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ABSTRACT
Making Institutional Bodies: Socialization into the Nursing Hoen

In recent years, research related to older adults awgdtérm care has been
growing. Although much research in the past was focusdxbomedical issues, more
recent research has examined psychosocial issues facddkbyadults within the long-
term care setting. Despite the increase in literaanceresearch on aging, long-term care,
and dementia, there are still many gaps in our understandthese phenomena. The
concepts of body, self-identity, and place have redeseane attention over the last
decade or so, but little systematic attempt has linkee tt@scepts together, especially
with relation to older adults and long-term care. Init@aig the adjustment process of
older adults into the long-term care facility has beeam@ned, but the socialization
processes have not been systematically examined. Tpesauof this phenomenological
study was to examine the process of socialization farresidents into the long-term
care culture and environment, specifically focussing on idewtities, bodies, and place
are constructed and reconstructed by residents.

Three residents were recruited for this study from aehfamthe aged in
northwestern Ontario. Participant observation aneetlmterviews over a six-month
period with these residents focussed on concepts of, @alfeand the body, as well as
adjustment. Fifteen staff were also interviewedatigito gain an understanding of the
long-term care environment and culture. Thirteen stafftauo family members were
interviewed at the end of the six-month period to gainraderstanding of their
perceptions of the resident’s transition into the leergn care facility.

The findings indicate that a dismantling of the self oggurior to coming into
long-term care. Life in long-term care was describelivagy an altered life. Once
admitted to the home for the aged, two types of soai#da processes occurred—
institutional and (inter)personal. Institutional so@ation processes consisted of placing
the body, defining the body, focussing on the body, managegody, and relating to
the body. Placing the body refers to the placemethimihe physical and social
environment, residents’ adjustment to a new place, awdspace within the facility was
used. Defining the body refers to the assessments #natused just after admission
which were focussed on the body as dysfunctional antelimFocussing on the body
occurred through the institution’s focus on body casayell as the residents’ focus on
their aging and unpredictable bodies, with a greatereaveas of mortality and the
immanence of death. Managing the body occurred througimesurisk management,
and waiting. Finally, relating to the body referred toltbendaries of relationships that
were defined, both resident relationships and staff reldtipsisThe (inter)personal
socialization processes capture the ways that resigeetsalized the institutional
socialization processes. Internalizing the body rdfetseing a number and being a
burden. Accommodating the body suggests ways in which residemplied to the
institutional socialization processes. Accepting-rasisthe body refers to the struggle
residents had in accepting and fighting becoming a body; Ibodations, and life in the
institution. Re-creating the body illustrates waysMrich residents reclaimed the body
and alternative identities. All of these processes dagwether to create institutional
bodies.



These findings lead to a greater understanding of the waykich body, self and
identity, and place are intertwined. The institutiorvedras a container for life, defining
each of the lifeworld existentials. Lived space becaragtutional space, as personal
space was redefined by the institution. Lived time alsatnecstructured by the
institution, as temporal dimensions were defined by institalitime. The lived other
became the institutional other, as staff becametunistnal brokers, attempting to balance
the needs of the residents while adhering to the ruttsemyulations of the institution.
The lived body also became the institutional body. ddre encounter brought these
dimensions together, and was the site for the produetiorstitutional bodies. The
findings of this study invite a rethinking of conceptionshef body and old age,
particularly within the context of institutionalizatipwith bodies viewed as repositories
of memories and containing both youth and age, ratherat@ as a ‘mask’. Residents
exist within paradoxical rhythms of life, and thus, old age iastitutionalization are not
easily defined or theorized, but rather, reflect the dexity of lived experience.
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CHAPTER ONE: INTRODUCTION

In recent years, there has been an explosion eérels related to older adults and
long-term care (e.g., Gubrium, 1993; Paterniti, 2000; 2003; Phid88g). Although
much research in the past was focused on biomedicatjssoee recent research has
expanded to include psychosocial issues faced by older adaltgling persons with
dementia residing in long-term care settings. The populatiowth of older adults as
well as the growth in incidences of dementia may hawriboited to this increase, but so
has the increasing professionalization and “discipltiord of the field of gerontology
(Katz, 1996). Despite the increase in literature and rels@m aging, long-term care, and
dementia, there are still many gaps in our understanditiggee phenomena. In
particular, the concepts of self, body, and place haseived limited attention over the
last decade or so, and little systematic attempt hasphedarth to link these concepts
together, especially with relation to older adults amgdjdterm care. The focus of this
study, then, is to examine the process of socializatimnnursing home culture and life,
focussing on these three concepts—self, body, and dlaeee has been much research
examining the impact of long-term care settings andsaaient of residents to the long-
term care environment. However, how older adults becowialized into this new
culture has not been examined, and more specificallyt raleathe self, body, and place
play in the process has been neglected. For the purpbdes study, adjustment and
socialization are two different concepts. Adjustmeferseto adaptation to a particular
environment or set of relations (Colman, 2001). Sociatimaon the other hand, is the
process by which we learn to become members of a splieperforming social roles

and internalizing the norms and values of the societr¢hhll, 1998). Adjustment is a



part of socialization, which is a much larger concepts Study, then, examines
socialization as a larger concept rather than sirpdymining adjustment to the long-

term care setting.

1.1  Setting the Stage: The Social and Cultural Context of Agg

Critical inquiry stresses the importance of understandistorical and social
contexts of specific issues (Kincheloe & McLaren, 200§5ués connected to aging also
warrant a discussion of historical and cultural costeRy examining the social and
cultural context of aging, it is possible to see howgooperates through the medical
system and through capitalism to oppress and marginalizeazldés.

Aging has become increasingly biomedicalized in the éagtdecades (Estes &
Binney, 1991). Biomedicalization is a paradigmatic perspedbcusing on individual
organic pathology, physiological etiologies, and biomddntarventions (Estes &
Binney, 1991). Biomedicalization has two dimensions—tlma$construction of aging
as a medical problem, and the praxis of aging as a m@datslem and associated
behaviours and policies (Estes, Wallace, Linkins, & Bin2&{1). Estes and Binney
(1991) explain:

The construction of aging as a medical problem focus¢bendiseases of the

elderly—their etiology, treatment, and management—ftiogrperspective of the

practice of medicine as defined by practitioners. This meeighe elements of
the medical model—with its emphasis on clinical pheeoar—take precedence
over, and in many cases define the basic biologicakls@rid behavioural

processes and problems of aging (Estes & Binney, 1991, p. 118).

The biomedicalization of aging also influences public @pirand the tendency of the

public to view aging negatively (Estes & Binney, 1991).



The biomedicalization of aging might not seem like saictegative process until
the role of medicine as an institution of social cohis examined (Zola, 1990). Medicine
has the cognitive and social authority to describe ourekqilVendell, 1996). In this way
(and in others), the institution of medicine and thelice profession is powerful.
Biomedicalization defines behaviour as a medical prolalethmandates the medical
profession to provide some form of treatment for it (al092). Biomedicalization also
increases the range of social phenomena within théuinsh of medicine, and extends
the range of social phenomena mediated by conceptsalbi laend illness (Crawford,
1980). As one example, behaviour surrounding dementia habemwne mediated
through the discourse of the disease (Bond, 1992). Gesler (498, “...[pJower is not
external to health care, it is part of it, intrintacthe relationship between carer and
cared-for” (p. 18). The notion of expert enhances the pownlegllances in the
relationship. One of the aspects of biomedicalizaBogxpert control, in that
professionals have monopoly over the knowledge about anyiletgd to disease,
illness, or treatment (Bond, 1992). Responsibility is plaoethe individual for health
and wellness (or lack thereof), and the individual isro&een as morally lacking if s/he
becomes ill (Crawford, 1980; Zola, 1990).

...[M]edicine is becoming a major institution of social toh nudging aside, if

not incorporating, the more traditional institutions @fgion and law. It is

becoming the new repository of truth, the place whbselate and often final
judgments are made by supposedly morally neutral and olgjextperts. And
these judgments are made, not in the name of virtuegainhacy, but in the name
of health. Moreover, this is not occurring through thhtipal power physicians
hold or can influence, but is largely an insidious andnaftedramatic
phenomenon accomplished by “medicalizing” much of dailygyiby making

medicine and the labels “healthy” and “illevantto an ever increasing part of
human existence. (Zola, 1990, p. 398).



The biomedicalization of aging has led to the mediudilistrial complex and the
aging enterprise. A political economy approach to aginghasipes structural forces and
processes that contribute to the constructions of oldneggdition to social policy
(Estes, Mahakian, & Weitz, 2001). The medical industaahplex refers to the
multibillion dollar enterprises whose primary functierprofit, and whose secondary
function is research and education (Estes, Harringtd?ellow, 2001). This aging
enterprise recognizes that institutional action anddleeaf the state extends into all
arenas of aging-related activities even beyond heattfe¢EHarrington, & Pellow,
2001). Both the medical industrial complex and aging entergeisgally focus on the
commodification of health and health care (Estesriktgton, & Pellow, 2001). The
incentives are to maximize profits rather than improwatheresulting in a
medicalization of old age and exacerbated dependencys(B&hbakian, & Weitz,

2001). The health care system is promoted by capitaéstseand the role of the state in
reinforcing and promoting market-driven delivery systemsg& dHarrington, & Pellow,
2001). The privatization of long-term care and health daoeeases government
expenditures and shifts responsibility from the stateééandividual (Estes, Harrington,

& Pellow, 2001). The state, then, is dependent on incod@et not organize. Interests
of the state are centered on facilitating private ghpwince the state is responsible for
the state of the economy (Estes, Wallace, Linkin&i@ney, 2001). The state must also
be concerned about social welfare and alleviate theittmms and problems generated by
the free enterprise system (Estes, 2001). Accordingtes E2001), the state is in
constant tension between the demand for the two difféypes of expenditures—

business and social welfare. Economic determinism, ttaamot be separated from other



forms of power and domination, since social policiestardstate (in addition to a
number of other factors, including ageism, gender, racetmitity, social class, and
ideology, according to Estes, 2001) are also implicat@duwer and domination.
Publicly, there are also many negative stereotypes nfjdgat often define older
adults. Culture is the domain of struggle where productdnti@nsmission of
knowledge is a contested process (Kincheloe & McLaren, 200@) postmodern
consumer culture (Rojek, 1993) marginalizes the identibldgr people by emphasizing
youthfulness (Powell & Longino, 2001, 2002). The body, pdertyithe aging body, is
socially constituted and fashioned within and by culture.
Dominant culture teaches us to feel bad about aging astdrtathis early, reading
our bodies anxiously for signs of decay and decline. Weh@ea this toxicity
daily. Narratives of decline have replaced all othemfof meaning and
interpretation of the body in later years, so thaeothore humanistic or plural
readings become impossible...Consumer culture is quimske youth culture
in that it presents and promotes youthfulness as the aw®hthis has profound
consequences for how we experience aging in high- ompastrnity. The bodies
featured in the media are never old; and the emphagisréectionism and the
visible eradication of age is reinforced in the growindustry of age denial.
Consumer culture is increasingly targeted on thoseein middle and later years,
particularly those with money and leisure to consuraealarge part of its
activity is concerned with selling of youth and youthfuln&ssigg, 2004, p. 61).
As the above quote emphasizes, culture emphasizes yioedsas an ideal, and as such,
those who are aging, especially those over age 75 (tearBourth Age), are seen in
direct contrast to youthfulness. “These old remain eligr@dher, and that sense of them
as wholly separate and as a fundamentally differaegoay of being lies at the heart of
how ageism operates” (Twigg, 2004, p. 64). Because the FourtfoAgeger 75 years
old) is generally seen as the onset of infirmity, Eberth Age tends to be about nothing

but the body (Twigg, 2004). As such, since the body is @gatt negatively as broken,

frail, and undesirable, those in the Fourth Age are as@mly the body, which is a



tremendously negative stereotype, and is continuallyrastetd against youthfulness
(Powell & Longino, 2001, 2002).

Aging, then, is set in a cultural context in which yoistalued and productivity
is emphasized. Biomedicine has the extraordinary ptoveefine and to manage the
lives of older adults. As such, aging in current Northefigan culture can pose many
difficulties, especially for those with chronic illreesr disability.

The move to long-term care settings often exacerlisgass of ageism and
negative perceptions of age. The long-term care seftipgeimised on a biomedical
model (Henderson, 1995), which makes the assumption tpabade age, illness and
disability are inevitable. Narratives of decline pervamgiterm care settings. Bodies are
viewed as broken down, frail, and undesirable, and resideatsften viewed as their
bodies (Twigg, 2004).

In order to understand the context of institutional@afnd the changes that
occur upon admission to a long-term care institutioncthiral relevance of old age and
institutionalization need to be set within a wider soaititzal context. Many of the
issues within the long-term care institution can beeieback to wider societal and
cultural issues relating to old age, such as biomeditmiizanegative stereotypes of old
age, the privatization of health care and long-term aadethe commodification of health
and age, as well as narratives of body decline. Thusystadding the socio-political
context of old age and aging helps us to situate the emng-¢are facility within this
same socio-political context.

Situating the research also includes situating the r@seawithin the research.

Thus, how | came to do this research is importanbmextualizing the research. | have



spent many years working, volunteering, and involved in teng care facilities. |
started working in long-term care when | was 19. Aftemgnumerous courses at the
college level, | pursued my university education. | continuetking in long-term care
until | started graduate school full-time. During this tilhbecame very aware of the
issues in long-term care, such as staff's workloadk,d&time, demanding regulations,
lack of support for staff, uncaring attitudes, and sometimsspportive management. |
witnessed many incidents where residents were treatggwoerly. | saw the emotional
distress and trauma that many residents experiencedelahélpless to ease or comfort
them. | also worked in a very progressive facility, aad how good care and caring
relationships between staff and residents could impactyoélife. These personal
experiences have had a profound impact on me as a pedson ame as a researcher.
They have influenced how | think about long-term care andiyecommitment to
improving the quality of life of residents living in thesettings. Because of these
personal experiences, my research has focused on &siliegperiences in long-term
care and led me to this examination of how resident®dorbe socialized into the long-

term culture.

1.2 Literature Review

Because this study focuses on a number of differerteqis, in the following
three chapters, | delineate and discuss each of thesepts, and then discuss how these
concepts might relate to each other, ending with aigdgon of how these concepts relate
to older adults living in long-term care settings. Morecgmally, Chapter Two describes

research related to nursing home life. Chapter Threasies the body and social theory.



Chapter Four discusses self and identity, and Chapterdsusds on theoretical
conceptualizations of place. Before the theoretisdussion on concepts of the body,
self and identity, and place, however, | shall discugfl some of the research
conducted on older adults with dementia and long-termaratehe state of long-term

care today.



CHAPTER TwoO: NURSING HOME LIFE

It is no secret that to most people, nursing homes gargynegative perceptions
and connotations (Groger, 1995). Goffman (1961) and Hazan (28@2)dentified and
theorized specifically about what characteristicsrsgecreate these negative
perceptions.

The nursing home has often been likened to Goffman’s (196a&)iplesns of
total institutions (Dupuis, Smale, & Wiersma, 2005). Goffr(l861) described a total
institution as “...a place of residence and work wheregelaumber of like-situated
individuals, cut off from the wider society for an appadte period of time, together lead
an enclosed, formally administered way of life” (p)xiGoffman also includes
institutions established to care for persons who aretsdes incapable and harmless as
total institutions. Goffman (1961) defines four charactegspictotal institutions. First,
all aspects of life are conducted in the same plaamride all daily activity is conducted
in the company of others who are all treated alike.dTlaill activities of the day are
rigidly scheduled. And finally, the activities are all eeed to fulfill the official aims of
the institution.

Hazan (2002) describes nursing homes as cultural enclade®amological
voids. Older adults are produced as decontextualized dihensthropology and
gerontology. There is an equation of old age with deatth,each individual by virtue of
age represents that symbolic space. Because of thierend belief in afterlife existence,
non-life is now contrasted with life. Old age homgdaee the missing symbols of the

fine line between the two. Othering is a solution fosgde to deal with this discomfort.



A decontextualization of personhood occurs both in chddhand old age. “Old age
homes are cosmological niches where subversive agemdsimodernity can be
contained until they are removed and processed to beoomwllable ‘others™ (Hazan,
2002, p. 341). Old age homes are cosmological voids beyont \idsche symbolic

unmentionable.

2.1  The Nursing Home from an Organizational Perspective

The nursing home has been examined on an organizatioralbsdedm a macro
perspective by a number of different scholars, manperhtusing an ethnographic
approach (Diamond, 1992; Foner, 1995; Henderson, 1995; Paterniti,2203); These
studies have examined the culture of nursing homes, stafeaioi@nt relationships,
structures and routines of nursing homes, and everyday lif

Paterniti (2000) examined life in long-term care in her @ghaphic study in
which she spent four months employed full-time in aolr care institution. She
describes the residents as being a type of labour, “bedaayd work. Because of the
time-table and the number of tasks to be completed, staf$thave little time to attend to
residents’ psychosocial needs. Residents are viewedi@aseravork, and the routines are
scheduled by the workers’ agendas. The staff must defenesidents as deficient in
order to construct their work schedules. As such, atiydefinition by the residents
tended to be dismissed.

Paterniti’'s (2003) article expanded further on her ethnogragthdy by
expounding on the constructions of residents by the §dff related to residents by

their specific categories of deficiencies. Paterniti (2@®)ained, “Residents became a
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particular type and amount of staff labor and were &bak such” (p. 62). Some
residents were seen as time consumers by demandihgedpafOthers who needed help
eating were labeled as feeders. “Troublesome” behaviouestivese residents who
increased the work burden, increased tasks, and usuallyaavektra time. Because of
the need to keep information and documentation on theeres and staff tasks, residents
were viewed as bed-and-body information.

Henderson (1995) also conducted an ethnography in a nursing Herfaund
that psychosocial care was dehumanized within the nursimg hin the medical culture,
time was a commodity, not just a tracking tool. Beeaafsthe pressure of time and task,
a superficial type of social interaction between resid and staff occurred. The task-
oriented nature of the nurses’ aide work was derivem ftte medical values of time
conservation, and as such, care was focused on physksl &aff generally seemed to
be unaware of residents’ real experiences of nursingeHibe, as reflected in patients’
daily need to get their meal when it is appropriatelydnatold. In addition, psychosocial
care was mainly found to come from housekeeping staifffrom the nurses’ aides or
from activity staff. The net effect of a “cult of tevand task” was a lack of psychosocial
care.

Diamond (1992) also conducted an ethnography in a nursing hbere we
worked as a health care aide. He described in-deptindige a nursing home, where
residents’ identities were erased as they were docuthente

To be sick, frail, confused, disabled, or old is not theesas to be a patient. In

becoming a patient in a nursing home one enters a sogahization, patient

emerges in the meeting of person and institution. Ddynaght as boxes got
checked and records reviewed, these people were entergdeirddministrative

language and codes of what services were rendered tolthemm, these terms
and categories and codes came to be viewed by many stadfigsiders as the
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ultimate reality itself, rather than a small paritofl he status of patient begins
only in sickness...These documents did not merely reflsets they defined
certain needs as well, and they erased others. Mostbgsihey erased the
identity of the people whom they described as being sacials. The women
and men living here did not write in these documentsdimbthey read them.
They did not speak in the charts. They were spoken alimaménd, 1992, p.
126-127)
The emotional and social work of the staff for th&dents was discounted as their jobs
were made into a series of tasks to be ticked offeend of the shift, thereby erasing the
work of the staff in addition to erasing the identioéshe residents. The government and
bureaucracy were evident in what Diamond (1992) calls a fdeatary power of
presence” (p. 192). The authorities gave the facilities smonexchange for reports. The
events of everyday life were made countable, and ealteomtrol was exercised.
Residents, then, as people, were fused with beds.
This procedure had the consequence of molding the forn@ald®of residents’
lives into a history of progressively separate, isolatd®viduals: reduced to the
status of those acted upon, from social relationsdividuals, from individuals to
patients, to sickness, to units of health service, amdatkly to objects. All these
components went together to make up the bed. The leappfwsan to bed was
thus not direct. It followed an ideological pathwaynfrsocially contextualized
person to isolated individual, on to patient and diseatgories, to bodies and
behaviours and tasks done to them, then to the recorddlédlzem. “Beds” came
into the logic at the end of this conceptual convelt, fully accomplishing the
fusion of person and bed, resident and commodity. (Danb992, p. 210)
Kaufman (1994) described the role of geriatric assessnretiis construction of
risk and surveillance with older adults. The idea oésssient implies supervision of the
elderly by other members of society. Supervision enablee gftective management of
the elderly patient. The geriatric assessment emergeaf ask discourse associated
with the biomedicalization of aging. The comprehensigessament redefines old age as
a medical problem and broadens the scope of diseaseh#natterize aging. The

discourse of geriatric assessments not only reconsthecttependence of older adults
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and medicalization of old age, but legitimates thelfaflgeriatrics as a separate and
necessary medical field of specialty. Assessmentmig-term care tend to be similar to
geriatric assessments conducted on individuals still livirtge community. In fact,
many long-term care residents have had a geriatricsaseas conducted on them at
some point in time. The notion of the constructiomigk and surveillance are primarily
what the assessments in long-term care are desigled Tte discourse and language
surrounding care issues, assessment, and documentationgal perhaps conducted
with the best of intentions, essentially removergmdents from any power over the
discourse surrounding their lives and erase their idesititheir histories, and their social
contexts.

There are numerous studies that have described s&tfbrel in long-term care.
Wiener and Kayser-Jones (1990) conducted research overygaes in three nursing
homes, interviewing physicians, nursing staff, nursing hosidests, and family
members, as well as observing life in the facility. Séheesearchers found that physicians
held extremely negative perceptions of the facilifidgese perceptions included views
that the nursing home was physically abhorrent, psychzdélgidemoralizing, and that it
was an unwelcome rehearsal of the impairments ofjagihysicians also viewed the
facility as deficient in support services. Staff felt dealized because of the barriers to
getting their work done. Nurse administrators felt tigs were hard work because of
juggling demands over staff shortages while attempting @olamak the issues that
conflicted with their standards of good nursing care. Ngrassistants felt dispirited by

the short staffing, and felt that they were denied angesef working on a health care
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team. The teamwork in a nursing home seemed to be wadalealvhile each staff group
felt oppressed by the conditions in which they worked.

Foner (1995) conducted an ethnographic study in a long-teenfazlity,
examining work in a facility from the nursing aides’ perspee—those staff who
directly care for the residents’ bodily needs. Thesimgr aides were on the bottom of the
nursing hierarchy in the facility. The aides often toakrtfrustration out on the
residents, including psychological abuse such as making @icsg the residents,
ignoring the residents, indifference and apathy, and begapsitive to the residents’
privacy rights. The nursing aides, however, were abuseékenesidents through racist
and derogatory comments. Many aides, however, were Kite tieesidents, talked to
them, helped them to be more independent, and calmedithemthey were upset.

Nursing homes are institutions that aim, in a semskuyteaucratize or rationalize

affective care. Administrative rules regulate stafio, as part of their jobs, are

expected to provide personal attention and sympatheticcpegients.

Bureaucratic rules can come into conflict with workensiotions and personal

relations with patients, and patients are often tles ¢o suffer (Foner, 1995, p.

53).

Diamond (1992) also examined issues related to staff in hiegridgohy of a
long-term care facility. Diamond (1992) found that modihefnurses’ aides in his study
were poor women, often immigrants, who were single netiwéh young children at
home. Many of these women worked two jobs to provide fair tthildren and make
enough money to make ends meet. Because these nursesvargeon the bottom of the
nursing hierarchy, they were viewed as expendable.

The women and relatively few men who have done dargtavork in earlier

times, have done so as family members or as nursgansgror nuns. As

caretaking gets continually moulded into a capitalist itrgiteere emerges a

change in the definition of its labour. Earlier, asvnn families, more hands
meant lighter work and therefore were intrinsically edle. When workers come
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under the business logic they are defined as labour cotste bwners and

managers, to be cut back wherever possible. Howevesrdaat with caregiving

as a responsive mode, the industrial mandate is for wanleto be done by

fewer workers, as a consequence of the drive towardgednaroductivity.

(Diamond, 1992, p. 183-184)

2.2 Adaptation to Nursing Home Life

While limited research has been conducted on the protssgialization into
nursing home life, much research has examined the protpsgchological adjustment
of residents into the nursing home. In addition, mudih® research that has examined
the transition to long-term care has examined it framilies’ perspectives (Davies &
Nolan, 2003), and so little is known about the transiti@tess from residents’
perspectives.

In one of the few studies that has been conducted eBbkog and Coward (1997)
found that older adults have both positive and negativeepgoos of nursing homes.
Older adults stated that nursing homes can be benéfiorae’s physical condition
demands it. Nursing homes have the potential of offeripetizer quality of life than an
older person could have if they remained in their homesiNgithomes were also
reported to be a good option if the care was good. Negatitwelas about nursing homes
were common as well. Some perceptions were that guineimes were bad places to
live, and that nursing homes were places to die. Othetgyht that nursing homes were a
big adjustment and infringed on independence. The older adatexi that nursing homes
were a good option if others cannot care for someshie others stated that family has
an obligation to care for other family members. Nursiogés, however, were seen to be

preferable to over-burdening one’s family. Most participatased that people who

“suffered” from extensive physical and mental incapagitied who lacked familial
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support were good candidates for nursing home care. Tituelest of older adults and
their families toward nursing home care can impactridngsition experience and
adjustment period after individuals enter the nursing hemwronment (Flynn-Reuss,
Dupuis, & Whitfield, 2005; Kahn, 1999).

Kahn (1999) conducted a nine-month ethnographic study of angursme to
examine the adaptation to the dual nature of the nursing lgran institution and as a
home. The nursing home was a definite reality to thdeats, but the environment was
symbolic as well as physical. The phrase, “making gst bf it” was widely used by the
residents. Because it was used so often, its obscefigégctred the ambivalence that most
residents felt towards their situation. Residentsafigibivalent about their living situation
and ambiguity toward the nursing home setting. Four dimmaasif “making the best of
it” were apparent: (1) the nursing home symbolized bogelmand powerlessness, but
also a place of shelter and respite; (2) residents detod@inimize the negative aspects
of their present living situation; (3) because resideeali®\ed they had no other options
for living situations, they were determined to reconcintbelves to living in a nursing
home; and (4) residents believed they had to make thedsmp to live with the
situation and make the best out of it. Residents, twgpted to the nursing home
environment by determining to make the best of it.

Porter and Clinton (1992) found a number of adjustment appFeactheir study
of newly admitted long-term care residents. Reframing avavillful decision to view the
move as satisfactory. Getting used to it referred tadivmn the facility while time passed.
Residents often went along with things and passively act@ptsing home life.

Emotional responses to change brought about by nursing lifemeflected confronting
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change. Extending or engaging in facility-sponsored &iets/or initiating involvement
with residents and staff was another approach used loenési Some residents tried to
fit in by purposefully meshing with the circumstancesafsing home life, while others
tried to fit in by not fitting in, or expressing persordibsyncrasies or engaging in
familiar self-focused activities. Residents expressetthiey gave their best effort, as
they would in other circumstances, to adjust to nursimgehlife. Others renamed the
facility, or considered the facility as home or thaffsas family. Some remained quiet
about the personal impact of nursing home routines, and sbeyed or acquiesced to
the staff. Residents often used a combination of adjudtamproaches or strategies in
different situations and contexts.

Porter and Clinton (1992) identified four adjustment influerasedeterminants of
residents’ successful adjustment to nursing home lifst,khe circumstances pertaining
to the transfer played a large part in residents’ pemeptf the home. The extent of
control over admission, limitations in pre-admissiondtional status, and congruence
between admission and perceived need all impacted adjustbezond, residents’ life
histories played a part. Similarities or differencesveein the nursing home and their life
histories, and congruence between admission and tiegdin impacted adjustment.
Third, residents who had been exposed to nursing homes tordubRir lives were
more likely to have a positive attitude towards the mgréiome and adjustment. A
person-environment mesh also impacted adjustment. Interagi@nd environmental
influences played a large part. Bringing items from hdwlped facilitate adjustment. A
personal history with the facility also helped adjustin Finally, the belief that the only

option was nursing home care led residents to adjust akel ttma best of things. As
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evidenced by this study, adjustment is not a simple agztstr which one can predict
who will adjust and who will have difficulty. Past hisyaas well as other present factors
play a large part.

Wilson (1997) interviewed and observed older adults who vesently admitted
to nursing homes. The major theme of adjusting to nursamge life was about
protection and maintaining a facade of normalcy. Residentdd often hide their
feelings to protect their families and significant othévdson (1997) found three phases
in the transition to nursing home life: overwhelmedsghadjustment phase, and initial
acceptance phase. The overwhelmed phase was chaedtteyia focus on self.
Emotional responses such as crying often accompanied tlss, @ral residents
described feeling lonely. The adjustment phase began wbk&®ents began to internalize
nursing home admission and began to develop a positivedattiThey began to establish
new social networks and realized they had a future. Aitial iacceptance phase was
characterized by a focus beyond self, a sense of e#elijpbdeveloping new social
networks, and taking control of the situation. Older tsdrthose admission was planned
reached this stage earlier than older adults whosesadmiwas unplanned.

While little research has been conducted on the aatnakaions process, one
particular study did focus on this process (Nussbaum, 1993)b&luss(1993) described
the admission process as “...a highly structured, governregatated event that often
occurs in a hurried atmosphere of heightened stresg4(). The researcher was present
during an admission and the initial meeting with thedessi and family, and was able to
observe the process. The researcher described the pascesving a quick and

professional nature. The resident was an observaughout the process, and most of the
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talk was directed toward the family. When talk wasa@d toward the resident, the staff
were explaining procedures that were not negotiable. “Irdtion flowed from the staff
and the submissive potential resident quietly listened” ghiausm, 1993, p. 244). The
result of the interactions was the reinforcemerdegfendence, and the author concluded
that the outcome of resident-staff interactions poadmission indicated that to a new

resident, a move into a nursing facility meant a movietal dependence.

2.3 Relationships in Long-Term Care Settings
The isolation and loneliness in long-term care is pettzer aspect of the
environment that may influence the socialization proggsslong-term care. Much has
been written about social isolation and lonelinessmgiterm care (e.g., Donnenwerth &
Peterson, 1992; Slama & Bergman-Evans, 2000; Thomas, 199@)ekeihave only
been a few researchers who have examined socialahtera specifically in long-term
care settings (Applegate & Morse, 1994; Golander, 1995; Pot@95,; 1996). Research
has also been conducted on family-staff relationshipsielv studies have examined
resident-staff and resident-resident relationships. Muak vemains before we have a
thorough understanding of social relationships and networksg-term care settings.
Powers (1995; 1996) described four different types of socialanks that seem
to exist in long-term care facilitiekistitution-centred networksere small networks
with few outside contacts as compared to institutionatamis.Small-clustemetworks
were variants of institution-centred networks that amed close groups of residents that
regularly interacted with each oth&in-centred networka/ere those in which residents

had family members and other relatives who visited akddakith them on a regular
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basis. These emotional ties to family made it diffibor some individuals to accept
relationships with others in the institution. Finallanced networkeere the largest
type of network found in the study. In this type of netky@r wide range of contacts
including residents, staff, family, and outside frienda@juaintances provided
interaction and support.

Research has also examined the relationship betwdéarsdigamily members.
Duncan and Morgan (1994) found that families expressed a desnaintain an ongoing
relationship with staff members, and desired emotiorsahsitive care for their loved
ones, not just physical care. When families had negatigeactions with staff, they
perceived significant improvements in the facility waseded (Ejaz, 2002). Vinton,
Mazza and Kim (1998) found that staff perceived familiedtiendoe unrealistic in their
expectations of what staff should do for the residantsthat family members were
difficult to please. Finally, Gladstone and Wexler (200@nfd that families valued
specific things in relationships with staff—care and aib@ngiven to residents, attention
to family members, information given to family membeunsgd opportunities to engage in
joint problem solving. When these elements were pretantlies had good relationships
with staff. Gladstone and Wexler (2000) proposed three typfesnily-staff
relationships—detached relationships where families heleeihvolvement with staff,
cooperative relationships where families seek informédtmm staff but do not provide
information in exchange, and collaborative relatiopshhat are characterized by open
communication.

Powers (1996) examined the social interaction pattem®uoien in particular

living in a nursing home setting. She found that elderlytutginalized women
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established interpersonal ties with one another. Honvévere were some women who
resisted relationships with others in the institutiolneill resistance to relationships was
based on fear and a need to avoid upsetting behaviour, lassvaeleature of their
personalities. Daily contact with other residentshim institution often provided
opportunities for social exchange, but most women waleeve and cautious in
forming relationships. The women with balanced network® wes least resistant to
forming and maintaining ties with other residents, bui atsively resisted relationships
that caused them distress and were selective in gigpolsise friends.

Golander (1995) found that social interaction among resdenthe ward of a
nursing home was characterized by indifference, competaiach hostility. Residents
with dementia were physically, socially, and emotignalloided by all other residents.
Few personal friendships were formed on the ward exoemdtrumental attachments.
Residents commented on the “...boring unstimulating comp&ng ones, wailing
elders, looking to take your place or food from you” (Gd&m 1995, p. 69).
Relationships between residents and families as wedlssdents and staff, however,
were characterized by personal attachment and involvement

Applegate and Morse (1994) observed that residents wetedidaastaff and by
each other as friends, strangers, or as objects. THestn&sg feature of the unit of the
nursing home which they observed was the absence of cativaraNVhen residents
interacted as friends, they demonstrated a genuinestterother residents and
recognized their individuality, although this occurred infreglyelVhen interactions
between residents and staff were personalized, residppisciated staff and perceived

them to be more than individuals responsible for ttesie.CA common interest often laid

21



the foundation for a friend relationship among residemtisséaff. When staff viewed
residents as friends, they attempted to view the residenbroader social context,
beyond the identity as a resident in an institutioheWresidents interacted with each
other as strangers, they were indifferent to those stlared the facility with them and
did not acknowledge individuals near them. Resident-stedfaction characterized by
indifference was predominantly associated with careities. Residents appreciated the
staff only as long as their own care needs were Wikén staff interacted with residents
with indifference, staff members viewed themselves antyé context of their roles as
caregivers, rather than viewing the resident as a peFsoally, when residents interacted
with each other as objects, they regarded other residéhtsut consideration for their
humanness or frailties, and treated them as if theg wigjects with no redeeming
gualities. This was most evident in interactions betwesients who were not
cognitively impaired towards residents who were. In aitgons with staff, residents
viewed their relationships with staff members as a mastevant relationship and as a
means of getting something done. When staff treated sidergs as objects, they did not
demonstrate kindness, compassion and understanding, butesavas tasks to be
completed as quickly as possible. There were varioys wavhich residents interacted
with each other and with staff, including both positivd aegative ways of interacting.

Hubbard, Tester, and Downs (2003) examined social interadi@ngen
residents in long-term care settings. This ethnographaty €£xplored the perceptions of
quality of life of frail older people in long-term carefour settings—a dementia care
unit, a floor of a nursing home for older adults with phgsimpairments, another

nursing home, and a residential home. For residents wehe able, talking was an
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important part of communication. However, hearing impaints often prevented verbal
conversations. Humour was common among verbal and myalwesident interactions,
often in relation to their own and others’ physicailties. Residents also joked with each
other and played practical jokes. Joking was evident botérival and non-verbal
interactions. Humour also focused around sexual reldtiosissuch as when a female
resident said she wanted a man with money. Flirtatias evident between the women
and men residents, and was often a sign of affeciome residents disliked each other,
and told each other so. The behaviour of some of theemstsi with cognitive

impairments aroused hostility in others, and thesedeets became labeled as idiots,
stupid, clowns, funny types, mental, and confused. The residdnat labeled these
individuals often distanced themselves from these residéstHubbard, Tester, and
Downs (2003) state, “[t]heir [residents] social intei@ts reveal the older person making
sense of the presence of others, interpreting behaymnoisshowing an awareness of
‘self” (p. 109).

As evidenced by the above studies, there are many waysah vétationships
among residents and between residents and staff areb@elsdyiot every relationship
becomes a friendship, or is necessarily antagonisticatse individuals carry
themselves with them into the nursing home environmettgrpa of interaction
established throughout their lifetimes are not erasedgBig many people together in a
small space can enhance both positive and negativadtitars and ways of relating

throughout one’s life.
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2.4 Leisure, Socialization, and Long-Term Care

Although some research suggests that leisure can playpamtant role in the
adjustment to long-term care, there has been lgédearch on the role of leisure in the
socialization process for any age group, but especiallglfi®r adults. Discussions of the
role of leisure in the socialization process is tgflyclimited to children and the role of
play in socialization and development (Mannell & KleitE97). The role of leisure in
providing a means of adjustment, as a socializationtagad as a site for resistance have
been discussed by few, if any, scholars. It seemslpestiough, that continuity or
discontinuity in valued activities and patterns of lifesluding leisure, may play an
important role in the socialization process.

There have been various studies on activities, recreand leisure in long-term
care settings over the past few decades. For examp@ger@ad Miko (1995)
interviewed thirty residents of a nursing home to expibeemeanings of recreation and
leisure activities. Through interviews and observatiogr @/seven-month period, four
common themes of meanings were identified: a sense tihaiiy and security; a desire
to learn and to be mentally challenged; a desire &vant with others; and a sense of
helping others. These valued aspects of recreation progeamsnstrate the importance
of community access programs, particularly in addressmgéled for continuity but also
to help seniors feel a sense of contribution to others.

Pedlar, Dupuis, and Gilbert (1996) found that leisure camihdlviduals residing
in institutions to regain valued roles they may have lestaibse of institutionalization.
Using an action research approach, they focused onatitagya male resident into

community leisure activities. The researchers interggband observed Eric in integrated

24



community recreation over the period of ten monthse@Ipatterns emerged through the
process of integrating Eric into a community woodworkinggpao: (1) identifying
common enthusiasms in leisure; (2) opportunity to congibarid (3) demonstrating
capabilities. Eric had an interest in woodworking througtmisitife. Because of Eric’s
woodworking abilities, other participants in the programaetp ask him for advice on
their work, giving Eric an opportunity to contribute. Throughthis integration process,
Eric was able to resume a valued role that he had lost inpttutionalization.

Other studies have examined the ways in which residémisrsing homes spend
their time. Voelkl, Winkelhake, Jeffries, and Yoshioka (208&mined the ways in
which the nursing home environment was used by residentsathdrsey found that
residents were most frequently observed in eating okidgnor in no observable
behaviour. Data from the focus group indicated that resclearacteristics and the
facility schedule impacted the time residents speritarcommon areas of the nursing
home.

Much of the research on leisure in long-term caréngstihas examined the
impact of leisure on various aspects of residents’ ljeag, Buettner, 1995;
Fitzsimmons, 2001; Rabinovich & Cohen-Mansfield, 1992; Waaing, & Newman,
1996). McGuinn and Mosher-Ashley (2000), for example, conductedlitatjua study
examining the effects of participation in activitiestba perceptions of life satisfaction.
Residents who reported initiating activities with otheese more satisfied with their
lives in the facility. Female residents as well assthwho were involved in their decision

to enter a long-term care facility were more involvedecreation activities than others.
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The findings of this study would suggest that there is a twéen self-generated
activities with others and satisfaction with life retfacility.

Despite some of the positive aspects of activities,gation, and leisure in long-
term care facilities, a number of studies have highldjkite lack of activity in long-term
care settings. Ice (2002) followed 27 residents throughointdég, and found that 66
percent of their time was spent in passive activity. @uglve percent of the time was
spent in social or expressive activities, including tajkiactivities, and visiting.
Residents were engaged in structured activities only geemnt of the day. The
majority of these activities were large group activities

Dupuis and Smale (2003) examined the nature of recreatioeiance in long-
term care settings in Canada. They found the majofitie recreation and leisure
offerings provided in long-term care facilities are “indse” recreation programs and
that far less than fifty percent of residents partigpan a regular basis in these programs.
Thus, residents have little opportunity to participate angation programs with others in
the community, and opportunities are mainly provided to ppatieiwith other residents.

Other studies have highlighted the different meaningstofitggorograms for
residents compared to staff. Hall and Bocksnick (1995) foundé¢katents viewed
activity programs as helping to deal with boredom ratihen aas beneficial. In contrast,
staff believed that residents participated in recreatmmhl@sure programs to enhance
health and well-being. Residents felt that although teng not physically forced to
participate in programs, they felt a sense of discongfoguilt when they were asked to
attend but declined. The authors suggested that residetisearenanipulated by guilt to

participate in programs.
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Despite the research conducted on recreation programisigaan long-term
care, much of it is sporadic and inconclusive, with a nurabstudies directly
contradicting the findings of others. For example, freedd choice is seen to be key to
leisure and is often espoused for recreation programmilogngaterm care facilities
(McGuinn & Mosher-Ashley, 2000). However, Savell (1991) fourat thoice in an
activity or selecting an activity from activity altetnas had no influence on perceived
physical well-being, subjective well-being, or leisure sattgfa, and others found that
organized leisure activities in long-term care settingsdt enhance life satisfaction
(McGuinn & Mosher-Ashley, 2000). As such, it is imperatilwat research continues to
examine the phenomenon of leisure and recreation intnng-care facilities so we can
develop a thorough understanding of the experiences of nesitdeisure, and
subsequently improve the provision of recreation and leiauteese settings. This
research is also important in order to identity tHe l@isure may play in the relocation
process to a long-term care facility.

Leisure, typically defined as perceived freedom (Manndlli&ber, 1997), is a
concept that is not necessarily applicable to the teng-care environment. Because
autonomy and self-determination are seen as attribbiesceived freedom, and
autonomy and self-determination are often denied in residetdng-term care (Lidz,
Fischer, & Arnold, 1992), the notion of leisure as perceiveeldom is unattainable at
best, or simply irrelevant, in long-term care settingghe words of Hemingway (1996),
leisure is an illusion, particularly in long-term caettmgs. In addition, the notion of
leisure has not often taken into account the tremenidauect of place. Place is the

context for leisure, and as such, defines leisure expeseiWiersma, 2003). Therefore,
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in a place such as a long-term care facility whidlypscally confining, the leisure
experience tends to also take on these charactea$oonfinement (Wiersma, 2003).
This being said, however, the possibility of resistamokthe agency of nursing
home residents cannot be ignored. Wearing (1998) talks &iswte as a ‘heterotopia’
(based on Foucault’s ideas). A heterotopia is a coui¢enrscompensatory site to those
of everyday activity. Wearing (1998) suggests that leisurdétexotopia—a personal
space for resistance to domination, where there % 1foo self to expand beyond what it
is told it should be. Much of the work on identity espeentation and resistance has been
done from a feminist perspective. Shaw (2001) state$[thedistance is seen to occur
when women adopt behaviours or express themselves throtigihes which provide
personal empowerment and which, at the same timectreflehallenge to dominant
restrictive or constraining views of femininity, sextyglor motherhood” (p. 191). To
that end, Wearing (1998) states that:
...leisure does not signify non-work time, activity, opexience or space—it is
resignified to mean personal spaces, physical and meteph@rhere women can
explore their own desires and pleasures, and perfosmwdmth allow them to
become women in their own right, to constitute divesgiectivities and
femininities which go beyond what women have been tag thould be (p.
149).
This literature suggests that leisure can provide opporturatiggsistance and safe
spaces in which residents can resist the identitiegadcto them by the institution, yet
these ideas have yet to be fully explored in the leis@m@ture or elsewhere.
Leisure has also been described as a form of sociabt@Hemingway, 1996;
Reynolds, 1991; Rojek, 1995). Because leisure and ‘perceivetbfreare treated as

social psychological constructs, the emphasis ihvenndividual within the social

context. If we use the subjective definition of freedtimen we use
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knowledge/power/influence not to change reality, but to ghgeople’s perceptions,
which provides powerful reinforcement for the status qumofale, 1990). When the
focus is on the individual, the assumption is thatridezidual has an ability to control
his or her perceptions, spiritual condition, and subjedtioughts independent from
external influence (Hemingway, 1996). Therefore, if anviddal is not ‘truly’
experiencing leisure, s/he is responsible since s/he ha®lkover perceptions and
thoughts. In modern society, leisure is seen as a funtdibe fulfilled if society is to
remain in order (Rojek, 1995). Leisure as freedom is potlsritiaa mirage that serves
to screen the interests of controlling elites” (Kell§99). Leisure’s function is to
contribute to the well-being of the individual and soci@ojek, 1995), and the
emancipatory potential of leisure is largely ignoredrilittgway, 1996).

The notion of leisure as social control is also plevain long-term care. Much of
the research on leisure in long-term care has exarttedoenefits for residents. While
the purpose of leisure in long-term care has never &gaititly stated in policy
documents on long-term care, research on leisure atemeand activities in the long-
term care environment has focused on the instrumendalareisure. For example,
Buettner (1995) and Rabinovich and Cohen-Mansfield (1992) exathiaedle of
therapeutic recreation in reducing agitated behaviours sopemwith dementia, as did
Ward, Kamp, and Newman (1996). Other research has examaeadlé¢lof exercise and
fitness programs in increasing the functional abilitied psychological well-being of
residents (Brill, Jensen, Koltyn, & Morgan, 1998; Buet&éfitzsimmons, 2002; Burns,
Cox, & Plant, 2000; Fitzsimmons, 2001; Payten & Porter, 19949.impact of

recreation programs on residents’ psychological wetldpéBoyd & McGuire, 1996;
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Gerdner, 2000; Gielow & Hobler, 1986; Katsinas, 2000; Rosling t&H€n, 1992; Shary
& Iso-Ahola, 1989) and on discourse and social intera¢Muoss, White, & Sunderland,
2002; Smith-Marchese, 1994; Trzinski & Higgins, 2001) has also tdeeumented. In
fact, one paper actually described leisure in terms @oist-effectiveness in long-term
care (Lilley & Jackson, 1990).

While examining the benefits and functional outcomdsisfire is an important
part of research, it is disturbing that little resegpdrhaps with the exception of a few
studies such as Geiger & Miko, 1995; Pedlar et al., 1996; SullRediar, & Miller,
2003) has focused on the meanings of leisure as well asigghes that may impact the
leisure experience for individuals. Leisure in long-teare, as it is currently
conceptualized, appears to be focused on functional outcahes than on the
experience itself. Such a conceptualization illustrates leisure can potentially be used
as a form of social control. Leisure opportunities areidedl to residents to help them
adjust to life in the facility, as behaviour contrahd as diversion from boredom (which
is seen to be negative for residents) and to keep residesy. While these functions are
not wrong in and of themselves, if these functionglaegrimary focus of leisure
opportunities, then leisure can become a form of booiatrol to effectively manage
residents, to placate them, and to avoid dealing with |stgectural issues of the
institution that compromise quality of life and demandraib@. “Convincing people to
feel contented avoids the far messier and more diffproblem of providing substantive
opportunities for authentic accomplishments so people kamething in their lives
worth feeling good about” (Sylvester, 1991, p. 447). Since resi@ea not often

involved in the design and implementation of programs, jaragrare not geared to meet
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residents’ needs (Dupuis & Smale, 2003). Service effocssfon the adaptation of the
resident to existing conditions, which exerts a forraaxfial control (Reynolds, 1991).

If all existing values of society are embraced as a gisenvjce efforts will center

around the adaptation of the “client” to existing cowadisi thereby exerting a

form of social control. Our professional intervensaend to be “time limited”

and “technological” and treat the symptoms of discantetiin the “client”

rather than dealing with the fundamental environmentaksswf the person’s

discomfort (Reynolds, 1991, p. 299).

Leisure, then, can have different roles and functiorduding a function of social
control as well as a space for resistance.

Nursing homes as total institutions, then, are premisesl lmomedical model,
and often neglect the psychosocial care of the resid€he organization of staff in long-
term care facilities is hierarchical, with those whieectly care for the residents being at
the bottom end of the nursing hierarchy, which can somstieael to neglect of
residents’ needs. Research on adaptation to long-tmerhas documented various
adaptation and adjustment techniques of residents toripgdom care environment, and
residents often hide their feelings to maintain a fagad®halcy. Varying findings on
social interaction of residents in long-term care Haegen documented. Some research
has found that interaction among residents was chastteby hostility or indifference
(Golander, 1995), while other research found that residishidevelop relationships with
each other (Powers, 1996). The impacts of leisure ancatenre®n residents’ lives have
been documented in long-term care settings. How leisuneplicated in the

socialization process of residents into nursing horeealifd culture, however, remains to

be seen, and it is the goal of this study to examinduttiser.
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CHAPTER THREE: THE BODY AND SOCIAL THEORY

The concept of the body is important to consider whecudsing residents’

transitions to the long-term care setting and theirasiaation into this new environment.
Because the long-term care environment is focused on “lmedaaty” work (Gubrium,
1975; Paterniti, 2000; 2003), the body is implicated in many sgaitient interactions.
The body as frail and broken down (Twigg, 2004) becomesa ffmint of care.
Routines in long-term care are focussed on the bodig® and routines of the residents.
While the notion of body work has been discussed ngjdt older adults and particularly
staff (Twigg, 2004), little work has examined what the edndd experiences of residents
might be, particularly in the time of major change,sas when older adults are admitted
to long-term care facilities.

In recent years, the body has received much attemtisociology and social
theory (Ahmed, 2004; Csordas, 1994; Featherstone, 1991; Featbefsktepworth,

1991; Leder, 1990; Lupton, 1998; Shilling, 2003) and in medicine (Kontos, 2003).
The body, up until the last decade, was absent in sggi@nd in most other social
science disciplines (Shilling, 2003). Shilling (2003) attributésttihthe concerns of
establishing a disciplinary field that was distinct froma &reducible to the natural
sciences. The rise in the study of the body in dogiobegan with questioning of divide
between society and nature (Shilling, 2003). Nettleton anddig1998) suggest that
the growing emphasis on the body is related to a nuoflfactors: the politicization of
the body; demographic factors (graying of the populatih®) changing nature of disease

burdens (increasing illness as people live longer); teeofisonsumer culture; advent of
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new technologies related to the body; broader soaastormations that are associated
with a move from modernity to late or higher modernityd #he body as a project
(unfinished biological and social phenomenon that is bearngtormed).

Even with the discussions emerging about the body, thetdl often a
mind/body dualism (Howson & Inglis, 2001; Leder, 1990; Merleanty2d.962), or a
separation of the body and self (Featherstone & Hepwd®91; Shilling, 2003) that
persists with sociology. Some suggest that current skgmuns often serve to continue to
reproduce dualist approaches to the body as being structusedibty and power
relations and the body as experienced (Shilling, 2003). isd2@03) suggests:

Scholarship in social theories of the body, in mantheir discursive

formulations, have critically explored how culturatiassocial practices elaborate

and construct the human body in significant ways. H@anehe proliferation of
postmodern discourse with its radical (de)constructiomambrought
discourse/power so far into the body that the existiemtiaure of embodiment is
rendered inconsequential...Consequently, while the paradigmladdiment has
emerged with increasing sophistication and insight, scholajectify the body as

a material substitute on which culture operates, winatudes the body from

primordial participation in the domain of culture. (p, 43)

In addition, Nettleton and Watson (1998) state that:

...the sociology of the body has, by and large, ignoredr/tiices that emanate

from bodies themselves. This is mainly because thigsptiestudy tends to

suffer from theoreticism, a condition which impliggt attention is limited to

theory, which in turn is not grounded in the empirical dom. (p. 2)

The tension, then, seems to be between foundatitsadi® assume a biological basis of
the body which impinges on our experience of the badg,anti-foundationalists who

assume that the body is simply an effect of disearprocesses or contexts (Nettleton &

Watson, 1998).
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The importance of examining the body and embodied expeserannot be
stressed enough. All experiences in life are mediatedighirour bodies (Shilling, 2003).
Indeed, Nettleton and Watson (1998) explain:

Everyday life is therefore fundamentally about thedpiction and reproduction of

bodies. Given the centrality of the body to everylif@y and the fact that it is

something that all humans share, it is perhaps surptisatghere has been so
little empirical investigation into the body as it igperienced by human beings,

who bothhaveandare bodies (Nettleton & Watson, 1998, p. 2).

The body is also the site of the interface betwaeanomber of different domains,
including the biological/social, collective/individual, wtture/agency, cause/meaning,
and constraint/free will (Berthelot, 1991). Becausehd, tthe body is everywhere as we
experience and live in the world.

