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ABSTRACT

Aims and objectives. The aim of this study was to consider how relatigos in care homes
influence the experience of older people, theirifi@sand staff. The main objective reported
in this paper considers how these relationshipsleveloped and the contribution that staff
make to this process through the routines of.care

Background: Relationships have been found to be integral tee&pces of residents,
families and staff in care homes but little is kmosbout how these relationships develop.
Few studies consider relationships in care homdsesssmain focus and there are a dearth of
studies that consider relationships from the peatspe of residents, families and staff within

the same care home.

Design: The study employed a contructivist design where different perspectives held by
participants were explored and shared in ordeet@kbp a joint construction of how

relationships influenced their experiences.

Methods:. Data were collected from three care homes in&jbver a two year period
between 2003-2005. Participant observation andviees enabled a hermeneutic circle to
be created between residents, families and stata Dollection and analysis were conducted

concurrently using a constant comparative method.

Findings: Staff adopted three approaches to care deliverytase influenced the type of
relationships that were developed between residtamslies and staff. The three approaches

were described as individualised task centredsideat centred, and relationship centred.



Conclusion : This study progress our understanding of the deveémt of relationships
between staff, residents and families in care hdmyesonsidering how the staff may support

or constrain these relationships through their @a@gh to care delivery.

Relevanceto clinical practice: These findings have implications for developingcpicee in
care homes to improve the experience of older geapd their families by encouraging staff

to develop a relationship based approach to cantes .
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I ntroduction

The ageing of the population is a global phenomenmitimthe fastest growing age group
being those aged over 80 years (United Nations 2088). This age group also experiences
a greater proportion of health related disabiliyhich is creating greater demand for long-
term care (UN 2002, Howse 2005). It is estimated H3.6% of the population over 85 reside
in care homes within the United Kingdom (Beringaed Crawford 2003). When older
people, families or staff have been asked whagles/ant to their experiences in care homes,
they describe the impact of interpersonal inteoaiin the delivery of care and how they
value the opportunity to develop relationships (fidason and Andersson 1997, Raynes
1998, Bowers et al 2000, Kane et al 2003, McGit#bal 2003). This poses a considerable
challenge due to the increasing frailty of thedest population (Bebbington et al 2001;
Beringeer and Crawford 2003). Relationships haenldescribed as integral to the caring
process (Brooker 2004, McCormack 2003, Nolan 0a#) but there remains little guidance
in relation to how enabling relationships can beallgped (Dewing 2004). While the
importance of relationships is beginning to be askedged within the literature (Rantz et al
1999), little is known about the various contriloat of residents, family members and staff
(McGilton and Boscart 2007). This paper descritheshow staff contribute to the
development of relationships in care homes witheroutines of care, drawing on the

perspectives of residents, families and staff.

Background

In reviewing the literature there were relativedyfstudies that considered the perspectives
of residents, staff and families in the same sty a dearth of studies that examined
relationships as the key focus. Key relationshias €merged were between residents and

staff or families and staff with some studies exang the relationships between residents.



Relationships between residents and staff

Given that the main goal of care homes is to pmwalre for residents, it is not surprising
that studies which focus on caring have found ithsilents, families and staff all describe
how relationships between residents and staffraegial to this process (Grau and Wellin
1992, Gjerberg 1995, Jackson 1997, Deutschmann) 20hile each of these studies had
different objectives, a common theme was that thetmnal aspect of caring was vital to
caring relationships, leading to feelings of betmnnected’ (Jackson 1997) and ‘not being
forgotten’ (Deutchsmann 2001). Another aspechefrelationships between staff and
residents was the giving of time. This includedéita attend to small details or having the
time to talk or walk with someone (Gjergberg 19%&ckson 1997). Grau et al (1995) also
found that residents often described their relatigm with staff in terms of the way care was
provided. For these older people, a good relahigninferred a good standard of care. This
was similar to residents who gave examples of @i personal relationship with staff
encouraged them to help within their care (Boweid €2001). Reciprocity such as this, also
includes residents sharing their past with the stadbling staff to use this information in the
care routines (Grasser 1996, Hartig 1998, Bowea$ 2001). Staff involved in these
relationships would also share personal informadilbout themselves, with the potential for
the resident to provide advice in return (Boweral€2001). Bowers et al (2000) found that
staff delivering day to day care described theiguaf this care in terms of the of

relationships they were able to develop with rasisle

Relationships between residents

Few studies were located that considered relatipasietween residents, but those that were,
identified this as an important but often ignoretd relationships (Powers 1988, Reed and

