents
arguably exercised considerably less control thay might have expected to in their
own ‘home’. This suggests that rather than belogpginan empowered ‘high-group’
cultural orientation, the residents might, in faxtcupy a generally ‘low-group’
orientation within a ‘high-grid’ regime charactexisby rules. This low group high grid
orientation is synonymous with an isolate cultuvhich appears to co-exist within the

predominant cultural orientation of the care home.

In some respects this was a surprising finding,éw@s, the theory suggests that the
idea of ‘multiple cultures’ operating within a pedinant cultural orientation is
compatible with grid and group. For example, orgational culture cannart general
be separated from culture of the society in whighdrganisation operates (Hofstede,
1980; Hendry, 1999). Chapters 2 and 3 would apjpesumpport this view in terms of
the suggestion made by Bland (2005) that oldertadody occupy a less equitable
position within society and in this respect areoftharacterised as vulnerable and

dependent.
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Chapter 6 also identified the phenomenon wherebyhtme manager, who whilst
theoretically constrained to operating within tleypder’'s systems, appeared able to
exert an influence upon their application. Thusnkananagers were able to exert an
influence upon the home by the way that they agied didn’t apply policy, by their
rituals of compliance and by their ‘rules’. It waiggued that those who lived and
worked in care homes did so as part of an actigegss that involved learning a
defined ‘role’ within their home. The idea lefarningto become a resident or a carer
resonates with the concept that learning is a bactavity and comes largely from our
experience of participating in daily life. No mattehat the job description or tenancy
agreement might say, it is the accepted custonpeatice that drives what happens
(Wenger, 1999). Thus even whilst the provider,rdgulator and the regulatory
framework undoubtedly exerted a significant infloempon the homes, it was the local

community of practice that defined their real idignt
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Chapter 8 - The experience of regulation and risk

8.0 Introduction

The previous chapter considered the resident’sreqgee of home, and the
conceptualisation of ‘home’ by home managers aafd. $t was shown that the choices
an older adult may make in their own home were ekwifferently in the residential
care home. Within the care home choice was alalestysqualified by perceived risk
or legal requirements. The choice to have a ketttene’s room or to have a bedside
rug might for example be conditional upon a riskeasment. The resident’s ability to
influence the health and safety management cuttiutieeir home was shown to be
limited by their apparensolateorientation, which ‘disempowered’ them as a group.
This chapter is principally concerned with the waat risk and regulation are
conceptualised and managed atactical level, how local culture and the attitudes of
managers and carers mediate the application ofaggu in terms of the assessment
and management of health and safety risk. The eh&miches upon all three research

aims and addresses questions one to four.

The assessment and management of hazards anditisikscare homes takes place on
two levels. First, the identification of hazards@sated with the premises, which will
include all aspects of the building, substancesvemt practices. Second, the
individual management of risk associated with tee of each individual resident
which should include how that resident’s choiceseadate with the management of risk
within the premises. This suggested a general thohy of systems that appeared to
differentiate health and safety from other key argiadhome management. It will be
shown, for example, that ‘hierarchical’ provideraynntroduce systems into their
homes that are not always fully understood or aeckpy local staff. The chapter is
divided into four broad sections. First the cortuafisation of risk is discussed in the
context of the theory explored in chapters 2, 34an8econd, a number of practical
examples of premises related hazard and risk mamageare drawn from the fieldwork
and used to illustrate the theory. Third, the indlial management of resident related
risk is discussed in the context of care plannife fourth and final section explores
the data in relation to the theoretical ideas sstggkin Chapter 4. The systems

perspective is then developed in order to suggesikplanation for the apparent
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paradox highlighted in sections 2 and 3, wherelynilanagement of health and safety

risk, appears, on occasion, to give rise to newuwsnekpected risk.

8.1 Conceptualising and managing health and safetisk

The Health and Safety at Work etc Act 1974, disedss detail in Chapter 3, is
supported by a (large) number of subordinate reiguis, each designed to address
particular work based scenarios. Principal amotigeste is the Management of Health
and Safety at Work Regulations 1999, which placesty on the proprietors and
managers of care homes,assesand tomanagehazards and risks to their employees
and to anyone else affected by their work actisifidve Health and Safety Executive
publication: Health and Safety in Care Homes (2@)1defines a hazard as anything
that can cause harm, and a risk as the chancephigiw, that somebody will be
harmed by the hazard. A risk assessment in theexbot health and safety law requires
managers to follow five basic steps. First, to lémkany hazards associated with a
particular activity, second, to decide who mightiaemed and how by that activity,
third, to evaluate the risks and decide whetheethsting precautions are adequate or
whether more should be done, fourth, to record fivalings. Finally managers should

review their risk assessment from time to time @awke it if necessary.