At the risk of reproducing the theoreticism of the bddshall discuss some of the
main theoretical discussions surrounding the body, eefoggesting my views of the
body and the ways in which they are informed. | firstdss phenomenology and the
body, the dys-appearing body, the social constructidheobody, the development of

bodies, and the body and power. | will then discuedtidy and self-identity, as well as

the body in medicine and age.

3.1 Phenomenology and the Body

One of the main theorists to discuss phenomenology anaboitly is Merleau-
Ponty (1962). Merleau-Ponty perceives the body as orfeedadlijects of the world, that
“[t]he body is our general medium for having a world” (l\éau-Ponty, 1962, p. 145).
Humans exist in the world, and it is only in the worldttive can know ourselves.

The theory of body image is, implicitly, a theorypsrception. We have relearned
to feel our body; we have found underneath the objectidedatached knowledge
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of the body that other knowledge which we have of it ituei of its always being
with us and of the fact that we are our body. In tleesavay we shall need to
reawaken our experience of the world as it appears toagsfar as we are in the
world through our body, and in so far as we perceive théwath our body. But
by thus remaking contact with the body and with theldyave shall also
rediscover ourself, since, perceiving as we do with our abeéybody is a natural
self and, as it were, the subject of perception. (MaefRRanty, 1962, p. 206)
Perception, then, is independent of reflective thoughtinstead is part of existential
understanding. The body acts in the world without nec&ssaving reflective thought
or understanding. We do not need to look for our body or tieglyi think about where
our bodies are in the world, because we intuitively kitioe/ already. The body remains
marginal to perceptions because it is not really intfad us; it is the thing we do not
observe. This of course is not to deny consciousnesséadtive thought in some of our
actions. However, by completely intellectualizing our eigees, perceptions, and
bodily actions, everything that separates us from tHewadd is reduced to the status of
mere appearance. Merleau-Ponty also discusses thsénsery unity of a world’ in that
our senses are a way of entering into relationship ebjacts. Various parts of our body
are known to us through their functional value only, aed tctions are not learned.
Experience, then, gives us ‘access to being’
We must choose between the behaviourist course ofmgfalimeaning to the
word ‘experience’, and trying to build up perception as aypcoof the world and
of science, or else we must concede that experiencgites us access to being,
in which case it cannot be treated as a by-product of bEitiger experience is
nothing or it must be total. (Merleau-Ponty, 1962, p. 258)
Therefore, to summarize, Merleau-Ponty’s theories ssighat experience and existence
is ‘being-in-the-world’ and it is only through the worldathwe know ourselves.

Perception and experience, then, are independent aftredl@nd reflexive thought. The

body knows how to act without cognitive consciousnesausthe body is known
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through its functionality. Pre-reflective embodimerguiees deep immersion by the
researcher into the setting of the participant. Thdrfoglof this research indicate that
embodiment is also a reflective process, as evidencéuebyays in which residents
discussed embodiment. Thus, embodiment occurs on lpythraflective and reflective

level.

3.2  The Dys-Appearing Body
Leder (1990) based his discussions of the absent body on riMiarleau-

Ponty’s theories of phenomenology and perception. LEBD0) suggests that the body
is characterized by absence, even though it is the inestapable presence in our lives.
Insofar as the body tends to disappear when functioningblgmnatically, it

often seizes our attention most strongly at timesysfunction; we then

experience the body as the vatysenceof a desired or ordinary state, and as a

force that stands opposed to the self. (Leder, 1990, p. 4)
Leder describes five types of bodies—the ecstatic bodyettessive body, the dys-
appearing body, the immaterial body, and the threatdudg. The ecstatic body refers
to the sensorimotor experience of the body. Our pemeptre not “bare concatenations
of sense-data but reveal what is other, a realm efmeat objects” (Leder, 1990, p. 15).
“One’s gestures, facial movements, and sounds do ndocabkplicit thematization by
self or Other—they phenomenologically recede to peroaess to the message they
convey” (Leder, 1990, p. 21). The body thus projects outivard its place of standing.
The body is a field of immediately lived sensations.

As | go through the day, my extended body ebbs and flowsabsorbing things,

now casting them back onto shore...I live in bodies beymalies, clothes,

furniture, room, house, city, recapitulating in ever expiag circles aspects of my

corporeality. As such, it is not simply my surface eggthat disappear but entire
regions of the world with which | dwell in intimacy. éter, 1990, p. 35).
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The recessive body refers to hidden organs and processed as the depth of myself
as an experiencer. This recessive body is unavailabie toonscious awareness and
command. Interoception refers to sensations of tieenal organs of the body, while
exteroception refers to the five senses that are wpihe external world. As an ecstatic
body, the body projects outside itself into the wollgk, as recessive, the body falls back
from its own conscious perception and control. Theahysearing body refers to the
body’'s own tendency toward self-concealment that allaw the possibility of its neglect
and deprecation. Body pain calls us back from ecstagiagament to focus on the state
of one’s own body. In the dys-appearing body, the bggears as a focus of attention,
but only in times of dysfunction or problems. The btitin appears to explicit
awareness. The body also becomes aware through ibé $omut of experiences of the
corporeality of other people and of their gaze directe#t b@on me” (Leder, 1990, p.
92). The body comes to explicit awareness as an dhjexigh the Other.

As long as the Other treats me as a subject—thatgsyiencesvith me to the

world in which | dwell, mutual incorporation effects riagp rift. But it is

different when the primary stance of the Other gl distanced, antagonistic, or

objectifying. Internalizing this perspective, | can becowmescious of myself as

an alien thing. A radical split is introduced betweenlibdy | live out and my

object-body, now defined and delimited by a foreign gazedét, 1990, p. 96)
The body, then, is a place of vulnerability to soaiad political forces.

The immaterial body refers to the functional roléghe body surface and depth
which cannot be easily exchanged. Bodily functions adtsaur without conscious

knowledge of these functions. However, when body fundtecomes problematic,

surface and depth disappearance can give way and the doéynerge as a thematic
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object. Therefore, when an individual's bodily functidhat are typically hidden are
breaking down, such as an ulcer, the body emergesageat for that individual.

Finally, the threatening body is the last of Leder’s (1986ined bodies. This is
when the body becomes philosophically associated wafudgtion, such as the aging
body. The body is seen as having the ability to disrupight. The body needs to be
restricted, and is equated with mindless passions and passoreaticities. “For when
dysfunctioning, the body seems most Other to the sédfca opposed to the
understanding and will” (Leder, 1990, p. 133).

Bodily practices and interpretations always occur withitiad and cultural
contexts, and as such, the body cannot be defined aparttiese contexts. “The human
body shapes social practices, and social practices shiapse and understanding of the
body” (Leder., 1990, p. 152). The body, then, according to LE®S0), is known to us
subconsciously, but becomes an object to our awareresswe experience pain,

dysfunction, or the foreign gaze that is distancetygomistic, or objectifying.

3.3  The Social Construction of the Body

There are many theorists who have taken a socialrc@tienhist approach to the
body. Here, | discuss Goffman’s concepts of the presentaf self, symbolic
interactionism and the body, Bourdieu’s concepts of #imtirs, and Frank’s discussions

of the body as related to social forces and relatipsshi
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3.3.1 Goffman and the Body

Much of Goffman’s work is related to the body as integgduman agency
(Shilling, 2003). The body is seen as playing an importaatinoediating the
relationship between people’s self-identity and thesiadadentity (Goffman, 1959). The
body is not produced by social forces, but the meaningiswaed to it are determined by
discourse which is not under the control of the individGaffman (1963) describes
body idiom as a way in which the body is used to craatkis ascribed meaning. Body
idiom refers to bodily communication which is seenadity appearance and personal
acts. Body idioms are conventionalized normative diss® Expectations are held of a
certain presentation, and most individuals possess koovdedge of the same
vocabulary of body symbols. The individual makes infation available to others
through his or her body idiom. Individuals then modiftiaty based on others’ reactions

and when aspects of the activity are available forrstteeperceive.

3.3.2 Symbolic Interactionism and the Body

Symbolic interactionism, as defined by Blumer (1969), restdree premises: i)
humans act toward things on the basis of the meaniagghihgs have for them; ii) the
meaning of such things arises out of social interactionjignidese meanings exist
within an interpretative process used by the person imngdeailth the things s/he
encounters. While symbolic interactionism does not disthiessbody explicitly, this
theory can help to explain the body and embodied expaseBecause symbolic

interactionism focuses on social interaction andwkanings which arise in social
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interaction, the body plays a central role as lito we experience and mediate social
interaction, whether face-to-face or not. Sociaacttion is a process that forms
behaviour rather than being an arena for expressioar@iour (Blumer, 1969). Blumer
(1969) also describes three types of objects which humeah aheaning to—physical
objects, social objects, and abstract objects. Humanslaevorld of objects, and
actions are formed around objects. Human bodies, thermechoth physical and social
objects, depending on the meaning that is attached to tlye ®bjects become social
products when they are formed and transformed by the nigforbcesses that take place
in social interaction (Blumer, 1969). “Human group lifetba level of symbolic
interaction is a vast process in which people are fagnsustaining, and transforming the
objects of their world as they come to give meaning toctib{8lumer, 1969, p. 12).
Bodies become infused with meaning as humans interactheitivorld. Human
behaviour is not a result of outside forces, but a re$liow people act towards their
world, interpreting their worlds and organizing their atsion the basis of interpretation.
While Blumer (1969) does not account for primordial perceptiophenomenology as
does Merleau-Ponty (1962), he does provide an explanatibacaount for the agency
of humans, and provides an account of the ways in whidle®can be infused with

meaning.

3.3.3 Bourdieu and the Habitus
Bourdieu (1990) discussed the body from a social constructjpeispective. The
habitus is defined as principles that generate and orgamizeces (Bourdieu, 1990). It

can also be defined as a system of cognitive and maigyvatructures formed in the
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context of people’s social locations which structureg tiworldview, and reproduces
existing social structures (Shilling, 2003). The practical &vaxlalways constructed in
relationship with the habitus. Bodies become imprinted thighmarks of social class.
The structures of the social world and bodies are linked ,bodies are formed through
their participation in social life (Shilling, 2003). Structsigharacterizing a class of
conditions of existence produce structures of the haltish, in turn, are the basis of
perception and appreciation of all subsequent experiefbediabitus is limited by
historically and socially situated conditions of itsqgwotion, and generates all
reasonable, common-sense behaviours. Bourdieu (1990) dishegunstween class
habitus and individual habitus, but individual habitus is atassen to reflect class
habitus. Habitus incorporates history by structuring new éxpezs in accordance with
the structures produced by past experiences.
...all the schemes of perception and appreciation in whgro@p deposits its
fundamental structures, and the schemes of expressaurgthwhich it provides
them with the beginnings of objectification and therefaireeinforcement,
intervene between the individual and his/her body. (8eur 1990, p. 73)
The modus operandi that defines practical action isrrgies] through practice without

rising to the level of discourse, therefore, individwalks not conscious of these modus

operandi. Implicit in the techniques of the body is steay of social values.

3.3.4 Frank and the Typology of the Body
Frank (1991) views the significance of the body as relatesdcial forces and
social relationships. Frank (1991) suggests that bodiesaamtg discourses and

institutions.
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Discourses imply cognitive mappings of the body’s poss#sliand limitations,
which bodies experience as already there for théhuseerstanding...these
mappings form the normative parameters of how the badyaderstand itself.
These parameters are, to be redundant about an impastattnot fixed limits but
fluid resources, not necessarily requiring specific lyoithniques but providing for
variation and improvisation of these techniques...Institutionghe other hand, have
a specificity within body space and time....the point od@aogy of the body is not
to theorize institutions from the body up. Rather thastydating more about
institutions now, it is preferable to let them emergenftbe actions of bodies.... (pp.
48-49)
The body is constituted in the intersection of insinins, discourse, and corporeality.
The body must also address four issues—dimensions obt@mbiw predictable the
performance will be); dimension of desire (whetherldbdy is lacking or producing);
relatedness to others; and the dimension of selfedht@iss of the body. Frank then goes
on to describe four types of bodies. Theciplined bodynakes itself predictable through
regimentation, understands itself to be lacking, anatedlin its own performance. The
body is disassociated with itself. Therroring bodyremains predictable as the objects
are made available. This body is open to the exterioldvibit appropriates that world.
Thedominating bodyefers exclusively to male bodies, and is charaaérizy anxiety,
fear, and a sense of lacking. When dyadic other-glates is combined with a sense of
lack, the body turns to a domination of the other. Kin#he communicative bodig in
the process of creating itself. It participates in sthasaratives, community rituals, and
caring relationships. While Frank’s (1991) model describeodrse and institutions and

how they act on the body, little of his theory i€@g&sarily applicable to people’s daily

experiences.
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3.4  The Development of Bodies

Elias’ (1978, 1983) work needs to be included in the discussiotise body
since he is one of the few theorists who framedtdy in terms of relevance to
historical transformations in behavioural codes and affestrol. While the historical
changes in conceptualizations of the body do not nebd tiiscussed here, the processes
of change in perceptions of the body, or how concepaializs of the body have
changed, is what is applicable. Elias (1978, 1983) views tthg d®the bearer of value.
His central idea is that bodies are unfinished entiti@siwdevelop in social contexts and
are in a constant state of change. The social ctsnée& not determined by individuals or
by social structures that are beyond the reach of pebystead, social figurations or
social norms, which individuals then internalize, shaymas contexts. Elias views the
body as being both biological and social. The bodynfbeing closely associated with
nature, becomes socially managed and organized, and i®traed into a location and
expression of codes of behaviour (Elias, 1978; Shilling, 2003)y Behaviour and
management, thus, becomes internalized and is perpetbbfsdsuggests that the
development of civilized bodies involves a progressivaadi@ation, rationalization, and
individualization of the body (as summarized by Shilling, 2088)ialization involves
hiding away natural functions and transforming bodiesantecation for and expression
of codes of behaviour. Rationalization of the bodgn®fo the strengthening of the
boundaries between consciousness and drives. Peopléotbebecome self-reflective
about their actions and do not act on impulse. Individaatin of the body means that

individuals tend to conceptualize themselves as sepaoateothers, with the body
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acting as a container for the self. These threentgubs, then, contributed to the

development of bodies and of bodily actions in preseaiety.

3.5 The Body and Power
Foucault (1975; 1980) discusses the notion of power. In hisyis body is not
only given meaning through discourse, but is fully constittheaugh discourse.
Discourse is viewed as sets of principles reflectivhefmeaning and values which
underpin relations between discourse, thought, and teenexworld (Shilling, 2003).
The body is present as a topic of discussion but alsesmfocus of investigation
(Shilling, 2003). However, much of Foucault’s work illumireatee body within a
sociopolitical context. Foucault (1975) views the boslya object and target of power.
The human body was entering a machinery of power gpdbres it, breaks it
down and rearranges it. A ‘political anatomy’, which \a#s a ‘mechanics of
power’, was being born; it defined how one may have d baeér others’ bodies,
not only so that they may do what one wishes, bubabthey may operate as one
wishes, with the techniques, the speed and the efficiéatyhe determines.
Thus discipline produces subjected and practised bodies,etdbadies.
Discipline increases the forces of the body (in ecanderms of utility) and
diminishes these same forces (in political termsha&dience). (Foucault, 1975, p.
138).
Panopticism is a system of surveillance under whiclp#tleological must be constantly
centralized (Foucault, 1975). An increasing system of slame# on the body produced
binary divisions and branding, such as mad-sane, normatrabh@nd dangerous-
harmless. “All the mechanisms of power which, evenypdee disposed around the
abnormal individual, to band him and to alter him...” (Foucd8f5, p. 200). The

phenomenon of the social body consists of power opgran the very bodies of

individuals (Foucault, 1980). New mechanisms of power aneisee through
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surveillance and disciplinary power (Foucault, 1975, 1980). Ppmeluces knowledge,
and the knowledge of the body has been produced by an erseflidciplines
(Foucault, 1980). According to Foucault, then, the bodydslyeed through power

operating on the body through surveillance and discipline.

3.6 Feminist Theory and the Body

Much feminist theory focuses also on issues of powdrthe body. In particular,
Grosz (1994) and Birke (1999) are feminists who have wrébemut the body and
feminism from different perspectives. Grosz (1994) takesrapective of the body as
socially constructed and inscribed, while Birke (1999), a bistp@icorporates the
biological body into the cultural construction of badie

Grosz (1994) describes three different positions of fesmirio the body.
Egalitarian feminism views the female body as a &tmin on women’s access to rights
and privileges accorded to men, and also views the ferodieds a unique means of
access to knowledge and ways of living. Women’s oppressiamasult of the
containment within an inadequate body. This position is 8ethe works of individuals
such as de Beauvoir. According to Grosz (1994), the sommestruction position on the
body is eschewed by Mitchell, Barrett, Chodorow, arahi$t feminists. The body is not
seen as an obstacle, but as a biological object wikpsesentation and functioning is
political, marking male and female as distinct. Thisipon shares the notion of a
biologically determined, fixed, and ahistorical body, andinstthe mind/body dualism.
A distinction is made between the “real” biologicaldly and the body as an object of

representation. Finally, the position of sexual diffieeeis espoused by Irigaray, Butler,
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and others, according to Grosz (1994). The body is seam@al to understanding
women’s psychical and social existence. This positionnsemed with the lived body,
the body as represented and used in specific ways inyartaultures. The body is seen
as a cultural interweaving and a production of nature. Réthe seeing sex as
essentialist and gender as a constructionist cated@se scholars undermine these
categories altogether.
Grosz (1994) views the body as products of the sociatibatien of nature itself.
| hope to show that the body, or rather, bodies, camm@idequately understood
as ahistorical, precultural, or natural objects in amp& way; they are not only
inscribed, marked, engraved by social pressures extertiaobut are the
products, the direct effects, of the very social dangin of nature itself. (Grosz,
1994, p. x).
Grosz views bodies as being colonized through the discyssiatices of natural
sciences, particularly biology and medicine.
...in all cases, how bodies are conceived seems tadeldargely on prevailing
social conceptions of the relations between sexes. ebgulovide a neuralgic
locus for the projection and living out of unreflectivegwmptions regarding the
sexes and their different social, sexual, and bio&dgmles (Grosz, 1994, p. X)
Grosz does not embrace either biological determinissooial constructionism, but
views the body as peculiar, not quite reducible to beingimarthing, nor does it ever
guite manage to rise above the status of a thing. T ibdboth a thing and a nonthing,
an object able to take itself and others as subject. jéwfity of bodies needs to be
understood in its historical rather than biological cetemess.
Birke (1999) takes a similar perspective to the body, althéregiha slightly
different viewpoint, being that her background is as agist. She claims that the

biological body is peripheral to much feminist theoryshese of the necessary rebuttal of

biological determinism. She contends that this haswied what goes on inside the
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biological body, and is now only explained through timgleage of biomedicine. She
makes the link between the biological body and its geddsyastruction, and makes
explicit how assumptions about gender are read onto nataheding the insides of our
bodies. The division between the biological and sd@almeant that whatever was
assigned to biology was seen as inaccessible to culhabisas. Social theory has
focused on the exterior of the body on which cultur@bees endlessly inscribed, which
implies that the biological lies outside social theMvhile the body is seen as socially
and culturally constructed, it is also material, alesH. Birke (1999), therefore, bridges
the divide between the body as material and the bsdgiastructed, and shows how the
body’s materiality is constructed and how specific ai@res structure the way we
understand biology.

The fear that many feminists have of falling into biot@dideterminism, then,
have been addressed by feminists such as Grosz (1994) keqdB9), who advocate
both an understanding of the construction of the bodytlag materiality of the body.
What still remains, however, is an understanding ofaghdal subjectivity, of psychical
corporeality (Grosz, 1994). Given that language is oftetieigaate to express these

embodied experiences, it remains to be seen how thiglay out (Shapiro, 1999).

3.7  The Body as Subject/Object

The body and self are intertwined. The self is insdgariaom the body, but not
identical to the body (Gadow, 2004). The body can be Isedmnas subject and object.
The body as subject is the experiencing body. The bedpgct is the inscribed body.

The question is, where is the self in this? Gadow (2004) sisjgesls of relation

a7



between the body and the s@&fimary immediacys the lived body as a mode of
orientation of the self, a way of being in the wofltie relationship between the body
and the self is immediate since the body is an asgesetlf. When the focus changes
inward, the immediacy of the lived body gives way td-ditinction and divides the self
and bodyDisrupted immediacis when primary immediacy is ruptured by incapacity
and constraint. The rise of the internal distincgopres meaning to “constraint” (the self)
and the part (body) which is the origin of the conatraihere is an implicit struggle
between the body and the self, and the body becomeljact. The object body is as
much a part of the world as it is a part of the sdier€ is then an attempt to recover the
concrete unity of self and bod@ultivated immediacis the reuniting of the self and
body by transcending the struggle of the body and selfudsally limiting.

The subject body is a part of the self, but only a gartew relationship between
the self and subject body is described by Gadow (2004) ad arteagsubjectivity, in that
the self recognizes the body as another manifestatisalfness. When the relationship is
intrasubjective, neither the self nor the subject hedpject or is subjugated. Instead,
one may simply appear less immediately accessibtettigother.

In the one-sidedness of concern for only the objedy bile consideration which

is missing is the body as a being in its own righis that body, the subject body,

which may emerge in illness and aging. It is only by dementing the mastery
of the object body with equal attentiveness to the subjsty that an enduring
and dialectically complete unity can be achieved, onelwdies not require

continuing conformity of the body to self. (Gadow, 2004/ P

Shapiro (1999) describes the body as the mediatompefiexce, and that coming
to know is an embodied experience. Any approach thanmritted to human liberation

must address the body as a site for both oppressionbemdtion. Embodiment is the

process by which the body becomes a vehicle for spaiaiin.
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The forming of our being grows out of our experiences. Bgpees are
perceived in coordination between our minds and bodies—wiiah forms our
being. This forming is the historically situated, culturafigcribed “reality” in

which we live. (Shapiro, 1999, p. 26).

Early feminist work has advocated the inseparabilitgarfy knowledge and
issues of power. Deconstructionism, however, placebdtdg nowhere as it dislodges
the body from any particular location and any possybitir unity. The woman'’s body is
positioned in a way that it becomes the focal pointdentity. Women construct
identities in relation to the socially constructed owsi of female beauty.

Embedded within perceptions and interpretations are persqeiences

understood through a hegemonic consciousness that suspendiseus in

contradictions between a dominant and a resistant ioussess. From this space
between domination and resistance is where meaning is feecuaking the living
body as the material that holds both. Ideas do not exis¢where outside of this
living material. What we know is at times attacheddadily knowing, whether as
tacit knowing or as conscious knowing. What we know spestksand to our
bodily memories of living. Both mind and body mingle togetim a continuous
informational stream creating the interpretationscadknowledge (Shapiro,

1999, p. 32-33).

According to Shapiro (1999), in feminist and postmodesnalirses, the body’s place is
reconceived, and is “...reconceptualized as a materialmpregbat relativizes perception

and thought as it fixes the knower in time and space” (p. 78

3.8 The Body in Old Age

In gerontology there has been a reluctance to tacklagimg body (Twigg,
2004). Concerns are expressed that by embracing the bodwy, tiake us back to
biological determinism and narratives of decline (Twig@04). Currently, because we
live in a youth culture, the only reading of the body ith @de is narratives of decline
(Twigg, 2004). Closely connected with youth culture is thesamer culture (Hepworth,

2003). This consumer culture inscribes certain meaningiseolbody, and categorizes the
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body into the inner and outer body (Featherstone, 199i1hindonsumer culture,
however, the inner and outer body become joined, anithiiee body is thus defined by
the outer visual body.

The mask of aging is a popular theory in gerontology (fezatone & Hepworth,
1991). Older adults are seen to conceal and mask inner feghogges, attitudes, and
beliefs. As such, old age as revealed in the bodynask which conceals the identity of
the person underneath. Aging portrays the body as pgibaland deviant, while the
inner self remains. The changes in appearance and ti@atb®deen to be separate from
the self, which is more enduring. This reading of theyl®idl continues to reinforce the
Cartesian dualism of mind and body, assuming that thésssdparate from the body.

Gubrium and Holstein (1999) view the nursing home as a digewaachor for
the aging body. The leading questions “...have bedoomeandwheredoes the body as
a corporeal presence serve as a surface for the assigohpersonal meaning and an
organizing principle for social interaction?” (p. 520) Thesimg home as a discursive
anchor “...provides an increasingly common institutionais&r assigned meanings to
the body” (Gubrium & Holstein, 1999, p. 520). The nursinghaguides body talk
relevant to disease, caregiving, and dying, and encouragapphepriation of aging
characteristics. The aging body is discursively arathan relation to organizational
practices. The deprivatisation of experience existsusecaf the power of the institution
to define the body and discourse.

Embodiment links together both broadly cultural and cirstamtial usages, the

body taking on its meaning at the intersection of naeatulture, and social

interaction. The nursing home, in particular, not ongws these usages together
in relation to the aging body, but, in turn, it iseifsproductive of related body

talk, reflexively acting both as discursive anchor anchasnghor for discourse.
(Gubrium & Holstein, 1999, p. 536)
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Golander (1995) describes the experiences of nursing hordemesof their
bodies. Residents described the “betrayal” of thedids, and how they had to renew
their knowledge of their own bodies after changesedtidy because of chronic illness
and the aging process. They pursued “new modes of sorttatitian” (p. 65) related to
their bodies, referring to pain management, body listerind,self care. Despite
residents’ physical conditions and distress, theyyaadked about it among themselves.
However, they were able to determine what was good ahébbaheir bodies, and adjust
their lives to this, including eating, sleeping, and dailyits. Residents also invested
time and effort into training the staff the ways ofithmdies. Changes in bodily
functions, then, involved a reorganization of expectat@and adjustment to physical
changes.

Beyond the body, however, is still the notion of sktintos (2003) conducted an
ethnography on an Alzheimer’s unit. Using Merleau-Por(t4262) phenomenology and
Bourdieu’s (1990) notion of habitus, she examined the selfbbte residents, and
suggested that an understanding of embodied intentionafityed the participants as
persons and sustained their selfhood despite cognitivarimgra. She found that
residents were self-reflective about their body throajgbearance, cleanliness,
expressions of preference, and creativity and self espresSociability was evident
through social etiquette, caring, sharing, friendships, sipglancing, and orchestrating,
social talk, conflicts, and gestural communication. Fn@mbodied intentionality was
evident through ritual and ceremony. She suggests thatlfresides in the pre-
reflective body, which invites a rethinking of selfho@dnat simply located in the

conscious will, but also in the visceral depths of theyb Kontos’ (2003) work is
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revolutionary in that it challenges the Cartesian doad$ mind and body as well as the
loss of self that is presumed to accompany dementiah&gtin the facial lines and
marked by the flaccid skin are the experiences of agde, joy, anger, pleasure,
concern, have all seeped into the flesh representingwitkg through living” (Shapiro,

1994, p. 72).

3.9 Body Work in Long-Term Care

The discussions of the body would not be completkowit discussing body work
specifically related to long-term care. Wolkowitz (2002) sstgehat the concept of
body work incorporates those whose paid work involliescare, adornment, pleasure,
discipline and cure of others’ bodies. Twigg (2004) statasibdywork is a character of
carework, and that “[bJodywork entails working on orotigh the bodies of others,
handling, manipulating, appraising bodies which become tleetobf the worker’s
labor” (p. 67). Many social processes are involved intergapecific niches of
bodywork (Wolkowitz, 2002). Higher status occupations terdieta with the bounded
body, whereas the lower status occupations deal witt ishiejected, left over, spilled
out, and polluted (Wolkowitz, 2002). The higher one risemimccupation, the more
removed they become from the “dirty work on bodieskigg, 2004,p. 68). “...the
worker is employed as much to carry dirt’s stigmaodaliour, and is metaphorically
racialized by her association with dirt” (Wolkowitz, 2092 502).

In addition, there are many gender connections witly baxtk. Women tend to
often perform bodywork (Twigg, 2004). There is also a wadtural association of

women with the body as representing the unmarked, sdesategories of the body,
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emotion, and nature (Twigg, 2004). Women then are equatedhsitbody and nature,
and contrasted with the rationality of men (Twigg, 2004)aBomplex set of processes,
women find themselves located in bodywork. Carework @ jp¢sceived as unskilled in
that there is a perception that it does not require eduncatitraining to do it, and
consequently is low paid. The skills are seen to comgalyy to women (Twigg, 2004).
Women are also not seen as a sexual threat as\eegince they are viewed as
nurturers, whereas men are perceived to have ultedtives when caregiving (Twigg,
2004).

The notion of bodywork is important to discuss to proviseosie comprehensive
understanding of the nature of carework in long-term aadethe nature of staff-resident
interactions, most of which focus around the body. Bakis a set of processes that
marginalizes and dominates, in addition to giving power to @taarps. It is not a
simple matter of caregivers in a position of powegraesidents, but as caregivers who
are themselves marginalized, giving care to residents véhmarginalized. Therefore,
the dynamics of domination and marginalization are dexnpnd implicit, rather than
simple and explicit.

In summary, then, there has been much discussiomedoody in the last few
decades. Different approaches to the body, such as pheslogwrthe social
construction of the body, historical developmentsefliody, the body and power,
feminist approaches, and the body as subject/objectdeaweecated the literature. The
body has also been discussed in relation to old ageewtne body is viewed as frail and
broken down, yet the self is still seen to prevail. &je, then, is seen as a mask which

conceals identity (Hepworth, 2003). Bodies are also disgely constructed, as
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described by Gubrium and Holstein (1999). Finally, Kontos (R@fithd that self resides
in the body, and invites a rethinking of selfhood as edtaot only in the mind, but also
in the body. Bodywork is also discussed related to long-tare (Twigg, 2004), in that
both residents and staff are marginalized and dominatedglhas dominating,
illuminating the complex relations in long-term carée body, then, as a potentially
important part of the socialization process in thgiterm care environment must be
examined.

After reviewing the immense body of literature focusedrenbody, | take
various theories and apply them to my perceptions dbdiady. Recognizing that the
body is both acting and acted upon (Bourdieu, 1990; Foucault, 1986), | also
recognize that the body is a biological entity, yetiaty constructed (Birke, 1999).
Embodied experiences provide a unigue means of access tekgeveand ways of
living (Grosz, 1994; Shapiro, 1999). The body is a medidtexperience (Shapiro,
1999). As such, the self is an inextricable part of thaylfontos, 2003). Old age
provides a unique set of challenges to the body and entbexiieriences, as perceptions
of the body are focused on frailty and decline (Twigg, 20@dyvever, older adults, and
specifically in this study, residents in long-term csg#tings, provide a site of unique
knowledge of their embodied experiences and what it nmeams “old” in particular
settings. Therefore, to summarize, | view the bodyah acting and acted upon, as a
biological entity, yet socially constructed, as a phaisantity, yet as the self, and as a site
for access to unique and often silenced knowledge. The findingy research suggest

that the body, both as inscribed and disciplined by théutien as well as experienced
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by the residents, is not only the primary site for th@adization processes into long-term

care, but is also the end result of the socializgtrmtesses.
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CHAPTER FOUR SELF AND IDENTITY

Self and identity are important components of the $mat@on process. Because
the long-term care environment can be so foreign to aldelts prior to and during
admission, the adjustment to long-term care can patigritave a tremendous impact on
the self. As Paterniti (2000; 2003) found, residents often lureities imposed on them
by staff and institutional routines, yet in many wagsist these identities and also
provide alternative identities to the ones assignedamtfiow identities become
assigned to residents when they are first admitted tlotigeterm care setting and if and
how they accept or resist these identities has yie¢ examined in the literature. In
addition, how these identities impact a sense ofhsalfnot been examined in the
literature. Therefore, this study will focus on selfladentity as a potentially important
part of the socialization process into long-term catéings.

The notions of identity and the self have been cetdralimerous ongoing
projects over the years (Leary & Tangney, 2003). Schbkre not yet come up with a
single, universally accepted definition of self (Learyr&gney, 2003). There are five
distinct ways in which the self is used: as the fpgason in common everyday language;
as personality; as the experiencing subject; as belieist aneself (self as the knower
and known); and as an executive agent (Leary & Tan@3). Ultimately, self refers
to the human capacity for reflexive thinking (Leary & Taayg, 2003).

Mead (1934) was one of the first modern theorists to didbessotion of self.
Mead viewed minds and selves as social productions. Theisel & the process of

social experience and activity. Mead distinguishes betweegelf and body, and
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suggests that the body can operate without a self beinty@d/in the experience. The
self can be both subject and object to itself. This spords to Mead’s “I” and “me”.
“The ‘I' is the response of the organism to the attitunfesthers; the ‘me’ is the
organized set of attributes of others which one himsielf é&ssumes” (Mead, 1934, p.
175). Because the self is social, individuals experieremgblves from the standpoints
of others in the same social group, or from the genedakrandpoint of the social group.
An individual enters his or her own experience asfédbgdbecoming an object to him or
herself by taking the attitudes of others towards him/lifesstdin the social environment
or context of behaviour. Mead (1934) suggests a unified s¢lt&m be broken up
within the communities to which we belong. The unity amdcstire of the complete self
reflects the unity and structure of the social procelssrélare various elementary selves
which constitute a complete self, and these variouscéspf the self are parallel to the
structure of social processes as a whole. Becauselflaises in a social process, the
interaction of individuals within the group is implied.

One of the criticisms of Mead’s theory of the selfhe separation of the mind
and body, which has been criticized by various scholansv@idn & Inglis, 2001; Kontos,
2003; 2004; Leder, 1990; Merleau-Ponty, 1962). In addition, thesssdfin not to exist
without the social interaction of others, and thatséi arises only out of adopting
others’ views and attitudes toward oneself. The nohanindividuals can resist others’
constructions of themselves and create new construdfdhse self is not taken into
account.

Gidden’s theory of structuration (1984; 1991) takes this perspeatiself.

Human agents and actors have the capacity to understantheyao while they do it
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inherently. The reflexive capacities of individuals areolmegd continuously in the flow

of day-to-day conduct. The notion of the self as ageaften criticized for not taking

into account structural issues, which is what Gidden’srthatbempts to do. Social
structure is seen as a set of rules that facilitatelsconstrains human action. It does not
make people do one thing or the other, but individuals dedidé to do by drawing on
the structure, thereby manifesting agency. Individuals tteveeed for security, and to
sustain this, individuals act to reproduce specific sog&tksns as they exist, which is
how systems persist. Giddens effectively tries to nidueyself as a reflexive agent within
social structures.

Self-identity...is not something that is just given, assult of the continuities of

the individual’s action-system, but something that hdsetooutinely created and

sustained in the reflexive activities of the individualf$dentity is not a

distinctive trait, or even a collection of traipgssessed by the individual. It is the

self as reflexively understood by the person in termeobr his biography.

Identity here still presumes continuity across time space: but self-identity is

such continuity as interpreted reflexively by the agehts includes the cognitive

component of personhood. To be a ‘person’ is not juseta reflexive actor, but
to have a concept of a person (as applied both to thenskebthers) (Giddens,

1991, p. 52-53).

Gergen (1991) has also written about the social selfygdesuggests that the
process of social saturation, that is, the exparai@ocial worlds and the inability to
“get away” from obligations and demands, is producing a prafchange in our ways
of understanding the self. Because of this social saturatie are being furnished with a
multiplicity of incoherent and unrelated languages ofs#lé In this world, we no longer
experience a secure sense of self. The populating oflfHeasks to the acquisition of
multiple and disparate potentials for being. Social séitur produces imitative

assembleges of each other, and each of us becomebeheGammitted identity

becomes a difficult achievement as new and dispamatewvare added to one’s being.
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Gergen still holds to the idea of a singular concept lbfls® can exist if one can only
fight off the forces of social saturation.

Gubrium and Holstein (2001) do not dismiss the concepsofgular, authentic
self, but suggest instead that the self is “...produced inf@raling and variegated
panorama of sites of self-knowledge” (p. 96). The sedfsisentially a social structure,
which unfolds in and through social life. Discursive envirents function to assemble,
alter and reformulate our selves. These discursive@mwients provide many options for
who we could be. These environments set the conditiopsssibility for subjectivity.

As a result, the world is increasingly populated by instihal selves—those selves that
are formed and reformed in the discourse and practiteeofstitution. No single
environment determines who and what we are, so the indhhdsamultiple and diverse
options for self-construction. Within these discursimgi®nments, narrative practice
lies at the heart of self-construction (Holstein &&um, 2000). Interaction and
communication are the basis for the social self (Gub& Holstein, 2001). We,
therefore, have institutional identities, which:

...are locally salient images, models, or templatesddfrconstruction; they serve

as resources for structuring selves. But as ubiquitous, protmened varied as

troubled identities have become, the process of assgnthem into institutional
selves is anything but a matter of simply picking and cimgo$flaking
connections between the personal self and a troubledtidenblves a great deal
of interpretive activity, work that is conditioned by getting in which it is

conducted (Gubrium & Holstein, 2001, p. 11).

A number of studies have used varying definitions of theequnaf self. Sabat
and Harré (1992) state that the self of personal ideistity.experienced as the

continuity of one’s point of view in the world of objedn place and time. This is usually

coupled with one’s sense of personal agency, in thatakes oneself as acting from that
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very same point” (p. 455). Personae are selves thaudtely presented in the episodes
of personal interaction in everyday life (Sabat & tdai992) or co-constructed roles that
individuals take on in various social contexts (Smalld&g, Gutman & Clarke Scott,
1998). Usita, Hyman, and Herman (1998) did not explicitlyreie$elf in their study, but
the assumption and argument was made that languag€flsctior of self, and that
information and stories are told through narrative. Ca¥lansfield, Golander, and
Arnheim (2000) used an operational definition for the congcépelf-identity in dementia
that included “...roles, identities, attributes and prefeeemvehich an individual attributes
to him/herself, and which therefore reflect selfhood”3g3). Kitwood (1997) defines
personhood as “...a standing or status that is bestowedomgomuman being, by others,
in the context of relationship and social being. It impliecognition, respect, and trust”
(p. 8). This definition of personhood is based on indivglliging in relationships, and
therefore is bestowed upon individuals by others. As,quetsonhood is a much
different concept than self, since personhood dependseatefinitions of the individual
by other individuals surrounding him or her. Charmaz (1988girclassic study of the
loss of self in the chronically ill, uses a symbolitenactionist perspective indicating that
the self is fundamentally social in nature and is devel@vel maintained through social
relationships:
When | speak of self-concept, | mean the organizatiattobutes that have
become consistent over time. Organization is the kemterstanding the self.
Though the self is organized into a structure, ordinandy structure ultimately
depends on the processes to sustain it. In other wordsofst individuals,

maintaining the organization of the self—that is, selfieept—means empirical
validation in daily life (p. 170).
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Kelly and Field (1996) state that “self is a cognitive ¢aure that is constantly being
reconstructed and which is expressed in the various ivareatd autobiographical
accounts which are offered by the individual in self-pnesgon” (p. 245).

For the purposes of this study, | will be using the dedinibf self as posed by
Sabat and Harré (1992), that is, the continuity of opeist of view in the world as well
as the sense of personal agency. | believe that sibiging and constantly constructed
and reconstructed depending on the situations or circaoestave find ourselves in
(Kelly & Field, 1996). Self can be expressed in many b€ ways, including in our
narrative and the autobiographical stories we share whgr® (Kelly & Field, 1996).
Personae will refer to those aspects of self an ind@idooses to project into the public
arena, essentially the social self. This is the pybpotsented image of self that is
regulated by the individual, or how the individual chodsegsortray him or herself in a
social setting. Finally, identity will refer to “...publand shared aspects of individuals.
Identity establishes what and where the person is witdtialstructures, thereby linking
self to social structure...ldentity defines a person as ialsagect locked into group
memberships and social relationships” (Kelly, 1992a, citd<kity & Field, 1996, p.
245). Further defined, identity will also refer to the publd shared perception of the
individual, or the responses of others to the presentafipersonae. Thus, identity is
similar to Kitwood's (1997) definition of personhood asaiist that is bestowed on an
individual by others. Identity also establishes a persommwa social network through
the assumption of roles.

| also recognize Gubrium and Holstein’s (2001) and HolstethGubrium’s

(2000) discussions of the discursive self, in which theisg@ifoduced and defined
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through discursive environments that provide many options iorwe can be. In
addition, individuals can choose to resist and crestenakive identities and self in
opposition to dominant discourse. Narrative practiceidwer, is the key to the heart of
self-construction (Holstein & Gubrium, 2000). In addittorthese definitions of self and
identity, | also incorporate Kontos’ (2003) notions thatlibdy and self are entwined.
Since the body and the self cannot be separated, Waeself is discussed, the body is

often implicitly referred to as well.

4.1  Self, Identity and Long-Term Care Facilities

Nursing homes and other long-term care settings canahdkastic effect on
residents’ identities and perceptions of self. Golander (188&jribes the deselfing
process that happens to nursing home residents. The gbeeof aging and the
incongruence in self and social conceptions can blur aldigits’ identity. The structural
nature of the institution also increases the homogeageiong residents, which further
serves to erase what might have been left of retsidimdividuality and identity. As
individuals become residents, social and personal idérgtgme one. Despite this,
however, residents can resist these inscriptions ofitglen

Gubrium (1993) reminds us that “{[mJundane as the storeedlaey inform the
reader that quality of life and quality of care, in resit$’ voices, are not so much
rationally assessable conditions, as they are hwe@oordinary, and biographically
active renderings of lifelong experience” (p. xvi). Tuse of narratives, as will be
illustrated, provide opportunity for the residents totiay images of self and resist

constructions of self by others (Paterniti, 2000, 2003).
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Paterniti (2003) suggests that residents do not define themselegsin
institutional terms. In her study, she found that diffestrategies were used by residents
for resisting institutional identities. For some, steljng was used to allow the residents
to transcend the institutional rhythms structuring the@#s. Some used musical
instruments and talents to lay claim to a distinct itigriResidents also viewed others as
different from themselves—as older, more dependentiramd troublesome. Staff often
accepted the residents’ alternative identities, buethategies could also backfire on
the residents if they demanded too much of staff tiragerRiti’'s research highlights that
residents are not passive subjects in the nursing harhardactive agents in
establishing their own identities and resisting instingladentities.

Paterniti (2000) further describes the role of narrativewaats in functioning as a
principal tool for establishing an alternative definitidrilee situation in the institution
and to authenticate personal identity. Residents’ neesaprovide a self that is usually
unrepresented in medical records and discourse. By proadiadfernative narrative,
residents provide a different means of personal ideatifio and other bases for
interaction with staff. Residents who emphasizé theess as an identity marker
conform to the staff-defined identities of them. Staff a@sidents often have conflicting
interests:

As a result of different demands on their time,desis and staff have conflicting

interests: the former have a desire to promote a “nbinitignal” self-identity in

the otherwise regimented, mundane, and sometimes inhusmemestance, and
the latter have an interest in fulfilling occupationaletables, using routine
identity and work as a means for occupational accomplishmé/hile one set of

actors, the resident patients, tries to make institutideanteresting, the other
set, the staff, attempts to control the chaos (Pitite2@00, p. 109).
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Gubrium (1993) illustrates different identities that restiddake on based on their
biographical linkages. He suggests that life narratives@renunicated lives. He
interviewed 58 residents; 33 residents who participated ée thterviews, and 25
residents who participated in two interviews. The lderatives of some residents
highlighted worry and disappointment. Other residents weeng the best of their life
in the nursing home, and the nursing home’s quality ofude a narrative extension of
what life had always been like. Some residents oderomncern with fate. They
wondered how it was possible that life had come towhere they felt they had no
purpose in life. For others, features of the earthlytéfek on meaning in connection with
the life beyond. These residents were strongly ralgjiand felt this was a stage in the
journey to heaven. Finally, the vigilant had typicddgen independent throughout their
lives and felt an ethic of distributive justice. Thejt that their personal space had been
infringed upon by other residents and staff. Gubrium (1993tilied in this study that
residents’ views toward the nursing home and quality efdifould only be interpreted
within a historical and biographical context. This of ceurglicates that the experience
of living in a nursing home is also mediated by the hishtband biographical context.

Assumptions are often made that residents simply conto the rigid structures
and confines of nursing home life, but as is evidenced tiexes are many ways, both
actively and passively, that individuals resist the pnesef conformation to the routines
and the structure of institutions. While some scholarsiclered dementia as paramount
to a loss of self (Cohen & Eisdorfer, 1986), other schdiave suggested that the self
continues even into the late stages of dementia. &aldatiarré (1992) found that

individuals continue to refer to themselves in the fiestson and express their
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experiences throughout the course of the disease.darodsconducted by Tappen and
colleagues (1999), it was found that individuals have a s#rssf even into advanced
stages of dementia. Participants in this study frequegiidyred to themselves in the first
person, and talked about their characteristics and expesibote in the past and present.
They also indicated that they were aware of the civgnithanges that were occurring.
Harris and Sterin (1999) found that the impact of dementsetf-concept involved a
changing sense of self, multiple losses, and emotreaations linked to efforts to
maintain a sense of self. Participants stated tlfatvas not lost in Alzheimer’s disease,
but that the sense of “who one is” is often in aestdtflux. Even in dementia, the sense
of self is still intact. While this study is not specdly focusing on residents with
dementia, this research highlights the impact of illegsdisability, as well as the
impact of long-term care settings, on individuals’ sesfsgelf.

To summarize, self and identity are important considmnativhen discussing
long-term care residents. Various theorists, such agIMgiddens, and Gubrium and
Holstein, have discussed self and identity. Recognizingleatelf is constructed in
discursive environments (Gubrium & Holstein, 2001), individadd® have agency to
accept or resist these identities (Giddens, 1991), and sbraohand reconstruct new
identities. Self, as well, is not seen as exclusivimnetbody, but instead is seen as
dwelling within the body (Kontos, 2003). Research examiningtigein long-term care
settings have found that the institution often servetefme residents’ identities
(Diamond, 1992; Paterniti, 2003), yet residents often rdgsetidentities and provide
alternative definitions of self (Paterniti, 2003). Thkrof narrative accounts is the

principal tool for these instances of resistance. Ti®n of self, then, is a reflexive
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concept that is both constructed by others and societyekas constructed and
reconstructed by individuals. The findings of my reseauht to a sense of self and
identity that increasingly becomes defined by the insbibytyet residents still find ways
to resist institutional identities and maintain a persa®antity that is not solely defined

by the institution.
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CHAPTER FIVE THEORETICAL CONCEPTUALIZATIONS OF PLACE

Since the socialization process occurs within the ésaark of the long-term care
facility, place is an important concept to considercd&ese place is a constituting element
of social life, it is significant in all studies adsial life (Gieryn, 2000). Therefore,
socialization into a particular culture occurs within toatext of place. In addition, the
body and self are formed within particular places aedr#tuenced by place. Place,
then, is an important component of the socializgpitess and is linked to body and
self.

There are many different discussions on the concgpiaoé and space in the
literature. In most of the discussions, however, péaagspace are distinctively
differentiated. Space is often defined as the physicaactexistics of the environment
while place refers to psychologically and socially cbutd meanings of the
environment (Dixon & Durrheim, 2000; Giuliani & Feldman, 1998wL.& Altman,

1992; Rubinstein & Parmalee, 1992; Stokowski, 2002). While spacelarelare most
often differentiated in this way, others have definedntlo@posite to above—place
referring to physical location and space referring tonthg place is used and the
meaning made out of place (Gustavson & Cytrynbaum, 2003).

Relph (1976) describes space as intangible, somethingahiadt be directly
described or analyzed. There are different understandimya wide range of meanings
of space. The meaning of space, according to Relph (1976) faosesnmediate
experience. Space becomes place because experieneegtthasted and concentrated

our intentions and are set apart from surrounding spade wnnaining a part of it.
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Tuan (1977) states that the meaning of space often merdethaiitof place, but
that space is more abstract. What begins as undifietestspace becomes place as we
get to know it better and endow it with value. Spacegsized around the body and is a
symbol of openness and freedom. We have a sense oflspesese we can move. Place,
on the other hand, is a calm centre of established valndsve have a sense of place
because we undergo phases in life. When space becoméarfat becomes place. Place
offers little outside the human bond, and is focusedetationships and roles. Place is a
static concept of an organized world of meanings.

Gieryn (2000) describes place as having three significahiries. First, place is a
geographic location, and is the distinction betweerethed here. Second, place has
physicality. “It is a compilation of things or obje@tssome particular spot in the
universe” (Gieryn, 2000, p. 465). Third, place is invested with mgaamd value. Place
needs to be named, identified, or represented by ordieamyle in order for a place to be
a place. Place, according to Gieryn (2000) is not only paldiut given an identity as
well.

I, however, refer to space as either a physical drattdocation which is defined
in reference to other objects around it and has the paitemibe used in a specific way
by individuals. Space is defined in reference to the alaifign individual to move
(Tuan, 1977), and is often measurable. However, spac® isféds used in colloquial
terms to refer to abstract locations, such as “cybeeSpaqersonal space. | refer to
place as the physical environment (Relph, 1976), both mdlihatural, as well as the
social environment. In addition, place incorporatesdaatities assigned to it by

individuals and is endowed with value (Gieryn, 2000; Tuan, 1%5f¥ce and place can
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at times be used interchangeably, but there are somesspateannot be places (e.qg.,
cyberspace). Relph (1976) suggests that places are thengdetimat order our
experiences in the world. Place, although being endowédvaitie (Tuan, 1977), must
also be a physical geographic location (Gieryn, 2000). t tefeense of place as the
ways in which people have constructed meaning out of pAditeaugh “place” as a
concept incorporates identities assigned to it by indivgjwakense of place incorporates
much larger notions of meaning and representation of pBuoae scholars have used
place to refer to a sense of place, and have includédf®physical environment as
well as meanings and interpretations (Gieryn, 2000). Howseeese of place as | am
using it in this context incorporates not only meanings at&tpretations, but also
includes experiences of place, the notion of selfac@las well as how the self is
revealed and concealed in place, the history of theighhl as it shapes meanings and
interpretations, and relationships and role expectatiopkce (Wiersma, 2003). Sense
of place is a fluid and changing concept because intatgme$, meanings, and
experiences are always changing (Wiersma, 2003). Sentacef then, incorporates
much more than meanings and interpretations, but atsoparates the various other
aspects delineated above.

Rodman (1992) conceptualized place as multilocality andivaadlity.
Multilocality assumes a decentred analysis, and lobk#aaes from the viewpoint of
Others. It also refers to the reflexive relationshiphiace. Multilocality also shapes
and expresses images of place for different users—& sitage may be experienced
differently. Multilocality also refers to the comp#x& or contingent analysis of place—

that activities arise from actions of multiple ageantdifferent places. Multivocality
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refers to listening with all of one’s senses. Plagspbak people’s practices, history,
conflicts, and accomplishments. “By joining multilocalib multivocality, we can look
“through” these places, explore their links with otheos)sider why they are constructed
as they are, see how places represent people, andtbegiderstand how people
embody places” (Rodman, 1992, p. 652). Rodman (1992) sees pdasesially
constructed. “Places are not inert containers. Theyaliticized, culturally relative,
historically specific, local and multiple constructib(Rodman, 1992, p. 641).
Essentially, there is an inseparability between peapdepéace, and identity is grounded
in place.

Many concepts are apparent in theoretical discussioplacd (for a brief
summary, see Manzo, 2003). Concepts such as sensea@fpdée attachment, place
dependence, and place identity are used. Sense oftptatseto refer to the meaning
making process of place (Steele, 1981; Wiersma, 2003). Rtachraent refers to the
bonding process of people to places (Low & Altman, 1992) eRlapendence refers to
the strength of the association between a person aafficpéaces (Manzo, 2003). Place
identity refers to dimensions of self that develop latren to the physical environment
(Twigger-Ross & Uzzell, 1996). Despite the definitionsh&se concepts, many of them
overlap and the connections between them remain ur{df@anzo, 2003). For the
purpose of this discussion, | shall briefly discusg@lattachment, place identity, sense
of place, discourse and place, old age and place, amisong of the concepts of place. |

then summarize my own conceptualizations of place.
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5.1 Place Attachment

As mentioned earlier, place attachment refers t@thational attachments to
place, and is often described as a complex phenomé&oiefi & Feldman, 1993).
Place attachment is the bonding of people to place &@&wman, 1992). According to
Low and Altman (1992), there are a number of assumptidthglace attachment:

() place attachment has interrelated and inseparable gspects

(i) the origins are complex and varied;

(i) place attachment contributes to individual, group, andiallself-

definition and maintenance (see p. 3).