Payton 1997). Residents often develop relatipssiith other residents in care homes



(Powers 1991, Diamond 1992) although this doesaoessarily imply friendship or
intimacy and residents themselves recognised tehaeged environment did not necessarily
imply shared interests or outlooks (Abbott et @d@0 However, older people in care homes
describe the significance of their social relatlops, with the majority of residents indicating
that it was important to engage in social relatgps with fellow residents but found the
opportunity to do so was unsatisfactory in the imgr&iome setting (Mattiasson and
Andersson 1997). For example, Powers (1992) sugtfest older people maintain a similar

pattern of relationships within the home to thoseadoped externally.

Relationships between families and staff

Families have described how they support stafeirspnalising the care of their relative,
through sharing biographical information (Duncad &vorgan 1994). However, Hertzberg
et al (2001) found that some families expresse@mainty as to whether the information
they shared was being used by staff. When stidf/ed information to families about the
resident’s daily behaviour, this demonstrated toili@s the personal caring the resident was
receiving and supported meaningful relationshigs/ben families and staff (Duncan and
Morgan 1994). Further to this, families work vé@ard in demonstrating to staff how
emotional or psychosocial care should be provideatdition to the more instrumental
aspects of care (Bowers 1988, Duncan and Morga#)188 describe this as a joint

responsibility between themselves and staff (Dempsel Pruchno 1993).

Although these studies discuss how residents, atafffamilies see sensitivity, caring and
respect as integral aspects of care, the part tiggautes play in developing relationships
appears little understood. Furthermore, thereevi@r studies that considered relationships

as the main focus or included the perspective oiflemts, families and staff in the same



study, which suggests the need for a study thaisks on relationships from the perspective

of residents, families and staff.

Design

This paper draws from a study that adopted a aactstist approach (Guba and Lincoln
1989) to explore relationships in care homes frioenderspective of residents, families and
staff. A constructivist approach was relevant in the cxindé this study, since it assumes that
each participant may hold a different perspectivéheir relationships, influenced by the
time, the context and by others with whom they shiatationships. The nature of what is
real for those within this study is specific to tbeal context of the care home, dependent
upon multiple and sometimes conflicting socialitezd. In a contructivist inquiry, the
interaction between the researcher and particira#pes what emerges from the

investigation and knowledge is then created joitithpugh this interaction (Rodwell 1998).

Study Setting and Participants

Three care homes were chosen incrementally toctefégiations in size, location and type of
residents. In order to protect confidentialitycle@are home was given a pseudonym (Table
1). Purposive sampling was undertaken within hotaesisure that participants were able to
illuminate the research question (Stake 2000).

Ethical considerations

Madjar and Higgins (1996) suggest that, within¢batext of nursing homes, seeking
informed consent to research is an ongoing proaedsonsent will need to be continuously
negotiated. This was achieved using strategiels as obtaining verbal consent at the
beginning of each visit as well as seeking writtensent at different times such as prior to a
taped interview. As the study progressed, people appeared to hold differing views were

also approached to be involved to ensure a breddilews within each hom&his study
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was reviewed by a local Research Ethics Committeleoaganisational approval was granted

by the local Primary Care Trust.

Data collection

Data were collected over a two year period betvwai8-2005 across three care homes using
participant observation (n=256 hours) and intergievith residents (n= 10), families (n=18)
and staff (n=25). As the interaction between tiseaecher and participant was a key aspect
of this study, data collection was undertaken by m@searcher for consistency. Participant
observation was undertaken on different days &réiht times within each home in time
slots between four and twelve hours each day.oRgeld engagement was achieved by
spending between four and nine months within eachehsupporting the credibility of the
study (Lincoln and Guba 1985). Being a particigarthe home included activities such as
taking residents to and from the dining room, hedptio feed residents at meal times, having
conversations with residents and participatingareaoutines. The range of activities
supported the triangulation of data sources andilmifity of the study. During these periods
of observation, field notes were tape recordedalgriand then transcribed verbatim within

the next 24 hours during which time simultaneougsfiavere made in a reflexive diary.