Within the case study homes there was generaltjeee that the ‘principal’ premises
related risks, including: the control of Legiondilam hot water systen?¥ servicing

gas and electrical systems; preventing scaldingoamnaing; preventing falls from high
windows; and managing cleaning and other chemieadse being controlled. Generally
within the hierarchical homes such as homes E ati Iprovider had established
robust systems. This included making the handgperssponsible for undertaking a
number of the checks associated with these risksaspecifically: testing and recording
water temperatures; visually checking electricglliamces; or checking window
restrictors. The provider of home | had elaborabese checks to include a formalised
‘register’ that had to be signed off by the homd eegional managers. It could,
however, be argued that all of the control meassees related to the *high-profile’,

highly publicised risk areas, such as falls, scagjdind Legionella, that were mandated

% Legionnaires’ disease is a type of pneumoniadhatbe contracted from breathing in water droplets
contaminated with bacteria living in water tankipepwork and showers.
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by Standard 38. There was generally little evidesemn, at local level, of a consistent,
documented approach to the general risks assoaiatiedhe premises. For example,
whilst there was widespread use of window restrg;toone of the case study homes
could confirm that the glass itself was safety glasindeed if a risk assessment had
been undertaken. When this was raised with homeageas it was generally

acknowledged asa“good poinit (Bob, manager home E — 2714M).

The management of risks, arguably, entails a degfrpeofessional risk for the provider
and for the home manager. According to Taylor @DMhanagers are likely to assess
risk with reference to, what théelievethe law requires of them, specifically the duty
to minimiserisk. In Taylor’s research, the terminimise was commonly used by
participants, yet, he suggests that its use le@tmunsaid. This situation might be seen
as synonymous with that of conceptualising ‘chqidescussed in Chapter 7, where
‘choice’ was almost always hightyualified by concepts of minimising risk.

The rigour of a formal health and safety investmatollowing a serious accident,
probing questions about control measures, the piisapl of relatives, the threat of
being sued or held to account for some actionactian, are likely to represent
powerful mediating forces when assessing and maikskglecisions (Taylor, 2006).
Most home managers were for example aware of tlvalsed ‘where there’s blame,
there’s a claim’ culture that has become so prexatethe media. Cath, the manager of
home D gave an interesting insight into how suctiedies framed her management of

risk within the individualistic culture of a smalfivate home:

“.....you are just so aware of like the where there’'sri@ahere’s a claim, you're
just so aware of it; it’s like you see it so multhe even had friends in situations
who work in nursing homes make claims: Fell oroarfland broke her wrist and
got £7000, and although she was signed off siekagn’t as bad as she said.
Because it was a friend, but to the company, wisannice situation to be in, and
through that knowledge, makes me more aware, thakgow, how easy people
can claim. You know, and to me I think to myselé; know my livelihood would
suffer so much through it, these people who live n@uld suffer through it; you
know, we initially could close through a claim, yknow (Cath, manager home
D — 659M)

This situation might also be exacerbated by theegmed focus on accountability and
the public scrutiny of services (Kemshall and Patcl, 1997), and on the requirements
of purchasers and regulators, particularly CSCis inay ultimately lead to conflict

over rights and risks within the context of a ‘blawulture’ (Douglas, 1992; Furedi,
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1997). Robinson et al (2007) suggest, for exanipb,for care professionals a fear of
litigation tipped the balance in favour of risk nagement. This observation resonates
with this research and was reflected in the traptscof managers from all of the
different cultural orientations, but most vocifesthufrom the individualistic and
hierarchical homes. For example, Bob the manageome E (a ‘hierarchical’ home),

clearly articulated his concerns about a percetrgtlire of apportioning blame:

“We have a culture of attaching blame to somebauly kpow, I've often said the
word accident should no longer be in the dictiondmycause you cannot have an
accident anymore, you've got to find somebody sh&sponsible and put them
up as a scapegoat almost........... there is a very seuditgal factor to

apportion blame to somebody or some organisatiad, @viously riding on the
back of that there’s a lot of litigation going camd therefore companies and
organisations become terrified of being litigateghanst (Bob, manager, home E
— 2714M).