Low and Altman (1992) have contributed significantly totteorizing of place
attachment, and suggest that it is an interplay oftaffied emotions, knowledge and
beliefs, behaviours and actions in relation to place. d@fimary target of the bonding is
to the physical environment, but can incorporate other peogleacial relations. Place
attachment is often measured with quantitative tools asdurveys (Brown, Perkins, &
Brown, 2003; Williams & Vaske, 2003). Place attachment tsm@ntribute to the
identity of an individual, group, or culture. As such, plattachment often overlaps

concepts of place identity.

5.2 Place Identity

Twigger-Ross and Uzzell (1996) posited a number of charstaterof place
identity. First, they distinguish between place id@dtion and place identity. Place
identification refers to a person’s expressed identiboawith a place. Place is then

considered as a social category. Place identity ihanaspect of identity that describes
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socialization with the physical world. These authoosyéver, suggest that all aspects of
identity have place-related implications to a greatdesser degree. Twigger-Ross and
Uzzell (1996) suggest four principles of place identity.tFpkce is used to satisfy the
desire to maintain personal distinctiveness or uniqgueSesond, the continuity of self-
concept implicates place. Place-referent contingithe maintenance of a link with a
specific place that provides a sense of continuity totitde Place acts as a referent to
past selves and actions. Place-congruent identity reféh® maintenance of continuity
through generic and transferable characteristics cd@pln other words, people look
for places to live that represent their values. Tlsedf-esteem as an aspect of identity
refers to the positive evaluation of oneself or treugrwith which one identifies. Self-
esteem can be impacted by the qualities of place. Firsallirefficacy is affected if the
environment facilitates or hinders everyday lifestylesé&thon their empirical research,
these authors conclude that there is evidence for thblisbment and use of place in the
maintenance of continuity of self and the use of@laccreate, symbolize, and establish
new selves.

Hormuth (1990) described the ecology of the self, whiclsistaof others,
objects, and environments. Others are seen as sourdiesabfsocial experience. Objects
are symbols and representations of social experieBo@gonments are settings for
social experiences. Self-concept, according to Hormuth (I#@)lops in interaction
with its social and physical environment to form thelegiocal system for self. If change
happens, people try to preserve their ecological systeesist changes in the
environment. Social commitments are central to theasethey involve and tie people

together in social relationships. Changes in centrahsoemmitments can cause
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individuals to reinforce or question their self-conceptt &ea process and self concept
as a product are linked to the individual's social situaéis well as the larger social and
cultural context. Place, however, as both social@mygical environments, and

experiences within place, can have a significant impadhe sense of self, self concept,

and even how people define the identity of a place.

5.3  Sense of Place

Steele (1981) has delineated in detail the notion of a&s#ndace, and views a
sense of place as a transactional view of relatiatisthe environment. A transactional
view means that people take something from and give or do tiarige environment. A
sense of place is an experience created by the settagnibination with what a person
brings to it. Steele (1981) describes two aspects of placensa ®f place and a spirit of
place. A sense of place, as described already, idiaytar experience of a person in a
particular setting. The spirit of place is the comberabf characteristics that gives some
locations a special “feel” or personality. Sense ate) then, is not simply about the
setting, but is about the individual as well.

Relph (1976) also discusses the notion of a sensacd.pWWhile he describes
place as a multifaceted phenomenon of experienceates shat some assessment can be
made of which properties of place are essential toengesof place and experience. He
suggests that places have identities that distinguish fiieemother places. The essence
of a place lies in the experience of belonging and ify&mg with the place, of an
‘inside’. A sense of place, however, is the abilityrafividuals to recognize different

places and different identities of place. An authesgiese of place, according to Relph
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(1976), is the genuine experience of the identity of agpdantl an awareness of places for
what they are. This suggests that place has an identty essence that is interpreted by

individuals.

5.4  Discourse and Place
The ways in which we talk in everyday language are otiatinely spatially
marked (Keith & Pile, 1993a; 1993b). Dixon and Durrheim (2000 udsthe role of
discourse in the creation of place. Because plasedslly constituted and constituted by
the social, place identity is created together throath t
It is through language that everyday experiences ofrsqdface form and mutate;
moreover, it is through language that places themseleasaginatively
constituted in ways that carry implications for ‘wive are’ (or ‘who we claim to
be’)” (Dixon & Durrheim, 2000, p. 32).
Stokowski (2002) suggests that people actively create meahpgées through
conversation and interaction; therefore, languagensadn the formation of a sense of
place.
Thus, the systems of speaking and writing (documenting;iltansg,
remembering) our social, natural and cultural landscapestdonly mirror or
represent an objective reality. Instead, these commureda¢haviours are
actively employed to create place realities (Stoko2®02, p. 373).

The role of discourse in creating a sense of plaes, tleveals the social origins of place

identification (Dixon & Durrheim, 2000).

5.5  Social Aspects of Place

Place is a multi-faceted phenomenon (Relph, 1976), anédse pannot be

discussed without mention of the social environment. ldeaple make meaning of
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place depends, to a large extent, on other people pregbimt place. Place defines the
roles and expectations of people, and the built enviroholerifies social roles and
relations (Tuan, 1977; Wiersma, 2003). How one acts at oofeen different from

how one acts in the work environment. People activaegitermeaningful places through
conversation and interaction (Stokowski, 2002), and taeresocial origins to place
identification (Dixon & Durrheim, 2000). Place also ingorates other people and social
relations (Low & Altman, 1992). The social relationddng-term care facilities consist
mainly of staff and other residents. Residents areadely staff as “bed and body work”
(Gubrium, 1975; Paterniti, 2000); therefore, place has defireetbtes of staff and
residents. The long-term care facility has also besordeed as a place of social isolation
and loneliness (Slama & Bergman-Evans, 2000; Thomas, 199€jleRes are cautious

in developing relationships with each other (Powers, 198&)same relationships are
characterized by hostility or indifference (Goland€395). The place, routines, and
expectations of social roles all create a social enuent in the long-term care facility

that is not often conducive to supportive relationshipsngaand personal attachment.

5.6 Old Age and Sense of Place

Place attachment is a process that continues throulifeofRubinstein &
Parmalee, 1992), a way of keeping the past alive. Feelilngg abe’s experiences in or
of key former places may be an important part of rebemng one’s life course and,
thus, of organizing and accessing a lengthy life span.

Attachment to key former places is one way of keepiegtst alive and thus

relates to the later-life tasks of maintaining a seris®ntinuity, fostering

identity, and protecting the self against deleterious cha&@gmond, attachment to
a current place may be a way of strengthening the self.d,Tétirachment to a
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current place may be a way of enacting or representdegpendence and
continued competence. (Rubinstein & Parmalee, 1992, p. 140)

In old age, place attachment is in the past and inutrerdt day, and consists not
only of each, but of the relation between the two (Rubins Parmalee, 1992). Howell

(1983) suggests five general principles of the meaning o ftecld age:

1. The attachment of meaning to life, to self in relatioevtents, people, and
place is aontinuous reweaving process.
2. Places are affectiveledefinedin the course of utilizing them in

reminiscence, self-concept reviews, problem solving, sodl
maintenance, and other operations.

3. A way of conceptualizing the meaning of place would betenait to
evaluate the roles of place in self- or identity restauctions.
4, ...In environmental memory and the meanings attributed t@ ptaach

more ofselfis invested with other forms of memory, and place el@s
get unevenly (and at this time juncture unpredictablyhéd to other
selective self-in-time and space components of recall.

5. Attributes of self-concept may psychodynamically funcparallel to
attributes of place, and thus we should consider tleatdaning of a
place attribute may, for the individual, change oveeton be different
from one group of people to the other (depending on howpgo
defined) (pp. 99-100).

As is evident from the above discussions, a senptaoé is formed not only based on
affective bonds with the environment, but with the maesoand past experiences of the
individual. As Howell (1983) reminds us, “...natural (including tueinvironments
remind me of what | choose or reject about myself’ (105).

Because of the importance of place to identity, disoussof home and long-term
care institutions are appropriate here. Rowles (1987) suggpasthome is a protective
environment, a place of withdrawal from the outside wdtloime also refers to a sense
of identity, security, and belonging. There is an ineawng of self and place through

the length of residence and the accumulation okkgeriences (Rowles, 1987). Because

of the attachment to home, disruptions to place attadhcaenbe extremely difficult. If
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place attachments are integral to self-definitions) ghlace disruption can threaten self-
definitions (Brown & Perkins, 1992). Place disruptions areroétbout more than
identity, however; they are multi-faceted and mulaied, meaning they can consist of
many different dimensions and to differing degrees (Browre&ias, 1992). Because of
the potential extent of place disruptions, the impaandividuals can be significant.
Disruptions are difficult to deal with because the tieg bind people include
multifaceted connections, occurring at multiple leytlat provide a taken-for-
granted orientation to the world. A disruption means itidividuals must define
who they are and where they are going without the beuifdtite tangible supports
that formerly bolstered such intangible understandif@®wn & Perkins, 1992,
p. 301)
Stafford (2003) suggests it is the “...liminal, betwixt-and-kesw status of nursing home
that engenders a collective discomfort on the paruotizenry”’ (p. 121). Because the
nursing home is often associated with negative perceptioas;ansition may be
difficult. In addition, the disruptions in place attachmye¢he loss of home, and the loss of
personal possessions that also represent self magtithgetransition (Giuliani, 1991;
Stafford, 2003). As one resident stated (as quoted in Saskshil991): Home That is
a very distinguished word, and no nursing institutionleathat. Here, instead of
paintings, age hangs on the walls.” (p. 74). The nursingehattempts to re-create home
through symbolic representation, which often trivialides notions of home (Stafford,
2003).
Groger (1995) examined residents’ perceptions of the nursimg s home. She
found that residents’ abilities to consider the fac#ithome was related to the
circumstances of their placement, including previous éxpees with nursing homes,

criteria used to define home, and the degree of contithety achieved after placement.

If residents defined home as social and family relaligass then they were more likely
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to consider the facility a home. However, when honeams independence and
autonomy, residents were not likely to consider thditiaas a home. Continuity of
aspects of residents’ earlier lives can create exteomiinuity and help transform the
nursing home into a home. Therefore, the possibilitydpfstment and reconstructing the
institution as home depends on how residents define Homaghout their lives.

The nursing home as an abstractiembodies the polar opposites of home.

Although its purpose is benevolent, its structural arraregegs make it a total

institution like a mental hospital or prison...If “home”fues and maintains the

self, institutionalization attacks and mortifies thé g@ough multiple indignities
and losses: loss of role; sometimes loss of namse;dbpossessions and thus loss
of self-affirming context. As a concrete place where people likewever, even
the total institution offers possibilities for comprome®d adjustment (Groger,

1995, p. 138).

Dobbs (2004) conducted a four-month ethnographic study in areaskisng
facility based on Groger’s (1995) work. She found that hawa® constructed as a
memory. Home encompassed social relations, family énéxtperiences, roles
performed, and autonomy to do the things one liked. Homeelaed to dress and
appearance, and the facility could not be considered ben®use residents felt they
needed to dress up as they were on public display. Fandilfriends were an important
part of home in contrast to the strangers they livet.Wihe choices that were associated
with home, such as going shopping and choosing meals,meseng. Dobbs (2004)
concluded that there was continuity in the concreteninga of home for residents, but
little continuity in the abstract meanings of hombke Bocially constructed meanings of
home and definitions of care are embedded in the instiaitstructure of the assisted
living setting, while abstract, symbolic meanings eludients (Dobbs, 2004).

For my master’s thesis, | (Wiersma, 2003) examined therences of long-term

care residents in two different places—a veteran’s tesgmd a summer camp. The
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experiences of residents were different in theserdiftesettings. The findings suggested
that residents interpreted the characteristics oétivronments, and then made meaning
of their lives incorporating the characteristics af @mvironment. An emerging theory
from the research suggested a comprehensive theory sdrike of place. This sense of
place is constructed by the individual through the meanirkgngpg@rocess. The

individual brings his or her interpretations and meaningbkda@tace to construct a sense
of place. The interpretations and meanings of placeatikeatnade by individuals are
shaped by the context of their values, ethics, ideatspagraphical experiences. Place
also has a reciprocal relationship in the definitiohe@tionships and role expectations.
In addition, place has a reciprocal relationship wethure experiences. The sense of
place impacts the ways in which self is revealed andeasled to others, which also, in
turn, impacts the sense of place. The self is preseatitaspects of the experience.
Agency is evident in that the individual actively makesanming and sense of his or her
experiences. Sense of place is a fluid and changingraohbecause interpretations and

meanings are always being shifted and reconstructed.

5.7  Ciriticisms and Challenges to Theoretical Constructions d?lace

There have been a few people who have challengeddbexdrplace (Keith &
Pile, 1993a; 1993b; Manzo, 2003; Stokowski, 2002). Much of the résaadctheory on
place is based on the mythology of home, which ia ssea metaphor for belonging,
comfort, joy, and protection (Manzo, 2003). Because of thigsh of the research is

focussed on positive aspects of place. The negativeierpes of home, and therefore
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place, have not been addressed, even though meaning ishm@aagh both positive and
negative experiences (Manzo, 2003).

In addition to the mythology of home (Manzo, 2003), pbétics of exclusion are
rarely addressed (Keith & Pile, 1993a; 1993b; Manzo, 2003). \pbdele create a sense
of place, most times access to place is unequal. Therefpportunities to make meaning
of place are limited for some. Keith and Pile (1993) disdoisations of struggle,
communities of resistance, and political spaces, adthdhe politics of place and identity
are rarely discussed elsewhere. In addition, thengssons and social practices that go
into the act of making places are unobtrusive and hidgtkowski, 2002), making

power relations invisible.

5.8 Further Conceptualizations of Place

Much of the discussion regarding place has assumetktheality of physical
environments (Howell, 1983; Rubinstein & Parmalee, 1992). Piaen, is neutral,
simply awaiting for people to attach meaning to it. Meaningp tlexists for individuals,
rather than for the environment itself. | would argue, éxav, that even in place, even
before people create a sense of place, space is imbtrech@aning. The physical
characteristics of a built environment are not necégseutral, but carry with it specific
meanings because they are built for specific purposes. bfutis meaning is
determined in the physical construction and planning of theement. Given that
much research has been done in environmental psychomolgyve physical
environments impact people, it is evident that meaningsaargtructed into physical

environments because they are built by humans for iateritpurposes. | will use the
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example of the building of a new nursing home to illagtithis point. The rooms within
nursing homes convey specific meanings. First, they cotineesneaning of a
residence—nbeds are available for people to sleep in. Sebeyd;onvey a class
distinction—some rooms are private and some are wards.obhose who can pay, then,
have access to the private rooms. The nursing statiazated a place for working
through the use of desks and chairs. It also indicatepaae working area for staff, and
gates enclosing it signal that it is off limits fosidents. The set-up of hallways ensure
that they are always visible from the nursing stat@rcémera monitors are set up),
indicating surveillance of the residents. A separatérstam again indicates the
separation of staff from residents. Locked doors and tmitsate confinement. The
physical space of environments, then, are already imbuadweaning. While this
meaning does not necessarily mean that once peoplethne these places that they will
create these meanings, but this is a function of ag&wen if they take on some of the
meanings of place, they construct it within their owpeziences. Place, then, is created
for specific purposes, which imbue that place with meanibgjtaiot always
consciously. “...the spaces and places of our everydaydieetaken for granted and
‘naturalized’; with little need for interpreting what ggaphy can tell us about society
and culture” (McHugh, 2003, p. 166).

In addition to the challenge of the neutrality of elathe notion of critical spaces
and resistance is important to recognize (McCorkel, 1998)e kbnly focus on the
positive aspects of place, we cannot recognize actsistance and agency. Goffman
(1961) suggests that individuals develop a sense of self themegipting and rejecting

organizational constructions of identity. McCorkel (1998)dwcted research in a state
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prison for women. She suggests that there are two ofpgmsmces—physical space and
conceptual space. “Physical and conceptual spheres argeipendent in that social
controls are simultaneously directed at controllinghboeaning frameworks and actions
in order to transform the core self’ (p. 238). These epatirough surveillance and
authority structures, are meant to transform definitminself. Critical space, then, is an
area that is unregulated by staff and not under survegllanc
...critical space occurs at the intersection of physical conceptual spheres.
Physically, residents must have access to locatitwesertheir actions and
conversations will not be reported to staff. Frequentlg, means meeting other
residents in the crackhouse [a reference term to a rotme prison] when staff
are not looking, although critical space is not necdgsarnnected to a specific
physical location. Clients can construct critical spacany area of the facility so
long as they perceive surveillance to be weakened (McCdré@8, p. 243).

The development of critical space has four propertiesrdog to McCorkel (1998):

1. It is one form of resistance to organizational costeoid identity
definitions.
2. Alternative conceptual frameworks to identity challenge pmadant

organizational discourse and individuals can interpreteperiences in
ways that provide alternative definitions of self. Tisisonducted through
interaction among residents.
3. Critical space has a temporal dimension.
4. Critical space is not a uniform feature of institutiolif@l, but expands and
contracts in response to surveillance and authoritytsiieic
This critical space is evident in everyday life sincedtae instances which mimic the

process of identity transformation and resistancedanihe institution. People, then,
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construct critical spaces in everyday life whenéreme power imbalances in
relationships.

Heidegger (1958) discusses the relationships between thegio&bldimension
of being and the political structure of human existeneepl® are involved in place in
two dimensions—horizontal, which is determined by politieddtionships; and vertical,
which refers to the dimension hiding the uniqueness ofgB&lace then reveals the
bounds of human existence while at the same time iegaak depths of freedom and
reality. Each dimension is grounded in the other, yeewdfit. The state dominates the
horizontal dimension, while the vertical dimensionpatological place, is revealed
through existential place. Estrangement refers to theksbf the absence of freedom
when an individual is a tool of power, and results inhiidéng of the vertical dimension
and the destruction of the meaning of place. The temgiboman situations is
manifested in the vertical and horizontal dimensionglade, yet humans are estranged.
The vertical dimensions of place both guaranteeslénms of the horizontal and reveals
their limits. Therefore, the political structure campact the ontological dimension of
being, but its limits are also revealed. Place rewdalsiniqueness of individuals and the
conditions of human activity. Ontological place de$ipeople before they enter
existence and delineates how they enter the existesdilmh, as well as establishing
structures with the existential realm. Heidegger’s philospbf place, then, recognize
both the political structures of place, but also recagthiz agency and resistance of
individuals in their ability to create ontological dingons of place—the vertical realm.

“A political order is limited in its activities to thereservation of the ontological nature of
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‘place’. The disregard of the ontological nature d&@e’ is the obliteration of human
freedom. To have ‘place’ is to be free” (Heidegger, 19526

Further conceptualizations of place, then, need to note@gnine how
individuals create a sense of place, but how placetaféedf. While place attachment,
sense of place, and place identity have been concegttidth some degree, power
relations within place need to be recognized and explietamined. The political
structure of human existence and place is an importanbfide theorizing of a sense of
place. Therefore, my conceptualizations of place sughasthe physical environment
can be imbued with meaning and imbued with the physicahklsatid political
structures of power. In addition, positive meanings malkedys be attached to place.
In fact, dialectical or contradictory meanings of platgy exist at the same time. The
notions of resistance and critical space need to logneed. Therefore, place becomes
much more than an experience, but becomes a soaaftracted entity in which the
power relations in social structures and society areamitly a part of place.

Place and space, then, as defined in the literatureftareconfusing concepts.
Place, for the purposes of this study, incorporates th&iqatyand social environment, as
well as the identities assigned to place. Sense oé [da& much larger concept
examining meanings and representations of place, assvetperiences in place and the
self in place. Different concepts have been attaahgdate, such as place attachment,
place identity, sense of place, and discourse and Bacee literature has addressed the
sense of place in old age and the importance of horoedHl 1983; Rowles, 1987).
There have also been some challenges and criticematibns of place, especially to the

focus on positive aspects of place (Manzo, 2003). Plagedimaited by the findings of
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this research, is a structuring element of social éifel provides the context for the
construction of the body and identity. Place is alsignificant part of the socialization

processes into the long-term care environment and culture.

85



CHAPTER SIX: BRINGING THE BoODY, &ELF, AND PLACE TOGETHER

Despite the lack of theory tying the body, self, arateltogether, there has been
some work on these three concepts. Here | presem gbthis work and tie these
concepts together to present a framework which will guigeasearch. | make
assumptions of the oneness of body, self, and plueh may be separated conceptually
but not experientially. | first describe the link betwélea concepts of body, self, and
place, and then describe the dual approach | take to tlyskdf/place relationship as
both lived and acted upon.

First, there has been research to demonstrate thaethand body, while perhaps
two different entities, are inseparable and indivisible. dloeementioned work by
Kontos (2003), for example, suggested that selfhood ismigtfound in the conscious
will or the mind, but is found in the depths of the botllyis conception of self, then,
denies that self can be lost during the process of deamaniliness, but instead suggests
that it still exists within the body. To clarify in myrther discussions, then, when | refer
to the body, I refer to the physical body. Body-seléreto the self and the body as an
inseparable entity. Body-identity refers to the iderttist is ascribed to the body by
others and in interactions.

As mentioned earlier in Chapter Three, Kontos (2003) vieerself and the body
as inseparable. The self is seen to not only be locatkée mind, but to also be located
in the body. The Cartesian dualism of mind/body isedjarded, and the mind and body

are seen as indistinguishable and inextricable, as oppogediteging the mind and
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rationalism over the body. | adopt this perspective eitimd/body relationship for this
research.

What has been less explicated than the self and dmthection, however, is the
link between body and place. Nast and Pile (1998), orfeedetv authors who discuss
place and the body, suggest the urgency of examining piaceoaly relationships, since
the way we live out place/body relationships is politica

Bodies and places, then, are made-up through the produttiogircspatial

registers, through relations of power. Bodies and plasewaven together

through intricate webs of social and spatial relatibas are made by, and make,

embodied subjects. (Nast & Pile, 1998, p. 4)

It appears, then, that it is imperative to examinebtiety and place, but how is this
relationship conceptualized? The body has rarely bemrght into recent theoretical
discussions about place at all, with the exception of Biag Pile (1998) and a few
feminist authors (Grosz, 1999; Rose, 1999). Because everyiengqenf the world is
mediated through our bodies, the body is the focal mditite experience of place. Place
becomes part of our habitus, of our experiential world.d&Vvelop habits and
relationships with place, according to Merleau-Ponty (1968).bodies know the place
(Stafford, 2003). Every experience of place, then, isiabed through our bodies. As
such, every attachment we form to place, every meaningake of place, every
interpretation of place, is mediated through our bodsscan experience place
subconsciously (Relph, 1976; Tuan, 1977) as Merleau-Ponty (1962 )stugge
experience our bodies. We have spatial knowledge (Tuan, ¥ phenomenological
basis of geography, knowledge that is not explicit arfecseiscious, suggests an

understanding of the realities of everyday life thainselfconscious (Relph, 1976).

Places are incorporated into the intentional structofresman consciousness and
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experience (Relph, 1976). As such, place identity canndisbheguished from the body
and neither can a sense of place. Our embodied expesiehplace do not just consist of
issues of competence and accessibility within place, bait of our bodily sensations
experiencing place. The body, then, cannot experigntiallseparated from place, since
our bodies exist in place, in the experiential world] place mediates all of our
embodied experiences.

The body is also seen in relation to space (Cros$#386). For Merleau-Ponty,
the body in relation to its environment creates a funatispace around it. For Foucault,
the body is organized and controlled through the organizatid control of space.
Stafford (2003) suggests that the wandering of residentdeittentia is a bodily
sensation of place, and recreates home for individuals

When reduced to its most primitive and skeletal formptté, the rhythm of to

and fro, presents as the wandering behavior of the patiimtlementia. The

meaning of the wandering, peofessionallyconstructed, misses the point again.

“She’s searching for home” is the typical explanafmmthe behavior. (True, it is

often expressed verbally as such by the patients theesseHome, again, is

taken to be some cognitive representation, a mentay.eviat, recognizing that

the path itselfs home, can we not reinterpret the behavior as a Kind o

homemaking, in and of itself? The behavior is persisteafieated, not because

home isnot found but becausei# and is constantly being re-created in the

journey from there to here. (Stafford, 2003, pp. 147-148)

The body, then, is implicated in the experiencedadey and as such, must be included
in the theoretical discussions of place. Currentlig tonnection is often overlooked in
the literature.

Kontos (1999, 2003, 2004) has done much work on the body Hma dementia
and long-term care. Kontos (1999) criticizes body thémryhe assumption that self is

capable of dissociating from its own corporeality. Srgues that culture and biology are

interrelated and have a dialectical relationship. €&itgerontologists, however, have
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rendered the body silent and invisible. A main tendbcdl biology is that the body is
linked with place. However, in gerontology and in otlaial sciences, the body has not
been incorporated in a discussion of place.
Local biology sets the agenda for an exploration efbdy which integrates
lived bodily experience with a concern for politicabdgprofessional discourse
about the construction and manipulation of individual b&dieprovides the
means to articulate a range of bodily experiences wdikiag into account the
larger social context in which these experiences tak@epExperience,
corporeally constituted, is the lived conjunction of mind body, body and
culture, body and physical and social surroundings. Tcetfest, aging occurs
not only in the body but in time, in place, in histaapnd in the context of lived
experience...It provides a conception of the body as ariagpbenomenon
without eliding its materiality with a fixed biologicasgence. (Kontos, 1999, p.
687).
Rose (1999) also suggests that bodies are central to tigeagéy.
...the social constitution of different identities mdsgoaimply different kinds of
social space. This implies that everyday space ismgtself evidently innocent,
but also bound into various and diverse social and psychenaigs of
subjectivity and power (Rose, 1999, p. 365).
Grosz (1999) suggests that the city is one particular ireggresh the social constitution
of the body, indicating that place is an important pathe constitution of the body.
Place as referred to here incorporates not only the galysivironment but the
social environment as well. Since place defines soelafions (Dixon & Durrheim,
2000), the social environment is inextricably a part ofglée social interactions within
place, the body also mediates every social experién@@ldition, social relations can
have a profound effect on the sense of self and idéMidad, 1934; Holstein &
Gubrium, 2000). The discursive environments which shape idemtityprovide a
multiplicity of selves (Holstein & Gubrium, 2000) is ated by place—both the physical

and social environment. Therefore, place as a socialeemeént, in addition to the

physical environment, is inextricably linked to the body arid se
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One more important aspect of the body-self-placeiogiship is the ways in
which these phenomena are disciplined. According to &du¢l1975), the body is
disciplined through surveillance and the application ofgro\Bince the body cannot be
separated from the self, the self also becomes tmsaipthrough these various
techniques. This surveillance comes through place, or oadtinia the place, and thus
the meaning of place can often take on the limiting aspdqtlace (Wiersma, 2003). As
such, it is important to consider the culture and aspdégiswer when discussing body-
self-place relationships because culture and subsequeoiler, are an inherent part of
these relationships and form and define these relatimmshinerefore, taking an approach
that recognizes the ways in which the body-self-piachsciplined and the ways in
which power defines these phenomena is crucial to undensgainé phenomena.

| take a dual approach to the body/self/place relationshigmth lived and acted
upon. Crossley (1996) suggests that the notion of the bddsedsand the body as
inscribed are not incompatible ideas, but instead are eongpitary. Crossley examines
Merleau-Ponty’s phenomenology of the lived body and Fdtisauork on the discipline
of the body. Merleau-Ponty (1962) rejects the notiomahaer mental realm that is
separate from actions; embodied actions, instead aaezllon habits which are drawn
from the habitus or social stock. Humans are not ibgest-object relation with their
world; but instead belong to their world as an active phitt In contrast, Foucault’s
ideas (1975) focus on a body that is imprinted by historybbBth of these authors,
according to Crossley (1996), embodied behaviour is histofead. difference is that
Merleau-Ponty understands historical behaviours as waysiind-in-the-world, while

Foucault understands them in terms of political historyfandtions. Crossley (1996)
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also suggests that for both of these authors, the Isosben as both a locus of action and
a target of power.

Crossley (1996) suggests that the body is both acted andugcteénd that the
works of Merleau-Ponty and Foucault are not incommensyratleeomplementary.
“This tension, | contend, is precisely what constittkeshuman body qua socio-
historical being. The body as a mastered and self-dveang is, as | have argued,
formed in this interstice” (Crossley, 1996, p. 114). The pafes of the tension are
relational dimensions of a single structure. “We masist the ‘either/or’ temptation and
study body-subject and body-power as twin aspects iofjesstructure of action-upon-
action” (Crossley, 1996, p. 115). It is this recognition eftdlational dimensions of a
single structure that | adopt for my research.

This study, then, not only takes an experiential phemofogical approach to
understanding people’s experiences of the socializatmeeps into long-term care and
to the body-self-place, but also takes a critical apgrda the ways in which culture and
power define and discipline the body-self-place. Tharapsions or understandings
underlying this study are that the body, self, and placentegwined, and that culture

and power discipline these phenomena in addition to indilacheang active agents.

6.1  Purpose and Rationale for the Study

While there is an abundance of research on long-tarenand older adults, as
well as a body of literature focussing on the adjustroéaolder adults to life in a long-
term care facility, little research has examinedsithealization process of new residents

into long-term care culture and life, as well as hbest new residents actively construct
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and reconstruct their perceptions of life in long-terme @nd how they participate in the
socialization process. Psychological and social pdggleal adjustment to nursing home
life has been examined (Groger, 1995; Porter & Clinton, 196Roenberg & Coward,
1997), and research on residents’ experiences and stoliegyiterm care (Gubrium,
1993) have been emerging. Ethnographies have also been caonelkemt@ning nursing
home structure and organization (Diamond, 1992). Howevert sesearch has
examined the socialization process of residents intsimgihome life or the role that
staff play in the socialization process of new resisi¢o nursing home life and culture.
Kontos (1999) suggests that there is a significant colemeisétween bodies and
place:
Biological and physiological aspects of the aging prodesy universality by
virtue of their constant interaction with physical andial surroundings. Yet it is
more than the impossibility of a placeless body Wigwes the body its localized
character; the body roots itself in, is appropriatecabg, appropriates its locality
(p. 686).
In her further research, Kontos (2003) suggests that
...selfhood resides in the pre-reflective body...the prinarevel of experience
where selfhood emanates from the body’s power of abéxpression which
manifests in the body’s inherent ability to apprehend amyey meaning (p.
156).
In other words, Kontos’ (2003) argument is that the salomly resides in the mind or in
cognition, but also resides in the body. The conceptaxle has often been left out of the
research entirely except with reference to the phystcatture of the institution. But,
according to Kontos (1999), the body appropriates and is pipgtied by its locality.
Based on Kontos’ research, it is evident that thezdiasks between the body, self, and

place, which provides the support for my focus on these ttoncepts. With the

exception of Kontos (2003), no research has examinedergsi embodied experiences
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or how residents frame and reframe their self and ities)ttheir bodies, and place upon

admission and throughout the first few months living imursing home.

The purpose of this study, then, is to examine the livedriexpe of the process

of socialization for new residents into the nursing henieure and environment,

specifically focussing on how identities, bodies, andelkare constructed and

reconstructed by residents and staff. The specific relsemrestions guiding this study

are as follows:

What is the lived experience whereby new residentsomialzed into the

nursing home culture and environment? How does this saatialin occur and
through what processes?

What roles do body, self, and place play in the saatdn process?

How do new residents experience their sense of s@leatities, bodies, and their
sense of place throughout the socialization process?

What techniques do staff use to socialize new residetatsuiture and life in the
nursing home?

What role does leisure play in the socialization precgsny?
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CHAPTER SEVEN: METHODS

This research was conducted in partnership with Ridgemang-Term Care
Facility!, a local homes for the aged in northwestern Ontarjpartnership was
formalized with Ridgemount for data collection in May 20B5lescription of the facility

is provided in Section 7.2.1.

7.1  Epistemological and Methodological Assumptions

This study was conducted within a hermeneutic phenomenphrggigm
according to Van Manen (1997). Hermeneutic phenomenologstigds of people’s
lifeworlds. From a phenomenological point of viewdmresearch is to question the way
people experience the world, to want to know the world ircklwpeople live as human
beings. Phenomenology is the study of the life-wadéerring to the world as we
immediately experience it, and aims at a deeper undesgiaofidthe nature or meaning
of people’s everyday experiences (Van Manen, 1997). tadymg the lived world as
experienced in everyday situations and relations. Begshesgmenology attempts to
uncover the internal meaning structures of lived experignaéfers us insights that bring
us into a greater understanding of the world.

Phenomenological human science is the study of livexkistential meanings; it

attempts to describe and interpret these meanings tcamadegree of depth and

richness...phenomenology attempts to explicate the meaagwge live them in

our everyday existence, our lifeworld (Van Manen, 1997, p. 11)

Hermeneutic phenomenology also offers the possilafitynderstanding social structures

through understanding individuals’ lived experiences withinbdrekdrop of social

! Pseudonyms have been used to protect anonymity.
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structures and settings. “...phenomenology attempts to axplibe meanings as we live
them in our everyday existence, our lifeworld” (Van Manl1997, p. 11). Because | was
attempting to gain a deeper understanding of residents’ erpes of the socialization
process into long-term care through an understanding dbithg self/identity, and

place, a hermeneutic phenomenological perspectivap@®priate to gain an in-depth
understanding of residents’ lived experiences through thisephaheir lives. | was not
necessarily attempting to understand and describe theiiastjtbut to understand
residents’ lived experiences coming to live in an insttutHermeneutic
phenomenology is based on the premise or belief thatwdest understand human
beings from the experiential reality of their liferts.

Van Manen’s (1997) descriptions of hermeneutic phenomeygloggest that
we know things not only

...intellectually or conceptually, we also experience thingsorporeal,

relational, enactive, and situational modalities. Tinesmeneutic

phenomenological method tries to “explicate” meanings ithsome sense are

implicit in our actions. We know things through our bogditbsough our relations

with others, and through interaction with the thingswfworld (p. xiv).

Thus, a challenge with hermeneutic phenomenology ieseptation. Since
language is our main form of representation, challengep@sed in representing
experience.

One answer is that language is simply inadequate in desrelperience.

Ultimately words miss the fullness and the uniqueness opvate worlds.

Words fall short because language is essentially sdciglonly through the

collectivity of language that we can access experieheegxperience of others as

well as our own. And so the essentially unique and prigragdities of inner
experience will ultimately be beyond our linguistic reaBtt while our spoken or
written words may never coincide with the actual sensilof our lived

experiences, it may still be possible and worthwhileydo emulate or
prereflective life by means of lifeworld-sensitive te@¢an Manen, 1997, p. xiii).
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Van Manen (1997) suggests that there are fundamental ektbatnes which
are part of all people’s lifeworlds, regardless of histd, cultural, or social situatedness.
He refers to these as “existentials” (p. 101). Therdoaneexistentials which belong to
the lifeworld. The first lifeworld existential is livespbace or spatiality. Lived space refers
to felt space. The experience of lived space is largelygmeal (Van Manen, 1997) and
pre-reflective (Merleau-Ponty, 1962). Yet space can saanfly affect how we feel and
make meaning. The second lifeworld existential is lived lardyorporeality. This refers
to our bodies in the world, or ‘being-in-the-world’ (MaiePonty, 1962). Our bodies are
mediators of the world and of knowledge (Shapiro, 199%.thid lifeworld existential
is lived time or temporality. This is subjective expecethtime as opposed to objective
clock time. Lived time refers to our perceptions ofdias well as temporal dimensions of
past, present, and future. Finally, the last lifewordtential is the lived other or
relationality. This is the lived relation we maintath others in the interpersonal space
that we share (Van Manen, 1997). Each of these fowdifid existentials are important,
but given that this research is focussed on conceplt® difddy, self/identity, and place, |
shall focus on understanding lived place and the lived asdyell as understanding self
and identity within the context of relationality. Eamhthese phenomena will be a focus

within the lived experience of coming to live in a long-terane facility.

7.2  Setting
In order to provide context and thick descriptions of thgeernces of residents,
it was important for me to gain a comprehensive understanditg setting and the

facility. There were various ways in which | was ablgain an understanding of the
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facility. First, my interviews with management provided with background information
on the facility as well as a historical context, anthe of the routines and procedures of
the facility. Second, observations of life in theility provided me with in-depth
understanding of how the facility operated on a day-to-dayspstaff morale, and staff-
resident interactions. These observations provided nieunderstanding of the
“corporate culture” of the long-term care facility. fichiby examining documents
relating to policies, procedures, and other informatiauathe facility, | gained an

understanding of the values, mission, mandates, and cafttlre organization.

7.2.1 Description of the Setting

Ridgemount Long-Term Care Facility was a Home forAbed that was owned
and operated by the City of Ridge Mountain. RidgemountMagears old at the time |
started my data collection. The building itself waslyanodern. It was licensed for 150
residents. There were four floors. Two floors weikéa units for residents with
dementia and residents who may wander, while the otlefldars were the “extended
care” floors. Each floor had one dining room, one agtrobm, and two lounges.
Coming off the elevator, the nursing station was céwptiecated, with two hallways
branching off to either side. These hallways followesdj@are pattern at the end, with
rooms located on either side. As such, the complékedhyawas not visible from the
nursing station, so cameras were installed in order togeouirsing staff with a view of
every area of the floor. A monitor was installedret hursing station, with a feeding
rotation of these cameras. A lounge was located dewh kallway, while the activity
room was located across from the nursing station taghg and the dining room located

across from the nursing station to the right.
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Upon walking into the facility, one entered into a lamgebly with ceilings two
stories high. Carpets and large armchairs and couchessitgated to the left of the main
entrance, while on the right, a cafeteria was latalast past the sitting area, a children’s
day-care was located. The day care was not accefsiblg¢he nursing home (unless the
proper code was had for the locked door), but there wedowm so residents, staff, and
visitors could watch the children. The lobby narrowed giiteahead, and residents’
living areas were located through two doors that were oftest propped open. The
elevator was located on the right and stairs onetigdlthough toward the end of my
data collection, the stairs were locked and only able tacoessed by staff who had an
access card). Walking straight through the hallway p&sekvators and stairs, one
would end up directly in front of the nursing station, witlllways branching out to
either side. The Administrator’s office and businese®fwere located on the third floor,
as was a large auditorium that was used for many datbe group programs for the
whole facility.

Because Ridgemount was a Home for the Aged, staffingslewele somewhat
higher than a nursing home. Research has demonstratedahy for-profit homes have
lower staffing levels than not-for-profit and public hesr(Aaronson, Zinn, & Roso,
1994; Harrington, Wollhandler, Mullan, Carrillo, & Himns&tin, 2001; Hillmer,
Wodchis, Gill, Anderson, & Rochon, 2005). A Home for tigeA has a different
designation by the Ministry of Health of Ontario (MOtHan a nursing home, has
separate legislation (The Homes for the Aged Act aadNlrsing Home Act), and is
owned and operated by a municipality. The MOH requiresetdelt municipality operate

a home for the aged, the number of beds depending onphbé&pon of the municipality.
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Ridge Mountain owns and operates three Homes for the Agledme for the aged
operates under the Homes for the Aged Act, rather tlmNtirsing Home Act, although
much of the legislation is similar. What is perhamstdifferent between a Home for the
Aged and a nursing home is the history. Homes for the Ageel often for residents

who were at a higher functioning level and who required nahamssistance, while
nursing homes were for residents who needed much moréJadies initial interview).
Given the changes in long-term care policy, legislatzo care needs in the community,
Homes for the Aged have become virtually indistinguishabley opinion, from

nursing homes (with the exception of ownership and manadgrkmwever, many
Homes for the Aged, because they are public and nqirédit; tend to have higher
staffing levels as well as use more professional nursaffrather than health care aides
(Aaronson et al., 1994; Harrington et al., 2001; Hillmealgt2005).

At Ridgemount, very few health care aides (HCAs) warkle floor and give
direct care to the residents. Many of these staffegistered practical nurses (RPNSs), or
RPNs who work in an HCA job. Therefore, the stafR@lgemount are higher educated
who give direct care to the residents, and the staféngl$ are topped up. (Staffing
levels are usually determined by a Case Mix Index fundinguta determined by the
government, but facilities can choose to top up this ipdithey wish. Many not-for-

profit homes do this) (Ontario Health Coalition, 2007).
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7.3  Participants
7.3.1 New Resident Sampling and Recruitment

Participants were recruited from Ridgemount home feratlied. Purposive
sampling was used (Patton, 1990). The following criteriiaweed in order for new
residents to be eligible to participate in this study:

(1) The resident had to be admitted to the facility duringithe of data collection;
and

(2) The resident had to possess the ability to verbahideaaswer questions, and
have an adequate grasp of the English language to facitéatéiowing
communication.

The initial intention was to recruit two to four resideas participants for the
study. Because this study was focused on the in-depth erpesi of new residents over
a longer period of time, an immense amount of datadioln eesident was collected.
Therefore, any more than four participants was notfesafor this research and timelines
of this study. Three participants were recruited in tétkiparticipants lived in the same
facility. This was important to understand how the culafreéne facility impacted
residents’ experiences coming into the facility, andesiach facility might have a
somewhat different culture, it was important to rearegidents from the same facility,
both from a practical and theoretical standpoint.

The participants had not yet entered the nursing home &etjinning of data
collection since | spent a few months in the factjgtting to know my way around and
understanding the institutional culture. The Administratmrtacted me as soon as the

possibility of a resident being transferred to the fgciias probable. Since | was already
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collecting data at the facility in person when a newigsion was occurring, she gave me
a brief description of the resident and the date anddfimemission. | approached two
participants on the day of admission into the fagibtyd the last participant was
approached within three days of admission. The study wssilded to the residents, and
the information letter and consent form were giverheogdarticipants (see Appendices C
and D for information letters and consent forms).paiticipants were able to give their
own informed consent to participate in the researghve them an opportunity to peruse
the information materials, but all participants sigresl¢onsent forms when first
approached after reading the materials and having the stptiyred to them.
Recognizing of course that the admission period can beyaraematic time in both the
resident’s life and the families’ lives, | was sengtto this and approached them at the
most appropriate time. The Administrator introduced ntheédirst two participants
when they came into the facility and told the fanaityd resident about the study, and
asked for their permission for me to be present duringnine and help out in any way |
possibly could. Each participant was very interestatierresearch, and readily agreed to
participate. The participants are described below.
Edward and Maybelle

Edward and Maybelle were admitted to Ridgemount Facilisatd the end of
September, 2005. | met Valerie, their daughter, on movingdag with Edward and
Maybelle. Maybelle had dementia, and was placed on otieedbcked units, while
Edward, who was more independent, was placed on another hisiwas the first time
in their married lives that they had to live separatetiw&d and Maybelle were both in

their nineties, and had been living in a seniors’ apartmeat to coming to Ridgemount
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Facility. It was because of Maybelle’s dementia andréguirements for care that they
moved into Ridgemount Facility. Edward and Maybelle livedtad their married lives
in a small town a few hours east of Ridge Mountain. Edwavned his own company
and was often gone on trips for days on end. They hadhidren—Valerie and Jerry.
Valerie’s daughter was also expecting about the sangeasn was due, and her son
(Edward and Maybelle’s great grandson) was born five digs@abriel (my son).
Rachel

The second participant, Rachel, was also admitted to Riolget Facility toward
the end of September, 2005. When she came into the faailityoeing day with her
family, | recognized her granddaughter from prenatal claSéeswas due with her first
child shortly after | was. Because of this, my convérsatwith Rachel often focussed on
her granddaughter’'s and my pregnancies, as well as bieskafter they were born. (Her
granddaughter had a baby girl about three weeks aftergbatas born). Rachel had a
stroke a year prior to coming to Ridgemount Home, and bad In the hospital for a
few months and then at a transition facility that hadn opened for people who were
waiting placement to long-term care. She had beemglin institutions for a year before
she came to live at Ridgemount Facility.

Rachel spent most of her adult life in a very snwadirt a few hours north of
Ridge Mountain. She had two sons. Her two adult grandchjldesidy and Deborah,
were actively involved in her care. Her relationshigwiier grandchildren, particularly
her granddaughter, was very close. Rachel was alwaysnwelved with children. In
addition to raising her son and grandchildren, she ofteysiad the neighbourhood

children. She and her husband owned a store at oneiptime, and she also worked in
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public service. Rachel was working up until the day she hasdttae (she was in her
mid-seventies when she had her stroke), and was very maiepteand active prior to her
stroke, according to her granddaughter. Rachel's husband diedsivbevas in her
sixties—fourteen years prior to this research.

Brian

The last participant, Brian, came into Ridgemount Egdhe beginning of
February, 2006. Brian had been living at home before cormiRidgemount Facility,
although he had spent some time in respite care at two fattilities before his
admission. Brian’s wife was still living at home whas came into the facility, although
she was admitted to hospice shortly after Brian canie¢ at Ridgemount Facility, and
she died a few months later. Brian also was a dog oamehad a dog when living at
home. His dog was euthanized shortly after he camedati Ridgemount. His house,
which he had built and lived in for 40 years, was sold atmuwtmonths after he came
into the facility and just shortly after his wife dieBrian had Parkinson’s disease, and the
disease progressed rapidly just prior to his admissioeihe reason for his admission.
Because the disease had progressed so rapidly and so wedkpdrian stated that he
was not prepared for admission into the facility.

Brian grew up in eastern Canada, but came to Ridge Moumten he was a
teenager, and had been living there ever since. He warkkd pulp and paper mills as
well as the shipping industry. He was an avid hunter ahdrfind knew much about the
land and nature of Ridge Mountain. Brian became frientsmy husband, Harvey,
because of their mutual love for the land and Brian®hal knowledge of the land and

the community.
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7.3.2 Staff Sampling and Recruitment

Staff at Ridgemount were also approached to participatlly, | intended to
interview the Administrator, Director of Nursing, thedReation Coordinator, and a
couple of nurses and health care aides prior to recrugsidents. By interviewing
management staff initially, | wanted to gain a bettespective of the transition process
and the policies in the facility. By interviewing direstaff initially, | wanted to gain a
better perspective of the transition process and hewdalicies of the facility directly
impacted the ways in which staff interact with newdests. The Administrator was also
asked to give consent for the facility to participatéhmresearch study (see Appendices
A and B for the information letter and consent foramd informed the staff of my
project and my data collection. The Administratoredior of Nursing, and Recreation
Co-ordinator were asked to participate in a general int@rdescribing the procedures of
admission and their perceptions of the transition ®&er residents. Nursing staff,
health care aides, and recreation staff working dyrect the floor were also made aware
of the study, and permission was obtained from them taipate in initial interviews
regarding their perceptions of the process of transititmnursing homes for residents
(see Appendices E and F for information letters andesdrferms for recreation and
nursing staff). Fifteen staff in total participated in i&al interviews. Three staff were
management, four staff were recreation staff (includowied work), and eight were
nursing staff (RNs, RPNs, and HCAS). | had not intendewtéoview so many staff

initially, but the recreation staff were very exditgbout the research, and felt strongly
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that more nursing staff should participate in the projeatis, they actively recruited
nursing staff they felt | should speak to.

Throughout the course of the study, it became appardrtshauld interview
other staff who came into regular contact with the nesidents involved in my study
(i.e., the subsequent interviews). Permission wadraatdrom staff and family to
participate in interviews (see Appendices G and H forinétion letter and consent
form). Therefore, | subsequently interviewed eight ngrstaff, three recreation staff,
one housekeeping staff, and the resident counsellor gimresidents after the data
collection period with the residents was completed s&tstaff were chosen to participate
since they had developed close relationships with the reésidEhe purpose of these
interviews was to discuss the transition process frororier perspective for the
participant with whom they had developed a relationshipaBge qualitative studies
often evolve during the process of collecting data Inefself open to possibilities of
interviewing these staff members and to the structureeofésearch changing somewhat

throughout the process.

7.4  Research Design and Data Collection Strategies

This research study employed three methods of dataoti€o gather
information from participants. Participant observatimterviews, and documentation
analysis were employed to obtain data. These methadst@aicollection were utilized
throughout the first six months after admission. Thalded me to examine the

adjustment and socialization process over a periotk ofi@gnths post admission, and to
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examine key issues, changes, and factors involved in tbegzrover the first few

months after admission.

7.4.1 Participant Interviews

In-depth semi-structured and unstructured conversatiotea/iaws were used at
various stages in the data collection. Interviews cmthe researcher learn about
people’s sense of self and identities, and how they aiajrtransform, or challenge their
sense of self and identities (Kleinman, Stenross,@Vighon, 1994). Interviews can also
provide access to feelings people fail to display in fegitlings (Kleinman et al., 1994).
The researcher can access the participants’ sédinaty, become privy to identities that
may remain hidden in the field setting, understand how apsr&lentity in one sphere
of life might affect other spheres, and explore how-present others can impact
identities (Kleinman et al., 1994).

Interviews were conducted with distinct groups of residantsstaff at various
stages throughout the study. A general interview was coedliuath the Administrator,
Director of Nursing, and Recreation Coordinator to gainerall idea of the process of
admission and the involvement of the nursing departmeheiadmission and
socialization process (see Appendix J for the intergaide). As mentioned earlier,
initial interviews were then conducted with eight nursteff (including health care
aides) and four recreation staff (including the resideansellor) to gain an overall idea
of their perspectives of the process of admission agiditivolvement in the admission
and socialization process (see Appendix K for thewwge guide). Because nursing and

recreation staff had the most interaction with resislel assumed that the practices of
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these departments impacted residents significantly. Tdrerdfy understanding how
these departments operated and their roles in thettoansiocess, a thorough
understanding of the socialization process became evitleege interviews with staff
lasted approximately twenty minutes to three hours ead@seTinterviews were designed
to gather information similar to those interviews conddietéh management.

At the end of the data collection period with eachdesi (i.e., Six months post
admission), | interviewed a number of staff membersfamdly members. The staff
members were typically those who had developed a oddagonships with residents
participating in this study or who had significant contaith them. These staff were
determined in conjunction with input from the recreatiod aursing staff. These
interviews took place at the end of the six-month dali@ation period for each resident,
and focussed on staff's perceptions of the residentssadgnt into the facility, any
significant incidents that occurred, and changes imabiglent (see Appendix L for the
interview guide). | interviewed two nursing staff and two eation staff regarding their
perceptions of Edward as well as his daughter Valengetviewed three nursing staff, a
housekeeper, and two recreation staff regarding Rachej alitim her granddaughter.
Brian did not have any children and did not wish for medntact his extended family,
so | did not conduct any family interviews regarding his erpees. | did, however,
interview two nursing staff and two recreation staffnte of these staff had participated
in the initial staff interviews, but others had not.

A series of interviews were conducted with the resslemving into the facility
during the six month period after admission (see Appenfiixthe interview guides).

These interviews ranged between thirty minutes and td@dralf hours. There were a
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number of times where residents were unable to compitetaterview in one sitting due
to interruptions, other commitments, visitors, and baaiytations. In these instances, |
returned within a couple of days to complete the interigith a few exceptions, which
will be noted below). These interviews were fairly wastured and conversational, and
were conducted at a time and place of the resident@saiigp The interview guide was
slightly revised based on what arose during the intervi&ws first interview covered
aspects of the transition, how the resident cameeat the facility, how the transition
had been so far for the resident, and how things hathelasince coming to live at the
facility. The second and third interviews covered aspadife in the facility, the process
of the move and admission, changes in life and roytsedsand identity, social
interactions, and routines and staff assistance.

My initial plan was to interview the participants wittone week of admission,
after one month, after three months, and after fisathrs of admission. However, there
were some concerns raised by my committee and tHiyfalcat | may not be able to
conduct an interview within the first week of admissibtiherefore changed my data
collection plan to three interviews—one interview withie first month (preferably
within the first two weeks), one interview in the thmibnth, and one interview in the
fifth month. The revised plan was actually much moiteduo the residents’ needs than
the initial plan. The first week was often quite cli@and difficult for the residents, with
furniture being moved, paperwork and assessments being ced)aitetthes and
possessions being labelled, and adjusting to the placeatider.