Interviews were used to support the hermeneuticqa® of developing shared meanings
between the participants and the researcher (Gub&iacoln 1989). This was achieved
through semi structured interviews that were praraged, tape- recorded and transcribed.
Following each interview, a reflexive diary was dise document thoughts and observations
about this process and the data that emergedwhlsisntended to support an ongoing

decision making trail, enabling the researcheetmfback thoughts and observations to



participants as the research progressed, enswnfgroability of the study (Lincoln and

Guba 1985).

Data analysis
Within a constructivist study, there is an iteratmovement between data collection and
analysis. As data were collected, transcriptioth @ding were undertaken concurrently
within each care home and proceeded in four stidlesving Lincoln and Guba (1985):

* Unitising- locating units of meaning within the tex

» Categorising-taking all the units of data and sgrthem into ideas

* Member checks- feeding back the categorisatioratbgipants

* Filling in patterns- searching for convergent angryent opinion and seeking

explanation for these discrepancies

Throughout this process, a methodological log wamtained to capture decisions as the
research design emerged, providing an audit trahi attempt to ensure dependability.

(Lincoln and Guba 1985).

Findings

Three types of relationships emerged from the (fedlle 2) and this aspect of the study has
been reported more fully elsewhere (Brown Wilso@720 The findings reported here reveal
how the approach staff adopted during the prockesare delivery became an important
influence on the type of relationships that devetbprhese findings clustered around three
methods of care delivery, described as individedligsk centred, resident centred and
relationship centred. The key processes within @aetnod of care delivery revolved around

how staff focused their care, either on the tads& resident or the relationships in the home.



For example, an individualised task centred apgroaeant that staff focused on the
processes of ‘Getting the job done’ and’ Gettingriow the resident through the
routines’often resulting in pragmatic relationshipghereas a resident centred approach
meant that staff focused on ‘Finding out what matte the resident’ and ‘Knowing why it is
significant for the resident’created more pers@mal responsive relationships. A
relationship centred approach focused more oedh@nunal aspects of living by
‘Developing shared understandings between staficieats and families’ and ‘Developing an
understanding of how ‘we all’ fit into the commuyidften enabling reciprocal relationships.

Each of these processes and how they influencatioe$hips are summarised in Table 3.

I ndividualised task centred care

Getting thejob done

Many of the staff who adopted individualised tasktted care suggested that having a
routine and ‘getting the job done’ ensured thatrdsidents received good care. Staff who
routinely worked in this way, did so because thelelved this was the best way to deliver
care to residents with complex needs. For thesebues of staff, the routines were

particularly important:

‘Well if you didn’t have a routine, you wouldn’ttgbe jobs done, like getting them
washed and dressed in the morning, and getting thdmeakfast for a certain time
or making sure the pads are changed- becauseyfdbeinto that routine, and if it is

a certain time then you don't forget.’

Ruth- Senior care worker- Holyoake

Working in this way did not always provide stafftivithe motivation to develop personal

relationships with residents as the focus was erpthacticalities of the task:



‘..we have four staff on constantly watching th&dents. You have to be thinking
about it(safety) at all times. So if a resideatsgup and you know they’re prone to

falls you'll sit them back down, that way theredsd accidents.’

Sally- Senior care worker- Holyoake

Some staff described how they built up knowledgeutleach resident through the personal
care routines This was particularly noticeable with new staff, igéh suggests that it was
important for the staff to get to know the residenensure they received the individualised

care that was needed.

Getting to know the resident through theroutines

Staff described how they developed knowledge abadh resident’s personal care routine

which sometimes occurred through a process ofdndlerror:

‘You tend to know when he wants something becalseshouting. You guess, if he’s
in the dining room, it's because he wants anotherkg he doesn’t like what he’s
eating ...If he’s in the lounge in the afternoongde’s shouting, it's do you want to

go to bed and sometimes he does, and then he kedd...