Despite the written rhetoric of privacy, dignitydachoice espoused in Government
publications and care home literature, a very prakcéxample, and arguably one cause
of these fears, can be readily demonstrated ireptd®ns following accidents and
incidents in care homes for older adults with tiseipsequent press attention. For
example, when in 2006 an 81 year old residenfr@th her bedroom window, the
home owner was prosecutid ‘failing to secure the health and safety ofidests’ (the
HSE prosecution database details all such prosewm)tirhe prosecutin@istrict

Council claimed that the risk had bedndught to the proprietor’s attention as early as
2000, but that he had felt a ‘home from home’ emvinent was important to residents
(Mid Devon Star, first published Friday 23rd Jun®@&0

Such headlines with their accompanying fear of egenare perhaps more likely to
promote ‘risk averse’ practices by care home petprs, managers and staff at the
expense of individual residents’ freedoms. Figutelllistrates how Robinson et al
(2007) conceptualised the factors that determinve ¢erers are likely to weigh the
balance between the rights of the individual aredapplication of risk reduction

measures.
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Figure 14 Factors affecting the balance between rightsrekd (Diagram adapted from
Robinson et al 2007:395)

For residents, the balance is likely to be tippetavour of quality of life and
independence. The values of liberty, personhoodsanikty’s expectations of equality
and therights of the individual to person centred care are \ikeloutweighrisks
However, for professional carers where their peaxkduty tocareis a significant
factor, the balance is likely to be tipped the othay. Professional expectations and the
likelihood of litigation may be more likely to ouéigh the rights and freedoms of the
individual (Robinson et al, 2007: 395). The roldlwd resident’s relatives is also likely
to be a factor. There was evidence during theviietk (discussed a little later on) that
suggests that whilst relatives, theoretically, supphoice and risk taking, they in fact,
adopt a more conservative attitude to risk in pcacfThe home manager and staff
within the case study homes sometimes appeareel firckd with situations where they
must balance residents’ rights with a perceivegdaesibility to comply with the law,
‘workers [were led] into scenarios of conflictingrpases, principles, rights and duties
(Taylor, 2006: 1420). This was perhaps again exé@egpby the manager of home E
who tried to articulate the tensions that deriwarfrbalancing best practice in terms of
being ‘homely’ with what are perceived to be thgulatory requirements of health and

safety law:

“Ok, here’s a good one, a typical example is deahith a dementia aspect, you
know, the people that study and understand dem#miasay: what sort of things
do you apply within your establishment; and th&g lio see you have things left
around so that it feels very much relaxed, somfisone is knitting or something
like that you don’t need to put it away every fivautes. But per se what
happens is you suddenly find someone walking arautidthe knitting needle
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that is immediately a risk. They’ve got, as theylave the other day, they’'ve got
the ball of wool, that somebody else had beenikgitnd was on the floor
wrapped around their ankles, you know, to trip ow. So, on one aspect you
see that the desire to make it a home and hawehbaely as you can, but you
have to take an interpretation as though the expirat say that you are dealing
with this condition, this group of people; and these the ideal scenarios, don’t
fit very comfortably with health and safety. Sa yave to make a judgement, do
| follow the guidance because this range of pebphe dementia and therefore
this is the environment that makes them feel atehama comfortable; or do | take
the fact that well it is health and safety and tis& is theré (Bob, manager home
E - 2714M).
This example provides an interesting insight imbaviBob had rationalised the best
practice guidance around making his home ‘homelh Wwis perceived duty to manage
risk within a predominantly hierarchical culturalentation. It could be argued that Bob
had applied the ‘availability or representativenassristic’ where his perspective on
the likely risk derives either from his own expexe of a recent event or a stereotype
that characterises all residents as being vulnerabbr example, Bob related in his
narrative the recent example of someone who rgt:the ball of wool that somebody
else had been knitting and was on the floor wrapgnedind their ankles(Bob,
manager home E - 2714M). This scenario begindumihate how home managers
responded to perceived risks. The following dismrswill develop this theme by
examining some other risk scenarios that deriveftive case study homes by using