The data collection process changed from my init@hpbut was also somewhat

different for each participant due to a number of facttihe birth of my son, quarantine
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of the facility, sickness of participants, and refusgbarticipate in interviews were just a
few factors that led to the variability in the datdection. Since the process was variable
for each participant, | describe the data collectior@dares for each of them below.
Data Collection with Edward and Maybelle

| conducted one interview with Maybelle. Maybelle wasywariet, and had
difficulties articulating her thoughts and finding herrd® As such, | decided to focus on
Edward, rather than on Edward and Maybelle. | learnedl @dout the adjustment and
socialization process for Maybelle through Edward, myigpation in life on the locked
unit, and through their daughter Valerie’s accounts. Howyerg primary focus was on
Edward. | was able to spend time with both Edward and Mieyhed observe their
interactions and life in the facility. | conducted #iaterviews with Edward, although
they were sporadic.

| was able to conduct one interview with Edward withinftret two weeks of
admission, which occurred at the end of September. 8d¢wnd interview was conducted
the beginning of December, two and a half months afterssamni. This was mainly due
to the birth of my son, as well as Edward’s lack of anmlity. | had much difficulty with
the third interview. Edward was sick and in the hospitdlanuary, and in February, the
facility was closed for two weeks. When | was finallyle to see Edward again, it was
March. | approached him numerous times for the intervieiwvhe stated he was either
not feeling well or unavailable. | was finally able to gett of the interview finished
with him at the end of March. Unfortunately, that infew got interrupted, and again

after approaching him numerous times, he was either dablaor not feeling well. |
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was finally able to get the rest of the third interviemisihed at the beginning of May,
seven and a half months after admission.

Edward spent much of his time in his room, walking aroundatiéty, visiting
Maybelle, and participating in programs. After his sicknesknuary, Edward didn’t
attend recreation programs as much, and often spenbtirhes own or informally with
other residents visiting. Because he was so oftenfdus coom visiting Maybelle or
unable to be found, | wasn't able to visit as much with toward the end of the
observation period (end of March, 2006). | did not wisntaude on his visits with
Maybelle, particularly since Edward was not extremelicamming when | saw the two of
them together (and | wanted to be respectful of theie together), so if | came to chat
with them and they were visiting together, | stopped satphi and went on my way.
Edward sometimes had his room door closed, and out of rdepéxas privacy, | did not
intrude on his time alone. Edward also often went fdksvaround the facility, and at
times | was unable to find him. As such, observations tdwa end of the data
collection period were somewhat difficult.

Data Collection with Rachel

Data collection with Rachel occurred according to plamag able to interview
her within her first two weeks at Ridgemount Home. Tlo®sd interview was
conducted just after two months at the facility, ancthivel interview, conducted on two
separate days, occurred just after Rachel had beba fadility for five months. Rachel's
interviews were typically conducted while | was paintieg hails, since keeping her
nails neat and painted was very important to her. SRaaodel’'s granddaughter had a

baby at around the same time that | did, many of our ceatiens centred around the
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babies. Since | brought Gabriel into the facility witle during the data collection period,
Rachel became quite close to him, and called herséelfjtaadma”. | visited Rachel
every time | came into the facility, and she wasgfiull of newsy events that were
happening around the facility. My visits with Rachel ocadiireher room as well as
during recreation programs and in the dining room.

Data Collection with Brian

Because Brian was often in pain because of his Parksd@ease, interviews
did not occur originally as planned. The first intervias conducted within the first two
weeks after admission (middle of February), althoughuseaf his pain, the interview
was cut short. | was not able to sit down to finishitierview with him until a month
later. The second interview occurred around the middigaf, about two and a half
months after admission. The third interview was condluitduly, about four and a half
months after admission, although this interview was alg short, and the second half
was finished at the end of July.

My observations with Brian consisted of visits in taem. Brian did not attend
any of the recreation activities in the facility, &hé only time he left his room was for
mealtimes and for his daily walk around the unit. The lenthy visits with him often
depended on how tired he was or whether he was in pain.

All interviews were tape-recorded upon permission frorpadticipants. An
appropriate, quiet room was utilized for all staff intevwse Residents were given the
choice to have the interview conducted in their rooma,duiet room in the facility, or
downstairs in a coffee shop or other common areawdthall interviews were

conducted in residents’ rooms. All participants were neled that information was
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confidential and participation was voluntary. They wads® reminded that should they
feel uncomfortable answering any of the questions, theyleefriain from answering the
guestion or have the tape recorder turned off. A coupdeadifmembers requested that
the tape recorder be turned off, and comments be mafi#néofecord.” Memos and
notes were written after each of the interviewsluitimg perceptions on how the
interview went, the interpersonal dynamics of therinesv, emotions throughout the
interview, and beginning interpretations to provide conteaxtife interviews and begin

to analyze how residents were experiencing life in Ridgem

7.4.2 Participant Observation

Participant observation was also utilized as a dateceoThere are many benefits
to utilizing participant observation that cannot be miatéh from simply using in-depth
interviews. Field workers are able to observe the doricidture of a group, roles
within this culture, and how members reproduce or resastdiiture (Kleinman et al.,
1994). Individuals are also sometimes constrained by thaingsaof the worlds they
live in, and sometimes this is not possible to understamdsiolbservation is used
(Kleinman et al., 1994). In addition, participant obseoratian provide access to things
participants are unwilling or unable to talk about duringitberviews, and can provide a
better contextual setting of the institution (Pattt®90).

| was a participant-observer in the setting. Becawsasl focussing on specific
participants, | was “hanging around” them for much of the dallection. This meant
that | participated in life with them. | participated ecreation activities with the

participants, engaged in informal conversations with thicpgants, was around in the
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hallways when the participants were not actively engagadtivities, and generally was
around during the day. For the most part, however, | disiieh the residents,
participated in recreation programs with them, and hadrr@bconversations with the
residents. Much of my observational data came fromnfoymal conversations with the
residents and my observations of them.

Specific things were noted in the observations (see AgipéV for the
sensitizing framework). | observed daily patterns ofvdgtil attended recreation
programs. | was aware of social interactions and\betes. | observed how residents
used the space in the facility; that is, where thewntsfp@e within the facility. | observed
various conversations with staff and with other resglémiexamine identities and selves
that residents portrayed. | also observed staff intersctind activities with the residents
to determine how specific routines and regulations becacialized for the residents. In
addition, | examined residents’ use of their bodies—fde&tures, gestural
communication, body manners and other relevant body-tsegnderstand how the
body in the place is a part of experience.

Participant observation took place between one and ttags a week for six
months for each resident participating in the studgehstime with each resident every
day | was present at the facility for six months. &8ese the facility was large (150
residents), some residents were not living in the saggsawhich meant my time at the
facility was spread out over different units. Two papcits were on the same floor, and
one participant was on another floor. Thereforeahpkd to focus my observations on

specific residents rather than spend days on the unitysohperving. In total, | spent
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one year at the facility observing the residents sindécgmants were not recruited at the
same time.

Field notes were used to record my observations. Ah@fspects of life, as
described by the sensitizing framework, were documentdwifigld notes. A reflexive
journal was also kept with my insights, interpretatiorationships with the residents,
feelings about the facility and residents, and anythingtkéevas not included in the
field notes.

| had also originally planned to spend much more timeeafaitility observing
the residents. Again, the birth of my son changed myspdamewhat. Prior to Gabriel's
birth, I was able to spend three full days a week ataitibty observing the residents and
participating in life with them. After Gabriel’s birthwent into the facility
approximately two to three days a week. | brought him in mighonce or twice a week
for a half to a full day, and then went in on my ownd couple of hours once a week in
between his feedings and care.

Gabriel spent much of his first eight months in thélitgcand first was exposed
to the facility when he was ten days old. The stadf @sidents loved having him there,
and there was no resistance to our visits. The nafurgy observations and visits also
changed quite significantly after Gabriel's birth. | spmuch more time talking and
visiting informally with the residents, rather than besngassive observer. Incidentally,
this approach was where | gained much of my in-depth datalemmvations. Often,
thoughts were shared with me during our visits that wererrdiscussed during the
interviews. In addition, the presence of Gabriel chanigedlynamics of interactions. |

was approached much more by staff and residents, andciidesawere more frequent.
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Residents with dementia remembered Gabriel and would askher® he was when |
visited on my own. When | brought him in, residents wligmentia would ask if the baby
was Gabriel. Edward, Rachel, and Brian asked where &akas when | visited on my
own, and each of them have pictures of him in their rooms

My official observations in the facility began in Auggu2005. | spent a month
becoming accustomed to the facility and its culture, geth know the staff, and
conducting the initial staff interviews. | officially ogpleted my observations of the last
participant at the end of June, 2006. At the time of mgithis section, | still visit the
participants and staff approximately once a week with i@abr

Because | was “hanging around” the facility, and in paldicuhe participants,
there were both positive and negative aspects toRingt, my presence may have helped
the new residents to adjust to life in the long-terne dacility since | spent much time
with them and (hopefully) provided emotional support. Onh@ participants, Brian,
mentioned to the recreation staff how a “girl” waterviewing him, and made him
reflect on his life and think about things he had not thoagbtt before. My presence
may also have had an impact on the socialization psaresthe way in which the
residents adjusted to the facility. Residents adjusteddifferent way and the
socialization process may have been somewhat diffoettiese participants since they
had a visitor one to three days a week. However, givar thias not at the facility or
spending every day all day long with the residents, | dohmak that | could have
changed the socialization process, although the adjospnecess may have been
impacted. Because | was a part of the social environnneininay have an impact just as

other aspects of place (both social and physical) haw@gact, my presence shaped
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experiences to some degree. Since | do not think it wasiy®$o obtain the depth of
information from the residents that | did without havingjase relationship, the only
choice was to develop a close relationship and spend nmelwith the individual. My
reflections on our relationships and the process afrhety part of life in the facility are

included in Chapter Nine: Discussion and Conclusions.

7.5 Data Analysis and Interpretation

Data was analyzed using Van Manen’s hermeneutic phendoggad approach
(Van Manen, 1990). Phenomenological themes are es$etitimlstructures of the
experience (Van Manen, 1990). All data was read throughnuwséimes first to ensure
familiarity with the data and the transcripts. Van Marg1990) suggests three ways to
isolate thematic statements—through a wholistic otesgious approach, a selective or
highlighting approach, and a detailed or line-by-line apprdatif interviews were
analyzed separately from the residents’ interviews agbarticipant observations.

Staff interviews were analyzed using the detailed or linéirfe approach. This
approach essentially means that the researcher loeksrat sentence or line, and asks,
what does the sentence reveal about the phenomemxpenience being described (Van
Manen, 1990)? A set of themes surrounding staff's percepbibresidents’ experiences
coming into long-term care were then identified. Theseewhe essential structures of
the phenomenon (Halldorsdottir & Hamrin, 1997). These strestof the phenomenon
were compared back with the original transcripts to determvhether they fit the data

(Halldorsdottir & Hamrin, 1997).
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Resident interviews and observations were analyzed &mgesing the selective
or highlighting approach. Statements or phrases thatesetbe particularly essential or
revealing about the phenomenon or experience being descrdredsalated (Van
Manen, 1990). Essentially, these statements or phrasessé on the body, self or
identity, relationships, and place. The statements @spirthat reflected each of these
concepts were then analyzed more in-depth and notebemes were written down in
the margins. These beginning themes were compared beteg@ants’ experiences and
throughout the six-month period of data collection. Ctheeessential structures of the
phenomenon were identified, they were compared againtiétbriginal transcripts to
determine if they fit the data and if there were othentes that had not been developed
(Halldorsdottir & Hamrin, 1997).

Finally, the findings of the research were discussed avitumber of staff,
including two recreation staff, a resident counsellormval as one of the participants. In
this way, the essential structures of the phenomenoa vegified by the participants
(Halldorsdottir & Hamrin, 1997). While much discussion ensafeaut the themes, all of
the participants were in agreement that these thegpessented the socialization
processes into the long-term care facility.

The themes between the staff interviews and the masiaierviews were very
similar, so the focus for this dissertation was nyaarl the residents’ experiences as data.
The main reason for focussing on the residents’ expe&sese data was to privilege their
voices and ensure that their voices were heard. In addiy focussing on the residents’
voices and using the staff quotes as supplementation tedidemts, repetition of themes

was avoided. The staff interviews provided much of theesdgrand provided more

117



understanding about how the socialization process playeid this particular long-term
care facility. The staff interviews provided more of tdoatext of the structure of the
institution, and also supported the residents’ perceptibtieem experiences throughout
the socialization process. Thus, the process of &ati@n as a phenomenon was viewed
through different lenses (i.e., staff and residents)thmiessential structures of the

phenomenon remained the same.

7.6 Crystallization and Criteria
The notions of trustworthiness and validity have heearporated into the
concept of crystallization, as proposed by Richardson (1997)
The central image is the crystal, which combines symnaetd substance with an
infinite variety of shapes, substances, transmutatimo#jdimensionalities, and
angles of approach. Crystals grow, change, alter, but@ramorphous. Crystals
are prisms that reflect externalities and refrachiwithemselves, creating
different colors, patterns, arrays, casting off ifiedent directions. What we see
depends upon our angle of repose. Not triangulation,adligation (Richardson,
1994, p. 522).
Crystallization allows for multiple realities withbneeding convergence on truth and
values heterogeneity (Richardson, 1997). Because we alldzatial and situated
knowledge (Haraway, 1988), crystallization provides reseasahigh a lens through
which to view and evaluate research. Crystallization sugdlest there are far more than
three sides from which to view the world (Richardson, 199/Hen judging qualitative
research, especially alternative representationssefarch, different criteria than the
typical criteria of validity and reliability is needédl judge whether a text is good or not

(Bochner, 2000). Rather than being methodological, @isdyout what is good is tied to

values and subjectivities (Bochner, 2001). Crystallizattmognizes heterogeneity,
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multiplicity, and messiness, which in essence is wteslife” is all about (Ellis, 2004,
Richardson, 1997).

One of the main characteristics of crystallizat®neflexivity. Reflexivity is
demonstrated through how open, honest, and self-congdbipussearcher is. Reflexivity
calls for a demanding standard of ethical self-conscegssrwhere the researcher shows
concern for the people who are part of the storyhéw a person evolves or changes in
the telling of the story, and the moral commitments$ @nvictions that underlie the
story (Bochner, 2000). In addition, researchers must cteae at the hyphen (Fine &
Weis, 1996; Fine et al., 2000). “Coming clean at the hyphemswe interrogate in our
writings who we are as we co-produce the narrativenesume to collect” (Fine &
Weis, 1996, p. 263). Researchers reflect on their plaedationship with the Other, or
their participants (Clough, 2000). Researchers also refliéctally on themselves as
researchers, and the selves and identities that augtdrtm the research and the text
(Lincoln & Guba, 2000). Researchers are a part of thédvesrinvolved participants, and
must examine in their texts what that means (Ellis, 20@43hapter Nine, | reflect on
my experiences throughout this research.

In addition to reflexivity, multiple layers of meaningeavident in the analysis.
Meaning is not simply found by the researcher, but istecetogether with participants.
Richardson (1997) says “We ply our sociological craft witimot above--broader
historical, social, and intellectual contexts” (p. Idganings change and evolve over
time. In addition, individuals can have contradictorgt annflicting meanings at the

same time. The meanings in texts need to be “mes=fjécting real life. Researchers
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also need to be explicit about how meanings emerged thrautfteanalysis and
storytelling, and how these interpretations of eveatsecto be.

Multiple voices are also included in the text, includihg researcher’s. To whom
the researchers speak influences the voices chostrefoesearchers themselves and the
voices for participants (Lincoln, 1997). Because multgelves are part of research and
texts (Lincoln, 1997; Lincoln & Guba, 2000), multiple voicasst also be evident in
texts. Hearing silenced voices in the text provides dppiies for empowerment and
challenges dominant hegemonic discourse. Not only do oks¥ameed to hear silenced
voices, but they need to include their own voices. “Bepa the researcher’s story from
the people’s story implies that the researcher’s visitlke authoritative one, a voice that
standsabovethe rest.” (Richardson, 1997, p. 18). Including the resees’abwn voices
in the story implies that researchers are a patteo§tory. This research included
residents’ voices, staff members’ voices, and famiémhbers’ voices, as well as my own
reflections. These voices are all different franzedenses, through which to view the
process of socialization (Pamela Wakewich, persamahsunication, May 2006).

Multiple and partial interpretations are also chanastie of crystallization. Many
interpretations of the meanings of stories are possibenghat individuals and social
life are complex. Meanings are also produced in intenaeind within cultural contexts.
The meanings of the past are always incomplete aneéwased according to present life
circumstances (Ellis, 2004). Harding (1991) suggests that afitdéa knowledge is
socially situated. Therefore, depending on where osituigted, interpretations may be
different. In addition, Haraway (1988) suggests that pgréedpective allows researchers

to become answerable for what they learn how to 3de knowing self is always partial
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in all its guises, never finished, whole, simply thene original; it is always constructed
and stitched together imperfectly, and therefore ableinonith another, to see together
without claiming to be another” (Haraway, 1988, p. 586). Theeeknowledge and
interpretation is always partial, because every indial only has partial perspective
depending on social situation.

The purpose of the research is also multiple. Whileareh most certainly
enhances academic careers, the purpose of researctseatptfor this. The purposes
are for political, social, and cultural change, ad aglfor transformation. Texts become
sites of resistance where politics and identitiesnagotiated, and where researchers are
seeking to make the world a better place (Denzin, 2000hde is that this research
will ultimately be used to influence and change long-tegine policies.

Finally, verisimilitude is a characteristic of crydizdtion in that the story is like
real life and is believable (Denzin, 2001). The experigticat researchers depict must be
believable, lifelike, and possible (Ellis, 2004).

These characteristics of crystallization guided mgaesh and my data
collection. By attempting to propose these charaattesiof crystallization, it provided
guidance for how the research was conducted, as welt hasw data was analyzed.
Instead of discussing notions of triangulation and othtgli | used crystallization as
criteria.

The present study used these characteristics of cryataih. | have already
mentioned the importance of reflexivity in this reseatakant to be transparent and
honest as a researcher. In addition, recognizing that ngeancreated and not ‘found’

provides a partial and situated perspective of the res@dachway, 1988). Multiple
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voices, from residents, staff, text and documents,edlsas my own voice, are presented
in the text. The purposes of this research are notlyrfereintellectual advancement or to
complete my Ph.D. dissertation, but also for sodiaihge. | believe it is important to
understand the ways in which residents learn to becomeftae long-term care
environment (if indeed they do) and the ways in which medmegmes created and
recreated in this environment. By explicitly focusing odilyoand phenomenological
knowledge, traditional intellectual knowledge is challendédltiple interpretations of
the data are provided, as are thick descriptions. Thar@ses also presented as
believable. By staying as close to life in long-termecas possible, recognizing my own
partial perspective, a better understanding of the leng-tare environment and of

residents’ experiences in this environment can be advanced.
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CHAPTER EIGHT : MAKING INSTITUTIONAL BODIES—RESIDENTS' PERSPECTIVES OF

COMING TO LIVEINA LONG-TERM CARE ENVIRONMENT

This section is based on the findings from the thredeats who participated in
the study—Edward, Rachel, and Brian. Three interviews cdedubroughout a six-
month period, as well as participant observations andnreEbconversations, constituted
the data upon which this analysis is based. The findiogs the initial staff interviews,
as well as the staff and family interviews regardirgitidividual participants are
included here to supplement the findings from the residertesviews. In essence, most
of the themes emerging from the residents’ intervieesevgimilar to the staff
perceptions of residents’ adjustment and socializatitnthe long-term care facility.
Thus, staff quotes are used only to supplement the findingsgér that the residents’
voices might be heard. Pseudonyms are used to refemanadls and places from hereon
in.

My time with Edward, Rachel, and Brian illuminated a dyiaprocess of
socialization into long-term care. Figure 1 reflectsaimea degree this socialization
process into long-term care. Although the figure suggestsn@what deterministic
process of socialization, the process is complex siadything but simple and linear.
Thus, as is the case with many diagrammatic repregamaif experiences, the figure
does not adequately represent the complexity of the jemits’ experiences, nor does it
adequately represent the uniqueness of each participant’segxesrthroughout the
socialization process. As the following findings will demstrate, how the participants
experienced and construed their experiences moving to adomgzare facility and the

socialization into long-term care reflected a much noomaplex and complicated set of
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interconnected processes. In addition, there was mtelnstween residents’ descriptions
of their experiences and hearing and respecting theiesioand the processes of
socialization by the institution itself. Thus, it wagperative to be aware in what situation
these experiences were embedded, and recognize that undiegstae residents’
experiences more fully necessitated understanding thetéwm care setting and culture
within which the socialisation processes were played ou

Dismantling of the setbccurred prior to and during residents’ admission and life
into long-term care. This includddss of placeandloss of relationshipd.osses included
the many losses of home and possessions as well agnetéps that residents
experienced before and during their admission to long-tame The move into long-
term care wasontextualizedy the preparation to come into long-term care. Prépara
included expectations (for when they would be coming ireddhility as well as what
the facility would be like), past institutional expemes, and community connections that
they had in the facility. Coming to live in a long-tecare environment was described by
residents as living aaltered life.This altered life consisted of socialization processes o
two levels—institutional processeandpersonal processedhe institutional processes
consisted oplacing the body, defining the body, managing the body, relating to the body
andfocussing on the bodyhe personal processes includa@rnalizing the body,
accommodating the body, accepting-resisting the banlyre-creating the bodyThese
processes all came together to form what residentsrigesolong-term care+aking
institutional bodiesas described in Figure. Again, for the purposes of this discussion, |

use bodies to refer to physical bodies, which is thammg and identity assigned to
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residents from an institutional perspective—that of beipbysical body. Body-self

refers to selfhood existing in the body as well asnived.
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8.1 Dismantling of the Self

Dismantling of the sefocused on the losses that residents experiencedphboth
to and after admission to Ridgemount. In a sense, theses were part of the process of
relinquishing a life in the community and accepting an altéfe in long-term care.
More so, however, these losses reflected a dismamtitige self, where the resources by
which they identified themselves were eliminated. Theahesidents participating in the
study—Edward, Rachel, and Brian—experienced multiple Idssésprior to coming to
Ridgemount and after admission to Ridgemount. These lossé®d around two main

areas: loss of place and loss of relationships.

8.1.1 Loss of Place
Each of the participants experienced the loss of @aher immediately prior to
coming to Ridgemount, or years before. Edward had alrgi&éy up his house that he
and his wife lived in when they moved away from theiaBrommunity of Smithville a
number of years ago. Despite this, admission into Ridgetrféacility constituted a
reliving of that loss of home.
Then he started talking about his house in Smithville and how everythirgpldas
and everything was gone from there. He said, “l guess it's no use tt my age
now. | replied, “That must be hard.” “Yes, it is”, he said. [[KieNotes,
September 28, 2005]
The loss of community was also difficult for Rachihis loss, however, happened the
year before when Rachel had her first stroke and wgsitadized. Her granddaughter,
Deborah, stated,
She comes from a small little town. And that if anything is an adjostive she

doesn’t know too many people in Ridge Mountain. Her fifty years in Longuill,
get to know every person.
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Because Brian had to give up his house after he was adruotRidgemount, he
experienced his loss during the data collection period aedsEed it in great detail with
me. He had built his home himself and he and his wifel limat for over forty years. For
him, the loss of his home as well as other losses alktied in with the adjustment

process to the facility.

Elaine The house is the last of everything?

Brian Yes. When that’s gone, it's gone.

Elaine How do you feel about that?

Brian At first | felt a bit lonesome, but then as it wore on, ittgdie

more of an aggravation. [Interview One]
When | asked Brian if it was sad to have his house sold and to steiitw
furniture, he replied, “It feels kind of hollow. It makes ma fenely.” [Field
Notes, August 15, 2006]
The loss of possessions was also significant andmnaach tied in with the loss of home
for Rachel. Even though Rachel’s loss happened a yeaslagatill stated,
| miss my plants. My living room was full of plants and myef#ad Deborah
gave them all away. Gave my dog away. Well, nobody could look after him.
Miserable little bugger. | could look after him because I'd holleniat and he’'d
listen. [Interview One]
Again, the loss of possessions was extremely difffoulBrian because his home was
sold during the course of the data collection. All ofgossessions had to be emptied out
of the house before it could be sold. As such, he whagist selling his house, but was
giving away a lifetime of possessions. He had littleticdover what happened to his
possessions during this process.
At first | felt a little bit lonesome, but then as it wore @mgat to be more of an
aggravation. What was lonesome was all of the stuff that you accumulated over
the 52 years we were married. | say they pick my bones faketwe had a set of

lamps that the wife, she renewed one of the shades on it. It c@&t2@erShe
renewed the shade on it. Then my sister come in from Jonestovaai®&hHi
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take those two lamps. She never asked me or anything. She just took @dgem aw
[Brian, Interview Three]

Brian’s family had come from out of town to assist vagiling the house and disposing

of his possessions. He described the loss of his housbeatass of possessions as

memories stopping.

Brian

Elaine
Brian
Elaine
Brian

Elaine
Brian
Elaine
Brian

Yeah, after you get used to your stuff missing, there’s thiags t
you'd like to give to somebody. Somebody else comes in and claims
them. It all stayed in the family, but ah, | hated to see sbhimgst

go. But | can’'t have them all here.

But they all have meaning, don’t they?

Everything has meaning.

Like somebody could look at it and see just a thing, but for you,
Yes, for me, it's something. We talked last time about mesnor

and | never thought about memories until this stuff started to go.
And we got to, she was buried, my sister from Jonestown was up
here. And | knew, | say about her, she’d pick the pennies of a dead
man’s eyes. And | knew that when she came up, she’s 84 years old,
and her husband’s 70, no, he’s 83. Something like that. He’s a year
younger than she is. And they drove up from Jonestown to here.
And | knew when they were bringing the car, they were bringing it
for something. She got her share. Oh, there’s things I'd like to
have, but | can’t have them. | can’t have them here, so I've got to
give them up. You get used to it.

| can’t imagine that it would be easy though.

Can’t imagine which?

That it would be easy.

No, it's not easy. Not easy. It's ah, you have to watch uvily

two adults in the house and no children, it gets a lot of treasures.

... You take this, you take this and that. And then, that's what
memories are made of. Can’t go on forever. It's got to stop. And it
stopped. I'll sell the house. The house is going to be more of a
lonesome spot than anything. Because | built it right from scratch.
[Interview Three]

One of the most difficult losses for Brian, howewgas the loss of his workshop.

He went to his house, and his workshop where he made his guns was empty.
“That was my sacred space. That's where | went to relax.” Appareni family
had divided up his gun collection and took it all without telling him. “I khow
can’'t have it here, but | have to come to that decision mysktedtly think

about it, | know | can’t have those things here,” he said. [Field 8ldseptember

2, 2006]
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Brian Part of my freedom was working in my workshop. It didn’t yeall
matter whether | got the job done in a day or got the job done in
ten months, it was something | could do to take up my time. And all
of a sudden something happens in the latter part of your life, but if
you really didn’t, you knew it had to come. But you were not
accustomed to that kind of life, so you live the life that you had
normally lived. Then all of a sudden, somebody cuts that off.

Elaine Because you described your workshop as being your sacred space,
right? | think those were the words you used.
Brian Yes. Then all of a sudden, somebody at the door says you're done.

And my workshop is scattered all over. There’s saws up in Fort
Church, and there’s a drill press in Mackery. The family got the
whole thing and they spread it around. [Brian, Feedback
Interview]

Another aspect of the loss of place was the losseobutdoors. Rachel spoke
mostly about this aspect of institutionalization. Staeswot allowed to go outside by
herself at the past facilities she had lived in, sowge happy to have access to the
outdoors at Ridgemount.

You can go outside if you like. Like | haven’t gone out that much bec¢ausesd
cold after | got here. Wait ‘til summer comes and I'll be outterview Two]

You can get out here. Like once summer comes, we’ll be able to gb and s
outside. [Interview Three]

The staff also recognized the depth of losses thateneisi experienced,
particularly with the loss of place—both through aslo§home and a loss of possessions.

When you think about leaving your whole home and all your furnishings and
coming to one room and you're allowed to bring what, two things? | think it's
pretty hard on most of them. [Mary, Nursing]

And how do you choose? How do you choose if you? | mean people who have a
whole home, they have to choose from their whole home the few linngsl

And even that makes a statement about who they are. What things do they choose
to bring with them? Versus the other things that we don’t even Seeiitbme...

| can see from people’s apartments, | mean, | try to call them apatsmum,

pictures, family pictures, lots of family pictures, um, ntataf trinket things.

Maybe the odd one of where they've been somewhere, like becallsaittory.
Because everything we have tells a story. Like where did yobaget.tAnd if
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you ask people, there’s a story behind and that is their identity. fKare
Recreation, Initial Interview]

8.1.2 Loss of Relationships

The loss of relationships was also very significaniadbthree participants.

Rachel lost her husband 14 years ago, and still talked &bownd their life together.

Rachel
Elaine

Rachel
Elaine

Rachel

My husband and | were married for, well we got married in 1950
and he died in 1992.

S0 42 years.

Yeah.

It must be hard being used to having that person there all the time
and all of a sudden they’re gone. My husband and | have been
together for almost four years, and | can’t imagine not having him
around.

Yeah, it's hard. | miss him. | had three brothers die around the
same time. It was really difficult. He would have loved his two
great-grandkids. [Field Notes, December 14, 2005]

Edward’s relationship with his wife, Maybelle, had changgdiicantly over the

years because of her health changes and her demehtla.n& hadn’t lost her

physically, he had lost the relationship that once exisegween them.

Elaine

Edward
Elaine
Edward

Elaine
Edward

Now you were saying too that Maybelle doesn’t talk as much as
she used to either.

Oh, no. She doesn't.

So that really leaves you, so who do you talk to then?

Well, that’s it. When there’s two of us together. | have d thae

to get her to listen to what I'm trying to tell her. And that ischar
on me, but, ‘cause I'm used to yapping away at different people,
you know?

So you don't have a lot of people to talk to here then.

No. [Interview Three]

Part of the change in the relationship of Edward and M&ylhels a change in roles for

Edward when he came into the facility. He was no loigybelle’s primary caregiver

at Ridgemount, as he was when they were living at home.
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| know at first it was like you're taking my job away, whemeve did something

for her that was, he was like you’re taking my job away. He didything for

her. So um, but now when he comes down he basically does nothing. Other than
he will spend, if he’s lucky, 60 seconds before he’s up and he’s going &gdin.
don’t know, and then he’ll come back again, sometimes half an hour, sometime
two hours, so | don’t know if he remembers he’s been here to sé&ub@o...he

just comes and goes. [Brenda, Nursing]

Another loss that Edward experienced was the lossingliogether with Maybelle.
Edward and Maybelle were not living in the same room t@getind were in fact living
on different floors. The separation, particularly ie tieginning, was very difficult for
both of them, since they had never lived apart for lomgpg@e of time during their
married life.

| asked how [Edward] was doing. He said fine. “| haven’t seen rfg far four
days,” he said. | replied, “You haven’t?” He said, “Well, my wifas just up

here and she’s upset because she said that | hadn’t seen her for four ddys, but
have.” | said, “Yeah, you were just there yesterday.” He saiadty, | go down

to see her everyday.” Later he said, “Her mind’s not working prpeo she’s
wondering why | don’t come down to see her all the time.” [Field §Jote
September 28, 2005]

Edward It was a big adjustment. Yes. It's just Maybelle and hreas
we’re concerned. When we come here, | didn’'t think we’d be
separated. And ah, although | haven'’t, gotten used to it, | don’t
think Maybelle has really set her mind on it yet. ‘Cause | go down
and see her in the evening, you know, and we talk for a while. Then
I'll say, well I gotta go. And she’ll, why you in such a hurry and so
on? | don’t want to stay too long, so | have to say, | gotta go. And
that parting with her and not seeing her until the next time, it
bothers her. Not so much now as it did at the beginning. At the
beginning it was terrible. | didn’t like it myself, but | had to ppt
with it. I can put up with things easier than she can.

Elaine She didn’t really understand why you had to leave, did she?
Edward No.

Elaine No.

Edward | don’t think she knows yet just why she had to leave. Bugdiie

from, it was, ah, whatever is taking place, she couldn’t be there.
Now | don’t know what, why the reason for that, but. Because
we’ve been married for | don’t know how many years.

Elaine Sixty-something? Isn’t that right?
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Edward | think it's sixty-something. Somebody said it was eighty-
something. | know it wasn’t eighty-something. [Interview Two]

Brian experienced significant relationship losses asdueing the data collection
period. Brian’s wife passed away about three months Bften’s admission, and this
was a significant relationship loss for him, perhaps tbstrsignificant relationship loss
because he and his wife had no children.

His voice was very hoarse, and sounded like he’d been crying. Acctodinge

and the nurses, he had been up most of the night. He told me that heslegatn’t

most of the night. | asked him if he went to see [his wifejtask, and he said he

did. She couldn’t talk to him because she was so doped up on morphine. He said

she had been calling out for him and for the dogs. He said, “It's God’sibbps

At least she’s not suffering anymore. But | can philosophize about watfit.” |

said, “But it's still your loss.” He said yes. Again, he said ttreg only good thing

was that at least she’s out of pain and not suffering. He said hecafstired

and might fall asleep, so | said that | would leave. [Field Notase b, 2006]
Brian also had to put his dog to sleep shortly afterameecto live at Ridgemount. Since
he was a dog owner for most of his life, this was alsery difficult loss for him and was

a significant relationship loss.
We’re going to have to put her down. | can’t take care of her. The narse
keep her. | don’t want her to go to anyone else. She’s 12 years old though. She

old for a dog. She’s had a good life. She’s had birthday cakes. [Field Notes,
March 27, 2005]

The loss of friends was also mentioned by Edward anahBAlBhough some of

Edward'’s friends had passed away a few years ago, haksltl about them with

fondness.

Elaine So what is life like here for you?

Edward Very quiet for me. Of course, maybe |, it's my own faalise
I've always liked to be alone in certain things. Now, I'm alone
more often, more often. But it hasn’t done any harm. It ah, there’s
some things | miss.

Elaine What do you miss?

Edward Just the company.
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Elaine

Edward

Elaine
Edward
Elaine
Edward

And | know at your other apartment building you were living in,
you said you had lots of friends around and lots of people to talk
to.

Oh yes. Oh yeah. | had friends there all the time. | thaw'é that
here. | have friends here. Just not the same... But now it's, Jome o
those old friends are gone, and there isn’t the new friends to take
their place.

Do you find the same thing for yourself?

Yes, | find.

Is it lonely here for you?

At times. | haven't the friends here that | had before dakn
Smithies and ah, well, he was an old friend. [Interview Two]

Brian also discussed the loss of friends. He hadasty of his friends prior to coming

to Ridgemount, but still often talked about his memorfdafriends.

Brian

Elaine
Brian

All of a sudden, him and | were the best of friends. Run our dogs
together, fished together, just played together. And he told me one
day, we were driving out to the [camp] to see a friend. He said |
can’t drive you. So we take my truck. He said, | got something to
tell ya'. | said you, we were talking about cancer, and we were
about the age, you know. | said, you got cancer. He said | don’t
know. But | sure have the symptoms. | said, how often do you get
up during the night to go to the bathroom? He said about 20 times.
| said, have you been to the doctor? He said no. | said you'd better
get to the doctor and get there fast. | said, does your wife? His
wife’s name is Jane. Does your wife know? He said no. | said at
your age, your prostate is gone. So he went to the doctor and the
doctor told him, take this antibiotic and come back and see me in
six months. | told his wife, there’s no way that Mike can wait six
months. He’s got to go in now. So they took him to Mcintyre
Hospital. He was dead in six months. He was dead in 3 months.
So it was cancer.

Right through him. It was hard to take, because we did everything
together. We had a coffee club with the retired people from the
mill. And we, each one of us had a phone list, and he’d go down
there. He made up the list for everyone to phone, you know.
[Interview Two]

Ultimately, though, Brian described all of his lossea &sss of freedom.

It's something that you've lived with, oh, for me I've lived wtifor 79 years I've
lived with the freedom. And all of a sudden, I lost it in six mofitsu, if you're
like a lot of them that are under the influence of drugs, you dos4 yaiur
freedom because you don’t know you’ve lost it. But for a fellovmgkéhat
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doesn't like drugs, | like, I still like my freedom. | knohaivl've lost. It's hard to
take, but you have enough time alone to think about it. [Brian, Feedback
Interview]

The residents experienced many losses, which theysallgsed in great detalil,

particularly the loss of place (home and possessiang)the loss of relationships. In a

sense, these losses were losses of a life and ditydes such, residents came to

Ridgemount having experienced many challenges, and grievingheverany facets of

their lives that were now gone.

Many of the staff also understood the loss of a liferésidentsThis loss of a life

was compounded by the dehumanizing aspects of the instithtaoy staff felt that

residents lost their identity upon coming into the longateare facility. A

decontextualization of the residents’ lives as parhefdismantling of the self occurred

when they came into the facility.

8.2

There’s a loss of their life coming into institution. Because atalked about,

they're coming into strangers, and these people that work here don’t keaw t
have no idea who they are, they only know tidbits about this person. So really
there, it's almost being like an entity in this building of nothinigtehand. You
know, | often make a metaphor of a plane went over and dropped the person off.
And not to be disrespectful, but dropped the person off and said here,there’s
next person moving in. and that’s all you have, you know, and sometimes staff
don’t want to know anything else about them. Only enough to help with their
actual care right now. So, yeah, | think it is like a door closead,istgone, and

now I'm just this, here...[Karen, Recreation]

So I would think it's just the loss of being able to be even who thely Hrat
makes any sense. [Martha, Recreation]

Contextualizing the Move into Long-Term Care

The amount and ways in which the residents were prepaicne into the

facility significantly impacted the ways in which thagjusted to life within the facility.
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There were three significant ways in which preparatwase made to come into
Ridgemount and in which adjustment occurred. These inclexieectations and

anticipation, past institutional experiena@mdconnecting with familiar people.

8.2.1 Expectations and Anticipation

This theme incorporated residents’ expectations andi@atimns about when
admission to Ridgemount would occur. Rachel had beeimgddir a permanent place to
live after spending over a year in a hospital and triansfacility, so the move to
Ridgemount was anticipated. Edward and Maybelle had moweaf their home and
small community to Ridge Mountain and had lived in a senapatment with a live-in
caregiver prior to coming to Ridgemount. The move to Ridgermwas anticipated
because of Maybelle’s declining health and progressive deam8nian, however, did
not anticipate that he would have had to come to Ridgetren soon.

And it's because of the wife’s condition that | came in here. | dekpect to

come in here so early. Maybe this fall. ..So because of her congitiercouldn’t

take care of me. She wanted to be home. We couldn’t both be home. Sanl came

here. [Interview One]
In retrospect after being in the facility for a couptenonths, Brian realized that he
needed to have assistance, and perhaps should haveccleeat Ridgemount earlier.
Thus, his expectations changed upon reflection.

...Just the idea that | don't think | should be here. Nobody does, eh? Everybody

figures that. | carry on alone when I look back. When | look back, theg¢¢ had

to have help at home. My wife needed it. Sick too. You don't realize woK

until you get sick...To me, | wasn’t quite ready. Although if | look badksee

the care my wife was given me, | should have been outta her hairdilntt

expect to have to come in here. Because coming in here is sflfiteaiew
Two]
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One of the nursing staff also confirmed Brian’s perceptwirhis expectations of
admission to Ridgemount.

He didn’t understand why he had to come in here when his wife was at home
looking after him. But his wife on the other hand was getting tired and butnt
and very sick...But | think even if it would have come when he exXjeticteit

still would have been too early\When he first came in, he did tell me something.
He said it was a gradual disease, but the disease process sped up nerch fast
towards the last two months before his admission. And again, that's whatshe
telling me where he would freeze up and his difficulty with tramségrand that’s
where it seemed to be a very big problem for him, is that he hagiédecline in
his health over the last two months period of time, and | think thaydws wife

had increasing difficulty looking after him as well. [James, NurSitadf]

8.2.2 Preparation Through Past Institutional Experiences

The second way in which residents were prepared fortliRadgemount was
through past institutional experiences. Rachel had manynsastitional experiences at
St. Mary’s Hospital in rehabilitation after her dtep and at Mcintyre Hospital, a
transitional facility while waiting for long-term captgacement.

| think the fact that she was in a facility before, that helpeddadjust quickly. |
think that had a lot to do with it. [Sarah, Management]

Brian also had experience in an institution since he bad n respite care two times
prior to coming to live at Ridgemount.

Because of my first two experiences being in respite, | didn& teewvmany
apprehensions. They told me with the room, there’s a good-sized room. And as
say, | didn’t think too much bad of it. | come in, | haven’t b#isappointed.
[Interview One]

Elaine Did you find it difficult when you moved in here to get used to the
different staff when you moved in here? | guess it’'s only been a
couple of weeks so | guess you're still getting used to theedtitfer
staff.

Brian Not really. | had the experience in respite. A littledit
background. [Interview One]
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These past institutional experiences helped them |dantt avhat life is like living in a
facility, and prepared them for their admission to Ridgent. These institutional
experiences allowed them a glimpse into institutiofi@ldnd what the experience was

like living in a facility.

8.2.3 Connecting with Familiar People

A final factor that provided context for residents’ liveskedgemount and helped
them to adjust was connecting with familiar people inggeinstitution. Because Ridge
Mountain is a medium-sized northern town, many peopdevkeach other. Even those
individuals who came from out of town knew others fréwit small communities.
Edward met two women also living at Ridgemount who hadl limehe small
community where he and Maybelle spent most of their iethfives.

On elevator, [Edward] met Dorothy. She said, “I should know you.” blddn’t

remember, but it turns out he knew her husband. After yoga, Dorothy intcbduce

another resident who had also lived in Smithville who knew them. [FeakesN

September 22, 2005]

Rachel knew many of the staff working at Ridgemount becatiber past experiences in

St. Mary’s Hospital and Mcintyre Hospital. In faotany of the staff at Ridgemount

worked at both MciIntyre Hospital and Ridgemount.

Rachel Then | have the girls that come over from Mcintyre. They @lway
pop in and say hello to me.

Elaine Oh, that’s nice. Now do they work here?

Rachel Yeah. And they take messages back and forth from Mcintyre to, the
nurses to me and me to the nurses.

Elaine So you're still able to maintain some links.

Rachel Yeah. I'd like to be able to get back over there for a Visiboth

places. | will when | get feeling better.
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Rachel also met another resident she knew growing upcasine@ from the same small

town in Manitoba as she did.

Elaine But you said yesterday you‘ve met quite a few people?

Rachel Yes | have. | think I've met pretty near all on this flooret Ruth.
Elaine That was so funny that the two of you grew up in the same town.
Rachel Her dad was a mailman. My dad was a fireman. We lived three

miles west of Harbourview. And she lived... quite a ways from us,
and then they moved to town.

Elaine So did you, are you okay? [coughing]

Rachel I knew her two sisters, Bernice and Vera. Vera was old fadhione
she was. [Interview One]

Some of the nurses also knew Rachel's son from haetewn of Longhill.
I'll have to see if my nurse comes back tonight. She should be in tdtegland
my son sat here and laughed and talked, ‘cause my son knows her dad. They used
to party together in Longhill. [Interview Two]
Brian knew some of the residents in the facility hseaof his days working at
one of the local paper mills.
The woman two doors down, she doesn’t remember that she worked thisty ye
at the mill. She doesn’t remember me, doesn’t remember thathlemitte other

day. She’s a spinster and liked everything her way. They used tec&ranny
Grumpy. [Field Notes, February 6, 2006]

Brian | know the old one next door. | worked with her son.

Elaine That'’s right. Mrs. Koposta.

Brian Mrs. Koposta. The other one down the road, | worked in the same
department she did.

Elaine Miss Farmer.

Brian Then the old one down there, Eleanor Watson, she was the
manager’s secretary.

Elaine Oh, so there’s more people that you know then.

Brian Yeah.

Elaine Isn’t that interesting? Julie was telling me that Ridge Mounsain i

a small town, and you'll find that a lot of people in here know each
other. And | didn’t believe it until | started talking with people, and
everybody knows somebody.

Brian Julie used to date a guy who lived next door to me.
Elaine | think you told me that last time, yeah.
Brian He had an orchestra. Not musicians. They just banged on guitars

and stuff. They called themselves some kind of musicians. He'd
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open his basement window and the wife and | would open our
window and have music for supper. She used to date him. Julie. He
died in a house fire. The only son that they had. [Interview Two]
These community connections helped create an identithéoresidents that was beyond
and before their lives at Ridgemount and helped them detow others and adjust to the
facility. Thus, there was some recognition of whad®sts were prior to admission on
the part of those who knew the residents in their piries.

Dismantling of the self through losses, then, set tidgesfor admission into
Ridgemount Facility and for the socialization procésd bccurred after admission. The
move was contextualized, at least for these resideyttie expectations and anticipation
of long-term care, past institutional experiences, amhecting with familiar people.

Coming into Ridgemount was described as an altered lfause of the many changes to

residents’ day-to-day lives that were forced upon residents

8.3  The Structure of the Institution
While this research did not focus on staff and their saaialization into the

long-term care environment, comments from both thealrstaff interviews, subsequent
staff interviews, and field notes described the cult@itbeinstitution and indicated that
staff felt pressure to conform to the culture of theylverm care environment. As will be
indicated in the following findings regarding the social@afprocesses, this culture of
the long-term care environment structured the everydayg bf both the staff who work
at Ridgemount, and the residents who live there. Bothastd residents had to conform
to the structures of the institution. The structurethefinstitution included government

regulations, organizational culture, and structuring taff steveryday experiences. In
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essence, staff felt like they were constrained iir therk by the regulations and
organizational culture. Making the residents into instndl bodies, that will be
described later, was not necessarily something thatvehatied to participate in, but the
structure of the institution made it difficult for themresist this. My purpose here is to
provide a description of the facility and of some ofidseies going on in the facility in
order to further contextualize the lived experiences ofingpinto Ridgemount for these

residents.

8.3.1 Government Regulations

Government regulations, and compliance officers as esroaf these
regulations, were the biggest contributors to the saaiadin into the long-term care
environment. The rules and regulations, made by peopleledbe institution, impacted
and structured the institution and the way that stafftvabout their day-to-day jobs
(Diamond, 1992).

It's always the people outside of it that make the decisions. Ehegtreven

connected to the facility. They're totally outside of it. Thetheepeople who

make the decisions and decide where money goes, and they have no idéa what it

like to be here. | mean, | even take in the people who designdulildisg.

There could have been a lot better ways to design it. But they're meotTheey

don’t live here. And we had, we had a team created to talk about thetritabf

happened to this building. | doubt that anything that was on that retrofit
happened. From the people who actually work here. [Karen, Recreatioa] Initi

Interview]

While regulations were enforced by the government, fundirggals® described as a
significant issue. There was not enough funding for sbadio everything that the
government required of them, and lack of staffing was a aomthireme.

Oh yeah, so in those first days sometimes I'll hear you know "We thbisywas
the Taj Mahal and you're supposed to be the Cadillac and you know dadada" and
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| says "Well we're still funded, we're still funded for longrieare so we may be

a new building and we may smell nicer you know than some buildings but we're
still funded the same envelope you know, and so that's kind of a viesortieg

in. [Marlene, Management, Initial Interview]

The changing standards of the Ministry of Health, aleith a lack of staffing, were
perceived to contribute to the structure of the institutio

Well staff have a hard time sometimes adjusting to the Ministnglards.

They’re changing, there’s no staffing for the changes. But the demarehis gr

The demand is you know you have to be supervising offering food

every two hours. There’s not enough time to really, the staffatgrte have now

it's unrealistic...The Ministry standards are great they’re actualligsome if you
have the staffing for them. | mean | don't think it's good enough to change
Ministry standards because you know in long-term care it's not right that
residents are sitting for four hours and not being turned. | think you sheuld
providing the staffing for that. The hours they should be looking at somaf sort
feasibility study and taking those standards and talking the individuals you have
and see exactly what kind of staffing pattern you need. It's jusé tiv's not

realistic. So now you have to, a resident wants to eat in their rothnheir

spouse and you're telling them they have to eat in the dining room ‘cause you
can’t eat in your room ‘cause | have to supervise you and sit here ank yaic

eat. And to me it’s routine. You know it's part of our routine. ke, you know
lunch has to be at a certain time you know the Ministry tells yon Wimeh is
supposed to be, when supper’s supposed to be and we have to get into the routine
of doing this. It's not always resident-driven even though they say Tthere’s

been a lot of changes and we haven’t been, we’re having a hard time coping with
the changes. [Eleanor, Nursing, Initial Interview]

The legislation from the Ministry of Health requiresbidents to conform to these rules.

There’s Ministry guidelines that are more or less for the nurse®n’t know if
there’s really, yeah there is expectations | guess because younankwvd of

expect them to go to the lunch room. If they feel like today t temt’like it I'd

like to eat in my room well that’s not an option ‘cause one of the tiegs

Ministry says is they need to all be in the dining room and you know {fcairse
home a lot of these people, younger generation have been raised eating af front
the TV. So | don’'t know, what's going to happen in the future will be quite
interesting. [Belinda, Nursing, Initial Interview]

...S0 that legislation is really binding. Really is binding. And | gotanenthan
one debate, I'll say. With the Compliance Advisor over her opinion andandhe
what'’s a risk and what isn’t so. They usually win, you know, so tisenptto the
staff to come up with a creative way that we can still helpasieent continue on
with what they're used to doing with their lifestyle...and not pose akyoris
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anybody else so. Those situations are hard. Yeah, those situations ardaeally
[Colleen, Management, Initial Interview]

Staff knew there were repercussions if rules and ragoatvere not followed,
despite the lack of funding and staff available to folivase rules and regulations
through. An example of this is the recreation assessbe recreation assessment had
to be completed within 21 days of admission, otherwisdgitibty was cited by the
compliance officers.

And again, on my floor | don’t talk to the residents because | canthget

information from them, so | have to contact the family. So somatigees

beyond 21 days because you can never connect with the family. | thinktégot c

the one, Ridgemount got cited for that one. [Martha, Recreation, Initial

Interview]

Life was regulated for staff, as it was for residents.

But no, it's very regulated...and as we are, as staff we are. As aghat

recreationists, our role, we're very regulated as to when we dionig¢, how often,

yeah. [Martha, Recreation, Initial Interview]
The enforcers of these regulations viewed residentedisdand tasks, and so the
regulations were structured around this view. Some staticpiarly staff working
outside of nursing, found this frustrating.

Well you know what? | find that a lot of them, not knocking nursing, lotitoh

the compliance officers or managers that we get are all coming fromsagur

background. So you find a building, you’re going to know that there’s a lot of
supervisors with that. Because they're totally task oriented. fFaly that
they’re seeing the residents’ focus, but they’re not. They ardytetding the
task. We gotta get all these people up. They gotta be up by 10:00 ovevhate
time, blablablabla. And um, God, this is a home. You know? [JoycesdRiea,

Initial Interview]

The policies of long-term care, rules, and regulatgingctured the environment in which

the residents lived and staff worked. As such, the strichfréhe institution shaped not
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only the residents’ day-to-day experiences, but also shiapesiaff's day-to-day working

experiences at Ridgemount Facility.

8.3.2 Organizational Culture

Ridgemount Long-Term Care Facility was in a period @fingfe during my data
collection, and the organizational culture was reflectf this. Because of decisions
made by bureaucrats, the care of residents in this corymwas increasingly being
transferred to the private sector. As such, the long-tane community in Ridge
Mountain was in a state of transition. At the tirhattl started my data collection (July,
2005), the decision had not yet been made to transfetatre private sector, but by
November 2005, politicians had made a decision to tranaferto the private sector.
This put the employees at the homes for the aged, whabeked for considerable years
in the public long-term care sector, in a position deptally losing jobs and being
transferred to work in the private sector. As such, tivr@nment was often palpable
with tension, both among management and staff.