Sian — care worker — Holyoake

Over time, staff became familiar with the persamaltine of individual residents. In
Chestnut Lodge, for example, some staff descriloed knowing the preferences of

individual residents helped them anticipate whaheasident might need:

Well everyone has a personal routine and you gkhtav when they like to get up or
go to bed, or if they need a rest in the afternobike now, it's getting near 10 so |

know that James will need to go to the toilet,'dake him next.
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Wayne -care worker Chestnut Lodge

My own observations suggested that for some residiaetgonsequence of having staff
focus predominantly on the task was that theinildial preferences were sometimes
overlooked with the pressure of work. One resideiparticular commented on the impact

this approach had on her experience of meal times:

‘I have dinner more or less on my own...I'm sittihgre for ages before my meal and
| have no-one to speak to. Then when | get itr(regl), the carers are always in a

mad rush as though they haven't got time to do it.’

Gwen-resident- The Beeches

Getting to know the resident through the routinas &n important way for many staff to be
able to deliver individualised care and for marsiadents and families, represented the
bottom line. As this approach focused primarilyamat needed to be done, it tended to result
in pragmatic relationships between residents, famdnd staff. There were other staff who
spoke about their care in terms of what was impotmeach resident. This suggested that
they were focussing on the person rather thanahines, and this approach was labelled

‘resident-centred’.

Resident centred care

Finding out what mattersto the resident

Developing an understanding of the biography erdtory of a resident, supported staff in
seeing the resident as the person they had beeamlleass the person they were now. This
understanding appeared to emerge from storiesdbitents and families had shared or staff
using belongings or photos to trigger conversataunng care routines. Staff then

recognised details of personal care that werefgsgni to each resident. For example, one
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staff member described how for one resident, maimg her personal appearance was of

great significance to her sense of identity:

‘It's like Enid, with her earrings and necklace. Yalways ask which one do you want
today and she’ll say what do you think looks best &e have this little discussion
and it's very important to her. She is 99, 98 reowl that is a good thing that she is

still interested in how she looks.’

Ann Marie- care worker- the Beeches

Staff adopting this approach recognised the impedaf doing ‘the little things’ in the
residents’ care routines and also recognised liesttdetails had the potential to influence
the quality of a family’s visit. This attention tletail was commented on by some family

members:

‘There is some care taken with dress and it's fugtgo to the wardrobe and pull

something out, but it does match and the earrimgsraecklace match.’

Mark- son- the Beeches

Although these details were often small thingsy thed the potential to make a difference to

each resident’s experience:

‘Well a little bit of lipstick, it cheers you ugh yes, I've always worn makeup and

the girls, they’ll sit on the stool and they’ll poty cream on my face

Dorothy- resident- Chestnut Lodge

Attending to details such as those identified @ pneceding examples enabled staff to

develop resident centred care routines. A furditigibute of resident centred care was to
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understand the residents’ interpretation of whag appening in their daily life and how this

influenced their behaviour and experiences.

Knowing why it issignificant for theresident

In order for staff to understand what is importiamteach resident they needed to use the
personal knowledge they had developed primarilgugh the care routines to interpret the
resident’s behaviour and responsaAs.staff developed their understanding of how each
resident approached their life, they noticed winemgs altered for the resident and adapted

their approach accordingly:

‘Maggie gets very agitated because she needs thagétto her children and in her
mind, they’re young so she needs to get back agid distressed. We can't tell her
don’t be so silly, the children are in their fitimow, because it's real to her. So we’ll
get the photo album out to try and explain howdkihave moved on and to relieve

that distress.’
Diane- care worker- Chestnut Lodge

Finding out what was significant to each residert adapting this to the personal care of

each resident supported the development of persmatesponsive relationships.

Staff whose descriptions of their work suggested they consistently adopted a resident
centred approach to care delivery also descriletitig relationships with residents and
families. Many families also worked to supporffsita ‘seeing the person’ by sharing
personal details about the resident with them @kd@vledging staff when they
incorporated this information into the care rousindowever, over the course of my
observations in each home it became apparent theh the focus of care was exclusively on

the resident, it did not always take into accotetrieeds of other residents, staff or families.
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Furthermore, in a communal environment it was heags possible to meet all the needs of
individual residents at the same time. When thzuaed, some staff were seen to use an
alternative approach to organising care that sedmtake account of what was significant to
all residents, as well as taking into considerati@needs of staff and where appropriate, the

needs of families. This approach was labelled ti@tship centred care’.