Another change throughout the data collection periodingasasing surveillance.
Access to the stairs was restricted, and only staff agtess cards were permitted to
open the door to the stairwell. There was a cited@wonabout thefts in the building, so
there was talk about installing more security camerasaifh areas, although this has not
yet occurred to my knowledge. The back entrance to tliéyacas also locked toward
the end of my data collection period, and only stafhwaitcess cards could come and go
through that entrance. Staff did not have a time cloo&resthey punched in and out

before and after shift, but management began to monioofusccess cards through the
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back entrance (which all staff were required to usehddament turnover also occurred.
Two Directors of Care left during the time | was invalweith the facility, and the
Assistant Director of Care position was not filled foost of the data collection period.
In short, Ridgemount was in a state of change, andtiiis unsettled both staff and
management alike, resulting in increasing surveillancentagent toward others
(particularly management), and an organizational cuthatwas unsettled and tense.
The unsettled environment and state of change was alsctedfie management-
staff relationships. Staff commented on some of trdlicts and tensions between
management and front-line staff. There were commeatierto me “off the record” after
interviews were conducted regarding management and some adriflicts between
management and staff. These comments, of courseptarecorded here. However, there
were many observations and comments during the interviews alanagement issues.
And that's about the power structure of institutions and systems. Anbawi
ever change? No because somebody always needs to have the power. thad feel
power. And to me there’s a difference between having power and having
leadership. Leadership is not about power. Power is an entity and utalys
very negative in itself. And there are some people | reallytiaebre dangerous
when they have power and don’t have any leadership skills. And | know that
happens in this facility too. [Karen, Recreation, Initial Interview]
Part of Karen’s frustration was the inability to charnge culture in any way because of
management and organizational structures.
...and it's always so difficult, because for me when | read thing&dke
Alternative philosophy of care, | get excited when | read it, @hohk oh, you
know. And then | get depressed because I'm welcomed again to theokhkiey
you know, and | do dislike my mindset of it's never going to chargjéhd same
thing. You know, but | took a seven-month leave of absence and camethack to
identical, very same nothing changed. Maybe I'd hoped in seven months a few
little things that | know could be changed, are not. And that’s, thatisuliffSo I

think being a resident and knowing that too, day by day by day, and then we
wonder why people do get depressed? | mean yeah. Probably every perssn in thi
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facility is depressed and have been depressed. And does that surprise.me?
[Karen, Recreation, Initial Interview]

Staff, then, felt incapable of changing the organizationtlre.

Organizational structures are complex, and Ridgemounhwaxception. A
union culture, issues between staff and managementnerased surveillance of staff
all contributed to this complex structure. This organizatistructure, however, was part
of the culture of Ridgemount, and in this way, structuhedeixistence of the staff's

working environment, which also filtered down to residedgg/-to-day experiences.

8.3.3 Structuring Staff's Everyday Experiences

The government regulations and organizational culture staccgiaff's everyday
experiences. Some staff found that they had to igiaie ileas of what was right and
their ideals of how residents should be treated in dodfemction in the day-to-day work
environment and the structures of the institution. If thheye to meet the requirements
both of the Ministry of Health and regulating bodiesywa#l as management demands,
they had to compromise resident care and relationships.

Joyce But um, yeah, that's so hard because you're finding that your
morals, or what you believe, sometimes you have to walk away
from. And that'’s really hard to deal with. Yeah, like seeing
somebody that’s really in need and that needs something, but you
have to be somewhere else and everyone’s in a room, starting a
program in the auditorium at 2:00. And you want to bring this one
person but this one person has something that they need or they
need a sweater or something, | don’t know, anything, and it's like
okay, if | go do that, I'm going to be late. And then | have all this
room of people that I've let down to get this one person there but
the one person would really like to go to this music or whatever it
is. So it's really a catch-22.

Elaine It's trying to balance the needs of the group versus the ne#us of
individual and you can’t always do that.
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Joyce And then you feel bad because you’re. And Julie and | said this a
long time ago. Because you're, there’s not a lot of days where you
can go home and say | met everybody’s needs today. And maybe
that's an unrealistic expectation of yourself, but you like to be able
to go home and say well you know, everybody had a good day, and
| felt like | really helped the people I'm supposed to work with
today. But most of the time it's like okay, well | should haea s
so and so today but | didn’t get a chance because | had to do this.
But so and so’s really sick today. It's, yeah.

Elaine I know when | was working too, most often days you’d go home
and you'd accomplished the programs on your calendar, but you
felt like you didn’t do much and you felt like there’s so much more
you wished you could have done.

Joyce Exactly. [Joyce, Recreation, Initial Interview]

Oh, itis. I mean, | don’t understand what the ministry is trying taaggd mean |
know yeah. People should get up. And there are the extremes of babpie
don’t want to ever leave their room. Well you’ve got to kind of wwad they are
still getting out and about. But trying to get everybody up so they’re eating
breakfast in the dining room? That to me is against residents’ righkey all
their lives depending on their morning routine. Like for me, I'm nainget
dressed until after, if it's a Saturday or a Sunday, I'm in my pajamgsnaon.
I’m drinking coffee and | don’t want to eat until | have lunch. So if | thacbme
in and get up early every single day and be dressed before | everegebto
drink coffee and have one or two cups of coffee, no thank you. Andsftties
last stop, let's make it as best as it can be for them. [J®eereation, Initial
Interview]

There were many staff, including nursing staff, who disagjreith the regulations

imposed by the institution and government regulations, andale in which residents

were forced to conform to the structures and routinelBepinistitution. To question the

government or compliance officers, however, was nttierhands of front-line staff, but

instead was left with management. Challenges to govermaguiations, though, could

result in repercussions, such as citations against ¢higyfadifficulty with annual

inspections, or unannounced visits from compliance offidathat happened in the

interactions between compliance and management is\béiie scope of this study, but

the nature of the long-term care system is such liea¢ tare repercussions for not
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following the “regulations”. These repercussions includiaions and loss of licenses
and funding, among other consequences. The structure inkthation, with its rules
and regulations, and organizational issues, socializedisaffhe long-term care
environment by teaching them to suppress parts of themseldespatnibuted to the

making of residents into institutional bodies.

8.4  Living an Altered Life

Residents described life at Ridgemount Facility as\w lifeor adifferent life.
This life was araltered life significantly different from their lives in the conunity.
Since Rachel had been living in institutions for a y@a&r to her admission to

Ridgemount, she had experienced this different life dyreBor her, she described

having a stroke as her world coming to an éxdur whole world comes to an end. In a

matter of a few minutes. You lost all your independence” [Interviea].(Rachel’s
world had drastically changed since her stroke, and comilnggetat Ridgemount was
one change in a series of life changes since her sti®lke.said she lost her life when
she got sick, she gave up her whole life. She had a stroke a year agolfeet®, and
everything changed since then.” [Field Notes, October 4, 2005]

Edward also described his experience at Ridgemolit'sta different type of life

from what you're used to” [Interview OneBrian, in particular, described in great detail

how coming to live at Ridgemount was a new life for himaB went back to his house
to visit a couple of times just after his admission igR@mount. He stated,
The first time you do it [go home], it's heartbreaking. After aleyhjou get to
realize that that's it. The end of the life that you knew is.néve’ve gotta live a

new life. And although you accept it, although you live it, you nevepadc
[Interview One]
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He also described life at Ridgemount asriot.the most exciting life in the worldind
stated, I'm starting to live another life’[Interview One]. When | asked him what he
meant by living a new life, he stated,
You have to give up what you left behind. You can’t be in the before ¥pace.
gotta live in what's coming. And you can’t take your whole life ih yau. When
you lock the door to go out, you'll never unlock it again. It just doesork that
way. So you begin to get a new life and you have to watch yourself bgoause
can fall into a rut. [Interview One]
In his second interview, Brian statéés soon as | get myself, my brain organized, I'll
start living the life that | should be living here. | can’t change ik’ different ways, the
participants described coming to live at Ridgemount as aanevdifferent life. During
Brian’s feedback interview about the findings when he mgélecting on his past year in
the facility, he stated,
First of all they have to get you in a room and let you be. They dowér over
you like a mother would. They let you get used to it. Then as thirggs go
especially in the first three months, it's a different bed.fiemint life that you
haven't accepted it because you don’t know what you're doing.
Confinement to this altered life, particularly for Brjavas difficult. This was not

completely due to the facility or the policies of theility, but a combination of a

number of factors, including the facility and the failingdy.

Elaine So how would you, you described this space as a confined space
because you're kind of confined to your room?
Brian Yeah, it's not the fault of the place here. It's just thalegg are

not that strong, and everything happened so suddenly...And maybe
then I'll get out and walk around. Until then, I'm confined. You

can only watch so much TV...This is like solitary confinement in
jail. [Interview One]

Gee, here, you're tied to the four walls. You don’t walk, youiteelou can
walk. My legs, | can’t walk that far anymore. [Interview Two]
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Brian, then, described the facility as a new life, &gb as a life that he was confined to
without choice. This confinement, again, was not spetificoecause of the facility, but
also about the confinement of the body.

Brian What you don't like about it is you're confined. People in a
wheelchair who've accepted their fate, it's not confining to them.
It's confining to me yet. Take me a while to get over that.

Elaine Well, I'll tell you Brian, | go nuts if I'm at home forday and |
don’t get a chance to get out. So | can’t imagine how it must be to
be in here looking at the same four walls for as long as you do

Brian Well, as a comparison, if your baby wasn’t getting older than
today, and he was going to cry like he cried today, try living with
that for the rest of your life. It wouldn’t be very pleasant.

Elaine | don’t think | could handle it. | really don't.

Brian If they said to you, now you've got muscular dystrophy and you’re
going to be in a wheelchair in six months, that's the same as it is
here. You're here ‘til you die. Or there’s no cure it’s all
maintenance. As | say, if ah, your young lad had cancer and you're
waiting for him to die, you're confined then to that life. And &s it
now, you never think about those things. [Interview Three]

The new life that the residents were referring tRidgemount Long-Term Care
Facility was a life that ultimately made the resigdanto institutional bodies. In many
different ways, the residents were taught to beconwfaced to become, bodies. This
socialization process occurred in many different wenanly through institutional
processes and personal processes. The institutionabpescacludeglacing the body,
defining the body, managing the body, focussing on the body, and relating to the body.
The process of making residents into bodies was soleterihat by the end of the data
collection, residents hadternalized the bodgndaccommodated the bodyowever,
there was alsacceptance-resistance of the bahd there-creation of the bodyl he
tension between accepting and resisting the body westand, and was still not
completely resolved by the end of the data collectiogingeResidents re-created the

body in different ways by defining an alternative idgnfor themselves. In these ways,
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residents showed that they were able to resist thegdization processes to some
degree and that residents exhibited some degree of agehayté structure of the
institution. The making of bodies, though, was their primdentity in interactions with
the staff and others within the institution. Being anitagbnal body, however, did not
constitute the fullness of the self, as will be déxatiin some of the personal
socialization processes. Thus, being a body was cremte@raction with others in the
facility, mostly staff, but did not constitute the whof residents’ perceptions of the self.
Residents became known through and by their bodies, writmmtext or identity, and

were in many ways forced to accept this identity of dybo

8.5  The Institutional Processes
8.5.1 Placing the Body

In addition to being placed within the structures of tigtitution, the body was
alsoplacedwithin the physical and social environment. Placing thgylwas about
becoming accustomed to the institutional environmentreessweenvironment and
conceptualizing meanings of this environment. It reflectedieats’ experiences of
where they were located physically. Placing the body haggpat a number of different
intervals in a number of different ways. Most impatlg however, placing the body
occurred when residents first came into the faciRgsidents had to adjust to a new
physical and social environment. Residents describedeawytis well and being
nervous the first few days they spent in the facility.

She also stated that she was sweating, maybe because she was nervous.
[Field Notes, October 2005]
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And Elaine, it does not get scary after a while. When you first cohere, you
get a little fearful that you know, if you have any common sense wbalknow
what’'s going to happen. [Brian, Feedback Interview]

The participants also had to learn place, that isn e physical place in which
their bodies would be residing. They had to learn thay around. This was especially
difficult for Edward, since he not only had to learn flo®r and the places he needed to
be (such as the dining room), but he needed to learn how towestairs to visit

Maybelle.

As the other ladies were talking, | overheard [Edward] say to Maybiliew
are you getting along?” “Fine,” she said. “It's hard to find your way arounts |
so big,” he replied. [Field Notes, September 21, 2006]

Edward said he has a bad memory. He is having trouble getting used tadke pl

He wanted to go down and see Maybelle, but couldn’t go down the hall, get the

elevator, go down, and find her room.

Elaine It must be hard to move to a new place.

Edward Yeah. | wished | didn’t have to move, but this is the way things
ended up. [Field Notes, September 23, 2006]

Part of learning place was also getting used to the sagisksounds of the
facility.

When first talking to Rachel, | asked how her first night here \ixst very
good. | didn't sleep very well,” she said. | asked, “Was it naisthe halls or
what?” “No, just a new place, | think,” she replied. [Field Not€xtober 4,
2006]

While we were chatting, a call bell went off. It was really louthe dining room.
“Oh, that bell”, said Rachel. “It's enough to drive you crazy. | imgsd stop.”
The dietary aide also commented on the bell.

“Why do they have the bell in the dining room?” | said. “That doesn’t
make any sense.”

“Because the nurses are in here to feed,” Rachel said. The beihuedt
to go off, and Rachel continued to make occasional comments about the bell. |
asked her if it was like that in her room. She said it was. fiFetes, December
8, 2006]
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Having a roommate was also an adjustment. Rachel waslearticipant residing in a
semi-private room.
Rachel told me again how she didn’t like her roommate. “She’s really $iugl.
keeps me up all night. I've been missing programs because I'm sduiied the
day that | fall asleep because I'm up all night. She’s moving out. Eneoring
her to a different room because she’s so noisy.” [Field notes, Desre) 2005]
The altered life occurred in a place that was not defiseldome by any of the
participants. The residents made meaning of the environmauitich their bodies were
placed, and this meaning was not reflective of home. Vidigard and Brian did not
discuss much related to the notion of “home” (exceptgoudis their past homes), Rachel
did talk about the facility and the notion of “homein& Rachel had been “homeless”
for the last year, that is, living in acute care ansitional health care institutions, coming
to Ridgemount, a place that was a permanent place toasiaycomforting for her.
She [another resident] says, don'’t call this home because this isn’t toomee.
Well, this is our home now for a long time, and we just have to thekeest of it.
[Field Notes, October 11, 2005]
Ridgemount had a feel to it that, according to Rachel,difeesent than the hospitals she
had previously stayed in.
Elaine How are you adjusting to being here so far?
Rachel Good. Good. Better than | did at either one of the other plases. |
more homey here. Like over there, they both felt like hospitals.
Well, they were.
Elaine And this doesn’'t?

Rachel No. [Interview One]

Despite now living in a permanent place, Rachel couldlastribe the facility as home.

Elaine So what'’s it like to be a resident here? What's it likeveohere?

Rachel It's not bad. It's not home, but it's not bad [Interview One]

Elaine Now you were saying that this is more homey than Mclintyre,Place
but still not home?

Rachel Still not home.
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Elaine
Rachel
Elaine
Rachel
Elaine
Rachel

What makes home home?

Your friends and your family and

Your own stuff?

Yeah. Cause I've got quite a bit of my own stuff here now.
Which is really nice. It's made the room look really nice.

My son bought me the writing desk and the bookcase. [Interview
One]

In comparison to the past hospital environments she hadésieding in, Rachel did find

Ridgemount “more like a home”, although it was still hotne for her.

Elaine

Rachel
Elaine
Rachel
Elaine
Rachel

Elaine
Rachel
Elaine
Rachel
Elaine
Rachel

Elaine
Rachel

So other than being able to get outside, is there anything else
that’s different about being here?

It's a nicer place.

The décor and the environment?

Yeah.

Because Mclintyre was pretty old, wasn't it?

Mclintyre felt more like a hospital. This feels moeedikhome, like
you know? A home environment.

And what makes it feel like that?

Because | got a lot of my own stuff here. Pictures and...

Is your room bigger here than it was?

| had a private room at Mclintyre.

Oh, did you? Was it bigger than this one?

Yeah. But | didn’t have my desk or my bookcase or my lite tabl
there. Those are all stuff they brought to me since | come here.
Now was that ‘cause it was only temporary at Mcintyre Place?
Yeah. [Interview Three]

While Rachel referred to the facility as “homey”, Briand Edward did not

describe the facility as home. When | talked with Ba#out his feedback on my initial

findings, we discussed the notion of the facilityhasne. When | asked him if he would

refer to the facility as home, he answered with amuivecal “no.”

| don’t think that the refusal to refer to it as home is deblberl think it's
something that happens. Like there was four of my friends came te $agt m
week. They said how do you like it here? My first words wexi@'t home.
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Staff discussed how residents did not view the faa&yhome. Many of them felt
the residents viewed the facility as an institutiomaspital, but did not attach meanings
of home to the facility.

[W]e are a home , but we're also a facility and when the realityytesthis is

their home then it's also a large organization. You know, they haveandes
regulations that you know probably don't fit what we would interpret as home...I
should ask permission, but like | say there's, there's a locbbes of my staff a
lot of other, you know, rules that kind of make it very organizatiooltmf,
schedule and times for things and so | think it's still kind of diffto say this is
their home you know they have to, you know embrace that, you knowpeet res
that anything they do it's in their home-like environment 'cause it ision't

think at least absolutely the way they see home life. So | thitrig 'eemeet their
needs of making it as home-like as possible but still recognizéd'shafacility.

And some rules and regulations that don't fit what they would think of as being
their home... That breakfast, lunch and supper's are the same time aimdi\wé k
can stretch that yes you can come at a different time, but yleay did that you
know it would be chaos, so it's a home within some guidelines and schédules
as home as you can get. [Darlene, Management, Initial Interview]

Some of the staff did not think that the facility cob&lreferred to as home at all.
And we’re supposed to say this is your home. But | think they learryothickis
not your home. And | think that’'s where depression comes in. And | dok't thi
it's a very long time period for that to happen. This isn't home. Whealkve
about ah, adjustment, um, what if people just don’t want to adjust? What if they
have chosen not to adjust? Because it can be a choice, depending on people. And
| know people we have talked about that have said, | don’'t want to adjus.tb th
will cope the best | can, but | don’t want to adjust because this isame. So
yeah, | think it changes. [Karen, Recreation, Initial Interview]

It is in this context, then, that residents beconmasiaed into—a place that isn’t home

or away, a place that is the liminal betwixt and betw&tafford, 2003).
Placing the body was also evident in the bedroom as fosieaking the body

and for resisting this. The bedroom was described as ‘yioonémore like home”

because of the personal possessions residents brougthtarfgzility (although they did

not refer to it as home). For Brian and Edward, tidrdoem was a private site where they

spent much of their time. Brian, in particular, speostof his time during the day in his
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bedroom reading the paper, watching TV, having a nap, anthgisithis space, in many
ways, was defined as personal through the use of spackeaddplay of personal
artifacts that made it “homey”. Yet because body tao& place in the bedroom (with
the exception of baths), the bedroom was also thdositbe interactions with staff and
the institutional processes thatde institutional bodie®kachel’s case, in particular, was
an example of this. She needed assistance with trengfeso she was not able to go to
the bathroom independently. Staff used a commode with $teraith of using the toilet.
Because there was no bar in the bathroom for her tmusensfer herself, she had to use
the towel bar in her bedroom. The staff then put hahertcommode, but did not move
the commode to the bathroom where she could completbdy functions. Instead,

she was forced to urinate or defecate on the commotie ivedroom.

Deborah Oh, she does have issues with the commode. She wants to have
privacy in the bathroom as opposed to standing up in her room.

Elaine Fair enough.

Deborah And | told her, | said Grams, why can’t they wheel you to the

bathroom, get you to stand up at the rails, and then get you to sit
down? There’s different angles so she could sit on the commode.
She doesn’t have to sit on the toilet. She said she was going to run
that by them, and | thought, | don’t know if they just don’t want to
because she can’t walk? Maybe they feel insecure? But a lot of
them won'’t use her belt, her safety belt that she has. [Deborah,
granddaughter]

Discussions with Brenda, the housekeeper, also focusdedahel’s requests for a bar in
her bathroom so she could use the commode in her bathnstead of her bedroom.
Brenda recognized in her interactions with Rachel thiatwas very important to her.
Brenda | don’t know if this should be in this interview, but Rachel had
asked for a bar to be put in her toilet. Did she ever get itied tto
get it for her.

Elaine You know what? | don’t even know, because as far as | know, she’s
still on the commode.
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Brenda

Elaine
Brenda
Elaine

Brenda

Elaine

Brenda
Elaine
Brenda
Elaine
Brenda

Elaine

Brenda
Elaine

Brenda

Elaine

Brenda
Elaine

Yeah, she was still going to use the commode, but she wanted a bar
in the bathroom so she could go in there privately rather than
having to use her room.

Oh, using the commode in her room. | don’t even know.

| had tried to get it for her and.

I'll have to ask her about that. | know Deborah was mentioning
something about that.

Because that was very important to her. That was her um, privacy
She felt her privacy was taken away. But otherwise I've never
heard her complain about anything.

But your room is where you live. And you wouldn’t go to the
bathroom in the middle of your living room, | mean, it's only
normal you would think

That they would automatically do it.

Yeah.

Because she had to use the towel rack to stand up. She had to use
the towel rack.

And that's in her room, right?

That's in her room. And she had asked for a bar in the bathroom
and someone had told her it couldn’t be. And | said | don’t see why
it couldn’t be.

Now I'm remembering a conversation with her now that someone
had told her she can’t do that.

And | can't see that.

So she’ll get on the commode in her room. Will they bring her to
the bathroom or does she just sit in her room?

| think she must sit in her room because she needs the towel bar
get up.

So they don’t wheel her to the bathroom, let her go there, wheel
her back and then transfer?

| have no idea how they do it. But | know she needs that towel bar.
I'll have to ask her about that and see if anything was done.

[Brenda, Housekeeping]

Placing the body also incorporated notions of privacivay was not just about

having one’s own space or having control over that spate/do about control and

access to the body. Residents did not have much bodhcprisince staff had access to

their bodies whenever they demanded it. There were nousi@xamples of the lack of

body privacy.

Rachel said the other night two nurses came to put her to bed, and dedidke to
her to the bathroom. The one nurse, “a bigger girl”, picked her up andexrri

157



her to the bathroom, “bare bum and all.” She was worried someone might see

her, but the nurses said no one would see her. When she brought her back to bed,
the lock wasn’t on the bed, and she fell into bed with her. “The nrsetss me

into bed.” They laughed so hard that another nurse came into the room to see
what was going on. [Field Notes, December 29, 2005]

During the feedback interview with Brian, | asked him aldosiroom and privacy. The
notion of privacy had not been brought up explicitly istgaterviews, and | wanted to
explore this further with him. We discussed privacy iragetail, and Brian felt that
privacy became a very different concept in the coraéldng-term care than it was in
the context of home.

Brian Now I'm stuck for words, I'm talking to a lady. You have to
remember at all times, that the bathroom door has to be shut. And
it's only necessary to shut it when strangers are coming. Like ver
seldom, very very seldom do people come to visit in the morning
although visiting hours are at all times. So you put it in your mind

that this, 2:00 in the afternoon until 6:30 at night are visiting
hours. And you play a different game than you do the rest of the

time.
Elaine So you don't need privacy with staff but with visitors you do.
Brian But it takes you a while to get used to that, Elaine.
Elaine Yeah, | bet. | can’'t imagine.
Brian It takes a while to get used to it, and after a while, teeve

embarrassment at all. Like | made a joke the other day, | was in

the bathtub. | was tired. | was groggy for some reason. And they
went to give me a bath, and | was sitting on the chair in the
bathtub. They sink you down in. | think | dozed for a couple of
minutes. | woke up and holy jumpin’, there’s five girls in the
bathroom. | said, this is something a man always dreams about...
He’s sitting naked in the bathtub with five girls around...They
laughed and went out. Then | think it must be as embarrassing for
them the first time they get in that situation as it was forBuoe.

you soon lose that. You see privacy in a different way. Like | didn’t
like television when | had my workshop, because you had to watch
the television and with the radio, you could listen to the radio and
do your work. And if | was doing a particular job and one of my
friends walked in, and I thought of this lots of times, the

interruption in that privacy was worse than this. And the older you
get, the more you realize something like this is going to happen. So
without thinking about it, if you just allow it to happen, you very
soon get accustomed to it. The word privacy doesn’t have the same
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meaning here as it had at home...Everybody needs his privacy to
himself. Like you say, the time. Yeah, | don’'t know how to.say it
It's a different form of privacy here than it is at home... Here,
privacy is different. Now you notice that the one girl came with the
cookies and whatnot? Really what they’re doing there, they're
trying to find out something about your life. Whether you just want
to be alone in the afternoon or not. | wasn’t a desperate loner. |
learned when | was tugboating that you could stay alone for a
while. But | was more gregarious. | like company. Privacy is not
the same here as it was there. Because you can adapt to anything if
you put your mind to it.

Brian stated that he had become accustomed to the lbddgfprivacy that is
afforded residents in long-term care, although it waarssition for him at first.

So they come in here, they're all welcome in here. | know whatig goi. They
open the bathroom door and ask me if | need anything. At one time it was
embarrassing, but now, [laughter]. [Feedback Interview]

Like | say, at first | was like you. | was an older person andd mortified. All

my life | had my privacy. All of a sudden you have to give it iy Tome in now

in the morning and they’re actually welcome to come in. You don'’t thinkeyou’
slowing up, but your arms are stiffer. And you go to wash your face ahactke

of your neck is far away. So they come in and give you a good wash, arel you'r
happy about it. And you joke about it every morning, but you wonder, though,
what their life is like. They're looking at you, you think theyboking at an

animal. [interruption] They think they’re comparing you to an animal, but'teey
not. Because an animal doesn’'t have any privacy, does it? And you have ¢he sam
privacy here that an animal does. You're fed. And what they have todeeds/

not a restaurant... But you get used to it. Like | said, if you go hetflaw, you

get used to it. Don't try to fight it. [Feedback Interview]

Brian also referred to privacy as.tak[ing] time for yourself and give thought to
life.” In this way, he was able to find some privacy in thalitgt. Privacy was not
necessarily regarded as having one’s own space to cdnit@s time for oneself to
think. Brian redefined a new but altered sense of privacthi$ way, privacy was
redefined to fit within the context of Ridgemount.

...sometimes | sit here and | wake up at 3:00 in the morning and | cafvage
to sleep. | think about it. But you know damn well that no one’s goirgre and
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bother you. And you have time to think and do what you want to do. [Feedback
Interview]

While Brian did not discuss issues surrounding the bedroorpraraty in his
earlier interviews, there were incidents that ocalifoe Brian in the bedroom that
reinforced the bedroom as a site for making the institatibady. As will be described
later, Brian did not want to sleep in his bed at nighenvhe first came into the facility
but preferred to sleep in his chair. Staff did not want tieirseleep in his chair, and this
caused significant conflict in the first few weeks aBeian’s admission. Thus, there was
conflict over the way that Brian wished to use his spacd,how staff wanted him to use
his space.

The tension between the bedroom as a private placeduoients to conduct their
affairs and as a site for care and the making of bagliese that cannot be resolved in
long-term care. In the initial staff interviews, stdi§cussed the lack of privacy that
residents need to become adjusted to upon entering long:éee.

...sometimes your caregiver doesn’t really appreciate the amount atyiinat

you need and you deserve, and that kind of thing, so they come here ared they’

bathed by a stranger. They're, they might have an incontinent product changed by

a stranger. They're dressed by a stranger. Maybe in the past thegnedbessed

by their husband or something like they’ve assisted them, somebodgriabhaili

they now have to come in and they need that care and it's a strandedhicey

after them. Over time, that changes and | don’t know if that's good othlaad

over time it changes, because maybe they don’t think they need as mrach pri

as they felt they did initially but, or maybe they’re just theegasers now just

become their extended family in their view for providing care,Haitthat’s

really hard to accept... many nurses to them it's a task and you forgetsther

human being on the other end of that task that might not want to be exposed or

might not want you having them see you naked or whatever if they neeshassist
to dress. Yeah so | think that's very, very difficult to oveectom most people

that come into the home, really difficult. [Colleen, Managementaliitterview]

In essence, it is the claim of residents over théce as private, personal space, and the

claim of staff over the space as part of an instituwth structures, rules, and routines
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that need to be observed. In this sense, the bqagadsdwithin the structures of the
institution. The bedroom, within the institution, andaasite for the body, is a contested
site. Yet residents attempt to redefine notions of privady within the context of long-

term care.

8.5.2 Defining the Body
While residents did not discuss the process of definingpddg in great detalil,
staff felt that this was a significant part of comingpithe facility. When residents first
came into the facility, there were a number of tasid assignments that staff were
required to complete with the residents. The resideatshave been focussed on
learning the routines and getting adjusted to the facditg, potentially the tasks of
nursing at first may have been forgotten in the initiages of settling into Ridgemount.
The staff, however, discussed in detail the necessskyg talated to the body that they
were required to complete after admission. The bodydefsed as impaired through the
process of assessment and paperwork. The assessntedtecamentation focussed on
assessing, evaluating, and documenting the body as edpHirere were different types
of assessments that were used, but they were all fxtossvarious aspects of the body.
When they come I, of course | get introduced to them or | introduselfrand
orientate them to the room, take them around the unit if there’s nob&dy els
available. Then | call the doctor and | look up all the history to ddhall there’s
a lot of admission forms. There’s a choking risk assessment and a fal
assessment, multidisciplinary form that’s on their cultural neées; t
background, their diagnosis, weight gain, likes and dislikes for dietés/a feal
multipurpose form. And then the care agreement is the last one tllat wdat
they can do for themselves. As we get to know them what theyetye&dth and
now what the usual pattern is what they can do for themselves and whae#akey

help with, and then we get them to sign the back. [Mary, Nursing, Initial
Interview]
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Elaine Are there any policies that the facility has for tasks thathpwve
to do within the first few days or weeks the residents move in?
Stacey Oh, yes there are. There’s like, we have to monitomtiesils.
And | know the RNs, there’s some, like there’s TB skis, tesiff
like that, that they have to do when they come in.
Elaine So monitoring their meals
Stacey And you have to do a total body assessment when they come in,
like for bruising, or, that's when their first bath comes in. That’
why we try to do it as soon as possible. [Stacey, Nursing, Initial
Interview]

One of the nurses described Brian’s reactions to #esasent process.
Initially when he [Brian] got settled in? We did our assessment, dbistory, do
the physical exam, and again he seemed to be quite accepting, but he really
wasn’t sure about why we’re doing these physical exams, why weing adk
these questions. And that’s quite normal for someone who’s newly admitted,
especially when they have their wits about them and they're quiteaaleért
orientated to what’s going on around them. So it took a little bit longer fotdim
open up. So we got the initial stuff that we had to, the basicatdfias time went
on, then we were able to complete the admission protocol. [Jamespdjursi
Residents were made aware from the beginning of the adm@®cess that the
body was the focus of the attention of the stafhafacility. Brian, during his feedback
interview, mentioned that “they’re unconsciously measuring your habits. To find out
what you’re trying to do, what you'd like to do/Vhile the assessment of recreation staff
did not focus on the body, body limitations, or bodsecd was typically completed after
the resident had been in the facility for a couple eéks. In addition, since it was only
one assessment among many that focussed on the setftrath the body, the message
of the focus on the body seemed to be evident. The ff@iltother assessments and
conversations focussed around the body and body cétes lway, the body as a focus
was defined from the outset of admission.

Because of the paperwork and other tasks associatednnaitinaission, often

staff viewed a new admission as paperwork and taskey itéidn as a person.
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Well, most of us will look at the paperwork prior to [admission]. Aadestly, if
we see that they’re really heavy care, we're not happy. [Glendaimyrinitial

Interview]

| think some staff look at them as just a, oh no, here comeddkieya task to do,
these jobs to do, and especially if the resident takes has theseatigpsr

want stuff done whenever, they see it as a real chore for thera. staffrdo. And

| will admit too, feeling that way a little bit myself at tenel have a whole bunch
of orientations to do. If there’s been a lot of deaths and you just dorétthav
time to give to these people, depending on what's going on in your job. So
sometimes it can be a little overwhelming. [Julie, Recreatiatial Interview]

8.5.3 Focussing on the Body

Focussing on the body was a function of both residentstaff with the intent of

maintaining the body. Staff of course focussed on tlag barough body care. Residents

focussed on the body through the experiences of an agihgngnedictable body. They

also discussed the immanence of death and the awaréiiess own mortality. These

issues were not necessarily directly related to theutisn, but in many ways, the

institution and interactions with staff solidified agirag and unpredictable body, as well

as the immanence of death.

In terms of body focus, staff focussed on the bodyutinacare. Brian described

the different attitude that the doctor had towards him tscha was older.

Brian

Elaine
Brian

And when you're pretty near 80, you know that, you can tell the
different attitude the doctor has toward your health. Now, he’s not
being mean or anything. He treats you in a different way. My blood
sugar is 5.7, 5.8. That's what they call cracker jack. He’s got me
on a diabetic menu. Now it's not so much that I've got diabetes.
It's a healthier way to live.

So it’s just having to watch your sugar intake.

Yeah. They try to, not cure anything. They tell you there’sire ¢
for anything now. It's all maintenance. And what they try to do is
to keep you from sliding too far. And I, like | said, | have no
regrets. | naturally have some wishes, but yeah. [Interview One]
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Staff also described the focus on the body, partigutarbugh body care. Life occurred
around the body and around body routines and body camseichs the body was a
primary focus of life.

It consists of eating, sleeping, changing, toileting. Like | think albeut t
conversations | hear in this facility. That's what they’re about. Bove/ements,
incontinence, sleeping, hoyer lifts, that’'s the conversation that you [lkeaen,
Recreation, Initial Interview]

And it's funny, on a humorous note, it's very interesting, | remembesident
moving in one time, and it's that whole idea about everybody going to see thi
person as they moved in from every discipline, and | remember goieg & s
gentleman, and he said, so are you here to find out whether | pooped today or
not? [laughter] No, | really don’t need to know that. It's okay if yellime, but

I’m not coming to ask. Because that's what their day revolves arouedyliody
wants to know if I'm having a bowel movement. And it is interebBnguse lots

of my conversations with people is about that. Because that’s the fabes of

life. It's like the focal point of people’s lives becomes aroundlypaainctions.

And because they’re being asked about input and output. What goes in and when
it comes out. How did it come out? And why is it not coming out? VitRySe
yeah. Usually it’s just a small portion, but it’s just interestihgttthat becomes
part of a conversation too. [Karen, Recreation, Initial Interview]

One way that Brian described the focus on the bodyvisstaff adapted to each
individual. Since each individual’'s body and body needs w#ferent, staff had to adapt
to the resident. This adaptation didn’t necessarily happsignificant ways, but in day-
to-day, mundane body care tasks with each individualle/vesidents were forced to
conform to the routines and structure of the institutibere were little ways during care
that staff adapted to the individual. Staff focussed otbtig through the various tasks
they had to perform as well as figuring out residentsigmso they could accomplish
tasks easily without having resistance from residents.

They know me now and | know them...That's something that’s unconsciously, y

don’t think about it all the time. but what means a lot to me is thataitreegloing

things automatically. They are doing things in advance of your thoughts. They're

coming around, dinner’s at a quarter to twelve. They come around at quarter
after, half past 11. Saying, they come and get you. If you can't m#keyitring
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you a tray. But they know what you’re going to eat. They’'ve got you figueést
well. And rather than think of them doing it, you think of yoursek.lbeen here

long enough for them to know my habits. So that’s another few months o#.my lif
You have to accept what's going on. [Feedback Interview]

Residents also focussed on their bodies in a numhveayd. Many of my
conversations with the residents focussed on how they podies) were feeling that
day. When | asked residents how they were doing, thacalresponse was focussed on
the body, rather than other aspects of their liveslaMéeling ill or feeling well is a
significant part of life, residents seemed to assunteathan | asked them how they were
doing, | was asking about their bodies. Conversations Wweussed around the body and
interpreted through a focus on the body.

| asked [Edward] how things were going, and he said fine. “The other Hag h

bad day. | was feeling so bad, ready to throw it all in and leave h&ael down

and had a good sleep, and woke up feeling better today. Almost 100%.dl aske

him if he was feeling sick or just under the weather. He said he legdsibzk to

his stomach the other day. He said he had been worried. | asked hirhenivas

worried about. “It doesn’t take much to get me worried.” [Fieldtss,

November 16, 2005]

Elaine Hi. How are you?

Brian Okay. | think the disease is manifesting itself. I'neZneg. I'm not
able to move. [Field Notes, February 13, 2006]

8.5.3.1 The Aging Body

There were two types of bodies that the residents $ecisn—the aging body
and the unpredictable body—which are significantly intenemted. The first type of
body was the aging body. Residents reflected on agigeowing older, and in
particular, what this meant to their bodies as tlggdaBrian especially discussed aging

in a philosophical manner and had obviously been reflectirmgog throughout his life.
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As he was attempting to move around the bed (he had hands on the bed, facing
bed, shuffling somewhat sideways), he said, “Growing old is for the Etdghe
alternative to growing old isn’t so good either.” [Field Notes, March 2306]

Brian described slowing down as an inevitable consequencewingrold.

Brian

Elaine
Brian

Elaine
Brian

And you never think that I'm going to be 80 in the 16th of June.
And you think you’re 80 years old, you’re bound to be slowing
down. As | said earlier, the years do take their toll. Andef gou
think that they’re going long, you’'d better slow down. Everything
goeth like the day is today. And | could tell you, I'm slowing down.
Yeah. But, | have no regrets, you know. If | could live it digr,

do the same thing again, probably.

And how many people can say that, right? Lots can't.

You think when you’re growing up, and you're about 30. 35 years
old and someone retires, you think you’re going to retire and
you’re going to do this and that. What you’re doing is trying to put
a 35-year old mind in a 65-70 year old body, and there’s just no
fit. Not a match.

Yeah. Yeah. So you can never anticipate what it's going to be like.
No. Everything’s today. [Interview One]

Brian also described slowing down and getting sick as panegbrocess of aging.

Elaine

Brian

| asked if you felt your age. Do you think of yourself as being
almost 80 years old?

Realistically yes. See [you ask me if |] feel 80, gamit. The

things that you do that you take for granted. You don't take for
granted any longer. Yeah, | feel older. You don’'t know what you're
supposed to feel like when you're growing up. So you can't really
say yeah, | feel 80. | don’'t know just what 80 means. And you
always look back and say that we, you always look back and say, if
| hadn’t gotten sick, | would have done this. Getting sick, that’s
just part of the process of aging. And you have to accept that,
though it’s tough. You know you can’t go on forever, but you don’t
want to let it go. [Interview One]

Body habits had to be re-evaluated and altered as Briaoldgot Altering body

habits was one way in which age was felt by residents.

Brian

Elaine
Brian

You see, my father never had a wrinkle. And they telldoe’t

have a wrinkle.

No, your skin is very...

-and I'll tell you something. When you shave, you cut these here.
You never knew, you never realize because you're this age, you
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Elaine

Brian

Elaine

Brian

Elaine
Brian

Elaine
Brian

never realize that your skin is getting older, so you've got the razor
down, you put the razor down as hard as you did when you were
20. Then again it just don’t work.

Well, that’'s one of the reasons when | first met you thanltdi

think you were as old as you are, because you don't look it.

I don’t know what I'm supposed to feel like, but | don’t feell 80
have a brother, he’s going to be 82 this year. He’s still step-
dancing. Now he fell the other day and cracked his knee cap. He’s
in a walker now. They told him, you watch yourself because you're
getting old. Some people don’t accept it...

So do you sometimes feel like your body’s supposed to be able to
do things it used to be able to do when you were younger but

Yes. That is ah, that is the hardest thing to accept. And it only
happens once in a while because as you slow down, it's slowing
down is a part of nature. And you don’'t accept that you’re slowing
down. Accept the same thing in your workshop. You cut 20 pieces
of bark yesterday and today you're only cutting ten. Then you
realize I'm getting slower.

So is it like your mind’s not catching up with your body?

That’s quite a right way to put it. Then all of a sudden you.hit it
You realize. You go to do something. You make a move. And it
takes you twice as long to do it. You think gee, | used to be able to
reach an arm out and get a piece of lumber. | gotta get this lumber,
so | can’'t bend this far. So | move the lumber. Then you say, that's
okay. I'll just develop a new habit. But you can’t develop a new
habit when you're this old. The ah, I'm trying to think of a saying.
[pause] When your mind makes a promise your body won't fulfil,
you're over the hill, Bill.

I've never heard that one. [laughter]

It's true. When your mind makes a promise your body won't fulfil,
you’re over the hill, Bill. You're over the hill. [Intervievhiiee]

Slowing down was measured in terms of activity and botyt$adging, according to

Brian, required forming new body habits that were diffietean before, and required

him to adjust his expectations to account for his slowirdybo

When you consciously watch yourself, you see that you're not doing as much
today as you did yesterday. You don'’t realize it. You're watching televisre.
Like I was not a television man. | watch television more now thised to. And
the reason is | got to fill my time someway. My body doesn’t haveniergy it

had before...No, | don't find that what you had yesterday is left. | dod'tfis

as important now as it was in my mind when | was using them, witfeedom.
And you think if you're a rational thinker... If you're a rational person gad're
thinking, you’ll know what's happening. When you're in your prime, like young
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people are between 20 and 40, you don’t notice things are happening. But if
you're a sportsman like a fishing man, you go to a lake before and gat aflim
fish. You go to another lake and get a different fish. You do that all day. Whe
you're retired you think I'm going to do all these things. What you dsimdhen
you're 20 or 30 years old, you project that body and mind into a 65 year old
body, because you don’t know what a 65-year old body feels like. | say 65
because that used to be the retirement age. You think you're going tduloas,
the time comes, you gradually wear away. Instead of catching &buydu only
catch three. And that satisfies you. And if you think of it, you ®ecoustomed
to that kind of life. And if you don’t think of it, you becometfated because
you’re not enjoying your life. There’s a saying go with the flow. ¥sugotta go
with the flow. [Interview Three]

The aging body was also permanent. While the unpredéichataly was always in
a state of flux, the aging body created an awaresfass permanence.

Brian Because | used to like to go to the marina. And I'd help theen tak
the boats out of the water and whatnot. And as you get older, you
can’'t do that. So you realize, if you're paying attention to what's
going on, you realize that hey, all | can do is watch other people
and be envious at the other people do, having young people’s fun.
And you know you’re not ever going to be a young person again.

Elaine So then it's not just, | don’t know how to describe it, sadness,
just for what you're losing right now, but for what you’re losing in
the future too, that you won'’t be able to do that again.

Brian It's the knowledge that it will never return. That thighis bitter
end. That you're in here for a reason. And the reason is that you
can't look after yourself. And if you've looked after yourself all
your life and you pay attention to what’s going on, you realize that
here it is. You know? And somebody lays a hammer down, it’s all
of a sudden boom. You have to accept these things... And every
morning you get up is another day gone. And it’s the realization of
age if you have any common sense at all and you’ve got a clean
mind, it's the realization that the age is here, you know what's
coming but now it's here. It’s hit. | realized as soon as | came in
here, | knew darn well what's going on. [Brian, Feedback
Interview]

Brian expressed a realization and awareness thaactheyfwas the last stop in the aging

process.
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Edward also spoke about growing older. Since he wasoldyyaging for him
meant living until he was 100. He had accepted his age ajraadyhad a goal in mind to
reach his 100 birthday.

“I think I'm getting old. I've learned to accept it. At my agjean’t remember
names anymore,” Edward said. [Field Notes, November 30, 2005]

| said to him, “Growing old isn’t easy, is it?” “No”, he saidNobody ever said
it would be easy. It definitely isn’'t easy for me. I'm nanlyy well, not day by
day, but living until I reach 100.” | said, “Well, time goes by fakiesn't it?”
and he said, “Well, it might for you, but it doesn’t for me. Timesdneso slow.”
[Edward, Interview Two]
Age was not just a slowing body for Edward, but slowingetas well.
Rachel did not discuss aging, although she did occasiaeddyto herself as an
“old person.”

She said, “It's hard to move so many times, especially when yod're[Bield
Notes, October 3, 2006]

She said Deborah was supposed to bring her more Polident strips. Deborah told
her she didn’t need them—that she had enough already. “There’s nothing that
makes an old person madder than being told you're wrong when you know you're
right”, she said. [Field Notes, October 14, 2005]

Rachel's aging trajectory had been interrupted by a steoieas such, the stroke was

her body’s identity together with aging. Brian, on tiiker hand, viewed getting sick as

part of aging. Brian’s reflections on aging provided a unigaght into the aging

process that has not often been afforded me. His disaissof embodied aging and

reflection on the aging process provided an insight arettartunderstanding for me of

not only what old age is, but what old age feels like.

8.5.3.2 The Unpredictable Body
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Another type of body that residents focussed on, wha nelated to and
interconnected with the aging body, was tinpredictable bodyResidents’ bodies were
unpredictable because of the aging and disease proaessdies were also
unpredictable in day-to-day life. From day to day, and indexaeh from hour to hour,
residents’ bodies were unpredictable and undependable. Edwantly, at 98 and 99
years old (he had turned 100 shortly after the data colteatas completed), was often
tired. Every day was unpredictable as to how he ntigHeeling. One day, he felt good
while the next day he felt bad.

| went in to see Edward. He was sitting in his chair reading his p&fesaw me
coming in with a big smile and said hi.

Elaine Hi, how are you?

Edward Not so good today.

Elaine You look good.

Edward I’'m not up to par today. | felt better yesterday. [Field spte

February 15, 2006]
Edward did not know when his body would feel good or bad, arg] thwas
unpredictable.
Edward was going for a walk, and saw us in the lobby. “Well,” he sagd. H
looked very pale and the tip of his nose was red. Asked him hoashsouwag.
“Better now. | was really dizzy this morning. | was scareeneto get up. Then |
had a good nap this afternoon and now | feel better.” [Field notes, Ap2036]
Earlier, Edward said, “I wasn’t feeling so good last night. The guy cemmand |
told him, | said, I'm feeling stupid today. He checked my temperatu said
everything was normal.” [Field Notes, April 10, 2006]
Brian’s symptoms of Parkinson’s disease would often fligeand his body
would freeze, giving him great difficulty in getting movemsetarted. Some days, his
symptoms were lesser, but many days, his body wouldefr@ehim. Brian did not know

when he would be having a bad day, and when | came tdwisitl often had to come

back at a certain time of the day or another day whemdsefeeling better. Many of our
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conversations focussed around the symptoms of his Parlanaod much of our visits
were spent with me helping him to get comfortable irbilgdazy-boy chair. From one
moment to the next, Brian’s body was unpredictable.

Gabriel and | then went upstairs to see Brian. He was sitting iohag, feet on
floor, brow furrowed, face pale, with chair control in his hand, not mpvi
knocked and came in. He had a hard time starting to speak. “I can’t move.
frozen. The nurse came in and gave me a bath. | was fine theadl¢elp and
now | can’t move.” | helped him get situated in his chair. Thegdteup and
started for a walk. It took him a few minutes to even get hisdesghrt moving.
[Field Notes, May 6, 2006]

Vulnerability to illness and sickness were also pathefunpredictable body, as
they were of the aging body. Edward became quite th wibout of pneumonia about
three months into the data collection period and wasitiadigpd. The nursing staff were
unsure if he was going to make it. Rachel also had al*sple¢re she had a seizure. This
was a surprise since Rachel’s body, for the most wad fairly predictable.

| went upstairs to see Rachel. She was lying in bed with the headbache

propped up. She said she had a spell on the weekend. She went for breakfast, and

had a seizure. “My arm felt like it was being pulled back. Mywag out straight.

It sure scared my family,” she said. | said, “Did it scawu®” She replied, “Oh

no. it wasn't like the last time. | didn’t black out. | knew gtl@ng that was going

on the whole time.” [Field notes, January 16, 2006]

After the seizure, she was put on medication to coitfrehich then had a significant
effect on her functional level and health becauseexfication side effects.

| went upstairs to see Rachel. | was quite shocked. She was inthg@djamas

on. She looks like she’s lost some more weight. There were daés cinder her

eyes, and she had sunken eyes and cheeks. She stirred, so | knockedSimedoor.
opened her eyes, so | came in and said, “Hi Rachel.”

Rachel Hi, how are you?

Elaine I'm fine. How are you?

Rachel Not too good.

Elaine No. You look rough. What's going on? Are you coming down with
something, or are you just tired?

Rachel I'm not coming down with anything. | don’t know what’s wrong.

171



She said that the meds were making her tired, so they put her on teawling
three today. “Hopefully I'll be up again tomorrow,” she said. She saidvaein
bed yesterday and today. She seemed to attribute her health to medsdShe sai
didn’t eat today, and only ate soup this morning.

Rachel Deborah was here yesterday. She said, ‘Oh Grandma, you look
awful’.

Elaine Well, you don’t look your normal self. Your eyes don’t look right. |
can tell you're not feeling well.

Rachel Yeah. I'm just really tired. I'll rest today and hopefullyupe

tomorrow. [Field Notes, January 26, 2006]

The unpredictable body was a socialization agent inrdsdents learned they
could not depend on their bodies from day-to-day, and aeswatind daily life were
structured accordingly. In particular, recreation até&siwere structured by the
unpredictable body, and when residents did not feel tirel; did not participate in
planned recreation programs or in recreation activitieshich they needed to depend on
their bodies, such as with walking or exercising. As ohthe staff members described,
the body ruled residents.

| would mention every day, every waking day that doesn’t rule meooyis

this and how do | accept that and get through the day? [Darlene, Management,
Initial Interview]

8.5.3.3 Immanence of Death and Awareness of Mortality

Having an aging and unpredictable body often brought areass of the
immanence of death and mortality to the forefrontsas a very close cycle between
an aging and unpredictable body and the awareness of dleataging and unpredictable
body was the reason why the residents were in thigyac the first place. The aging
and unpredictable body, along with place, brought aneaveas of mortality and the end
of the life cycle. Each one of the participants disedsmortality. The aging and

unpredictable body, particularly living within a long-terare institution, brings
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mortality into focus for residentsWhen you’re younger, you think about it but don’t
think about when it will come to you. Now all of a sudden it’s staringrythe facé
[Brian, Field Notes, Mach 27, 2006]. Rachel did not oftisowss mortality, but there
were a couple of times when she was worried aboutdadthhand what that might mean.
| knocked on Rachel’s door, went in, and said hi. Rachel said, “I had an awful
scare the other day. The doctor had to sign my forms for disability hemefihe
left a note saying he wanted to talk to my family. I'd been coughirngatedy
and thought it was about that. But he just wanted them to come to hissoffice
they could pay him for signing the forms.” [Field Notes, March 22, 2006]
When she was really ill, she talked about dying withdgranddaughter.
During that time she was really sick and she was talking al§,lgbu know
what’'s happening, you know? Don't be foolish. Talking like that was it.dhke
was in a rut and not feeling good. [Deborah, granddaughter]
Edward also talked about dying. For the most part, he wasifadlependent with his
body care. Edward became quite ill about three moritestae came to live at
Ridgemount. When he was sick and had to be dependent biostas personal and

body care, he stated that he wanted to die. Edwaikkcontrol and frustration over

his dependence on staff for body care was linked with sk i die.

Edward | just want to die. Nobody takes good care of you. Nobody wants to
take care of two old cronies like us. | have nothing to live for.

Elaine But you have Maybelle.

Edward I imagine she feels the same way that | do. How are yaugieel
Mom? [Maybelle looked at him and then at me, but did not reply.]

Edward They gave me a bath and then they just left me. Nobody ta&es car
of you here. | just want to die.

Elaine I’'m going to bring you down for lunch when Joyce comes back.

Edward | don’t want any lunch. | just want a glass of water.

Elaine They’ll have a glass of water, juice, and a cup of coffeeaor

Edward | don’t want coffee. Look at my lips. | burnt them drinking aofup

hot coffee. | just want to die. | have nothing left to live for.
Joyce said that Edward doesn’t like being in a wheelchair, and statejtusim
in his room in the wheelchair after a bath this morning. [Field Nataspary 12,
2006]
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Edward had a bad case of pneumonia that had him hosgatalihe nurses did not think

he was going to make it, and in retrospect, Edward stiaa¢dhe was ready to “cash in at

times”. lllness brought an awareness of mortality.

Elaine

Edward

Elaine

Edward
Elaine
Edward

Now, you went through a couple of periods when you were pretty
sick here, right?

Well, the one just before | come in here, | think. | hadien’t

know, some, well | wouldn't call it a disease because it did’t kil
me, but it knocked me down quite a bit. | give my former doctor the
credit for pulling me through. In fact, he pulled me through two or
three times. Just, more or less telling me just what | waat v

had to do to get over this. It was like a flu, only it was mermgs
than that.

Because | think it was after Christmas you were in the labspit

a while, because you were pretty sick?

Yes, | was. Pretty near ready to [pause]

But you made it.

Ready to cash in at times, but | made it. [Interview Three

Brian also discussed his mortality. Since he was vdfyeféective, he had

reflected philosophically about his life and death. Aginghiar, did not come without a

reflection on life and death. In many of our discussidesith and references to his

mortality were brought up. The facility was seen ataaepto go to die. Coming into the

facility brought an intense awareness of death.