Relationship centred care

Developing shar ed under standings

The process of developing shared understandingslied the planning and organisation of
care routines to take into account the needs oésitlents, staff and families. For example,
care routines were organised in ways that acknayelédhe personal priorities of each
resident. This enabled all staff to be in the trjglace close to the right time when specific
residents would need support. Staff who workedhis way described their satisfaction in
being able to achieve this with the shift runningpsthly. Families appreciated the efforts of
staff to meet everyone’s needs and recognisedtbadtaff were trying to do the best for all
residents in the home. Therefore, anticipatindre@asident’s needs had the potential to

ensure that everyone’s needs were met:

‘They'll tell you, I like to go to bed at 8 or | gier 9-half past, so that's how you
arrange things.. and we know if they prefer thgths earlier or later. For example
Mary, you know to go to her on a Tuesday at 8 shawp just know for instance it's

Mary’s bath and she likes it first so you go to fiest.’

Jay- Senior care worker — the Beeches

When the work was organised to take into accounptrsonal routines of each resident, it

was possible to develop a communal routine througthe home. Many residents were
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then able to see their own routine in the contéxtt® communal routine. This had the

potential to lead to a shared understanding betwt#ghand residents:

‘Mary asked me today if Gwen was up yet, | said, ‘so she said ‘fine, | know you’ll

come to me when Gwen is up’ and went back intedean. | was surprised at that.’

Jilly- Senior care worker- the Beeches

This suggested that having a communal routine akébfer acts of reciprocity on the part of

residents and families that went beyond the caned-daregiver relationship.

Shared understandings also appeared to lead toiswgmyoand compromise, which had the
potential to support the development of reciproekdtionships. For example, in the
Beeches, if the needs of a resident could not hem@eway they would expect, staff began a
dialogue with the resident which moved beyond gfénstatement such as, ‘there are others
| have to deal with first’ to include an explanatiof why the needs could not be met at that
time with alternatives being offered. As the neeflsoth the residents and staff were
identified, this enabled a compromise to be reathatprovided for everyone’s needs within

the relationship:

Just now | asked and they said can you wait urdipet Gwen down and | said yes,
so they got Gwen down and then they took me. llddwie to think that Gwen was
stuck upstairs because | had to go to the toilet
Betty- resident — the Beeches
This comment suggested a shared understanding ofetids of others within the home,
providing this resident with the opportunity to ege in reciprocal activity within her

relationships with staff and other residents.
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Getting to know how we all fit into the community

A feature of relationship centred care was thatglmf staff, residents and families to
recognise themselves as members of the commurtityrwthe care home. This process
began with the recognition that they and othersvedde to make a valuable contribution to
the community within the home. This was particylarbticeablevhen staff involved both

residents and families in social exchange thatohed the use of humour:

‘A few of us carers, we have a sense of humoumandring that to our work. | think
it is good to get the adrenaline going in older pleo It shows what spirit they have

left.
Gayle — care worker Chestnut Lodge

| also observed that the use of humour enablederts and families to contribute towards
the atmosphere in the home, developing relatiosshii@ social level. This was further
supported by staff recognising the contributiort tiegidents were able to make to life within

the home through relationships they developed ®aith other:

‘..it did evolve, as time has gone on, Gwen'’s nlesitde has improved and obviously
you want to put two like minded people togetheriangt crept up on us really that
they could talk to each other. And then you wamiLibpeople where they can
converse with each other and she can hear Freda.’

Jane- Deputy Matron( Registered Nurse) — the Beeche
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At the Beeches, this approach was observed faamgistently with different groups of
residents. Within the shared understandings tnatldped, the needs of staff, residents and
families were acknowledged. Staff, residents andilfas each felt they were able to make a
contribution towards the care of themselves orrsthghich supported the development of

reciprocal relationships.

Discussion

The findings reported in this paper suggest thatiomships often develop in the context of
care routines and the approach staff adopt in ¢ieaty of care is an important influence on
these relationships. Each of the methods of calieetty (Table 3) were evident across the
three homes. However, it was the method routinégpéed within each home that appeared
to influence the type of relationships that devetbpetween staff, residents and families.
When staff adopted a resident centred or relatipnsdntred approach to care, there was
some evidence to suggest that these methods oflebvery supported the most positive
experiences for residents, their families and sta&fthough residents and families often
made contributions towards the different typesetdtronships, unless these contributions
were recognised by staff, it became difficult fesidents or families to influence the

relationships that developed (Brown-Wilson 2007).

Across the care homes in this study, care routiees described by many residents, families
and staff as markers in the day providing structuré organisation. Zisberg et al (2007)
suggest that the need for structure and routinenefégct an individual’s lifestyle or identity.
Within the study reported in this paper, many saémpted to support residents in
maintaining their personal routines. This enabtadf $o provide individualised care, which
was often described in terms of the residents’ séedpersonal hygiene and support with

eating and drinking. Individualised care has argjrtradition in nursing as a means of
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humanising care and increasing job satisfactiamuo$es (Reed 1992). Creating an
individualised but practical routine of care wasstevident where staff identified the value
of being able to meet the complex needs of retsdénough having a clear structure to the
day. Indeed, having a structure to the day has tescribed elsewhere as enabling staff to
focus more on the individual needs of residentg@d&rom et al 2005). The current study
suggests that care can be individualised, butftiia focus is on the task, rather than why it
is important to the person, then pragmatic relatigos will develop. While some staff,
residents and families preferred this method of ckelivery, there was also some evidence to
suggest that it provided the least positive expers for residents and families within this

study.

Many residents, families and staff in this studjued the development of personal and
responsive relationships, which were developed vdtaif engaged in resident centred care.
The process of finding out what mattered to easldemt moved the focus beyond the
instrumental notion of individualised care to uredending the implications of care for that
person. Bowers et al (2001) describe a similar@gugr as ‘care as relating’ where care
workers’ used their personal relationships deveddpehe care routines to attend to the little
things residents found important. This was aklsscdbed by staff in the study reported in
this paper, who recalled stories shared by ressdamd their families which helped them
understand the type of person the resident had d&regvhat was important to them now.
This information was then used to improve the elepee of the resident in ways that were
meaningful to them. Hartig (1998) also described leapert Nursing Assistants (NA’s)
encouraged residents to reminisce as a way of oleing) personal knowledge that could be
used in personal care routines. This was descebeddividualising care through combining

functional care activities with a resident centtade approach, which led to positive
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relationships (Hartig 1998). Residents who expeeéresident centred care in the current
study also described personal relationships witséghmembers of staff framed in terms of

friendship, love and caring.

Residents and families in my study also descrilmed they developed confidence in staff
members who did what they said they would do. frelahips have been found to be
enhanced for residents and families if caregivegg@iable, empathic and consistent in their
approach (Sandberg 2002, McGilton et al 2003). elmping confidence in staff was
generally based on their past experience and botéd towards the development of trusting
relationships. The development of trust has alsmlukescribed in the context of close and
personal relationships between care providers @sidents in care homes by McGilton and

Boscat (2007).

In the study reported here, when staff engagedlationship centred care, the care routines
were organised in a way that anticipated the ne&tdlividual residents in the context of
other residents and the wider organisation. Thabked the development of reciprocal
relationships. Ronch (2004) suggests that refraffiagemphasis from the task of care onto
the relationships between residents and staffi@patential to benefit those in the
relationship. Within the current study, this beeampparent when residents and staff spoke
about their relationship in terms of the care bgimgyided and what each brought to the
relationship. Reciprocal relationships emergestaff engaged in negotiation with residents
and families and other staff as each person imela¢ionship was able to recognise their

contribution and how it affected others within teenmunity. Moreover, residents and
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families appeared to be encouraged to enter iipnacal relationships when staff adopted a

relationship centred approach to care.

Implicationsfor practice

Transforming findings from research into clear nages for staff, residents and families is
necessary if we are to influence experiences withne homes. How relationships are
developed, is often difficult to articulate and@iey this into an everyday context is the first
step in making the findings from this study acdalssi Furthermore, Ronch (2004) suggests
that putting the spotlight on the everyday practitstaff has been found to be a powerful
way of setting the process of change in motionsBtuidy has described how the staff
approach to care delivery has the potential to lopwdifferent types of relationships within
care homes that may improve the experience ofgatsgdfamilies and staff. Therefore it is
essential that care staff critically examine thprapch they are adopting to ensure that it is

consistent with the most positive care experiences.