You get to know the things that you leave behind. Like your fishing gear. You
can't take that to the grave with you. You've got to give it up sometioneknow
you're dying and | don’t say that in an ignorant way or anything. But you know
that each day is a day less to live. And you're in here for thabregBrian,
Interview Three]

Brian did not simply discuss death philosophically, ad hlso given thought to what

death was like and what might happen after he died.

Brian

Elaine
Brian
Elaine

No, you're never home free. You know, you've gotta be a total
imbecile to think you’re going to get out of here alive.

That'’s true.

You just ain’t gonna do it. [laughter]

You'll never get out of life alive, will ya'?
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Brian That's right. You ain’t gonna do it. But you always dream that
moment your heart will stop. That little dog of mine. She had a
cancer operation. And she, we believe she had it again. That
needle, stopped life bingo. [Interview Two]

Brian Some years back | had a case, | had to take blood thinners. Every
old fellow's got to take blood thinners. And when you rise from a
sitting position, and you’re your age, your blood stays with you.
When you're my age and taking blood thinners, the blood all pools
to your feet.

Elaine So you get dizzy.

Brian And you just flake out. Then you, when you wake up, like you come
back to life just bingo. And | fell on the floor twice. And | hit m
head hard enough against the wall that | cracked the wall. But you
realize that people whose heart stop, you think oh poor them. It's
not poor them. They don’t know what happened. Yes. | get up from
the chair, and my wife was going to church. | got up from the chair
in the living room and floop. When | came to | was laying on my
back on the floor. | wondered what I'm doing here. There’s totally
nothing. It's a black world. Just totally nothing. You aren’t
oblivious to what's going on because nothing’s going on. And |
think that's what when a person dies, that's the end. There’s no
thinking about coming back. There’s just no thoughts at all. But
people who, they talk about dying. But | always say something my
father said today. You won’t know your value in life ‘til you throw
a rock and see how fast the water closes in over the hole the rock
made in the first place. And I've often times tried it. Theonwck
in. It's true. [Interview Two]

Brian also realized that aging and death were a natutadfptlhe human life cycle.

Brian You cannot prepare for it.
Elaine So you just react to what happens?
Brian It's something you, you don’t prepare yourself, it prepares you, it

prepares itself to you. Nature says it's going to happen. There’s
gotta be room for someone else to come along. If it wasn’t that
way, we’'d be an awful society, wouldn’t we? You wouldn’t be here
because | wouldn't let you. | wouldn't die. [Brian, Feedback
Interview]

Staff were very aware that residents often thoughttatbheir own death and

mortality. While death and mortality was quickly hiddesm view or a “taboo” topic of
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discussion between staff and residents, staff recogthze¢dleath was a part of residents’
adjustment into long-term care.

... Because they know, this is the last stop. Most people, thaisiosfor them.
That they’re not going anywhere else to live, this is the ertteofjburney,
whenever that will be, but it's the process to the end of the jpurri&aren,
Recreation, Initial Interview]

...but you know that it's the end of the road. | think that's what it ssthe end of
the road. [Stacey, Nursing, Initial Interview]

While death was a part of life in the facility and rgoized by both staff and residents, it
was studiously avoided as a topic of conversation and himlatesf sight.

...my first experience, when | first started working here,d s@aupset about the

fact that somebody dies, and often times | would find out about it sod goub

the room to see if family was there or if the resident whshstre. For me, | just
wanted to see them, | just wanted to go in. Especially if it haddmeabody |

had been working with on different things, and they were gone. The bed was
stripped. Like we're talking hours. And nobody ever spoke again, and it was as
that person had never been here. And that was very difficult for telikd

nobody talks about it. The person’s gone and a new person comes in and we don’t
talk about it. Communication is very little, you know. [Karen, Baton, Initial
Interview]

One of the ways Brian reflected on life and deathtiwesugh reflection on his

father’s life and death.

As you get older and you approach my age, you look back and think. My father
died of lung cancer. And he was a heavy, part smoker, and chewed tobaddo.
worked with him on the east coast. Twelve hours a day, seven dagk.aAwd

he came up here and said, then, he was in business for himself dowithere
was approaching 70 years of age. He came up here. Caught me driving up to
Deer Falls... And he was working for the government at the time..céanugr.

Told him that he’d come down in February. He got on the bus and came down...
It was ah, anemia. There’s another word for it. And he went back ewdrio The
pain didn’'t go. Cancer in itself, there’s no pain in cancer. The tumowaspand

it caused the pain. And we're looking at September. We got him. He bhosight
tools down and everything. He accepted the fact that he was going tcedasH
home. You know where Hill Motel is on River Street? You knovewiher
Mountainview Funeral Home is? Right across the street is the €Ml built

that house too with my brother-in-law. My father died there. Henkshin
September what he had. They said we can put you in the hospital and prolong
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your life. My father said to him no. You couldn’t cure King Georgev Ho you

expect to cure me...He said how long? They said three months. He dradrke

11. My sister is a nurse. She’s old now. She was active then. The tdtathim

you’re going to have to go to the hospital and have someone take care of you. |

can’t come and give you a shot everyday. So my sister came up and stayed wi
him. And at quarter to 2 in the morning of December 11 he woke up inS¥an.
gave him a shot. Didn’t help too much. 2:00 he woke up again. Went back to
sleep. 2:15 he woke up and said good-bye to everyone and died. See, morphine
didn’t help. He was fighting it. His brain knew he was going and hdiglatsng

it. Woke up at quarter after two to say good-bye to everybody and died. ¥ou thi

of those things. | helped carry the body out... And you pay attention t@§ours

then. You learn. [Brian, Interview Three]

The body as aging and unpredictable was a socializagemt.aAs the residents
described, they became aware of the limitations of tieely and of their body as
unpredictable. In this way, every daily activity was impddby the body. Thoughts of
mortality became commonplace as the body sociapeegle into the liminal state
between life and death (Hazan, 2002). The impact of gteution, however, focussed
all activity on the body. The culture of long-terme# about bed and body work
(Gubrium, 1975; Henderson, 1995; Paterniti, 2000; 2003). The bodsmbex&cus for
the residents, but also became central to life ingideditution where the sole purpose
was to treat the body. With an already aging and ungedadécbody, life ceased to exist
outside of the body, and residents’ usefulness and puwssse their body limitations.
Day-to-day experiences and activities were ruled by tllg.dois these limitations that
are the reason for long-term care institutions, thsanrs why staff are hired, and the
reasons for government funding. This focus on the baulyeker, precluded any focus
on the emotional and psychosocial needs of the rdsidearticularly given approaching

mortality and residents’ awareness of this. The reduliis is a body divorced from the

mind.
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8.5.4 Managing the Body

Managing the body incorporated various techniques thiustd or policies of
the institution to let residents know the body’s plaldeere were three main ways in
which this occurredroutines, risk managemerandwaiting. Various methods were used
in which residents became aware of the importanckeif bodies, yet also became
aware of the expectations that the body fit intodinectures of the institution. A paradox
existed in that bodies were considered of utmost impagtencertain contexts, such as
risk management. Yet in other contexts, such as pdrsarg bodies were placed at the
discretion of staff. Although body care was importataff schedules and routines were
much more important than the body. In this way, whikliody was still in focus, it was

managed to fit in with the day-to-day routines and streabfithe institution.

8.5.4.1 Managing Through Routines

Routines were a critical way in which bodies werenagged. Daily life was very
routinized around body care. Brian and Rachel did notyslwike some of the routines in
the facility, and their comments reflected this. Edwardthe other hand, was fairly
independent with his personal care, and the routines dfimea were similar to his past
routines. But he sort of has his own routine and he follows it, and ah, he’s gatlhims
into a nice routine.” [Jennifer, Nursingln this way, his way of life was not significantly
compromised. This, however, was not the case for RaciteBrian. One of the most
important and stringent routines revolved around megddf &&manded that residents be
in the dining room for all meals. Life in the facilitgvolved around meals. The only way

in which residents did not come to the dining room tkefy were sick. From a staff

178



perspective, of course, this was due to government legisldémanding that residents

be present in the dining room at all meals. Howeveigjeass were not aware of this and

were only aware of the unreasonable demands place@ ot staff to be present in the

dining room for every meal.

Brian

Elaine
Brian

One girl she’s young married woman. She’s just a little bit
pregnant. She’s whole heartedly pregnant, but she’s just little.
She’s not very far along.

No. she said are you coming for dinner? | said no | don’t think so.
Not today. She got to a point where she was arguing with me. |
pretty near said something, but | held my, | held back. | can’t be
sarcastic. If I'm sarcastic | feel it myself and | ofteimk about it.
And | finally I went for dinner. But | didn’t enjoy it. It's not her
fault because she’s doing what she’s trained to do. [Interview
Two]

Here, to go for a meal, they come in and tell you it's mealthmneyou coming
for lunch? You have to think if you are going or not. And they’re vag atvout
whether you're going or not. If | were to miss two or three inva they’d say,
what's wrong. And this place is not equipped to treat people that aresiaohry
[Brian, Interview Two]

Because of the requirement to be in the dining room fonadlls, Rachel was awakened

early in the morning for morning care before breakfatpagh she preferred to sleep in.

Elaine
Rachel
Elaine

Rachel
One]

Elaine
Rachel
Elaine

Rachel
Elaine
Rachel
Elaine

So what are the routines like here for you?

I don’t know why we have to get up so early in the morning.
Yeah, you were saying that yesterday. Because they get you up
before 8:00 for breakfast?

Yeah. If they could just give us one morning to sleep in.\ieer

So what'’s the routines like here for you?

Good, but I wish they'd let me sleep in once in a while.

| was going to ask you about that because last time you told me
they get you up too early.

Yeah. They never let me sleep in. [talk about nails]

So what time do they get you up?

This morning they were in here shortly after 7.

Ew. That's early. [Interview Two]
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By the third interview, however, Rachel no longer commgld about getting up too early.

She said she had become used to the routines.

Elaine And you were saying that a typical day for you, you get up in the
morning. What time do you get up in the morning?
Rachel They wake us up when the crews change. About 7:30, eh? And they

get us up. We gotta be in the dining room before 8:30 or quarter to
nine for breakfast.

Elaine That'’s early.

Rachel Umhmm.

Elaine You were saying before that it’s a little too early for yine. you
still finding that?

Rachel No, not really. I'm getting used to the routine now. [Interview
Three]

It became evident through some of the residents’ conmtlkat adherence to the
routine was very important for staff, more importasmtrthhesidents’ wishes or requests.
And this morning we went for breakfast. And the girl that was on thisingpr
kept saying hurry up. Hurry up. All the time we were trying to[&atchel,
Interview One]
It's pretty, | find that in the home, it's pretty well regimbed...because you gotta
get up for breakfast. You gotta go for lunch. You gotta go for supper. leyou'r
sick, that’s different. [Stacey, Nursing, Initial Interview]
At times, adherence to routine created conflict betwesidents and staff. Brian did not
always want to go to the dining room for meals. When hehaamg a bad day and
“freezing”, he did not want to go to the dining room. | suspieat Brian wanted to have
the autonomy to leave the dining room when he wished lsiganeal was completed,
and if he was “freezing”, he would require the use of aeidhair to go back and forth to
the dining room, which also meant that he would have to degesthff for his
transportation to and from the dining room. As other meselaas indicated, mobility

symbolizes freedom for many long-term care residentsiigt, Bernick, Cott, &

Kontos, 2002). Brian did not want to come to the dining raotheése circumstances, yet
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often, staff insisted. Staff expressed their displeastnen residents did not
automatically conform to the routines of the facility

The nurse came in as | was talking to Brian, and asked if he was contingy to
dining room for dinner. He said that he couldn’t move and was really achy. The
chair had “squishy” wheels. “So you’re not going to come?” she asked. “Well
can't walk,” he said. “Are you going to have dinner in here?” “Yes,” $aad.

She turned and walked out of the room without a reply. He said to me, ‘Btee’s
of the most ornery people I've ever met.” | stated that it selettimat way. “It
doesn’t take that much effort to be friendly.” “No,” he said frowniffghe
probably won't even bring me my lunch. She’ll get one of the other gids it.
I've had enough of those people my whole life. If she’s going toebthékto me,
I’m going to ignore her. | don't like being like that, and I'll neverlike that first.
But if she’s going to ignore me, I'll ignore her. | have no use fopjeelike that.”
[Field Notes, May 30, 2006]

When Brian was first admitted, staff described sorsees with him conforming
to the routines as well. Brian wanted to sleep in hasrafather than in his bed, and
wanted to go to bed later in the evening. Apparently, siaféhad a problem with this.

Well it was like stuff like wanting him to go to bed and him gettingnalp
wanting to go to the bathroom. Just that typical stuff, right? And him bditttpa
bit heavy, like him freezing where he couldn’t move, so he’s becarsafgty
risk on people. [Julie, Recreation]

Brian at first resisted routines but gradually becansestomed and conformed to the

routines.

And he took a dislike to some of the evening staff. Because aéryirg to

figure out, he would sleep in his chair all night. We were tryinggiaré out why
he didn’t want to go back to bed. And he, and initially we thought that maybe
there was some, a lot of anger, maybe some resentment towastksfthé/hat

we found out is that he was having difficulty at home before he caa@ihe
wasn’'t always able to go ahead and get from the chair into bed and v&sg ger
he would just sleep in the chair. There was a misunderstanding, so we kiad t
of get him into the routine that you have a bed here, we’ll help youhiatioetd.
We’'ll get you ready for the night. And we’ll get you settled fontpbt-time. But
some of the evening staff had interpreted it that he was very antgrgm. And
that's why he wasn'’t going ahead and getting into bed. It took a while Hedore
sort of revealed that to us. And ah, initially he said that he’s staying the

chair because he’s mad at the staff by not meeting his needs and not doing what
he wants, and therefore, he’s not getting into that bed. But then when we
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investigated it further, we found out that there were some difésuiith him
ambulating on his own at home, and therefore he would sleep in the chair. So it
took a little while before he got to feel comfortable with the atadfour routines
and assist him to bed. And after that he was fiffdnat’'s why | guess you just

have to identify the underlying problem. Once you do that, you're ablbeito fi

and he’s able to move on with his life. What I've found is since thsisétted

in, he’s become more comfortable with the staff, with our routindsfive

activities that are going on in the facility, and he seems to hatledsa. He

seems to have accepted that this is his home now, and this is wisggeihg to

stay. [James, Nursing]

In effect, staff found many ways to let residents kibat they must conform to

the routines of the facility, from disregarding residéopinions and desires, to

expressing their displeasure when residents did not wanto simply demanding that

residents conform to the routines of the facility.na end, each of the participants

conformed to the routines.

It's a hard routine to get into. Early in the morning you have breakifiaste a
shave. That'’s just to waste time. You have nobody here to look godi fiostl
to waste time. And then it's dinnertime. Then after dinner, gandpwvalk
around. At 7:00 it's bedtime. | don’t go to bed at 7:00 but last night | veebed
at 4:00 in the morning. [Brian, Interview One]

But there’s new people come every day. And you watch them. And ybe see
lonesomeness in their face. They’re looking watching what other peoptowo.
they’re going to eat their meal and what they’re going to eat and what¢hey’
going to choose to eat and everything. And you watch them for a monthallThey f
into the routine. If they’re not fighting it, they fall into the routili¢hich is a

good thing. You can’t fight so go along. [Brian, Interview Three]

When | asked Rachel if her routines had changed during ¢bedénterview, she said

that she was.".more settled into a routirigInterview Two] She had conformed to the

routines of the facility. Staff viewed residents asjast conforming to the routine, but

actually becoming a part of the routines. Becoming pditeoin the facility meant

becoming a part of the routines.

How do they become a part of life? Well just through some of thgatations
and schedules. Like | say, you're a brand new person and you’ve come to your
home but our home and just how they started you know fitting in is nieg/best
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get up in the morning you know to working with the nursing staff, to goiag to
meal. Or just they become part of the routine. And that becomesftaet way
they live. [Darlene, Management]

Well, they’re sort of taught the routines. This is what timeighithis is what time
that is. And ah, and then they just can choose some of that. But sibs@todf

is against, or out of their control, so they’re needing to adapt tdutid,
Recreation]

Boredom was also a part of routines. While some aspédife were regimented
and filled with busyness and tasks, other aspects aofiéife empty.
| go to bed at 6 or 6:30 in the evening. There’s nothing to do in thenggerlihey

ask me if | want to go to bed, so | say yes. | know they’re boagyust go to bed.
| don’t have to, but there’s nothing else to do. [Rachel, Field N&&suary 15,

2006]
Elaine That's early to get up that early every day.
Rachel And you got nothing to do all day. [Interview Two]

Rachel described how time typically went very slowhwibthing to do. When she had
something to fill her time with, time went by fast. Bdoen and routine impacted
perceptions of time.

| was visiting Rachel. When | looked at the clock it was 11:40. “Bog, went

fast,” she said. “It must have been because | had company. Usuallgitage on
for hours with nothing to do.” [Field Notes, Saturday May 6, 2006]

Rachel's granddaughter also commented on how bored Raakel

Elaine Has her [Rachel’'s] mood been different here, from being in her
room?
Deborah | think so. More mellow and bored. I'll get five, six phones call

day opposed to you know, when she was at McIntyre Hospital, at
the beginning we heard a lot from her, but towards the end, you'd
go visit her, and it was like, | have to go and do this. You gotta
leave now. And it’s like okay. [laughter] It was good for her. And |
don’t see that in her now. And | thought it would have happened by
Now.

Brian described the boredom and lack of activity as a halbgfot into. This sense of

boredom did not change for him over the data collegienod.
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And | get up and wash my face. If I'm going to shave, | takeaditthve. Then |

go down for breakfast at around quarter to eight. I'm the only one there, and the
| have nothing to do actually, then until noon. So | come back and | snaealk. |
around. [Brian, Interview One]

So you begin to get a new life and you have to watch yourself becausayall ¢
into a rut. If you had an active life, a very active life likdid, then you come in
here and you sit for three or four days, it gets to be a habit. [Bhi@arview
Three]

Part of the routines in the facility included planned&ation programs. An
expectation of the residents was that they atten@a&on programs or therapy that was
offered by the facility. Activities were part of theutome. In this way, residents further
became a part of the institution and the routineb@facility.

| always, | used to do this with therapy right or wrong, but calirdrg
encouragement and with therapy too, you know, where residents were on a
program and you'd ask them would you like to do this today "No" well you know |
don't really take no for an answer so I'm gonna "No" and then | always caé thr
strikes you're out. Then when | heard the no loud and clear | would tebpéc
For some residents it's just you know the coaxing and the spendingitimbat
person and then you can kind of work them into doing it and then | always say
you know by the third NO, yeah | respect that they have a choice yaadajst
don't wanna do this and that's OK. And we'll try again tomorrow or thedagxt
So | think that kind of control is that they still have a choicefaim being
involved or not in long-term. Some, some residents may choose that through
eating or not eating or being active or not active or like you saygessimeone

or not seeing someone. [Darlene, Management, Initial Interview]

| have been called several times to interact with this person tihget out of

their room because they’re spending too much time in their room. Thet're
being social. They’re not attending anything. So it's our need, or our owafdeli
about socialization, that we think this person needs to, again conform, tb....Bu
just how that one instance can create all this oh my God. She’s indrar we've
got to get her out of her room. She doesn’t want to! And I'm not going torgo the
| often think, is that what you're telling me? And of course thaltg I'm very
conscious of asking people, staff, so what is it you're expecting? Gausere
expecting me to go down there and pull her out of her room and say, you need to
be involved in this, | have no right to do that. [Karen, Recreationalnit

Interview]

The programming yeah you're expected to come, what can we do it's only from
two to three. | would hope that they would 'cause they're gonna have a darn good

184



time. But there are expectations, | think I'm the type teacburage them more
to come instead of to say "Well if you don't wanna come you don'e€" héard
people say well if you don't wanna come stay in your room. Wellfleslilve, we
need to do our job a little bit to encourage people to come. But thosétanwr
rules, there are those unwritten rules. [Karen, Recreation,dnititerview]
Rachel participated in most recreation programs andtjedescribed being
bored and having nothing to do. Brian kept himself ‘busy’ inrtsm with napping,
reading the paper, listening to the radio, walking, and wajdeievision. Edward
attended some recreation programs, visited Maybelle thegplaper, watched television,
walked, and chatted with people. Yet each of these rdsidemntioned having little to
do. While there were scheduled recreation programs, tifened environment also left
little choice and opportunities for a wide variety of ates in which to participate.
Activities may also be meaningless in the institutiomevéas in one’s home, there
typically was a wide variety of possibilities to keepyyuke institution offered little
control and ownership over space, thus leaving little tartle.limited access to the
outdoors, particularly in the winter, may have alsatobuted to a feeling of boredom
and confinement, since each of these participants wetst@med to spending much
time outdoors. Boredom may also reflect a dependenteediacility to provide for
recreation needs for some. Boredom may also be afmifack of meaningful activity.
Although residents find things to keep them occupied, thegenotebe meaningful and
may be simply to ‘kill time’.
Life, then, consisted of routines around the body—wakingating, body care,
and going to bed. Outside of these routines, however, nésidere left with little to do,

resulting in boredom for these participants. Regardiesssa@ents’ wishes or desires, in

the end, they all conformed to the routines of thdifgcin this way, their bodies were
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managed according to the institutional structure of tbiitia Organizational structures

of regulations and routines filtered down to structuretdagtay life for the residents.

8.3.4.2 Managing Through Waiting

Another way in which residents’ bodies were managesitimvaugh waiting.
Residents became aware through staff comments tlfidbatiba high caseload of
residents, and that they were not the only ones with@eds. This message was often
conveyed through waiting for care.

So | have to be patient and wait. And that's an aggravation, but it's sneali
[Brian, Interview Three]

Rachel, in particular, discussed many incidents thapdr@ed to her in which she had to
wait for care. Rachel needed more assistance frdfrfatdoody care than did Edward
and Brian, which is probably why she had so many examoplesving to wait for care.

| came up to the third floor. Rachel was coming down the hallway in the
wheelchair holding the left arm with her right hand. | said hi. She sauwrse

and told her that she had to go to the bathroom. “I've been ringing. Did nobody
hear me?” she said. The nurse replied, “I don't see the call beligyoff. It must
not be working.” | followed Rachel down to the bedroom and we chatted. The
nurses still weren’t coming so | asked if she wanted me to go dowalthe find
someone. | went and found two nurses who said they would come. They came in.
Rachel said, “Oh, you're finally here.” The first nurse said, “Wad lots of other
people before you. We were making our way down the hallway.” Rachel, state
thought my call bell wasn’t working.” The second nurse said, “Ohwtsking.

Do you hear it ringing? That means it's working.” The nurses left acadrie

back in to visit with Rachel. [Field Notes, February 15, 2006]

Waiting for care often impacted other activities Rachshed to participate in.

| went to [Rachel’s] room. She was watching TV. She said hi. She samashe
waiting for a nurse to come and take her to the bathroom so she could go to the
music program. She had called twice already. They said both times sowsone
coming, but never did...She pulled the call bell again. It rang for at lwast f
minutes with no one answering. | asked her if she’d like me t6 Iseeuid find a
nurse. She said yes, that they were awfully slow today. | walkedubw@ouldn’t
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find a nurse anywhere... As | was walking back, two nurses came and tdok her
bathroom. | told them | would wait until they were finished, and | wakid her

to the music program [which started at 2:00 p.m.]. When finished, Rasketl

for her left foot pedal (the stroke side), and the nurse put it othiByime, it was
2:20 p.m. | brought Rachel into the auditorium, late for the program. [Field
Notes, October 11, 2005]

In some cases, residents waited for care that navee.c

Rachel On the floor generally it's nice and quiet. The only complaint | do
have is you phone in the night for a bed pan, and they tell you off.

Elaine Now, did they do that again last night? | know you told me the
other night they did that.

Rachel Yeah they did. They said they’'d be here in a few minutes and they

never come at all. So then when the nurse come in this morning, |
told her that | had called. She said how did you hold it that long? |
said it wasn't easy. Your stomach gets awful sore.

Elaine Oh, Rachel, that's terrible.

Rachel Your stomach gets so sore.

Elaine So how many times did you ring?

Rachel Twice. And every time they’d tell me the same thiriti.D&/¢here
in a minute. It's just that night nurse. The other girls come.

Elaine They’re pretty good?

Rachel Well yesterday they were. | waited what, an hour?

Elaine Half an hour, yeah. Yesterday, well | think it was about a half an
hour. It was long yesterday that they made you wait. Yeah.

Rachel I don’t know why they do that because they don’t’ want me to go to

the bathroom by myself. | can’t get out of the chair by myself, and
they know that. [Interview One]

Rather than waiting for care, the nurses told Rachgbtto the bathroom in her brief.

Rachel | called for a nurse last night to use the bedpan. She told hte jus
go in my diaper. | didn’t like that! I know when | need to go and |
don’t want to lose that.

Elaine So what did you do? Say?

Rachel I held it ‘til morning. | told the nurse in the morning and she said
that should never happen, that they should take you right away.

Elaine Yeah of course. And today, they were so slow. It took théanhal
hour to get to you.

Rachel Good thing I didn’t have to go really bad. Can you imagine
waiting if you had to go really bad?

Elaine No, that would be horrible.[Field Notes, October 11, 2005]

Julie also described Rachel's frustration with waitlataff had to reconcile waiting as a

normal part of life in long-term care.
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There was something now, | can't remember what it was though. Shevdidn
issue with somebody I'm pretty sure but | don't think it's beehatlbad or
anything. She sometimes gets a little frustrated waiting to lie dowastaficth.
But that's a typical complaint and it’s just also loss of independesamihg that
you have to wait for stuff sometimes. [Julie, Recreation]

...a typical routine is to wait for somebody to get up. Wait for somebdmfintp

you to breakfast. Wait for someone to take you out of the dining roonfowait
somebody to bring you back for lunch. Wait for somebody to take you out. And
then maybe you have a nap and then you'’re in bed waiting until you can get up
for supper or waiting for help. Hopefully they're at programs but thassall
amount of the day. Really that's only, if there’s an evening prograis skt they
were at an exercise group for half an hour in the morning, at an afternoon
program for an hour, and at an evening program for an hour, that's two and a
half hours. And the rest of the day they're, they're sitting.d@8pfRecreation,

Initial Interview]

Staff also discussed the perceptions of residents antiefaiand their
expectations of immediate care. Many people werewateof staffing levels and the
difficulties of staff to balance the needs of aflidents, thus resulting in a perceived
notion that staff simply didn’t care about residébtsly needs.

That's a difficult transition for everyone who comes here, whethgrthe a

home or, yeah, it is. | think that people are often under the illukiarthat will
happen here. That everything will be done immediately and right away, arsl that’
one of the main points of family. You know, Mom and Dad want to go tarized,
why aren’t they in bed? Right now? And you have to wait because tb#rets
people to get to, and we’re on our way and we’ll get there. Or maylasg twe

can’t and | think that is hard. For staff of course. But for famisied residents,
that's a hard one. They think they're paying for something. You think you're
paying for something that you should be able to get it right away. Butdkay s

to work through that. Some do and some don’t. [Sarah, Management]

Staff described waiting that often happened around the negaltb the bathroom. Staff
viewed waiting as a normal part of long-term care.

Waiting. Bathroom. Being told they have to go to bed early. Being taltitune

to get up. And being told what time they have to eat. Giving up whatbtitrol

they have left in their life. And ah, being told what they haveety.\vit's

everything. But | would think number one bathroom. Even if, nobody wants to soill
themselves, and no one wants to admit they need more help there. Bumhesme

the ones who could still be toileted end up not being toileted. And thstygein
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depends, and | think that's gotta be really degrading. And you'll see saimenof
that will just sit and cry. | have a lady that will sit and crycaese she is a little
bit heavier now to put on the toilet, so they tell her to go in herspahtate that.
That is totally neglect. But she needs two staff to help her ooilée &nd

they're not able to, | guess, have two people do it at certain tindes’'t know.
So that's really gotta be the hardest thing. [Joyce, Recreation, lImt@view]

Waiting, then, reinforced the place of residents’ bodes how they were
managed within the institution. Waiting informed residentsaaf things: that they were
one of many residents, and that there were not enougkostake care of all of these
residents. Waiting was also used as a consequence to tesidenonforming to staff
requests.

| learn that if | cause trouble, it may be a deterrent for how negsare met.

And people learn that. And | really would like to say that that doesn’t happen,

| know it does. | know that it does. Because | know that thosedodlsiwho may

be deemed difficult or not conforming their care as in a sense of hanms®n
may not be lowered, but in how it's done. As in, oh, it's so and sgus$ingoing

to make them wait for ten minutes. And I’'m not going to respond. Anddpke pe

that live here know it. Because I've had many residents say tiosaid,can you

talk to the nurse about that? | can be with you. No. no. Because théyic: a

Now to me, you can be afraid of something because you don’t know what to

expect, and that’s a reality. But we can also be afraid of somethirgseeve

know and we’re afraid of those consequences. Because we're awhesof t

happening. [Karen, Recreation, Initial Interview]

As such, waiting was an institutional process thateseits purpose—making residents
aware of the place of their bodies and discouraginghdes$rouble” by residents

through encouraging compliance.

8.5.4.3 Managing Through Risk Management
Risk management in long-term care facilities is amom approach that limits
residents’ autonomy (Lidz, Fischer, & Arnold, 1992). Adgamount, the body was

managed to avoid any possible risk in which the body miglmjored. Edward and
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Maybelle, in particular, felt the implications of akimanagement culture. Edward did
not like always visiting Maybelle on the locked unit, sddek her upstairs to his room
one day. He fell asleep in his chair, and Maybelle watldown the hall. Staff were
concerned that Maybelle might wander out the frontr.déddward was told that unless he
was able to supervise Maybelle, she should not come upstaast him. While some
staff doubted that Maybelle would wander out the fidodr, the message conveyed to
Edward was very clear that she needed to be supervisée &lie.
Another way that risk was managed for Edward was the fusis walker.
Edward wanted to walk with only his cane by his"1@@thday, and would practice in
the hallways without his walker. When staff saw hineythisually requested that he go
back to his room to use his walker if he wanted to walkenhddlway. Because Edward
had a few falls, they were concerned about the risksstbody. Edward described his
perceptions of the situation.
Edward had to go through a row of walkers and wheelchairs to sit beside
Maybelle for karaoke, so | suggested that he leave his walker and | greald
him an arm. He said, “I got hell.” | said, “You did? Why?” He regxi, “|
walked without my walker.” [Field Notes, October 4, 2005]
Staff described how they needed to ensure that Edward datteatpt to walk on his
own and ensure that he used his walker.
He did try a couple of times to get up on his own. And we woulirellyou
make sure you ring and we will come and help you. But he adjusted finé to tha
afterwards. | think he realized that he couldn’t do it on his own. [Magrurse]
Edward did have a lot of frustrations because there was things thathldehe
couldn't do, he still wanted to do. Like he would, unsafe things redéywould
wanna leave his walker and take a little walk down the hallway. Thsesur
would say "What are you doing." | mean out of safety and he would be very
frustrated because he'd just want to walk without his walker so that orteeday

would maybe not need it. So things like that, | don't think thereeadly r
anything else and that was more, it wasn't something somebody put in control or
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him not conforming, it he's just, | mean you lose, you do that you thisippe
away. Because he thinks maybe one day, it felt good for him I'ml98@kde
that maybe he wouldn't need his walker one day. But he also could've fallen and
broken a hip so, then at 99 should you be that protective? | don't knowy.Reall
He's lived this long doing what he wants to do so. [Joyce, Recreation]
When Edward was in a wheelchair, he commeritedt, your seatbelt on. That's what
they tell me all the tim&[Field notes, October 4, 200dward also described how
although he was trying to be independent, the staff keptimgahim to be careful.
Elaine It must be hard now having the staff help you with things.
Edward Well, I try to do things for myself as much as | caell tiem
that’'s what | want. They say, just be careful. Don’'t do something
that might hurt you. [Field Notes, January 30, 2006]
Rachel wanted to use the commode in the bathroon itiidn@ in her bedroom,
as described earlier (see Section 8.5.1 Placing the B8lg)requested that a bar be put
in her bathroom so she could transfer onto the comnmoithere, but by the end of data
collection, this had never occurred. Deborah, her gramgidar, figured the situation was
due to staff reluctance to transfer her and risk possihleyi Staff injury was prevented
at the expense of Rachel’s control over her space emilolaly.
Brian wanted to sleep in his chair so he could get up to twetbathroom at
night by himself, but staff did not want him to.
Now | just, | can't get up to go to the bathroom. And you can’t go tbdtiteoom
in your bare feet. Because the floor is slippery and they don’t wartbyfail
because they’re not, you don’t have an attendant with you all night. For me, |
can’t bend down to get my shoes off, so | go to bed with my shoes an, [Bri
Interview Three]
Staff described the management of Brian’s body becdube potential risk of him
falling, and as such, he was not assisted to the bathadaight.
And ah, | know in the beginning too when he came, there was a lot of problems

with nursing as far as him going to the washroom at night, they didn’t want to
take him because they said he was too big, he was too rigid, he migandall
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tried to approach them and try to get them to make suggestions themselves,
because it always works better when people make their own suggestiorits,
wouldn’t be followed through. And | thought oh my God. [Sarah, Management]

Brian, however, described how he attempted to work arounst#fif’'s attempts to
manage him going to the bathroom at night.

To give you an idea, the older you get, the more often you have todaieve r
yourself in the bathroom. They don’t allow you to walk on the floor ia fest or
socks because you're liable to slip. You don't realize what's goingamuldin’t
get out of that bed. My legs were getting so weak that things thak fdr
granted were coming to the fore now. | just have to get out of bed aondtgo
bathroom. But then | do that on the sneak because if they found out about it,
they'd put you on their method of relieving yourself in bed. And yalizeghen
that it's coming and you fight it. You don’t want it. The more you danit to do
it, the more you have to do it. And they have to adjust to you as myech’ses
adjusting to them. [Brian, Feedback Interview]

Brian also wanted to get an air conditioner window tarithis room in the summer
because he was always hot.

| asked him again if he knew anything about getting an air conditioner. He said

they were concerned about Legionnaire’s disease, but they were goind tufi

for him if he could have one. [Field Notes, July 3, 2006]

In the end, Brian was not allowed to have an air candt unit in his room. | am not
sure what the rationale was for this, or if Brian exeseived an explanation. He simply
informed me that he was not allowed to have an airitiondr in his room.

Risk management was not always focussed on the indivialyl, but was also
focussed on the collective body. In February, 2006, durimgléita collection period,
Ridgemount was quarantined due to a respiratory infectitmeak. The day before the
facility was closed, | visited with my son, Gabriehawvas four months old at the time.

Monica came in to see Gabriel. She said | shouldn’t have him on the floor

because five residents were sick with chest infections. She ttidik’ Gabriel

should catch it, but didn’t want him to. Another nurse pulled me aside a few
minutes later and told me the same thing. [Field notes, February 17, 2006]
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The facility was closed for three weeks, although atingrto some staff, only eight
residents (out of 150) were sick. No family members, visjtor any other outside people
were allowed into the facility, no residents wetlewaéd out, and no group recreation
programs were allowed to be scheduled.

Joyce said that it was ridiculous that the facility was closed.dere only

about eight people that were sick (as opposed to fifteen quoted on the Tawho)
ladies on the first floor had a little bit of a sniffle, and weoafined to their

rooms for eight days. Joyce said it was very extreme howeheted. Now they

are only allowed to have unit programs and are not allowed to have programs in
the auditorium or off the unit. During the quarantine, Martha and Joyce weren'’t
allowed in the rec. office because they might bring the virus tinemfloors to

the second and third floors. [Field notes, March 7, 2006]

The residents did not like the quarantine, and expresséediibcontent.

Rachel Two weeks is a really long time to be without anything. Noyfamil
No activities.

Elaine We would have been in earlier, but we weren’t allowed in.

Rachel It's horrible that they wouldn’t let anyone in. [Field notes, dhar
7, 2006]

Rachel also said, “It's so nice to be out of jail.” When | askedweat she
meant, she said she had been confined to her room for two weekas“It w
horrible. | couldn’t go out at all.” | replied, “That must have been sodly. |
know how much you like to socialize.” “It was,” she said. [Bi®&lotes, March 7,
2006]

Staff described numerous ways in which risk was managédhwtite facility.
Some of them had difficulty balancing their beliefsasidents’ rights to autonomy with
attempting to protect the residents from harm.

Joyce Well, there’s a good example. And how do you keep that pride ang dignit
and keep the rules? You know, health and safety. We don’t want them,
they're at risk for falls. Okay, well, they could fall anywheree.get to a
point too where we’re trying to be too cautious. Set these are the rules
Well we don’t want them to fall. Well you know what? And then you could
get into, we don’t want you walking down the hall anymore because you
could fall and break a hip. Well then they get in the chair and their¢hey
depressed and they get worse cognitively, and then they sometimes, ah, |
mean there’s probably no proof, but | find when they have to give that up,
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they go downhill very quick. Whereas if they were walking arounddthey
be happy. | don’t, put me in a chair, | may just walk and break a hip. Then
good. Maybe I'll die in a hospital and not come back. [laughter]

Elaine Exactly.

Joyce That's what it's supposed to be.

Elaine And you gotta wonder what’'s worse?

Joyce Being tied up in a chair with a tight belt around you. Your back and
around your stomach and you're sitting in this sweaty diaper. [Joyce,
Recreation, Initial Interview]

Risk management, then, was a common institutionalgsothat was used in the
socialization process to manage the body. By managkgresidents were taught that
their bodies were frail and old, and needed to be protettaticosts. As such, desires to
maintain independence and personal care were disregargedfaet limits as to what
residents were “allowed” and “not allowed” to do witieir bodies. As Darlene stated: “
like to say we're a philosophy of care and independence, but independence all around
issues of safety and riskDarlene, Management, Initial InterviewRisk management as
an ideology structured residents’ day-to-day lives and expezs.

Managing the body through routines, risk management, atg yielded an
end result of residents losing independence and conterti@g dependence also
entailed a process for the residents of losing contvbile most staff did not say that
control was taken away from the residents or thatrcbwias taken by a specific person,
they did say that most residents experienced a logsnifol.

[E]verything, everything is taken away from the, they've got no@oine of

the big things I find is loss of control. You have to get up now, no. Whyade

to get up, | don't wanna get up. You have to eat now and you have to get dressed

and | have to wash and dress you. So loss of control. Loss of, youdakbiayg

away from them like | said, their home, their clothes, youtleakcupboard. And
they just, they don't know how to accept this. Like | can't eudntgemy

cupboard at my own clothes. OK so I find loss of, loss of controltiitk that's

gotta be about the biggest thing, loss of control, loss of being able tdhsay w
what, who, why, how. [Leslie, Nursing, Initial Interview]
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Just losing that autonomy, losing that ability or that autonomy to make those

decisions, you know, “I don’t wanna do that now.” “Well you really should do

that now”, or “We really need you to do that now.” [Marlene, Management,

Initial Interview]

Although residents learned that the body was the foctiseahstitution and of
interactions with staff, particularly nursing staffethody was also managed to
accommodate to the routines and structures of the institiNlanagement of the body

occurred through routines, through waiting for care, tmdugh managing risk.

8.5.5 Relating to the Body

This theme of relating to the body incorporated relatigrs and their contexts,
and how the institution and the body structured and deflmetoundaries of
relationships. The institution defined the boundaries atieiships. This was evident in
residents’ relationships with others—first with famélgd friends, and then with staff

themselves.

8.5.5.1 Defining Resident Relationship Boundaries

The boundaries of relationships were defined by the tiaaihd its very nature, as
well as by its rules, regulations, and policies. This particularly evident in the
relationships between spouses. While this was not anfes&achel since her husband
had passed away many years before, it was an issueidordhd Edward. When Brian
was admitted to Ridgemount, his wife entered the hosgiicithen palliative care. He
was not able to see her as often as he would hawk like

| asked Brian how things were going so far. “As good as can be expected,” he

said. His wife is in the hospital. | said, “That must be diffi¢ottyou.” Brian
said, “Yeah. | can’t even call her because my phone’s not hooked ugatt |
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call her so | don’'t know how she’s doing. | went to see her lagdaffihough. My
niece picked me up and took me.” [Field notes, February 6, 2006]

Because of his inability to get around, he had to rely barstto take him to visit his
wife.
| went in to see Brian. He was standing by his clothes cupboard. | sardihi
asked how he was doing. He said fine. His wife is doing bettehé#at stopped

and they revived her on Monday night. She was on ICU, but is out now. | l$aid, “
must be hard for you to be here.”

Brian | can’'t even see her.

Elaine That must be so hard for you.

Brian It is. But everybody’s got to deal with something.

Elaine Well yeah. But not to see her. Are you going to be able teesee
Brian Some friends are coming tonight. They’re going to take me to see

her. They work, so it won't be until later this afternoon. [Field
notes, March 15, 2006]

While they were still able to speak on the phone, whewifgsbecame weaker, they
were no longer able to use the phone to communicate h\stimteafter, she passed
away. For Brian, the lack of accessibility to visit Wige could be attributed to his body
but also to place and the lack of opportunity and support ve ke facility to see her.
The boundaries of the relationship were also defined bet&eeard and
Maybelle. As described earlier, since Maybelle had siomme of dementia, she was
living on the first floor locked unit while Edward was living the second floor extended
care unit. When they first came into the facility |&& (Edward’s daughter) was not
aware that they could be in the same room. When sheppmeached about the
possibility a couple of months after Edward and Maybebeead in, Valerie refused. She
felt a tension between respecting his wishes and progbts well-being.
My Dad was very upset that my mom was going to be living somewsere el
said you know, you can go there anytime, all the time. The phone rang on me
Thursday or the Friday, and it was Ridgemount saying that because your dad was

now on the priority list because one spouse is here, we have a bed avaliath|
it was like, oh my God. So | said well | have to talk to my dad.igritsyou
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know. So he decided that because mom was coming, he didn’t want to be
separated from her. | think he still kind of thought they were going o the

same room. And to me, that just wasn’t going to happen. That just wasn’tgoing
work. Because | understand now that could happen if we worked on ittHguk |
that would be detrimental to my dad. The nurses, I've talked todlwple of
times and they agree it's just not a good idea. One of the peopledtiedion

the floor actually suggested it to my dad one time. And that was kuglyof

[Valerie]

The separation was very difficult on Edward and Mayb&lemerous

conversations with Edward centred around the difficultpeshg separated from his wife

of 68 years.

| don't like it that Maybelle and | can’t be together. | go to sleephape and
Maybelle goes to sleep down there in her room. It used to be wheara/éwing
together that we would crawl into bed together and cuddle together. Mind you,
we’d behave ourselves, but we’d cuddle together. And now we can’t do that.

[Interview Two]

Even at the third interview, Edward still could not getdusebeing separated from

Maybelle.

Edward I'll tell you right now, | don't like it.

Elaine What don’t you like about it?

Edward What | don't like about it, | don’t see why a man and wife who are
happily married can’t have rooms in a place like this. I think that's
one of the, that's something | have against this place and always
will. There’s, mother and | have been married | don’t know how
many years.

Elaine A lot of years.

Edward And we never had trouble at all in all that time. And | dorriikthi
we’d get in any trouble if we were together now. And | know her
heart is broken. And when she goes, mine will be broken. And
that’s the way | feel about it. When they bury me, if | get a chance
to say something, it'll be against this place. And | hope it's loud
enough that people hear me and take it to heart. But | don't like it
here. It's a good place for a single man, but why can’t they have
couples here? You would hate to have to go into a place and leave
your husband.

Elaine Absolutely | would. You're totally right, Edward. And | understand
why you would feel that way.

Edward Well I, it's bad that | feel that way. | don'’t likeo#cause | have
nothing against anybody that | know of. But | have against
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whoever started that. And | haven’'t been able to find out just who
was the instigator of it. But | can’t do anything about it.

Elaine But | guess it's not the same just to go visit Maybelle dawss

Edward No. We, well she won’t talk anymore. In the day before, yoy know
we could talk. Lie in bed and talk things out. If there was
something | did she didn't like, then she would tell me and | would
have my say again. And we always parted in good company. No
hard feelings anywhere. | can’'t say that anymore. And ah, I've
lived a life where | had everything above board. Now | haven't.

Elaine So is she upset with you that you can’t be together or just upset
that you can’'t be together?

Edward She’s upset that we can’t be together.

Elaine Oh, okay.

Edward She has nothing against me. | have nothing against her.

Elaine So she doesn’t think it's your fault?

Edward Oh no. The only thing is sometimes when I'm kissing her
goodnight, she’ll say, when are you coming to take me?

Elaine Oh, that must be so hard.

Edward That bothers me for, all the time. So, they’ll never haveaying
a good word about this place.

Elaine Well, | can’t blame you.

Edward It's a good place for a single man.

Elaine I've only been married to my husband for a year and a half, but |
know if | had to live apart from him, I'd be pretty upset too.

Edward Yeah. That's the way | feel about it here. And, I'm not going

change my thoughts about it unless they change. | don’t know think
they’ll change in my lifetime. [Interview Three]

Being separated also had a significant impact on Edwairtis Maybelle. Since
Maybelle had limited short-term memory, she felt thditvard had neglected her or left
her, and was often upset with him at the beginning focaoting to see her. Edward
visited every day, often more than once a day, butagldlle’s reality, Edward was
rarely with her.

When | came in, | asked how he was doing. He said fine. “I haven'insgevife

for four days.” | said, “You haven’'t?” He said, “Well, my wife wast up here

and she’s upset because she said that | hadn’t seen her for four daysabet’l
| said, “Yeah, you were just there yesterday.” He said, “Yeaug tlown to see
her everyday.” Later he said, “Her mind’s not working properly, Be’s

wondering why | don’t come down to see her all the time.” [Field notes
September 28, 2005]
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In addition to not having a room to share together, tivere other issues
surrounding the dining room. When Edward and Maybellerfisted in, Edward went
down to the locked unit every day to have dinner with Magbdllaybelle, however, did
not come upstairs to have dinner with Edward, nor weeit offered to the couple.
Whether this was intentional by the staff or not,dahmeosphere was not welcoming for

Maybelle to come upstairs and have dinner with Edward.

Elaine So ideally, it would be nice if the two of you could have a room
together.

Edward Well yes. But it's impossible here.

Elaine It's so too bad.

Edward Yeah, well, we can be together every day. | have mealsatt,her
her abode. She, | don’t think she’s ever been here for a meal.

Elaine No, | don't think she has, has she?

Edward No. and ah, there’d be no place at our table for her. They'd have
to make one.

Elaine Yeah, an extra place.

Edward ...and there’s five of us sits at one table now... [Intervieg] O

At the second interview with Edward, the situation &i@tin’t changed.

| had dinner with Maybelle last night. And ah, I'll possibly go down and have

dinner with her tomorrow. Now that’s another thing you see. | go down &mete

| have dinner. And | just tell if they're there, I'll be heoe flinner. But I've never
had Maybelle here for dinner. See that’s different. And | don’'tlif&dward,

Interview Two]

Another way the boundaries of their relationship waseéefiwas the issue of
Maybelle coming upstairs to visit with Edward in his roonafSvere concerned about
the potential issue of Maybelle wandering, and discouraged fiddwen having
Maybelle upstairs to visit.

| think he feels that she is good there. When she’s come up and stasteaf in

his room and, | don’t think he really, when she gets up to go, he’s not reall

concerned about her going, but we are. You know? We are concerned. [Jennifer,
Nursing]
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Edward’s daughter also talked about her concerns regardegittmtion and
understanding where staff were coming from.

| said to him, dad, really, you’re in the same building. You can go toave

anytime you want. He, | don’t think that he realizes that he has as negcloin

as he has. You know, | think that he thinks that he’s kind of undetaoles

know that he brought Mom upstairs one time and he kind of nodded off, which he
does, and she got up and started, she started down the hall. So | know tlse nurse
were understandably upset, and they just said to him, you know, you’re not going
to be able to bring her up here if this is going to happen. And | thinksh&ind

of took that as if a privilege was taken away from him. | said is0’tf but they

have to worry. What if mom had gone outside? You know, what if she would have,
you know, there’s too many what ifs. [Valerie, Daughter]

Edward and Maybelle’s relationship, then, was defined byngtéution and boundaries
were established in their relationship that had not existéxtda

Another method of defining relationship boundaries wasagilifating
relationships. Staff had the ability to facilitate rilaships they felt were important
because they were often in positions of greater ptaveo this. While this was not
necessarily negative, it certainly demonstrated thédtions of residents to facilitate
their own relationships, yet again drawing boundaries latizaships.

Some staff facilitated Edward and Maybelle’s relationdlyielping Edward
downstairs to visit Maybelle, particularly in the begimmpivhen he wasn’t able to find his
way around. Relationships are played out in the publit aa@ no longer private, as
illustrated here.

He had one incident one night where they had a little argument. And apparently

that was the first argument they had in all the years they wereedadind |

guess she kind of said something to him, and it upset him. And he cames.upstai

And it was so sad. He wouldn’t eat. He went to his room. So | broughbffize c

and sandwiches in his room. But he had me almost in tears. Becauaseso

sad. He was telling me, “Sixty years and we never had an argument.hgvel

paced the unit so much that evening, so I finally said, Edward, fakél you

downstairs. Because she does have Alzheimer’s. so | explainedtthiiie
said, | know. Her sister apparently had it. And he said, but you ktiew, i
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different. It's Maybelle now. So | took him back downstairs. Wheought him

down there, she was in her night-gown, and | said you know what? You go back
down there. You’re never going to sleep. Because he was so upsshi&adet’'s

go down. So | took him down. She was standing in her bedroom in her night-gown
with her hands on her hips, and | brought him in and | said, well, | saidb&liey

| brought Edward to say goodnight to you. And she said, well he should. But she
was in a really bad mood that day apparently. But | left them for a \aimiti

came back, and he was saying, well Mom, you know, we’ve made it 60Tyears

is not going to be the end. Well | had to leave, because | thought I'mtgoing

start to cry here. But when | went and got him, he told me, he gaaebigdug

after and he said to me, | will never forget you for doing thisad ke oh my
goodness. He says, I'm so happy you took me back down there. But obutevas
[laughter] [[Monica, Nursing]

The recreation staff in particular made an effortbiiog Edward and Maybelle to
the same programs and sit them together so they could eamgt other’'s company.
[Edward] said he sees Maybelle pretty much every day. “I go dowe tbhesee
her or she comes up here. This afternoon there’s a concert going on aine they
going to bring her up here. It's nice that they do that so | can seé[Rezd
notes, November 16, 2005]
Staff also determined who might be appropriate to sit heget the dining room
in an attempt to encourage residents to make friendiseaith other. In some instances,
this succeeded. Edward, for instance, became friendsheitimén sitting at his table. In
other instances this did not succeed, such as Racheliglitedl one woman at her table
so much that she asked to switch tables.
But yeah, staff do go out of their way to try and make the persorofe&rtable.
you try. | know that one of the things they do is try to seat #ét¢he table where
they feel, you know, somebody they might be interested in communigtting w
Because some people don’'t communicate or they don’t speak English sotgou try
keep those kind of people together so they don’t feel uncomfortable because
somebody keeps asking them something and they don’t know what they’re talking
about. So there’s little things like that. [Sarah, Management]
The boundaries of relationships, then, were defined bingtigution and by staff. Staff

either encouraged relationships, or significantly limiteldtionships, such as when they

moved Rachel from her table to another table in theaglioom. Even though Rachel
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wanted this move, it was the staff who had the authtwitpake the move, not Rachel
herself. The policies of the institution clearly deéitedd the boundaries of relationships,
so much so that Edward and Maybelle, who had been hapaityed for 68 years, were
no longer able to share a bed. The boundaries onrdlasenships further contributed to

the dismantling of the self, as described earlier.

8.5.5.2 Defining Staff Relationship Boundaries

Staff also very clearly defined the boundaries of treationships with the
residents. While there were staff who were nice amadily, tension existed
continuously between a caring attitude and task orientaResidents were very clearly
aware that staff were extremely busy and did not haweto spend with them except to
complete required tasks.

The people working here are very busy at that time [morning] [Briaeyrew

One]

Elaine Now what about the staff here? Do you talk to them a lot br is i
just that they come in and help you with what you need and that’s
it?

Edward Most of the staff here | like. They're good. They helpryadat of
ways. And | find they’re very helpful. In a lot of ways.

Elaine But are they often too busy to talk too, or do you get a chance to
talk to them?

Edward Oh, | get a chance to talk to them. Not as much as I'ddike t

sometimes, but then they’re busy. They've got a job. Their job is
look after us. As | understand it. Although oh, it's good for us in

that way. You know? They take time and maybe sometimes it's part
of their time. [Interview Three]

Nurses’ abrupt interactions also reinforced the notiahttiey were extremely
busy all the time.
As we were talking, Brenda (RPN) came in with a spoonful of applesstiice

meds in it. “See, they’'re spoon-feeding me,” Brian said. Brenda pwgpben in
his mouth and walked out without a word. “Thank you,” he called after her.
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“You're welcome,” she called back walking down the hall. [Field notgsjl 27,
2006]

Toward the end of our visit, another nurse came in, stood in frons e¥diker.
“Come on Brian. Lunchtime.” She walked out before he could respond. [Field
notes, May 12, 2006]

The boundaries of the relationship between residentstafidvere drawn beyond which
lay the personal. That is, many staff were not petgoaegquainted with the residents,
but the relationship instead focussed on the task. Thi ®rsay that some nurses were
not friendly or nice, but the relationship still wasrextely task-oriented and impersonal.
Edward recognized that staff were available to be a caredprao him, and did not
have time to be more than that. Earlier in therinéev, he stated that he was friends with
some people, but he had no one with whom he could talk abgtliing private, discuss
his past life, or discuss his opinions about certain thingk as politics.
Yeah. | think there’s, either one of the two here that | thinKraeeds ‘cause we
can sit and talk about different things, but never anything private. Itayal\just
something about the weather or something like that. [Edward, Intefheee]
Elaine So if you were to say, do you feel like the staff, thatiiaw who
you are or that they just kind of know your name and that'’s it, the
people here?
Edward Well, I know that they know who | am. And maybe theretea lit
bit they know about my past, but very little. Because | havenit bee
talking to people about it, my past. And not that I'm ashamed of

anything in my past, because | had a lot of good friends that |
worked with. And | had a lot of good times.

Elaine But is it just that the relationship you have with people haretis
like acquaintances and nothing else?
Edward It's not exactly the same as you can’t say well | did suclszeid

and got away with it. No, you don’t see that anymore. But they take
good care of me here, I'll say that. [Interview Three]

One of the reasons for these impersonal relationshagghe limited time that staff had.
Other staff, such as the housekeepers, recognized thatgnstaff had little time to

spend with residents, and they tried to compensate for this
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Because for one thing, nursing only has so much time. they can onlygein t

and get out. And they haven’t got time to listen to each one’s storyvé\nd

shouldn’t either, but we do. [Brenda, Environmental Services]
During Brian’s feedback interview, he described his relahipnith staff: “And you get
to, there again, unconsciously accept that as yourydrBitian was likening his
relationship with staff to his relationships with histhmer and wife, when he had women
taking care of him and how he took orders from them. Hbera of staff relationships,
while having a type of physical intimacy because of catheobody, was an
authoritative type of relationship with Brian perceiving ¢osiformity to the staff
“orders”. The relationship, in his mind, was defined as hobieal and the boundaries
were implicit. In essence, it was a custodial typeetationship.

...That they have a way to make you think that you’re your own boss. When

you’'re not...if you let yourself go, to accept these things, hergding to use the

word unconscious, it's subconsciously accepting the name as part of yoly; fami

part of your how you used to live and take orders from your parents and whatnot,
you know? [Brian, Feedback Interview]

Brian then stated,You can’t fight it, Elaine...but they’re trained not to listen to you too
much. And the more you fight that, the more frustrated youBy#n also discussed

how the staff adapted to some of his body needs, amisiway, there was a body
familiarity with Brian that was similar to a famihglationship. Brian stated howhere’s

a couple of women, or more than a couple of women, a whole bunch of themayvthat
me figured out, and | know’itThis relationship is similar to what Twigg (2000a) defined
as bounded intimacy between care providers and careemetspT he nature of the care
relationship had an air of intimacy because of nakedaed body touch, yet staff
distanced themselves from this intimacy. Brian describedody familiarity that staff

had of him—they had him figured out—yet staff gave him ordedsdid not listen to

him too much.
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When | further discussed with Brian the focus on thiytio staff relationships

and the lack of personal and emotional connection, keda number of interesting

points. First, Brian felt that he did not want stafifagnosing” emotional problems.

Simply by using these types of words and phrases, thelpgital nature of the staff-

resident relationship and the focus on “disease” had obyitegin recognized by him.

Staff were not there to help him with the emotionalisitnent he was going through, but

were simply there to take care of his body.

Elaine

Brian

| wanted to ask you too, part of my findings here is that there’s
very much a focus on the physical body, on what you need in terms
of care, whether you need medication, whether you need a bath,
whether you need that type of thing, but that emotionally and stuff,
how people are doing. | mean, it's a hard adjustment to come here.
| can’t even imagine what it must be like. But that the emotional
adjustment for people seems to be something that isn’t talked about
it.

Now | don’t think, or should say | think that the staff is never
trained for that. Simply because a little knowledge may be a bad
thing. And if they get to thinking that they can help you with your
mindset, they’re going to change you in a way that you're going to
think that you can handle them. Because they're going to try to do
things to you, try to diagnose your problem. And | think that’s
discouraged. To a certain extent, | think it's discouraged. That
they are, the staff is quite well adapted to changing their style of
helping you to your style of accepting help. But | haven't talked to
any one of them, and I've talked to quite a few of them in a
different way. | haven’t noticed that they have the ability or the
willingness to try to find out what your mental problem is. You are
unconsciously adapting to a whole new way of life. It's like

quitting smoking day by day. You need that patch on your arm to
quit smoking. You need the patch on your arm to help you adapt
here. But you don’t get that. [Feedback Interview]

Brian also mentioned how staff did not ask him how he e@ing after his wife passed

away, after giving up his house, and after putting his dog down.

Brian

| think, Elaine, that they don’t talk to you about it. They dithdk
to me about my wife. They didn’t offer any sympathy at all,
because | think they figured that emotionally you don’t want to be
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Elaine
Brian

reminded too much of what part of life you're going through. With
my wife, they all knew that she was sick and she was going to die
and everything. And not one of them ever said, you know, are you
lonesome? They never talked to me in that fashion about the wife.
None of them ever asked me how is your wife? They know that
they’re reminding you it's happening.

So there’s a reason why they do that?

Yes. | try to think of it in a way of have they been tchtoedo it or
not? And I think they have. Because with putting the dog down, |
knew that | was going to have to come in here without my dog. And
they never said anything about that either. They just let that slip by
and let you get on with your life. [Feedback Interview]

Brian did, however, mention that he didn’t want sythgdrom staff, and although staff

were not sympathetic and he felt often that they'dicare, they did listen to him when

he talked.

Elaine

Brian

Elaine
Brian

What would you have preferred? Would you have wanted someone
to occasionally say to you how are you doing, Brian? | know this
must be a really rough time for you. Or was that something you felt
you really didn’'t need from the staff?

It's something that you don’t refuse to talk to them. But it's
something that you probably don’t want to hear. And I'm that way.
If something’s happening, | don’'t want sympathy. And that's the
only thing they can offer you. The day | had my dog put down, they
ah, nobody said anything about it, and that’s the way | wanted it.
They knew | was sad about it because | was sad to talking about
it... a minimum of talk, a minimum of conversation with them
about it. So | think that's, when | thought of it after, you get to
thinking, gees, they don’t care. But they listen to every word you
said. because a woman bought a dog, and she came to me about
training the dog and everything. And you realize they’re listening,
they're just not saying.

So there’s different ways that they express things?

Yes, you find that if you open a conversation, but if you wait for
them, you're withdrawing into yourself. | think it's best this way
Because they don’t remind you of what's going on. They accept
that you know what’s going on...sometimes you think, well, they
don’t care. Then you realize that yes, they do care. [Feedback
Interview]

In retrospect, Brian could see that the staff caretifiarent ways, but in the middle of

the difficult situation, Brian felt like staff didntare. Brian may have found a way to
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cope with a difficult situation by defining the situatioma positive light when reflecting
on it.
Another way in which boundaries were defined is the diffee between
individual staff and their approaches to residents. Soafievgere very friendly, while
others weren'’t. Residents learned very quickly that doeild not expect that all staff
would be friendly and caring.
...and you have to get somebody that can talk in your style. Now thergjslone
here, | haven’t seen her for a couple of days. She’s sort of a brgsuend
when you first meet her, you figure she’s a domineering old biddyvzut you
realize what she’s doing, you realize she knows what she’s doing, and she doe

in a fashion that’s good for you. [Brian, Feedback Interview]

The nurses have been very nice to me. Just the odd one that, but ydwahave t
every place. [Rachel, Interview One]

While the interpersonal skills of some staff werdiclifit for some residents to get used
to at first, the physical care was good, and Brian, indhs®, realized that she was doing
what was good for him physically.

Comments about young staff being “bossy” and older btaffg friendly were

also very common.

Elaine So the staff here, Brian? How are the staff?

Brian | would think that on a scale of one to a hundred, they’re 99, 99.
Elaine So they’re pretty good.

Brian Some of the younger ones, try to get bossy.

Elaine You're not the only person that’s said that.

Brian But | know human nature says that everyone doesn’'t have the same

amount of patience and if the nature’s a bossy nature, it's harder
for them to control it...

Elaine Younger people usually are, well they just haven't had life
experiences to see things the same way as other people. [Interview
Two]

And I find too, a lot of the nurses if they’'re older, they’re nammpassionate.

That should be a restriction for homes, really. [Deborah, Rachel's
Granddaughter]
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Even some staff commented on how some of the youngees showed little
compassion and consideration for the residents during care

...some of the young ones, they’re just like charge in and do it and youhewaw,
the conversation over the person’s head. Which you know, especia#ypiétson
could understand, can kinda go, you know you don’t need to discuss what you're
doing this weekend and what you did last night. And so sometimesyhuike

know, especially if I'm with them and they start doing that, liNals just turn to

the resident and just, you know, involve them in the conversationth®yg don’t

feel like, “What am |, a piece of meat?” [Sasha, Nursing]

In addition, the nature of the relationship betweerf atad residents seemed to
depend on the residents’ willingness to get along with ataffbe amiable. Residents
were aware of this and attempted to get along with Sth#fy generally understood that
if they were good to staff, staff would generally be gtmthem.

That's why | say, you be good to people and they’ll be good to you. You be ugly

with them, and they’ll be ugly with you. One of the nurses toldtsmejde to see

somebody smile. They want to start smiling. Forget about their trouliless
all itis. It's all in their head. [Rachel, Interview One]

Elaine How have you adjusted since being here?

Rachel | adjust fairly well because | get along good with everybody.

Elaine It seems like the adjustment’s gone fairly smoothly for yea1. T
transition.

Rachel Yeah. Because | talk to everybody and | get along good.

Elaine Yeah. And | guess it must be a bit easier for you than for some

other people because you were at Mclntyre and at St. Mary’s too.
So, like, I know for some people that are coming straight from
home, it's a bit more difficult for them because everything’s &ind

new here.
Rachel Yeah.
Elaine | guess you've had a little more experience kind of, eh?
Rachel And if you can't talk to people, well it must be an awful
adjustment.
Elaine Yeah, for sure.
Rachel But that's really your own fault. [Interview Two]

| try to be as jovial as | can. For my own benefit as well ashfeirs. | try to, like
one girl told me, you've always got a smile on your face. Wedinember an old
saying when | was very young, and every time I'd get a little sppumother
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would say, smile and the world smiles with you. Frown and you frown alone.
[Brian, Feedback Interview]

One of the staff members also discussed how she wae afvthe conditional
relationships between staff and residents. In partictéaidents learned that if they
created “trouble”, there would be repercussions.

And | believe that residents learn that very quickly. That if htkband next week
| need something, that staff may say within themselves, wehaken’t been that
much of a problem lately. They’'ve been really good to me. And tHesevenice.
And you know what? I'm going to do that for you. So | really believddtsabf
the work relationships with residents is all about um, when you givertething
but you're expecting something. Conditions. It's conditional. And | réallieve

a lot of that happens. It's conditional. And | believe residents learn [fkaten,
Recreation, Initial Interview]

The staff also discussed the Residents’ Code of Con(dinierestingly, fewer staff
discussed the Residents’ Bill of Rights). They placgdh lemphasis on this code of
conduct and the requirements for residents to “behasegrdingly.

There is the (telephone is ringing) of course the ResidentfBRights which is
their rights but along with those rights there are responsibilitiewels

Absolutely and they’re provided with those right at the first day tatgy we
recognize individual rights as residents residing in a home but along with that
there’s many response, not a lot but there are responsibilitieseah aggression
is huge both verbal and physical, this just can’'t be tolerated, it arst be.
Probably that's the biggest one because everything else flexibilitg beubuilt

in there. Routine yes | mean flexibility again but that's the omg tve can’t, we
can’'t accept, just can’t... That would be the main responsibility. | nusamo be
courteous and respectful of other individuals and if you don’t like sontedne
and keep those thoughts to yourself because that's verbal aggression too and
that’s just abusive. [Colleen, Management, Initial Interview]

And that's just part, yeah the rules and regulations but they also have
responsibility for themselves and for the people they live viddwl¢ne,
Management, Initial Interview]

Some staff had an inability to understand residents’ needisheir embodied

experiences, which was evident in their interactiorth tine residents. Therefore, the

boundaries were drawn between residents and staff, gnatieyrwas not part of the care
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relationship for some staff. While staff may have fiedit they were caring and

empathetic, their body gestures and communication, pktlg during care, indicated a

focus on completing tasks.

Brian

Elaine
Brian
Elaine

Brian

Elaine
Brian
Elaine
Brian

You see, if you're a person standing here that’s 20 years old, start
their job and they talk about retirement. When | retire, I'm going

to do this and that and the other thing. What they’re trying to do is
to put a 20 year old mind in a 60 year old body. that's another
thing that just don’'t work. And you know, people here go to
Community College. Can | have a Kleenex? And they learn
something at Community College, but they never realize that
Community College is only an interim thing. It's for people who
haven’'t made it here and aren’t going to make it there, so they’'ve
got to settle someplace. So they settle in the middle. Andtidyen
graduate, they think they’ve got it made and they look at an old
person and think what's that old turkey doing? And it's hard to go
to them and say, realize that one day you’re going to be there
unless you take the alternative. And to take the alternative, you
ain’t gonna be hurt at all. You hurt someone else, but your hurting
is all done. But you can’t tell them that.

The foolishness of youth.

Yes.

So, | know you and | have had quite a few conversations and stuff,
but do you find that the staff are very respectful of you and you're
able to have conversations with them and stuff?

Well, yes. And the things they say they don’t really méarnust

there and they say it.

The younger ones or all of them?

Well, some older ones. But mostly just the young.

So they don'’t think before they speak?

Yeah, it just rolls out and their movements are fast. LdezIthem
feeding old people, and | can remember back, when my mother
spent six years in Grande Prairie Lodge, in Highmount Hospital.
And they, | used to tell that girl they feed you like they'eelifeg a
French goose. They stuff food in a French goose until the liver
softens. Then when they kill them they get liver pate. That's what
my mother said...But the other people with their fast movements
never realize when they put the food in the person’s mouth, | say
woman’s mouth because at the next table to me it's all women
they're feeding. And when they put it in they pull the spoon out you
know. | always make the comparison when you’re coming, you're
born, you're going to go, your baby now is on a spoon. He’s being
spoon fed. When he gets to his second childhood, he’s going to be
spoonfed in the other direction. This is spoonfed coming in and this
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is spoonfed going out. And | tease them here, like they come in
here to give me a pill and they’ve worked it out for pretty much
everybody. They put the pills in a spoonful of applesauce and they
swallow easily. | tease them that they’re spoonfeeding me you
know. | tease them, say my mother used to do that, you know? But
then the young people they scoop up another scoop, spoonful of
food... She’s too slow to eat on her own. She’s too slow to swallow
fast. It's not that they don't realize it. They don’t think of it

Elaine So not considering

Brian No, it's more in the scope of thought. To think of those things
you've gotta be in that direction.

Elaine Well you kind of have to put yourself in someone else’s shoes t
think about how you might feel if you were in that situation.

Brian It's easier said than done though. It's not like quitting smoking or

anything, but you're ah, you're habit is a hard thing to break. And
you’re unconsciously in a habit when you're feeding yourself. You
watch some people and they're very slow eaters. [Interview Two]
Brian saw the care staff gave to other residentshandother residents were
treated. While he did not explicitly state this, heyrhave seen himself in the future if he
were to get sicker and require more assistance. Br@uohaecome accustomed to
different approaches from different staff. In this wayecame easier to get along with
staff.
Now there’s a nurse on night shift downstairs, she’s downstairs onshdht
She’s a single woman. She works all her life on nights. | ring théhbed or four
times a night. If I go to bed too early, they like you to go tbidyeseven or eight
o’clock. I don’t go to bed ‘til midnight. And if | had to go to the bathrpbdch
give her a call. You can’t go up to go to the bathroom on your own. And she’d
come in and she wouldn’t fuss with me. Like if you’re not comfortalided,
move over and get your own comfort. Can’t expect them to do it fande had
to catch on to that. Once | caught on to it, her and | are the beseod$. From
my part anyway. | don’t know about hers. [Brian, Interview Three]
Relationships, then, existed within boundaries defined by thieutien and by extension,
the staff. If we do indeed know ourselves within relasioips and create and solidify a
sense of self and identity, these relationships witk specific boundaries create and

solidify, to some extent, a sense of simply beingdyb&esidents have limited
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opportunities for interactional others (Paterniti, 200W)is is particularly true in the
relationships with nursing staff, since residents primdrdye interaction and contact
with nursing staff. Residents did not discuss the naturelationships with staff other
than nursing staff. Thus, the boundaries that were defweee with nursing staff.
Relationships, then, within boundaries, are simply vdyglating to the body.

The institutional processes of placing the body, definegdiody, focussing on
the body, managing the body, and relating to the baahe all ways in which residents
were socialized into the long-term care facility. Tenesstitutional processes were
centred on the body, and on assumptions of the bofitgiaglysfunctional, and in need
of assistance. Through these institutional processsislents learned that their bodies

were important, but that they were also subject tethecture of the institution.

8.6  The (Inter)Personal Processes

In addition to the institutional processes that mas@ents into bodies, there
were also a number of (inter)personal processe®taaitred to make residents into
bodies. These processes consistddtefnalizing the body, accommodating the body,
accepting-resisting the bodgndre-creating the bodyThese findings indicate that while
in some ways residents internalized and accepted thetyoeihbeing a body, they also
found ways of resisting this identity and re-creatingralitive identities. These
processes, while being internal to the residents’ expergenvere formed in
interpersonal environments and relationships, hence thengarhthese processes
(inter)personal processe$hese internal processes often occurred as a résult o

interpersonal relationships, particularly with staffiefe were also internal processes,
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such as re-creating the body, that were visible inpetsonal environments and the
success in which they were able to re-create the Wwadydependent on this interpersonal
environment. Thus, these processes are referred to@3gersonal, recognizing that the
personal occurs as a result of and exists within intespat€ontexts. These four

(inter)personal processes will be described in detatl. nex

8.6.1 Internalizing the Body

As one might expect, residents internalized the natf@imply becoming a body.
This was evident in the ways residents viewed themselidesig a numberandbeing a
burden Residents did not simply exist in their bodies, ndrttey exist in relationships
focussed on the body, but they also internalized thay.bbhe inability of staff to
understand and empathize with their visceral embodied expes and the focus of the
institution on bodies and body care contributed sigmfigeto an internalizing of the

body.

8.6.1.1 Being a Number

As mentioned earlier, residents were very awaredtadt were very busy.
Through various management techniques of the body, swehitasg for care as
described earlier, residents came to feel like a nurlg@ng a number meant
recognizing that staff had other residents to careafud,residents’ body needs could not
necessarily be addressed immediately when they requeghdd.residents may not have
defined themselves fully as a number, they recognizeckinittieractions with staff that

they were a number. Once residents internalizedttigy, stopped demanding that their
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body care needs be met immediately. Each of theceatits in this study reached that

point.

Elaine So do you have any staff that you’ve developed a fairly close
relationship with at all? Or is it mostly just kind of strictly
business?

Brian No, some of the, | was going to say older girls, but they’re all
younger than | am. [chuckles]

Elaine But | know what you mean.

Brian Some of them are very good. Most of them are. Some of them, mos
of the guys, there’s males here too. Most of them are pretty good.

Elaine So you could have a conversation with them like you're having
with me.

Brian Oh yeah. The only thing is that when you meet them, they’re on a

job. And if you try to get into a conversation with them, you're
doing something contradictory to their work. And if their boss sees
they’re not going they're talking to me. | think they’ll have certai
times that they’re busy. Right after a mealtime. Before beditm
night they’re busy. And | remain a little independent. [Interview
Two]
Being a number meant that staff did not have timengage in conversation with
residents, particularly during care. Thus, Brian did ti@napt to have conversations with
staff. Being a number also meant that residents haao te wait their turn. There were
numerous examples of situations in which residentadebthat they were a number (see
also Section 8.5.4.2 Managing the Body Through Waiting).

[Rachel] then called the nurses to go to the bathroom.

Nurse Hello.

Rachel I need someone to help me to the toilet.

Nurse Okay Rachel. You'll have to wait. The nurses are busy right now.
Rachel Okay. [Field notes, March 30, 2006]

Valerie, Edward’s daughter, noticed that Edward had sorfieutiy waiting for care,
and she tried to help him realize that he was a number.
And in that sense he’s really lost a lot of, he was never a “nght’ type of
person. Whereas I've noticed especially when he came in here, thengs ar

supposed to happen now. Like if he calls the nurse, she should be there. You’
not the only person on the floor... Yeah. | think it's still an adjustnYent.know,
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it's like, well, we’re all a number anymore. You go to the grosemye, you wait
in line. You go to the doctor’s office, you wait. So it's all the sgpe of thing.
But | guess in your home you don'’t expect that. [Valerie, daughtedvediid
and Maybelle]

Staff described how Brian, after he was first admitbed to learn that he was a
number, and was frustrated with waiting in line.

But then in the morning, [Brian would] ring that bell right away and he watded
be the first one up immediately. So they had other issues. So theyexadhin to
him, well, we have some 20 other residents here that need theirmeetx.

And we're going to do our best to help people. We can’t be here right Awdy.
so the following day he was sitting up in the chair again. Well you’r@uting
me into bed again. Because you're not getting me up in the morning on time
[James, Nursing]

Staff felt it was important that residents understaadl tiey were a number.

| think [Brian’s] wife used to cater to him, and it's one-on-oneffion at home.
And he doesn’t understand that you've got over 30 residents here, anaif it's
night-time, you’ve only got two health care aides, one RPN and one heath car
aide there to meet his needs. And he didn’t understand that they haveall the
other people that have to be taken care of too. [James, Nursing]

Staff very much recognized that residents became a numfitggr they came into
Ridgemount. While they did not like that this happened, #i&y described the
limitations on their work of needing to care for all tlesidents. Thus, they had to treat
residents as a number in order to accomplish all af tieks.

And um, what | find difficult is the routine when it comes to gettaghed right
away or getting dressed right away. Or they want to get up in the i€tiaey

can’t do it right away, so there’s, they want that all to happen right aamag,we
just can’t get there when they need us, and that’s the frustrating part,fer
nursing, because they would like to be able to jolly on the spot beoadpde t
everybody up and do everything at once, but we’'ve got 38 people, and ik, just
it's impossible. So look at your priorities and kind of well, juseld@em on that.
Not even on a seniority thing. [Glenda, Nursing, Initial Interview]

But | think it would be difficult for a resident ‘cause when youlepending on

where you come from, if you're coming right from home you know, shetag
difference, you know, you’re by yourself in a home, maybe your spouse and
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others, you're living with 37 other people. It's a big adjustment. Yiarg.
[Eleanor, Nursing, Initial Interview]

8.6.1.2 Being a Burden

Residents also very much felt like a burden to the.dtafling like a burden
seemed to be attributed to two things in particular—aéalbody, and treatment by staff.
Inevitably, a failing body led residents to depend on otleerbddy care. Specific
treatment by the staff also led the residents to betissygwere a burden. Rachel
described how difficult it was to ask for help now sisbe was so accustomed to being

independent before her stroke.

Elaine So what'’s it like to have people help you? In the morning and at
night and that type of thing? Is it hard?

Rachel It's hard to have to ask people to help you. Because you‘re so used
to being independent.

Elaine Yeah. You've done it for so many years yourself.

Rachel But you just gotta face it. If you can’t do it, you can’t do it.

[Rachel, Interview Two]
Because of her lack of independence and her dependenadfpscshe staff treated her

as an inconvenience, while other staff made her feeitlikas their job to help her.

Elaine So does it get easier to have the staff help you with what yd2 nee
Rachel Yeah. You’'d like to have your own independence but you know you
can’t so...
Elaine Yeah. And | guess it must make a big difference if, likeaffe
who don’t make you feel like you're a bother.
Rachel The older nurses are like that. They make you feel ‘asniyijob
to do this. You know? It's the younger ones that...
Elaine That make you feel like you're being a bit of a bother?
Rachel Yeah. Not that Karen.
Elaine She seems nice.
Rachel She never makes you feel as if...
Elaine As if you're being a bother?
Rachel No.
Elaine You're not the only one that's said that. I've heard other people

say that too, that some of the younger nurses just don’t have the
same way with people.
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Rachel No. The younger ones, you'll go to the bathroom. They’'ll just pull
up your clothes. The older ones will wash you and make sure
you’re nice and clean [Interview Three].

Inevitably, a loss of independence made residents awdriéyahad to depend
on staff for their bodily needs. Brian described fightthe process of accepting help, and
eventually, had to stop fighting and accept help.

Elaine So...now in terms of the staff helping you, you're fairly
independent with everything, aren’t you? Or do the staff come in
here to help you?

Brian Well you think you're independent but you're not. | can’t bend
down to take my shoes off. | can take them off, but | can't get them
back on. And there’s things that you don't like to believe you've
got to accept. And if you try to fight them, you only frustrate
yourself. You've got to give in.

Elaine And accept the help?

Brian Yeah.

Elaine Has that been a hard process for you?

Brian To accept that?

Elaine Yeah.

Brian Not really. If you've got an ounce of intelligence, which mossof

have, you just realize it comes with age. When you first coma into
building like this, a home like this, into a life like this, andythe
serve you supper. It's a slice of meat or something, and they come
and cut it for you. Or if your hands are tight and they come and
feed it to you, at first you're embarrassed. Then you look around,
and everybody that’s in there, except the young people that are
working for you, everyone in there’s in the same kind of boat.
Elaine Except the help. [Brian, Interview One]

The loss of independence and resulting dependence orpatétfularly in an
environment where residents were a number, led Brigerzeive that he was a burden
on staff.

And that’'s an aggravation, but it's a realism. Knowing you’re limiting someone
else’s life. [Brian, Interview Three]

There’s a lot of people here think they’re a burden. They more itteln suffer
with pain rather than call the nurse. | was like that at firstouldn’t let anybody
know that | had a problem. That's when you get to realize it's no eadsment
to get sick because everybody in here is sick to a certain eRtane of them are
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sick of living and some of them are sick of dying. The stafzesalery shortly,
because they’'ve been through it all before, and they realize veryystiatlthis
one is bucking the trend. Don’t ask for help. | was like that for éewaand |

knew what | was doing and | knew what was wrong. [Brian, Feedback Intgrvie

One of the nursing staff described his perceptions of Brgnggle to accept his

dependence on staff.

| think he [Brian] didn’t feel, initially | don’t think he felike he was worth very
much. He couldn’t help himself, he couldn’t help others. So what usee®akist
totally useless. But | think now he’s much more accepting thastthe istage
that he’s at. And he is of use to us. He can talk, he can joke aratimdswHe
can contribute that way. [James, Nursing]

For Rachel, not having a bedpan at night was a way in vehielelt like a

burden, since staff would not give her the bedpan at.night

Elaine
Rachel

Elaine
Rachel

Elaine
Rachel
Elaine

Rachel

Elaine
Rachel

Elaine
Rachel
Elaine
Rachel
Elaine

Rachel
Elaine
Rachel

So is there anything about being here that you don't like?

No! no, | can’t say there is. Only that I... to not gettindp#tepan

at night. Because I'm not used to going in my brief.

| think that'’s terrible.

Yeah. | can’t go in the brief. So I hold it ‘til morning and then |

in agony.

| don’t know, | wouldn’t be very happy, | can tell you that.

I'm going to tell Deborah and maybe Deborah can go talk to them.
| think if that was me, I'd just keep pressing my call buiturh
someone came. Cause ah, that'’s terrible.

Just use your diaper, your brief. You can’t. | don’'t want to get int
that habit either.

And you shouldn’t have to, Rachel.

Well, | want to be able to go visit my family and have coritrol o
myself.

Absolutely. Yeah. You shouldn’t have to. You shouldn’t have to.
| think it's just a lazy nurse.

That's terrible.

It's easy just to take the brief off.

But still, it's not that hard to just give someone the bedgharei

It's not. It's not at all.

She gets up and goes to the bathroom [pointing to her roommate].
On her own?

Yeah. | wish | could. | wouldn’t bother them at all. [Interviave]
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Again, Rachel commented on how younger staff made heliklee problem or a
nuisance, while older staff were not like that.

Rachel They make you feel as if you're not a nuisance. Some of the young
ones, they make you feel as if you're a problem, you know? Why
don’t you just lay there and shut up? But not the older ones. | like
the older nurses.

Elaine And usually in the daytime there’s quite a few of them that have
been here for 20, 25 years. A long time. Yeah. [Interview Two]

Rachel was made to feel like a burden and an inconveniesioe asked for the bedpan

at night and was not able to go, or if she needed tchedeetdpan twice.

Elaine So you were talking about the staff helping you and how it was
difficult for you sometimes because of your independence.
Rachel Yeah. Like last night | called for the bedpan, and he brought it and

then | just had to go pee. And the nurse come and took it away and
then a little while | had to do more, so | called her, called ler t

bed pan and he says, not again. | says never mind not again. |
asked you for the bed pan and | want it. So he brought it. And then
Nancy come to me. | said it wasn’t you that answered that call,
was it? No, she said, it wasn't.

Elaine So there’s been some staff that you've had a little bit ohfiat
with then.
Rachel Just him.
Elaine Just that one night nurse? | know you had said before that he had
said you better do something when you asked for the bedpan?
Rachel Yeah. [interruption of nurse] [Interview Three]

Staff also described some residents and their feelingsing a nuisance.

That's a hard one but what stands out in my mind is the odd person that thinks

they’re such a nuisance now. I'm sorry to ask to for help, I'm aunhisance, |

can’t do it by myself, and if you don’t mind. Lots of timessé#if don’t be silly

that’'s what we’re paid for, you got to ask us and we’ll help. That'stieone

that stands out in my mind anyway that type of person...They feel guilty that

they’re having to depend on somebody. [Mary, Nursing]

The body was internalized by residents, and they camew themselves as a
number and as a burden in their interactions within tstguion. The interactions with

others around them, particularly staff, helped to crénse feelings and perceptions.
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Being a number and being a burden occurred mostly in ink@naavith nursing staff. In
this way, these feelings were sometimes defined by ofimetsmposed on them, but

residents also accepted these realities and this pdueipfdentities in certain contexts.

8.6.2 Accommodating the Body

As a reaction to the institutional processes of plattiegoody, defining the body,
managing the body, focussing on the body, and relatingetbddy, residents learned to
accommodate the body to the structures of the institaind the making of the body
through conformity, compliance, and cooperation. Theneweliberate things that staff
did to attempt to influence residents to comply withdtractures and routines of the
institution. In many ways, staff would pay the repercussiof residents not complying,
as illustrated earlier (see Section 8.3 The Structutieeolinstitution). As an example, if a
resident wasn't in the dining room for mealtimes, staftild have to supervise him or
her in the bedroom while eating, meaning that staff wbalthken away from other
tasks. Because staff had many tasks to be completed gaheimesidents to comply with
their wishes essentially made their jobs easieh fedver repercussions from
management and others for uncompleted tasks.

But they very soon adapt to your way of thinking and when they’re adapted to

your way of thinking, they’re unknowingly to you, they’re forcing yoivéothe

life that they have prescribed for you. [Brian, Feedback Interview]

When residents didn’t necessarily co-operate or wiesidents’ body needs
became an inconvenience to staff, staff were quick t@$dents know their displeasure.

Joyce and | brought Maybelle up to karaoke with two other residents. We had

wait for the nurse to give her meds. The nurse got her up out of bed amar put

shoes on. She rolled her eyes as she walked out of Maybelle’s raelu.{6ies,
October 4, 2006]

220



In fact, in Rachel’s case, as mentioned before, shegped giving her the bedpan at night
by telling her to go in her briefs. She finally stopped agskitem for the bedpan and
would go to the bathroom in her briefs during the night. &imformed to staff requests

of not using the bedpan at night.

Elaine And what about at night with the bedpan?

Rachel | don’t have it at night.

Elaine You don't at all ask for it anymore?

Rachel No. they told me just use my briefs, so | do. | don'it)iket | do.

Elaine I know you were really upset about it at first.

Rachel Seems to take all your, everything away from you when you have to

use them. But ah, doesn’'t wake me up either in the night. Lucky |
don’t have to wake up. | hate those bedpans.

Elaine But it takes away a lot of dignity, doesn’t it?

Rachel Yeah. Cuts right into your back.

Elaine So if you would have still had a choice, you probably would still
used the bedpan, right?

Rachel Yes, | would have still used the bedpan. But | didn’t have a choice.

Because every time I'd ask for it, they’d say just use yoafsrso
| just quit asking for it.
Elaine Awful. [Interview Two]

By the third interview with Rachel, the staff had stdrbringing her the bedpan at night
again. | am not sure whether Deborah, her granddaugtiedtto staff or whether
Rachel herself commented to someone about the situbtibshe was given the bedpan
at night again. However, some staff expressed thgmaehsure at doing this, according to
Rachel. Deborah, Rachel's granddaughter, was concerned @dssible repercussions if

she were to mention some of the issues she had witlasthwith Ridgemount.

... And then do you make a stink about it? And then risk her getting
neglected?...So, | let that one pass, and Grandma’s doing better.

There were also instances where staff were accusttorthings being done a
certain way, and if residents threatened their rostis&ff were unsure what to do. In the

example of Brian, they could not accept that he welddp in his chair or go to bed later
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than others. That was not the typical routine ofsadent, and so they attempted to make
him conform to their wishes.

Like they ran into a solid wall. That's why they came to me andwhat;s going

on here? We can’t do anything to him. He’s resistant to care. He'soaot

operating with us... And then what happened is, when | was on evenings, | would
go in there and talk to him, and | would assist him to the bed. Say okaif,show
time for you to lay down. I’'m going to help you in bed, and this is whae

going to do. And he was okay with that... He doesn’t argue about his physical
care. He seems to have accepted that this is the way it isTihese are the

routines. Yes you do have to go to bed and lay down and go to sleep. Or you can
stay up later or sleep in a little later if that's what you cho@sé.you have to
acknowledge that when you ring, we can’t be there within two minutesetio m

your needs[James, Nursing]

James | guess we had to do a lot of education here that this is the stage
that he’s at right now. And we had to go ahead and respond to his
needs, decrease his anger, make him feel comfortable, and to be
able to allow him to settle. And some of the staff seemed td take
real personal. Like this is our routine. Why is he breaking our
routine? He’s not allowed to do that. It’s like, well, what was he
hurting anyway? He'’s just hurting himself. Like | said, we just
have to look at where he’s coming from now, and slowly work
toward what we want to accomplish. And then get everybody on
the same page and realize it's not about them and their routine,

it's about him.
Elaine So it was from your part, education of the staff?
James The staff, and education for the resident for different rowtiks

expectations. [James, Nursing]

In Brian’s last interview (feedback interview), he menéd how staff forced
residents to conform to their way of doing things.

They amaze me in the hidden intelligence of the people here. Thefodmtou

to do anything knowingly, but they’re forcing you to change to their weging

it, whether you like it or not. And they're pretty darn good attiellithem they’re

sneaky Petes. Some people are not, they’re not winning, but theyhg ilosi

another way. Like life is only as pleasant as you make it. Armdiife not a total

dud, you learn to accept their ways that they’re forcing on you.

There were specific repercussions for residents if dngyot conform to the structures

of the institution and staff requests.
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| learn that if | cause trouble, it may be a deterrent for how amg s met. And
people learn that. And I really would like to say that that doesn’t happeh, but
know it does. | know that it does. Because | know that those indwidhal may
be deemed difficult or not conforming their care as in a sense of hanms®n
may not be lowered, but in how it's done. As in, oh, it's so and sgus$ingoing
to make them wait for 10 minutes. And I’'m not going to respond. And the people
that live here know it. Because I've had many residents say tiosaid,can you
talk to the nurse about that? | can be with you. No. no. Because théyie: a
Now to me, you can be afraid of something because you don’t know what to
expect, and that's a reality. But we can also be afraid of somethirgiseeve
know and we’re afraid of those consequences. Because we're awhesof t
happening. [Karen, Recreation, Initial Interview]

The repercussions of not conforming to staff requests tneeemnflictual
relationship with staff. While some residents may havget on this conflict, the
participants in this study, particularly Rachel and Brlaarned to give in to staff to keep
the peace. Rachel talked in detail about co-operatingthgthurses. While she didn't
necessarily wish to go to bed so early in the eveningkrsée the nurses had limited
time. She also knew that if she refused care afrtteewhen the nurses offered it to her,
she may not receive assistance when she wished it. Asshweoften went to bed early

in the evening when the staff had time to get her ready.

Elaine Does that make the evenings long?

Rachel You don’t have too much going on in the evenings. No, | come
back to my room and | go to bed early. | go to bed around 7:00
every night.

Elaine Do you? Now last time you said that’'s because the nursing staff
gets you ready and puts you in bed at that time. Is that still?

Rachel They come in and ask me if you want to go to bed. | usually get

ready for bed because | feel too that if you say no, | don’t want to
go yet, you're putting them out.

Elaine And then you might end up getting to bed later too, right?

Rachel You've learned to co-operate with people.

Elaine So that's the name of the game, eh?

Rachel That's the name of the game. Co-operation.

Elaine Yeah. So to adjusting to living here too, is that co-operating with
staff? So kind of going at their schedule? Is that?

Rachel Like they don’t put me to bed, tell me | have to go to beda$key

me if | want to go to bed. And usually if | don’t sleep in the
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Rachel

Elaine
Rachel

Elaine

Rachel

afternoon, I’'m ready for bed. But | usually get at least an hour’s
sleep in the afternoon.

And are they usually pretty good about coming to put you to bed in
the afternoon and then getting ya’

Taking me to the bathroom and then putting me to bed. | have no
complaints about the nurses here. They’re all good...Yeah, you
gotta co-operate with them. Let them do things while they have the
time. Because by putting you to bed, for one thing, they have time,
and then if you say no, | want to stay up for another hour or so,
then they don’t have the time to put you to bed.

And that’s not intentional?

No, it's not intentional. It just doesn’t work out that way. Semmwhe
they come here after supper and say are you ready for bed? | say
yes. Because | can lay there and watch TV as well as | can sit in
here.

Yeah, that's true. And you said you go to bed pretty early some
days just if you haven’t had a chance to have a nap in the
afternoon, right?

Yeah. [Interview Three]

Brian also learned that he had to co-operate and getwaitmghe staff. At the

beginning, he recognized that he would exasperate thaistaféntionally.

There are always some people in there that can’t get along with thessBut

you learn through the years that nobody’s perfect, not even yourself. You don’t
think you’re doing anything that will exasperate somebody, but you are doing
something. So you learn to take it, and just go with the flow. {lieterOne]

Brian’s conflict with the staff over sleeping in his chanly lasted a couple of weeks,

according to one of the nursing staff, until he adjustadicomplied with staff's requests.

However, there were still issues with some of tladf segarding the dining room and

mealtimes, although Brian described getting along bettérthv staff now than at the

beginning when he was first admitted.

Elaine

Brian

So have your feelings toward this place changed since you've
come? Over the past five months?

No. | think it's a good place. And you have to get along with

people in order to accept it. You can't, if you fight it, if you don’t
like it, you're fighting it. If you're fighting it, you don’t kkit,

you’re not going to like it. ‘Cause nothing’s going to happen your
way. For every person that you are, there’s 10 out here that’s gotta
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work for ya'. You've got to accept each and every one of them as
they are. And | find I'm getting along better with them now than |

used to.
Elaine Are you?
Brian When | fought with them before, it was always in my mind. A

mental thing. And | find I'm getting along better with them now
than | did before. [Interview Three]

One of the staff described how much Brian tried toma@mise with the staff and his
routines and wishes.

And you know with certain residents they just hit the roof and thieneidy

involved. There was nothing. He was just oh, they don’t want to takél fust

do the best | can. He tried, he really knows what compromise ignaylbe it's

his background and the way he worked his way up through his life, but he knows
that you kind of gotta meet halfway. And he realized that when he caméleer
didn’t have to learn that. And that's one of the biggest rules of adjnstimat |

think the residents learn here, is that okay, you're right and deeistaff right.

So now okay we're not getting anywhere even though both of yous is rigkt, so w
have to compromise, and we have to come to something that's going to be good
for both of us. [Sarah, Recreation]

Brian gradually came to accommodate the staff's wishes.

And if they want to do something to me, like give me a bath or samdthion’t
fight it. When | came in first, | didn’t want to change my habits. Wvisinormal.
It's like quitting smoking. It's not something you do with pleaséirel | would

say to them, can you, they would come and say to me, it's batidirsey, can
you wait half an hour? I’'m watching a horse race. You realize that they're
changing their schedule so much that it's such an inconvenience that ifldwey a
you to do it, they suggest in a odd manner, that maybe you should get up and
come with, you know? So now | do it. They know darn well what tikeerhy

bath and what time my horse races go on. But you adapt to their wagy as lif
much as they adapt to yours. [Feedback Interview]

Residents learned, then, to cooperate and comply withrstarder to get along with
staff and to avoid being an inconvenience. In this waydeess accommodated the
body—they cooperated and complied until they becam&bodhey conformed to staff
requests and conformed to the structures of the instituherfunwritten” rules and

regulations of the facility.
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The unwritten stuff that people very quickly in their transition hesen to
conform to. And it must be pretty strong because people do conforrfKiardn,
Recreation, Initial Interview]

8.6.3 Accepting-Resisting the Body

There was a constant tension between accepting astimngshe body on the part
of residents. Residents at times accepted their badegssigned identity, the altered
life within the institution, and their body limitationget, they also fought it and resisted
these things. The body reflected the limitations oftibéy, the institution as a place for
the body, and the assigned identity of simply beingdyb®hus, accepting-resisting was
to all of these issues tied together. While this tenaias not completely resolved by the
end of the data collection period (i.e., six months atsidents’ admission), the residents
did become more accepting of becoming a body, of theedlige within the institution,
and of their body limitations.

Edward had difficulty adjusting to life in the facilitgnost particularly his
separation from his wife Maybelle. By the end of theadatllection period, he seemed to
have accepted these changes, and although he still thkeéntteing separated from
Maybelle, he seemed to be more accepting of it.

Elaine So this has been a big adjustment then. A big change.

Edward Yup. A big change for me. But I'm getting used to it. You gever

used to it. [Interview Three]
His statements of “getting used to it” and “never gettisgd to it” reflect the accepting-
resisting of the altered life in the institution and téesions between these two things.

Rachel became adjusted to the facility by the endeofitia collection period.

She had much time to become adjusted with her bodyladtestroke since she had been
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in health facilities for over a year before comindgridgemount, but Ridgemount was
also an adjustment to her. For Rachel, the processcepting was of “getting used” to
life in Ridgemount Facility.

I’'m getting used to everything now. Getting used to the people thiatheoe.
[Rachel, Interview Two]

Elaine So the last time | asked you what it's like to have stigffyoe
with your care in the morning. | don’t even remember what you
said. | know you said sometimes it was really difficult becaose y
feel like you’ve lost your independence. Is that--

Rachel No. not lately.
Elaine It's different now?
Rachel I've got used to them | guess, eh? [Interview Two]

Rachel described, however, that life was sometiméisultfand that she sometimes
became discouraged. Even though she was accustomedliie tisise was still

discouraged and depressed at times with her present cienoes.

Elaine So has there been anything that's helped you adjust to being here?
| know you said you adjusted fairly well.

Rachel My family helped me a lot.

Elaine And they seem like they’re really involved and come afteisit
you.

Rachel And if | get down in the dumps and discouraged, they give me a

little pep talk. You get discouraged and down. You can’t help it.
Because it's not like the life you're used to...

Elaine So you do have days when you get discouraged and down?

Rachel Yeah. And you just want to sleep all day.

Elaine Yeah. So what do you usually do then? Do you usually call your
family or...

Rachel Or work on my puzzles or write letters.

Elaine So you have things to do to make you feel better.

Rachel Yeah, or | call Deborah and talk to her.

Elaine Does it help having friends here so you don't feel so down and
discouraged?

Rachel Yeah. You can’'t do nothing like this for yourself [referring to her

manicure] and you did it all the time before? [Interview Two]
Rachel had accepted life in the facility by the enchefdata collection period. For

Rachel, acceptance was helped along by being involvedivitiastand therapy.

227



Elaine So over the past five and a half months, how do you think you've
adjusted to living here?

Rachel Good. Well | just come to make myself believe thas tisere |
gotta stay, so | just gotta adjust.

Elaine So it's not so much a matter of, it's putting your mind to adjusting.

Rachel Finding things to do, and...

Elaine So what do you find to do?

Rachel | go to the Bingos and | go to the exercises. I'm keeping up m
therapy.

Elaine You're always at exercises every day.

Rachel Yup. [Interview Three]

Edward had a hard time accepting his aging body and his waningeimdience.
His daughter talked about this when | spoke to her.

Even the 100th birthday. If that's what your focus wants to be, you haawe¢o

something. | really try to make sure | keep reminding him abodiligeithat, you

know. Just take a look around you dad. You're a lot older and you're in a lot
better shape than a lot of these people. So quit feeling sorry for yiodusell
guess that’s easy to say. Well | can’t do what | used to. Wétlenaian !

[laughter] But no, | guess it's a whole time has no meaning thing. \Wagjg,|

can’t do the stuff | used to do 20 years ago. Well hello! You're 20 pties |

can’'t do the stuff | did 20 years ago.

[Valerie, Daughter]

It was Brian, however, with his self-reflective antrospective nature, that
described in great detail the tension between acceptahgeaisting the body. | have
included numerous quotes from him to illustrate this paidtgive an in-depth
description of this theme. Brian’s acceptance was baséao inter-related things—
acceptance of his aging and unpredictable body, and acceptflife in an institution.

Brian was still coming to terms with his diagnosis afkhson’s disease,
particularly because the manifestations of his disdaseot look like Parkinson’s
should. He described it as an “atypical Parkinson’s”.

Course it's something [Parkinson’s] that grows on you, you know. It'asot

though you've got a pain in your tummy. It's something with your nervest And

grows on you, so you get used to it. You tend to think you acceptyigltbdon’t
really accept it... you know you have it and you accept it, you don'’y i@atkept
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it. You accept it in a service. Deep down in you resent itla lhit. [Interview

One]

Brian

Elaine
Brian

It was fun. Lots of good times. Then, age put a curb on it. Slows
you down. If your brain is active, you don’t really accept it
because, you don’t resent it, if you've got a spark of intelligence,
you know it's going to come. And you don’t really resent it, but you
don’t really accept it either. You stay in the middle ground, and
sort of, you tend to let things go and ah, just live with it, rather
than trying to change it. But in your mind, you're always cautious.
You're always trying to fight it. You think maybe there’s a miracle
around the...

Around the corner.

When you know darn well there’s not. [Interview One]

At the second interview, Brian still tried to resisé taging body and life in the institution

by reserving some independence.

Elaine
Brian
Elaine
Brian

Elaine
Brian

So you said you haven't adjusted to being here yet.
No., I haven't yet.

Do you think you ever will?
No, | don't think so. | don’t think so. I'll come close, blltdlways

reserve a bit of independence.
Well good for you. As you should. That's what keeps you going.

Yeah. [Interview Two]

By the third interview, Brian was starting to comedons with his life and the changes

that had occurred. Once he accepted that his body wagagd that he needed help, he

was able to accept life at Ridgemount, although he dedctilas “making the best out of

a bad situation.”
Elaine

Brian
Elaine

Brian

Um, somebody said to me once that some people cope with being
here, but they don’t necessarily adjust to being here.

Some people which?

They cope with being here, but they don’t necessarily adjust to
living here.

No, those kind of people are not what | call a fluid person. They
won’t go with the flow. They’re really, what they’re doing, they're
deliberately keeping their mind from accepting what’s happening.
You can’t stop it. You can’t stop aging. We’re older than we were
when you came in here. You can't stop aging, so you might as well
accept it and do what you can. [Interview Three]
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Accepting an altered life meant accepting an altered ging dody, and the dependence
that came along with an aging body.

You're in here because your body is wearing out. | now have to wear a pad at
night. Where | used to get up and go to the bathroom, now I'll wear a pad. And
know that because well | guess my bladder’s going weak. But everyluehg in
wears them. Everybody that’'s old enough to wear ‘em. And you've gotdpt
those things. And you've got to try, if that hurts you, then you're not ¢gwing
accept the life you're living. You’re going to try to fight it arai can’t fight it.
[Interview Three]

At the third interview, Brian was more accepting of heggdosis and trying to make the

best of things.

Brian And the doctor was in Sunday afternoon, and sat here for five
minutes. He told me | could have any Tylenol 3 | wanted, except
there had to be four hours difference. So that tells me that what
he’s telling me before there’s no, at my age, there’s no ctse. |
all maintenance. And | believe him now. So I'm starting to make
the best of what | can.

Elaine So making the best of

Brian Making the best of a bad situation. [Interview Three]

Brian also talked about his struggle to accept living iacadify and what that entailed:
And the experience in here has been great. Although it never leavasipour
that you'd like to go home and stay home again. If | did that, | may nbeagktin
here. [Interview One]

The institutional life was not necessarily accepted bgrB but he stated that he put up

with it. Leaving the facility to visit home was a staekminder of how life had changed,

as Brian described through his reflections on his expesanth his mother. According
to Brian’s perceptions, putting up with and learning to live Wwithcircumstances was
different than accepting institutional life.

Elaine What about your routines during the day? Have they changed

since you've been at home and moved here? Like how your day’s
structured, what you do during the day?
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Brian

Not a great deal. | can remember my mother, she lived in a plac
called Pinemount, an old aged home. That's 30 years ago. And |
remember going picking her up, taking her out. She got to telling
me that after a while, don’t take me out. Come to visit me, but
don’t take me out. She said, you know you gotta go back. And it's
just not pleasant. It's the same here. When you get out of the car,
you go back in, you know where you're going. And you say you
accept it, but you never truly do. You more put up with it than
accept it. [Interview One]

Brian’s acceptance of his life in the facility was iiffit for him, particularly at

the beginning.

How long can this go on? The doctor tells me, you've got another ten gears t
live. And | told him, gees no. | don’'t want to live in a room tlike for ten years.

[Interview One]

By the second interview, Brian realized that coming thifacility and accepting this

life was also accepting immanent death.

Elaine

Brian

So how come you think you’re coming out of it? Is that getting
more, | don’t want to say adjusted or getting used to being here, or
are you just making up your mind that this is what you need to do?
Making up my mind... my mother used to say you make your
match. Someplace in the world there’s your match. | think | met it
right here. The only thing is that you have to realize you never
accept you're here until you die. [Interview Two]

Brian had a difficult time accepting institutional Isexce he had not anticipated coming

into Ridgemount so soon, and he felt that he and hiswafe managing well at home

together. By the second interview, he was starting ¢decdhat institutionalization was

necessary because of the needs of his body, but heotvascessarily ready to accept

institutional life.

Brian

...and here | haven't given it a chance. People that | know are very
friendly. The ones I've got to know. And you have to accept that.
‘Cause you ain’'t going no place else. The only thing I think I've
been feeling sorry for myself because | couldn’t see my wife. |
guess, she’s in poor health too. And | accepted that because | knew
it for a long time. | accepted it, but | couldn’t accept the fact tha
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Elaine
Brian

Elaine
Brian
Elaine
Brian
Elaine

Brian

would all happen at once... To me, | wasn't quite ready. Although
if I look back and see the care my wife was given me, | should have
been outta her hair. But | didn’t expect to have to come in here.
Because coming in here is so final... But I'm getting to a point now
where | haven’t accepted it yet. If someone said let’s go foiva dr
this afternoon, I'd be gone. My legs are such that if | get in the car,
| can’t get out.