Brooker (2004) suggests that developing personregmtare for people with dementia,
requires valuing the person and those who carthén, looking at the world from the
person’s perspective and promoting a positive $eciaronment that supports the well-
being of the person. These principles have also mentified as having relevance to all
older people in care homes (Ashburner 2004) althdhgre remains limited guidance in the
literature as to how this might be achieved. Examflom everyday care routines described
by staff, residents and families as resident cdntege in this paper suggest how these

principles could be embedded in the daily careinestof care homes.
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Nolan et al (2006) suggest the value of taking adoount the interdependence of
relationships in care environments for older peopseng relationship centred care.
Relationship centred care as described in thisrpgapelved negotiation that took into
account the needs of everyone involved, as wehasontext of the wider community. This
meant that the contributions of residents, fam#ied staff were valued, encouraging each
person to make a contribution to the wider comnyuwiithe home. This suggested
interdependence between residents, families, ataftthe wider community of the care
home. Therefore, care routines may be a usefuirgigoint to support the development of

relationship centred care when caring for oldemp®o

This study has the potential to encourage stasttoresident centred and relationship centred
approaches to care as part of the everyday routatlesr than doing anything ‘extra’. If the
experiences of older people, families and staftai@e improved in care homes, a starting
point may be to adopt a relationship centred amtroa the care routines. There have been
few studies that consider how relationship centi@@ could be delivered in care homes. The
findings from this study provide a starting poimtdemonstrating how enabling relationships
may be developed within care homes creating aipesikperience of care for residents,
families and staff. This would suggest that thelgtteported here progresses our
understanding of how resident centred and relatipnsentred care might be operationalised

within care homes for older people.
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Table 1: Key features of care homes

FEATURE CAREHOME1 |CAREHOME?2 |CAREHOMES3
Chestnut Lodge
The Beeches Holyoake
Number / type of | 28 places 70 places 28 places
places , . . .
Self funding Home for residents Residents with

residents with
complex physical
health care needs
and some with
cognitive frailty. A
high proportion of
residents requiring
full time registered
nursing care

with enduring
mental health
issues and comple
health care needs.
A high proportion
of residents
requiring full time
registered mental
health nursing care

complex health
needs including
xmental health
problems. A high
proportion of
residents requiring
full time registered
nursing care

Ownership Family owned First home Family run home
home with acquired in a large | with Owner/Matron
employed Matron | chain

Location Rural area, poorly| Situated on an Rural area poorly
served by public | industrial estate in | served by public
transport an outer suburb transport

Buildings Converted Purpose built with | Converted farm
Georgian Manor | recent extensions | buildings

Staff There was only ongThere was one There was only ong

registered nurse or
duty each shift.
Many care staff
were mature with
life experience but
no formal
gualifications.
Senior care
workers had a
National
Vocational
qualification in
care work and wers¢
designated to

registered nurse or
duty for each unit
each shift,with at
least one
Registered nurse i
the home having a
specialist mental
health
qualification, on
each shift. Senior
care workers had a
National

= Vocational
qualification in

registered nurse or
duty each shift.
Many care staff ha
a national

1 vocational
qualification but
there were no
designated senior
care workers
managing the day
to day sift
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manage the
delivery of
personal care

care work and were
designated to
manage the
delivery of
personal care

Table 2 Typology of relationships

Pragmatic relationships

focused on the practical nature of caring,
with communication revolving primarily
around the task at hand

Personal and Responsive relationships

focused on respect for who the resident wa
with communication involving social

families

Reciprocal relationships

featuring negotiation and compromise whig
took the needs of staff, residents and famil
into account within a trusting relationship.

conversations with both residents and their

AS,

ch
ies
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Table 3: Summary of the threetypesof care

The type of care

The key processes involved

Individualised task centred care- where the

staff developed an understanding of the

residents’ personal preferences and how to*

provide for this in their care.

Getting the job done

Getting to know the resident through th
routines.

D

This approach often resulted in pragmatic
relationships between staff, residents and
families.

Resident centred care- where the main fog
was on why the routines or important detai
were significant to that resident as a perso

Is
n.

us

Finding out what matters to the resident

Knowing why it is significant for the
resident.

This approach often resulted in the
development of personal and responsive
relationships between residents, staff and
to a lesser extent, families.

Relationship centred care- the focus move
beyond the needs of individual residents tg
recognise the significance of all members
the care home community and the
relationships between them.

Developing shared understandings
between staff, residents and families

Developing an understanding of how ‘w
all’ fit into the community.

e

This approach seemed to develop
reciprocal relationships.
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