Oh, because you can’t move around.

Can’'t move. And you don’t want to accept that. If you're sick and
your mind is as sick as your body, you accept that. My body'’s sick.
My mind’s not. | say it's not. It might be.

| don’t think it is, but...

Yeah. | haven't accepted yet the fact that I'm here.

And like you said, it's very final. Being here.

Oh itis. Itis final.

And that's something that you have to wrestle through and come to
terms with. And ah, and if you weren’t ready to come in here, and
of course with your dog and your wife and not being home
anymore. It's a lot of changes in a short time.

If you were home waiting to come in. | wasn’t... So once yau're i
here... it's finalization. [Interview Two]

The accepting-resisting was also about the finalityfefand the reality of death.

Brian

Elaine
Brian

You're very independent, but when you go to do something like put
on a shirt with your arms over your head, the arms won’t go. Then
you, the old brain will say hey wait a minute. If you know that the
place is here, not to prolong your life. Nobody can do that. But
they can prolong the attitude that you have about the place, they
try to make you accept that without telling you. They don’t come
out and say you're going to be here until you die. They come and
interview you and put it in your mind that you ain’t going no place.
You is here for the rest of your life.

Without actually telling you.

Right. They let you realize it by yourself. And if you do jfmatre
okay. If you try to fight it, you'll fight a losing battle. And no one
else can lose, you can lose the battle and still win the war. But w
wants to lose that battle? And nobody can tell you that you’re
winning or losing, you've got to realize it for yourself. [Interview
Two]

The awareness that life was slipping away, regardiessve he tried to fight and resist,

was part of accepting the body and institutional life.
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They [new residents] fall into the routine. If they’re not fightit, they fall into
the routine. Which is a good thing. You can'’t fight so go along. If you tightli
you lose, it'll only break your heart. You have to give in to aging ayalifgive
in. Some people say you're giving up on life, but your life is givinghumou.
[Interview Three]

Brian

Elaine

Brian

| think, Elaine, I've accepted change enough to know, that all I'm
fighting, if | want to fight, all I'm fighting is the obvious. Itiset

not so obvious, the things that sneak up on you. Such as age. You
don’t know when you go out here today, that you're a day older
than yesterday. Because it hasn’t come to you. And to anybody
your age, it's a different life because you move into it. And after
being in a building like this for a period of time, let’s just Hage

or four months, unknown to you, you have changed. And you
accept that changed...unconsciously, subconsciously, in your
thoughts that you don’t use all the time, there’s a change
happening.

So for you, the whole coming to terms with everything, and
accepting everything isn’t just about coming here, it's about
accepting—

Life in itself. [Feedback Interview]

Accepting the body was a process that occurred for reésidéer coming to

Ridgemount. Not only did residents have to accept beconaidg®in Ridgemount

Facility, they had to accept aging and unpredictable badieg with an altered way of

life that bore little resemblance to their former $iv&Vhile residents tried to accept this,

they were also fighting this at the same time. Theita between acceptance and

resisting or fighting was not completely resolvedh@ligh residents seemed to be able to

live with this tension, rather than completely acaggpthe body. They understood at

some level that it was better to give in and accepitutisinal life than it was to fight the

changes. There was just no use in fighting anymore.

8.6.4 Re-Creating The Body
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There were ways in which residents re-created tloaly lidentity in order to
resist the assigned identity of being a body, whichasautcome of these institutional
and (inter)personal processes of socialization. Retsidercreated and redefined the
body through alternative identities. These identitieseanot necessarily salient in every
circumstance, particularly in interactions with staffit they were shown to various
people in certain circumstances. These alternativeiigsnior ways of re-creating the
body, were varied for each individual, but of utmost inioce.

When Edward became sick and had to depend on staff foreelggcame very
depressed and wanted to die. Being dependent on staff fos albdy care needs was too

difficult for him to cope with.

Elaine How was that for him [when he was sick]? Because he was so
independent before?
Jennifer | know, and it was traumatic for him. But we kept insglin him

that it's just because you're sick, and you're going to get better,
and you won't need this. It's just because, you know, you can'’t get
up, you're too weak, you can’t get up to go to the bathroom all the
time. and he himself was saying I'm having accidents and he didn’t
like that. That's why he wanted to die. Many times he would say,
you know, this isn’t good. And he wanted to die.

Elaine Like after he’d had an accident?

Jennifer Yeah, well, you know, just because he needed help. And he wants
to be independent.

Elaine Good for him. What's his goal? To walk with the cane before his
birthday?

Jennifer Yeah, exactly. What a man. [Jennifer, Nursing]

Edward re-created his body by reclaiming the aging boidgeSe was almost 100, he
reclaimed his aging body as something that was not coshpleegative, but was
something to be proud of. He wanted to reach hif' tdthday and walk with a cane. In

this way, he was reclaiming his aging body identity astpesirather than accepting the
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negative connotations that are associated with agevadelso resisting having to

succumb to only using a walker.

Edward

Elaine
Edward
Elaine
Edward

| don’t figure | got too many more years to live. I'll beimg 100
before the end of this year and | hope before the end of the year
that | can walk around here with a cane. I've said I'll walk around
with a cane.

Good for you.

| may not be able to do it, but...

You're going to try.

I’'m going to try. And | won't fall down doing it. [Interviewurée]

Rachel refused to accept the relationship boundaries #dratdefined by staff

and that contributed to becoming a body, and viewed haiaeships with most of the

staff as being very close and friendly. She claimedlantity as being different than

other residents, and it was because of this differthatestaff were friends with her. She

did not accept the boundaries of staff relationships wikfimed her as a resident, as a

body, and as similar to other residents. The focusi@mbaody in the staff-resident

relationship was expanded to a more personal relationship atlowing her to recreate

an identity beyond being just a body.

Rachel

Elaine
Rachel

Elaine

Rachel

Yeah, and I've got to know a lot more people. The nursesalllike
the nurses. They’re good to me.

Yeah. They all seem really nice.

They spend a lot of time talking to me because they saltkl'm t
only one they can talk to.

Yeah, there’s not very many they can have a good conversation
with.

That's what they said. [Interview Two]

Rachel's relationship with staff included the nurses takxtcagime to paint her nails,

which was not done for every resident.

Rachel

Elaine

I'll have to see if my nurse comes back tonight. She should be i
tonight. Her and my son sat here and laughed and talked, ‘cause
my son knows her dad. They used to party together in Longhill.
Oh wow.
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Rachel

Elaine
Rachel

Elaine
Rachel

Elaine

Elaine
Rachel
Elaine

Rachel
Elaine
Rachel
Elaine

Rachel

Elaine
Rachel

And they were sitting here laughing and talking, and then she put
me in the corner. And | laughed and said good for you. She’s good
to me.

That’s Victoria?

Yeah. She comes and does my nails. She done them after she was
done work at night.

Oh, isn’t that nice?

And the old ladies, that bothered me at that other table, says |
don’t know how you get your nails done all the time. I've been here
for three years and I've never had mine done. Maybe if you were
nice to people they’'d do it.
| was going to say, it probably helps...[Interview Two]

So how do you think Rachel your relationship with the staff is?
Good. | get along good with the staff.

And how do you think they think? | know you said they liked you
before because they could have a conversation with you.

Yeah.

So do you feel like they know you?

They often come in here and talk with me.

Do they? Rather than come in and just help you and give you
care?

In the evenings they’ll drop around and sit on my bed and talk to
me.

That's nice. So it's more than just them helping you with stuff.
Yeah. [Interview Three]

While Rachel said she had a very close relationship wetistdff, | am not sure to

what degree this happened since | was not able to witnessitanactions. One staff,

Martha, stated that she didn’t think Rachel had anyqudatily close relationships with

nursing staff.

I've never seen anybody take a special, real liking to her. Aod’'t know if

that’s the right word, but | don’t know. But maybe because she is so nu#ayie

and knows what she wants and can say it. That she was not one they readly may
worried about, right? So, | don’t think anyone’s necessarily gone out ofwhgi

that I've seen. [Martha, Recreation]

The nursing staff that | interviewed stated that Rakbhdladjusted well to the facility

and that she was co-operative and pleasant to staffidbuabt discuss any close

relationships that were formed between her and stiafeS was not on the unit all the
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time and did not have a chance to observe care atigna, | am unaware of the status of
her relationship with staff. However, Rachel feltttblae was very close with the staff
and this was an important part of her identity. Beingelw the staff was a different
identity than other residents could claim, and it ateated an alternative identity than
simply being a body as assigned by staff and the struatfithe institution. Rachel's
relationship with staff went beyond the body, allowiry to create an alternative
identity to the body in this interactional context.

Rachel also re-created the body by focussing on her apgeaend continuing
many of the beauty routines that she had previously niagéataWhile she required some
assistance now, she was still able to maintain thibgstaher appearance that
contributed to a sense of well-being. She always likdtht@ her hair done and make-up
on, as well as her nails painted. In this way, her beay not one simply in need of care,
but was also a body that could look its best, despitegh@d and disabled.

She said she always used to take care of her nails, and put nail polish on them

about twice a week. She said, “It's important to look good. Some of thein don’

care at all about the way they look.” | replied, “It makes you feath better
about yourself, doesn'’t it?” “Yes”, she agreed. [Field notes, DecerBb2005]

After | finished her nails, she looked at them and said, “Oh, th&t $@emuch

better. | can go out now.” Later she said, “Oh, that feels so netter. | feel

more like myself now.” [Field notes, March 13, 2006]

Staff mentioned the importance of appearance, partigdtarfemale residents.

And they don't, like | shouldn’t say they don't care, staff doesnd,daut it's not

the same as their own appearance. They just think they’re not going out

anywhere, so if their hair isn’t brushed properly, or their oral health
care...Because it's about personal care. It's about appearance. It's aboutdook
well and feeling good. [Karen, Recreation, Initial Interview]

Because if you look up, and they see themselves at 25. How do yoursed

now? And we even do that. We look at a picture and say, wow, weregyou ev
beautiful. And I've said that. So does that mean I'm saying you're no longer
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beautiful? Or beauty is in youth? We get caught up in that. And isn’t that our

society anyways? | mean, everything is for the young, and you’re only beautif

until you're 30, and then, so, and | think we’re guilty of that as staffftbat we
see that. That we see the beauty and now they’re just here. [Keereation,

Initial Interview]

Brian found his alternative identity in focusing on his misdtee primary body
identity. Since his memory was good, this was the coumtertive to his body. In this
way, Brian also defined himself as different from otte=midents. In defining difference
from other residents, these participants were alsotabie-define themselves as different
than the bodies they were made into. Brian definedddy-entity as his mind. Other
residents were confused and not able to carry on come#rsaand as such, were very
different from him.

Brian But that’s typical of the people. There’s no way to carry on a
conversation. Mostly women around here. Some men. No way you
can get close to them to talk to them.

Elaine Which must be hard for you if you don’t have anyone to talk to.

Brian You try to talk. You say hello. They smile back. It's not matiah

conversation. [Interview One]

He then went on to describe the accuracy of his memdrigh differentiated him from

others.
Brian Because you're, like, my memory is crackerjack Atk
Elaine It's amazing, yeah.
Brian They test it every now and then, you know. [Interview One]

When he described other residents, he described them digterdly than himself, and
stated that he could not have a conversation with them.

| asked her her name and she just looked at me blank. She is pretiypwall of

the patients on this floor. ... But that’s typical of the peoplerelffi@o way to

carry on a conversation. Mostly women around here. Some men. No way you can
get close to them to talk to them ...You try to talk. You say haky. smile back.

It's not much of a conversation. [Interview One]
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He then described in the second interview how his bodysigk but his mind wasn't,
which differentiated him from others who could not evarryon a conversation.
Can’t move. And you don’'t want to accept that. If you're sick and your isaml

sick as your body, you accept that. My body’s sick. My mind’s say. it's not. It
might be. [Interview Two]

Brian | came in here with the idea that I'm better than the person ove
there. That's not the case.

Elaine Well, you certainly are different than a lot of the people.here

Brian Yeah, when you get down to the basics of it, it's almosathe.s

Elaine Well, that you need a little bit of help. But in termgaafr mind,
your mind is still very active compared to a lot of people here.

Brian Yeah. I've been ah, my memory’s A-1. [Interview Two]

By this second interview, Brian seemed to view his bodh@same as others, yet his
mind was very different from other residents. As laest above;...when you get down
to the basics of it, it's almost the saimi@. some ways, he accepted the identity imposed
on him of being a body, as other residents were bod¢seycreated the body by
claiming an alternative identity in which his mind waoptized. ‘’'ve adapted my life

to this way of living. And the only thing | haven’t changed is my thou@fi¢gdback
interview].

Brian also talked a lot about memories and the raertiemories played in the
maintenance of his identity. Because Brian’s re-craasicdhe body was a focus on the
mind, memories played a significant part in this re-aveah that he spent much of his
time in his memories.

Brian The memories are sharp as long as you have the thing that caused
the memory close to you. | find that if, as in the case of fay wi
never miss her when she died as much as | missed the dog going
down. Now that might sound strange, missing your dog more than
your wife. But the wife was remote to me in the last sikctagple
of years. | couldn’t get to visit her and she didn’t want me to come

and visit her because she knew how hard it was. So | only saw her
once a month or twice a month. And the memories are fading at
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Elaine

Brian

that time. Even though memories are being built, they’re fading at
the same time. Now | miss her, but I'm starting to live anditeer

Like you say a small room. And I’'m not the only person. But ah,
you have to think about a thing before you get the memories.

So the process of everything changing and missing your wife
happened long before she was gone.

Yes. Yeah. See a year ago last month | was in Sunview Home, and
that started the whole thing. It's been a year and a half we’ve been
totally apart. Sure, the memories now are shorter. They’re greater
but they’re not as often. My niece brought in a little Labrador dog
the other day. Looked just like Shadow. The memories came back
then. And | remember her too because we had to put her down.
Right in the final part of her life. So | remember the good things
about her. [Interview Three]

Brian did not like having personal pictures in his roomfélethat memories as an active

part of his life were better served without pictures;esipictures only served as a

snapshot, while his own reminiscing allowed him essentialiglive the memory again.

| remember my sister saying, she didn’t particularly care foamera. Why not?
Well, a camera is a fake piece of your mind. You look at those @idture
remember something. Because a picture’s a past. You look at it and you
remember something. She said if you can’t have a picture in your mivchbf
you saw, then you’re losing something. I'm the same way. | donit.like
[Interview Two]

Brian

Elaine
Brian

Elaine
Brian

Memories are something that you make, or memories are
something that can fade. You never lose them unless you've got a
disease to make you lose them. But you realize you can only take
them so far. All the pictures | had, like Doris and | had, theglre
gone. There’s no point in

You didn’t keep them?

No. | never believed in the camera. |, memories are in lyin,

your mind... | never believed in pictures. Pictures only remind you
of one time. they don’t remind you of your full past. Memories are
in your past, they’re not in your future. And if you have an active
mind, your memories are better than pictures. Pictures are
something that if you were to rehash, something to bring back a
memory. You'll notice | don’t have a picture of my wife here.

| noticed that.

She had a picture of me. On the dresser. But | didn’t havewaeict
of her. There was a picture of our wedding picture, that’s all. |
never really, like, we shot a deer one time. A young fellow and |
shot a deer one time and we thought, it was a huge animal, and |
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believe now it was almost a champion. We never took a picture.
But | still got the memory of that in my mind. | can go through the
whole thing from stem to stern. We get in the deer and clean him,
how big he was. How big the horns were and everything. Never
had a picture. Can you put my legs up here? Memories you can
only take so far. My sister used to say, you can only take them to
the grave with you. You can’'t take them in the grave. She’s right
you know. [Interview Three]

As evidenced in this following quote, Brian’s memories werals@ in his mind that he

could envision himself in another place. He was not cetgembering, but reliving his

memories in place.

Brian

Elaine
Brian

Yes. | still, it's May June July. April May June Julyet® near

four months since we put her down. I'll still see a shadow on the
floor and think it's Shadow. I'll read something in the paper and
think gees, I'll go and tell Doris. And | haven't been able to do that
for a year and a half. Time drifts by and you realize you can’t stop
the clock. You realize time goes by. Like my wife died June the
fourth. Today is July 10th?

11th.

Nine, ten eleven. It's a month and a week. And it'sistity mind

that she’s in the next room. Or like my young lad came in
yesterday, my niece’s son. Brought me a ... pile of shorts. And ah,
he said | gotta cut the grass. | can envision him cutting the grass
around here, 1 still think this is home. | still think in my mihis is

the house. [Interview Three]

Brian described how he treated his past as an actyehf by doing this, he was able to

go with the flow and change with the times.

Well, 1 try not to dwell on them, but you can’t help thinking about them.I'm
the kind of a person that, I've got a good memory. But again, | donlk omvéhe
memory. | treat my past as an active life. And | have alwagd toi live
unconsciously, tried to live every day as if it were my ladidnt’t think of it that
way, but | was very active. That’s probably one of the reasons ddnytiget too
lonesome because | kept changing with the times. | cannot say consdtously.
wasn’'t as though | was trying to. | just went with the flow. My angreerved me
well. [Interview Three]

There were many ways that residents re-created tietbaedefine an alternative

identity to being a body. In many ways, focussing omthr&l as a manifestation of self
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was one way residents attempted to resist being defineth@dy without a voice.
Claiming and reclaiming alternative identities also providegisato resist being defined

as bodies.

8.6.4.1 Recreation as Re-Creating Bodies

Recreation in the context of Ridgemount played aneasterg part in the tensions
around becoming just a body and re-creating the body. Steh used recreation
programs to help residents fit in and become a paifeahlthe institution, as was
described previously (see Section 8.5.4.1 Managing Throughri@eltin this way,
recreation programs served a purpose in creating bod&sdngly encouraging
residents to attend and become a part of the institltide. In the same ways that
residents were expected to conform to the routineseofacility, they were also expected
to attend programs. Yet recreation, both as formairdndmal activities, for the
residents played a significant part in re-creating ttedybRecreation reinforced each of
the alternative identities that Edward, Rachel, andrBdefined for themselves.

Edward’s focus through his recreation was on his bodattéeded exercise
programs and spent much of his time walking around thityaa keep his mobility. He
did participate in some recreation programs offered byaitiéty. At the beginning, he
attended exercise programs consistently every daypugthafter his hospitalization and

a sore shoulder, he did not attend as often. Hisatere however, was focussed on the

body.
Elaine Do you go to exercises in the morning still?
Edward | don’t exercise now. | got one shoulder. | don’t know what
happened to it, but just right in there someplace.
Elaine So you don't go to exercises in the morning then?
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Edward Oh, I tried it for a while, but...the lady was in this morning
wanting me to go, and | said no. And | hated to, | like that
exercising. It's good for ya'. Of course, that’s all differeoifirthe

work.
Elaine Because you go for walks during the day a lot for your exercise?
Edward Oh yeah....
Elaine So what about the other activities here? | know you’ve got your

calendar up here. Do you go to a lot of the programs they offer
here or just here and there?

Edward Just here and there. | look out over as soon as they put a new
calendar up. There’s so much on that you can't remember and you
just put a little mark on whether you're interested in or not. That's
it.

Elaine So what do you usually go to? Music events?

Edward Well, today | went to the sing-song. Well that was only for 20
minutes. You might go and walk or something. | do quite a bit of
walking. | used to do a lot, but the last three or four days, | haven't
walked near as much as | should. But it’s just that | got lazy. I've
had me but | find | can’t walk as much as | used to. I've got to give
up a lot of it. [Interview Three]

While Edward’s walking did slow down somewhat due to his unptablie body,
he still walked three to four times a day around the Uihie programs that he attended
were often the big events in which Maybelle would benditey too, so they could
participate together. In this way, he also reinforceddéstity of being a spouse and
being Maybelle’s husband. Whether this identity was inb@ally reinforced or not, the
outcome was that everyone, including many residents, kmwEdward and Maybelle
were married.
Joyce brought Maybelle up to yoga. It was probably about quarter after two, 2:30
by the time Joyce brought her up. When | asked Joyce about it latéraghe
stated that Maybelle had gotten up out of bed and was asking where Edagard w
So Joyce, although she had a music program, took her right up to see Edward. W
made room for Maybelle beside Edward so they could sit together. Sbé smi
when she saw him and said hello. [Field notes, September 22, 2005]

Rachel attended most of the recreation programs tha effered in the facility.

Recreation played a number of roles for her. Onewale helping her to adjust to the
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facility. As she stated earlier, participating in reti@en programs helped her to adjust to
the facility by getting to know people.

However, participating in programs also offered her opmities to become
close to the recreation staff, thereby claiming antideaf having a close relationship
with the staff. Recreation programs allowed her ta@é&nhow many people, both
residents and staff, in order to develop those relatipashi

You meet a lot of people when you go to therapy and exercises and, | go to
everything. [Interview Two]

Elaine Yeah. So um, in terms of the other residents here, have yau gotte
to know some of them and made some friends?

Rachel Oh yeah. Yeah. | know a lot of the women.

Elaine From where? From going to programs? From the dining room?

Rachel Bingos and that. And the dining room.

Elaine Do you have anyone that you meet outside of programs, or is it
that you just kind of see them in programs or in the dining room?

Rachel Yeah. [Interview Three]

Rachel especially had a close relationship with Johmingy,of the part-time recreation
staff. She described how he makes an effort to ensurshbattended programs.
| go to all the entertainment. | go to Bingo. | take in prettil exerything.
Johnny makes me. He’s a big guy. And when he comes here and says come on,
we’re going, we go. [Interview Two]
Brian refused to attend recreation programs. Sincalteenative identity was
based on his sharp memory and his bright mind, and he viewsglhias being so

different from other residents, coming to recreation maogrwould have reinforced the

identity assigned to him by the institution and may havenddfhim as similar to other

residents.
Brian It's not a routine, but it’s a, strictly a one man routine. kkeme
and invite me to go down and play Bingo, and that doesn’t excite
me...
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Elaine
Brian
Elaine
Brian

Elaine

Brian

So you don't go to any of the programs, well, obviously not Bingo
which | can understand.
They have a sing-song, but I'd rather not. [Interview One]

You're not much into the activities, are you?

No, I'm not a bingo player. See, my mind hasn’t slowed down.

I know. And they're geared towards a certain type of people that
you don't fit.

Yes. You can'’t, they couldn’t be geared to me or to a person with a
fast thought. Instead they're geared to a person with a slow
thought. They have to find a happy medium and sometimes that's
not there. [Interview Two]

Brian, however, did pursue his own activities that helpethaopen his mind and connect

him with the outside world, such as reading the papdchivey the news, watching

sports, reading magazines and books, and thinking.

Brian

Elaine
Brian

Oh yeah, I'm accepting it. It's tough though. As long as you keep
your mind active and you don’t have to go on no job to get your
mind active. You can keep your mind active just by reading and
thinking.

Keeping up with the news and everything, which you do, right?
Yes, as long as you keep your mind active. You'll find it'sanot s
boring. [Interview Three]

Recreation, then, as planned and structured by the yapiityed a part in socializing

residents into the long-term care environment, thus ¢onimg to the process of being

made into bodies. Recreation also played a part ingaing the body for some

residents. Thus, the recreation programs that were prbfadeesidents were consistent

with some residents’ identities while other residenfisse to participate because they

were not consistent with an identity they had oftkelves. Brian, for example, did not

participate in structured programs because they weredyeaward people with a slow

thought, which he was not. Leisure opportunities, as initabedchosen by the residents

in structured and unstructured formats, provided opportunitiees$atents to reinforce

alternative identities and maintain desired identities
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8.7 Helping to Adjust to an Altered Life
Staff talked about the different ways in which theypbkelresidents to adjust to living
in the facility. These included encouraging involvemerdking home, maintaining

independence, and choice within structure.

8.7.1 Encouraging Involvement
Staff encouraged residents to get involved in various aesviti the facility. One
way of getting involved was socializing with other residantthe dining room.

But | find most people that are independent want to get up and be in the dining
room and socialize. The whole aspect of socializing with other residétsda,
Nursing, Initial Interview]

Staff attempted to sit residents together who had siflaifationing levels or who they
felt would get along.

And they try to be very careful who they sit them with in thagli@om too. You
know they kind of try to judge their character. If they’re gonna kesynem not
messy that’s not the word | wanted to say. If they're a feedguihave to feed
them then they try and sit them at an appropriate table. If they're gotints
and converse then they’ll try and sit them with somebody they can have a
conversation with. [Mary, Nursing, Initial Interview]

Well, again, including them at programs. And the really big thing iseall times,
trying to get them social. Sitting them with people that you thinkntiagyenjoy,

and assessing that and maybe changing it. They spend three times a day, that's
over an hour a day with these people for how many years? If they'réha¢re

long. That, this is their home this is where they’re going to be.tivesd, it's like
your own dining room, so you would think that starting there is going to @dJinit
get them included and the whole feeling of being at home and interadiing wi
everyone. [Joyce, Recreation, Initial Interview]

Staff also encouraged residents to get involved in reoreptograms as they viewed

them as being important to the adjustment process. Maihg staff, including nursing
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staff, talked about the importance of recreation prograansicularly as a place to get to

know others.

...then they would typically go seeking out activities because actioa'stbeen
action since probably five or six in the morning. So it's like a goodgbainieir

day is is done you know so they, | really do enjoy the um group um, likiottte
name, | don't like Morning Group, | think we gotta come up with another name
for that because it's more news and views keeping them in tune with the
community, what's going on in their local environment and the world like Ne
Orleans, those kinda things you know. So, and they do simple range and motion
exercises, but the important part of that activity is the um cameaeaded the
communication and the link to current events...the majority of people want to
attend some kind of activity in the afternoon because it's socialleféh,
Management, Initial Interview]

Other ways of getting involved included helping residents rradseds and having

familiar faces around the facility.

8.7.2

It's nice to see, it’s really nice to try and buddy them up s@tmebody for the off
times so they recognize them and then they have like a friengoBeereeds
people, then they have somebody. Say they're having a bad time and they see t
person in the living or dining room. They say oh, that’s right I'm suppasbd t

here and that’s my friend. Or maybe not. [Joyce, Recreation, liitietview]

...try and buddy them up. If you can buddy them up with somebody, that really
helps. [Mary, Nursing, Initial Interview]

Making Home

Making home consisted of staff and families bringing ieg@ssions from home

and trying to make residents’ rooms look “homey”.

We try to remember some of the furnishings that are gonna honour their
memories, things that they, they had in their kitchen for exarpigg kinda
things so, so um you'll see examples of that on Plaza 1, we'veajtest shere
where we're kinda getting we’'ve put the corner cabinet in thereg tiitle
things. [Colleen, Management, Initial Interview]

| think easiest for them to adjust to is probably their room. So tharicourage
them to have their own pictures, their own furniture, having someidarings.
Like have lots of pictures. Have as many pictures as you want.thiavehole
place covered in pictures. Have music that you like. Have your ¥whldve
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things that are familiar to you. Like if you liked to play chesgaones, make sure
that you bring those with you. So things that are familiar to them and tha& mak
them really feel good. Like one of the residents had a computer.iBim@ring
the computer in. Or you got a favourite lounge chair. Bring that in...Yeah,
because that makes it familiar, and it makes it a safe placbéar because it's
something that they can recognize and making sure that their name is on the
outside of their door, and if they can’t read it, then we’ve madetbateheir

name is bigger on the door if they’re not able to see . so yeahkitthat's
probably one of the most important things. [Glenda, Nursing, Initial Ireeqjv

There was, however, a perceived tension between mbhkimg as consistent with the
meanings of their past home and the rules and regulatidhs tacility.

If I sat in a resident's room, what would be their perception of you Kiigw

home was like this and this is like this" I'm not too sure howwloeyd feel about
that, certainly different for them. Um you know that we let tkieonv to bring in
articles from home, pictures, you know a favourite chair, whatgenna be,
everything that they would like to have here no, no. So that might lzeljtiist
difficult, so they love the facility, they think it's gre#.it what they would think
they would have their home look like, probably not... Kinda like when ydu can'
have your favourite rug here or you know you can't have "Boy, if they gaw m
house on a Friday" just sheer chaos and you know you can't have that because
you know housekeeping needs to get in to clean and you know we don't want
anyone falling or tripping or again we’re kinda the rules and, and um things
come into play but, but certainly encouraging some of their lifestyteeipast to
be in the home with them. [Darlene, Management, Initial Interview]

8.7.3 Maintaining Independence

Maintaining independence was another way staff tried to ksldants adjust to
the facility.

I’m in a wheelchair but, you know you can get yourself from point A td Bobr

you know let’s keep your arms strong or your legs strong or you knowrsgatiodi

go to the washroom or just, trying to focus on maintaining the abilditeer

than the disabilities. And again there’s frustration in that but | thivek staff are,

again very sensitive to let's promote or encourage what they can dot'#\alll i

around that whole independence issue. You know like you might not be able to do
this but you can brush your hair or just small little things that can haltesvin

the resident maintaining that identity... | still believe in that vize do it every

day? I'm nottoo sure. | still believe in it you know. [DarleN&anagement,

Initial Interview]
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| think it's to try and maintain as much independence as you can. liktekes
longer to get the resident to brush their teeth by prompting but you Ksow i
something that they can still do for themselves. [Eleanor, NursirtglIni
Interview]

While staff described maintaining independence, the latknefin which to complete
tasks may have interfered with this since maintainingpaddence typically requires an
investment of time. Residents did not mention maimagimdependence; in fact, Brian
described how staff just did tasks for him. Staff may aestbelieve in the importance of
maintaining independence, but may not be able to prabiedd¢cause of time

constraints.

8.7.4 Providing Choice Within Structure

Some staff attempted to give residents as much chsitieey could possibly
allow while still maintaining the structure and routiméshe facility.

So anyway they may go to bed earlier than what they want or we do have um
particularly Floor Three we have a large number of residents whodikgaty up

later. So in all fairness we’ve had to almost develop a rotationadrsysihere
everybody gets that opportunity at some point because otherwise what do you do.
Pick names literally because we just don’'t have the nurses availdfdehave

two nurses available after 10:00 o’clock for the most part. Some féwerghree

but that’s not a lot and then you’ve got breaks there. Yeah so they go to bed
earlier than what they want. [Colleen, Management, Initial Interview]

And | think in explaining that too for volunteers and staff we try aret the
individual needs of each resident. Within some general schedules tHahguef
have to fit....1 think it might not be the way they want things, bilk thetk they
have choice within the routines...So | don't think it meets the needs of 150
residents that live here into the way that they probably lived liwes, but | think
they adjust within those schedules. [Darlene, Management, Initial letgrv

Providing a flexible routine and trying to meet individuatimeeds were ways

that some staff attempted to provide some choice wiki@rstructure of the facility and
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help residents adjust to the long-term care environmeha@ommodate residents as
best as they could.

You know we try to provide a similar routine, you know if they adoeved, if

they didn't get up until 11:00 we just try to maintain that same thowgkgiow try

to individualize as much as possible their care, you know provide, giyedhem
some sort of a preference or some sort of. [Eleanor, Nursing]

So when you do that, you’re not so, we don’t have to be in control. This isn’t

about us being in control. This is about kind of going with what they wargah

there’s rules and policies and procedures here, but what it really cdoves to

is them. It really is their needs that need to get met. Antees to go with that.

And their independence. That's what | find. [Glenda, Nursing]

Despite staff’s discussions of the many things theyaljgrovide flexible routines and
choice, residents still felt that they had to conféona rigid routine, as described earlier.

While it may appear that the routine was somewhat medaged at the beginning
after admission for residents, Brian’s experience suggfestshis was not the case, as
staff expected him to sleep in his bed instead of his chdiegpected his attendance in
the dining room for meals.

...they’re pretty easy going with not following a strict routine in thgariveng.

Like OK, we’ll let you sleep in and then you let us know whenvgot your

breakfast. [Mary, Nursing, Initial Interview]

While staff discussed these numerous methods that theytasssist residents in
adjusting to the facility, residents did not discuss ampese methods for helping them
adjust. In fact, they did not discuss the role off stahelping them to adjust to the
facility at all. The role of staff, from the resiis’ perspectives, was to help them with
their body care and to help them conform to the rostarel the regulations of the
institution. Thus, there seemed to be a significant nicsjue between staff's ideas of

assisting residents to adjust to the facility and ressdeescriptions of their lived

experiences.
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8.8 Making Institutional Bodies

Making institutional bodiesvas the ultimate outcome of the socialization
processes that were earlier describddking institutional bodiesnplies a number of
things, simply by the words used in this phragakingimplies that bodies are made in
interactions and discursive environments, rather thatenlan isolated settings. As
evidenced through these socialization processes, thagnakinstitutional bodies
occurred in interactional contexts. Bodies are nopkirmade through spoken language,
but through body language as well. The care encounter sigaiicant site in which
residents were made into institutional bodies, bothudph interactions, body language,
and discursive environmenfodies of course, captures what residents become and the
disregard of the psychosocial aspects of residentstidtbole emphasis on the physical
body as an object. The body is not seen as an erpgriesubject, but rather as a
receiving object—receiving of physical care and medical tresatm

| think that whole, part of that to me would even be how people sttt that

they're just a body. Where | hear residents are saying staff are réughthey

may not realize they’re being rough. But it's that whole sense cégestg

people as bodies. And rolling people over and moving people and to bathe them

or to do whatever it is that they're doing. [Karen, Recreation,dhltiterview]
Thus, residents armaadeinto institutional bodiesin essence, the themeking
institutional bodiescaptures what residents become once they are gediatito the
long-term care environment. Bodies conform to the institati environment. It does not,
however, necessarily capture how residents view thesseResidents seemed to be

aware that staff viewed them as bodies, and indeeflestt described this. However,

as evidenced by residents’ ways in recreating the bothg bebody is not a fluid, stable,
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and predominant identity at the exclusion of the séié 3elf is still very much present,
alive in history and memories, situated within a biograplioatext (Gubrium, 1993).
The institution, however, does not recognize this setf,tha focus on functioning
expediently and instrumental rationality creates bodies.

| think sometimes because nursing is an entity in itself, | thatkthe mindset is

that | do nursing care. | don’t need to know all of this other stiiff. #eed to

know is this. | think when you’re working with a human being, it cannatdbe |

one thing. Because they’re not one thing. I'm not one thing. I'm not just a

physical body. [Karen, Recreation, Initial Interview]

So you're right. In a sense they have lost, we have forced thene tihéis

humanness when they come into long-term care. [Karen, Recreatioal, Initi

Interview]

In summary, then, institutional processes and (intesipperl processes made
residents into institutional bodies. While these prozessanifested themselves in
different ways for different residents, there wprecesses that occurred due to the
structure of the institution that seemed to be commneomsa these three residents.
Dismantling of the self and the context of the moveewactors that affected the
socialization process prior to admission. Institutiqgrralcesses included placing the
body, defining the body, focussing on the body, managaddidy, and relating to the
body. (Inter)personal processes included internalizingpdlly, accommodating the
body, accepting-resisting the body, and re-creatindpdly. These processes came
together to make residents into bodies, although residemd ways to resist the body
and re-create the body. While residents were livingiwistructures of power, there were
also instances where residents were able to resist shretures and find ways to define

alternative identities. The socialization procelksnt into long-term care is complex and

intricate, involving many different people, different maand spaces, different bodies,
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and different selves. The socialization process tplee® on different levels, including
an institutional level, an interpersonal level, and sqaal level. Brian summarized the
socialization process with this quote:

You know, you live 79 years of your life free. | have come toithstdme way, in
quiet time, | have come to think of how, | hear on the televisiorstima¢one was
tortured. And it makes me wonder how long does it take to break a p&tsan?
they're not torturing me here. And it's not part of their subconsciBus very
silently, very quietly, very sneakily, I'm being trained ¥ lin a solitary
confinement way...You get a chance to adapt if you play the game right. And
allow the adaption through, to work itself out. You'll be betteranfftf

[Feedback Interview]
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CHAPTER NINE: DISCUSSION AND CONCLUSIONS

The findings of this research expand our understanding dbtthg self and
identity, and place within the context of the long-texame institution. In this chapter, |
use recent literature and research to situate the findirthss research and provide
context. | then expand the findings into a theoreticsdulision. The findings provide a
greater understanding of life within an institution andamfiglization into the
institutional culture. | first discuss adjustment anda@ation, and then discuss the
locational context of socialization, the interper@acontext of socialization, and the
corporeal context of socialization, before furthexatizing on these contexts together. |
then discuss recreation and leisure as well as gesglerd in the institution. Practical

implications, future research considerations, and ltmoita of this research follow.

9.1 Adjustment and Socialization

As described earlier, this research study was focusstdte@ocialization process
as the process by which we learn to become membersaziety by performing social
roles and internalizing the norms and values of theegp{Marshall, 1998). Adjustment,
as the adaptation to a particular environment or sefaifars, was a part of examining
this process of socialization (Colman, 2001). The proakadmission to long-term care
facilities has been examined in the past specificatty$sing on the adjustment and
adaptation process. Many of the factors that impactedtawus, such as past experience
with institutions (Porter & Clinton, 1992), internalizing th@mission (Wilson, 1997),
and the perceived need of admission (Porter & Clinton, 1888 evident in the present

study. Residents’ adaptation at Ridgemount was also ingphgtpast institutional
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experiences and the perceived need of admission. Thisyesreceeed of admission,
however, did not necessarily appear prior to or just @itimission, but instead was a
process of reflection, particularly in Brian’s cas@hi (1999) found that residents
“made the best of it” and that residents felt ambivateward their situation in long-term
care. Rachel, Edward, and Brian all spoke of positive éspé&Ridgemount, but did not
necessarily feel ambivalent toward the facility. Intiebeir feelings seemed almost
paradoxical at times, such as describing the facilityraseaplace, yet describing many
negative aspects of the facility and of life in theility. Thus, the participants in this
study did not adjust through ambivalence, but instead creatkeacaepted paradoxical
meanings of the facility simultaneously. Whether restd simply adapted to life in the
facility or actually adjusted could perhaps be argued. Adgistndefined as getting used
to another way of life, was not necessarily a termithuld use to associate with the
residents’ experiences. Edward, for example, became upset as time went on over his
separation from his wife, although he had learned to litle kviBrian discussed
relinquishing his past life as a door that has closed anchew#r open again, but yet
discussed his past often and discussed both his acceptanedl as his resistance to life
in the institution. Thus, adjustment may not necesshela term that describes the full
experiences of the residents. Adjustment to institatibfe has a complexity about it that
is not fully described in the literature.

Adjustment is often seen as a process that becomg@eate and finalized, a
process with a number of stages that residents progwresgh (Wilson, 1997). Indeed,
any specific phases of the process were not evidentse gharticipants’ experiences.

Adjustment was also not a complete and finalized proeesisby the end of the data

255



collection (six months post-admission), the adjustnpeotess was not complete. Brian
stated that he hadn’t adjusted yet by the second interaimvthat he never would. “I'll
come close, but I'll always reserve a bit of independe¢iagerview Two). By the third
interview, he statedYou can’t stop aging, so you might as well accept it and do what
you can’ Brian had come to accept that this was the way litetbabe, though he had
not necessarily completely adjusted to his new and fimtted life in the facility.
Adjustment also wasn't necessarily voluntary, buRashel stated,ljust come to make
myself believe that this is where | gotta stay, so | jusagatjust (Interview Three).
Residents had adapted to day-to-day life, but had not neibeasusted psychologically
to the immense changes in their lives. Coming intdabsity and adjusting to it also
meant adjusting to the finality of life, as describedact#®n 8.6.3 Accepting-Resisting
the Body. Brian described it as “fighting a losing bdttiée also statedIf you fight it
and you lose, it'll only break your heafinterview Three). Thus, adjustment as a
complete process does not necessarily apply to the mesigeperiences in long-term
care, but adjustment as a term of complexity and paragoaccepting and fighting, as
clinging to life and yet seeing life slipping away, is p@daore reflective of residents’
experiences. Adjustment may never be finalized.

The socialization process, on the other hand, occurrédferent contexts and
was a much more complex and diverse process thanméjistAn embodied approach
to understanding institutionalization, the experiencévofd in an institution, and the
socialization process into the institution has furtdeour understandings of these
experiences and processes. Taking a phenomenological appyaaxterstanding

institutionalization and socialization into the instibut has provided greater
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understanding of experiencing bodies, experiencing bodidade,pand experiencing
bodies in relationships. In this study, institutionadlies were created within different
processes. Conceptualizations of the body within institatipation were then
internalized and resisted. In the following discussibtiseorize about the places in and
through which bodies are created and the types of btidieare created. Each of these

sections will also include relevant discussions and ceidtom the literature.

9.2  The Locational Context of Socialization: The Institution

The institution was the locational context for theialmation process. This
location was not only a physical environment, but alsoaal environment, and these
environments had certain values attributed to them. Tlagidoal context will be

discussed after a literature review on the organizatworaext of long-term care.

9.2.1 The Nursing Home from an Organizational Perspective

The nursing home as an organization is guided by setsesf nelgulations, and
policies that here in Ontario, are put into place byMimastry of Health of Ontario.
Previous ethnographic studies have discussed the regulatiposad by government
bodies. Diamond (1992) discussed how state officials veeedy present in the setting,
but “exercised a documentary power of presence” (192).i§hdbcumentation and
records made the events of everyday life countable, @aaddh, the facility was
reimbursed based on these records. What Diamond did nossliscdetail was how the
policies and regulations structured the documentation @odd® He discussed the role

of documentation and records as tools within the instituthat structured everyday life,
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but nothowthe regulations structured the documentation. In ess@&neas not the
documentation and records that structured the eventeofday life, but it was the
regulations and policies implemented by bureaucratic loieies and government bodies
that structured the events of everyday life. Whilerdsidents themselves were not aware
that these regulations and policies were implementedebiMOH, staff members most
certainly discussed in detail how these policies and atéiguk imposed a set of rules
upon them which they had to follow in their day-to-dayoemters with residents.
Indeed, much of the socialization that the residentsridbes were the government
policies structuring staff responsibilities and intexausi with the residents, although
residents weren’t necessarily aware of where ex#utlse policies were coming from.
As Diamond (1992) states, “control by absent authorities @&ted everyday life” (pp.
192-193). Gass (2004) wrote an interesting memoir on his expesievorking as a
nurses’ aide in his boolobody’s home: Candid reflections of a nursing home aide.
While this was not scholarly research, his reflectiom$is experiences working in long-
term care resonate with my own experiences in long-tare. He stated that most
nurses’ time has to do with protecting the institution mgfditigation, rather than
focussing on residents’ health or nurturing. “lI surmise tiwa threat of malpractice is by
far more central to our operation than the residentstrol over their own lives and
property.” (p. 151). Indeed, nurses’ time was structured bgleh@&ands and regulations
of the Ministry and the facility which was focussed @k management, rather than on
residents’ needs. The control of the institution bygbeernment and regulating bodies
structured every aspect of day-to-day life from whatiesgs were given to eat for

meals, to eating meals in the dining room, to the peoeided by staff.
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Paterniti (2000; 2003) in her ethnographic study of a nursing hdeseribed in-
depth the culture of the nursing home and how it impa@sdents. She found that
residents were perceived by staff as “bed and body” wRekidents were categorized
according to their level of care and functioning, andeelé#o based upon these
categories. In the present study, staff constructedemsts as bodies. Upon entering the
facility, the process of becoming a body was startesn@&tous assessments needed to be
conducted in order to determine the residents’ functionmgldeand “impairments”, in
essence, what staff needed to do for the residentuBecd the time shortage, staff
described doing for the residents what they could often rdindonselves, despite
supporting an ideology of maintaining residents’ independerus.cfeated dependence
in the residents, and residents learned to submit and auwdee their bodies to staff
routines and schedules. While the routines as an impqéat of managing the body
were described in Paterniti’'s (2000; 2003) study, other stratagiee not. Other
strategies mentioned by the residents in this study indahenaging the body and
defining the body, which included risk management, waitingdéoe, and assessments. In
essence, all of the structures of the institution flmmanded relationships with staff to
waiting for care were used to manage the body. Thiydtuthers our understanding of
the process whereby residents become bodies, and bgwdme to be defined as “bed
and body” work.

Other ethnographic research has discussed the impiet structure of the
institution on staff. Diamond (1992) discussed how the @matiwork of staff was
discounted as their jobs were made into a serieskx that were ticked off at the end of

the day. Henderson (1995) found that a cult of time and taskd staff to focus on
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physical tasks and routines, and the psychosocial cdhe oésidents was ignored. Staff
at Ridgemount also described having to comply with reguiatamd management
wishes. Further, however, they described how they hadgpress their ideologies of
what “good care” looked like in order to complete thaskis day to day. Some staff
described not feeling good about their jobs becausenbey not able to be present
emotionally for the residents in ways that were megfoi. While this aspect of the
research was not fully explored and was not the fo€tise research, it was a theme that
emerged out of some staff interviews. Further resaaeelds to examine how staff are
able to cope with the expectations placed on them by goestrioodies and
management to complete tasks, while feeling the burdessmfents’ emotional voids
and being unable to address this within their day-to-day job&ass (2004) states,
All the affection, all the consoling, all the filling emotional holes and the
tidying up of frayed feelings are invisible to the ownergheadministration, and
to the official state regulators who monitor us so closEhe heart is impossible
to legislate, measure, or chart, but that, as we discdoesn’t make it any less
vital or real. | have never known of any aide being reldror recognized for
being kind. Yet | see it around me all the time. In gehlewill trust the heart of
an aide over any other kind of worker. | know this iey\broad statement, but
so many aides are selfless givers, which means thesaary used. (p. 114)
Gass (2004) in his reflections on being a nursing aide, desdrib care
encounters, and how they have been structured by the taskedrnature of the
institution:
Our residents have nothing to do but focus on their paitimes our halls
become a veritable sea of moaning, crying, begging, andpehing. It is simply
not possible to alleviate the waves of pain, angerenxXboredom, despair, and
loneliness. If | have learned anything from coping witk thork, it is the need to
say no. Before this job, | would not have thought mysaffable of hearing a
helpless old lady beg for my attention and keep righwvalking without breaking
my stride. But now | do. | do it every day. At firssibothersome, then it

becomes routine. But someone else’s needs are am@gspressing. | came into
this work believing that | had a substantial capacity ongassion. Now, just
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like everyone else, I've met the limits of my emotibreserves. Under enough
stress, | get short. My reserves run low. Sometiraesgivers give and give until
they give out. (p. 70)
Gass’s honest description of the demands of nursescidescterizes my observations. |
often saw staff walk by residents asking for help. Thk tead overtaken, and the needs
of the person, much more complex and time-consumingth®atask, had to take a back
seat to the task. Consistent with this, Twigg (2000a) d&zsihow careworkers need to
establish boundaries with care recipients becaudedfisk-oriented nature of time. Staff

had to manage the overwhelming demands of the institatidrof the residents, and in

order to emotionally survive, had to establish boundaries.

9.2.2 Toward New Models of Care and Approaches in Long-Term Care

There have been many models of care proposed and adofag-term care
over the past number of decades. Initially, a medicalehof care approach was utilized
in long-term care facilities. In fact, many facilgistill continue to operate within a
medical model approach, albeit somewhat more subtlyithére past (Henderson,
1995). According to Henderson (1995), the task-oriented worlrsfirg aides and those
who provide direct care for the body is derived fromrtteglical values of time
conservation and physical care. Psychosocial cagaased and undervalued. Within a
medical model of care, residents are organized in tefrtigeir needs for care (Paterniti,
2003). Residents are viewed as their body problems, anceated accordingly.
Recognition has been growing of the negative effecésroédical model approach to
care (Jones, 1999; Thomas, 1996) and since then, alterappv@aches have been

posited.
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Other models of care have focussed on improving the qudldsre and quality
of life of residents through various means. Some cdeladternative models of care
include Kitwood’s (1997) personhood approach to care, the Eltlemative (Thomas,
1996), and the Gentlecare approach (Jones, 1999). Adoptingsapproaches to care
have been advocated to decrease the negative effenssinitionalization. Lopez
(20064a; 2006b) conducted ethnographic studies in three diffex@litids. In one article
(2006a), he describes the ethnographic findings of one Yaailgarticular. This facility
had adopted what he termed “culture change managementhdnwords, the facility
had adopted the Eden Alternative as an approach to celimtoate residents’
loneliness, helplessness and boredom through enlivenimmtimenment (Thomas,
1996). “Advocates of culture-change management suggeshéhaght sort of
managerial philosophy can transform nursing homes fromrgopal institutions to safe,
caring homes and communities” (Lopez, 20064, p. 56). Whae4.(2006a) found was
that culture change management cannot address structwlamsoof inadequate
staffing. Indeed, the staff at Ridgemount discussed thedtio of staff to residents,
generally inhibiting their abilities and time to developamagful relationships with
residents. Lopez (2006a) suggests that culture-change manageayesctually become
part of the problem that focuses attention away frsaoctural problems and encourages
managers to blame front-line staff instead. In Lopez’s (206t6a)y, the positive features
of such a managerial approach could not address the probtemlack of time staff had
to complete the number of tasks in the proper way redjuire

In the eyes of management, the primary obstacleet@tteation of a caring

community was not understaffing, or low wages, or an aiiéiiamn attendance

policy. Perhaps because there was not much they cowtaid these issues,
managers preferred not to see them. It was, perhaps tamtkily, easier to
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believe that the main problem was the work culturéhefaides...top staff

preferred the idea that too many of the aides saw thie agofjust a job”; top

management was concerned...that a “core group” of aideshweithattitudes”
was “controlling” the other aides...Culture change, in thishulation, no longer

meant that management should engage in self-critidistrserved as a

convenient device for blaming aides for the structural prablehthe nursing

home system. (Lopez, 2006a, pp. 75-76).

Ridgemount Long-Term Care Facility had not adopted gog tf culture-change
management philosophy. It claimed no person-centred philosggley, Alternative,
GentleCare, or other type of alternative care philosophg.eBsential problem was still
the same, however—stalff did not have enough time tplEenthe scheduled number of
tasks, despite the higher staffing levels at Ridgemowant &h other facilities. While | do
think it is extremely important to attempt to implemealture-change management
philosophies, it is also important to mobilize staff, fiesi and residents to act
politically to demand more staffing in long-term caralfaes. Ultimately, the front-line
staff received the discipline from management if tagkiee not completed, and as such,
they did bear the blame and paid the consequencesuesisslated to the structural
problems of inadequate staffing.

While each of the above theories has many benefitdcasome extent, some
similarities, there seems to be a focus on eithrepttysical environment as central or as
relationships as central to residents’ and patient®mapces. While these are both
important components of people’s experiences, an integrat both the physical
environment, relationships, along with a recognition ofctieural and structural factors

affecting long-term care need to be recognized. In additrenrole of the body and

embodiment need to be considered. An approach to cane embodied and
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phenomenological level has not yet been articulateticpkarly with reference to long-
term care.

As evidenced from Lopez’s (2006a) study, culture change whieimistitution can only
successfully occur when changes happen at a structarapglitical) level as well as at

an organizational level.

9.2.3 The Institution as a Container for Life

The institution of Ridgemount, as similar to other ingiiins, was a container for
life. Socialization into life at Ridgemount was plaseithin a locational context. This
container forced everything within to fit and mould sstructure. The container allowed
for nothing to exist outside of it. Everything within thisntainer was defined by the
container itself. There were a number of ways inclvlihe institution acted as a container
for life: through making institutional bodies, defining temgdatimensions, and living in
a spaceless place. The container of the institutieattyrinfluenced all the lifeworld
existentials (Van Manen, 1997), including corporeality, temalty, spatiality, and
relationality. Relationality will be discussed in thext section as the interpersonal
context for socialization, while corporeality, temalitly, and spatiality will be discussed

next.

9.2.3.1 Institutional Bodies
The relationship between places and bodies has bseusded by few authors
(Nast & Pile, 1998). Nast and Pile (1998) suggested that the iwayhich we live out

place/body relationships is political, hence the phtlasgoolitics of location. Spatial
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practices define bodies within structures of power. As | sugdesarlier in my
theoretical framework, the body cannot experientiadlysbparated from place, since our
bodies exist in place. Therefore, older adults whoitivastitutions have their bodies
defined by the spatial practices of the institution, thu®yeng institutional bodies. The
notion of becoming institutional bodies can be approaschesdo ways—from a
phenomenological perspective and from a structural pergpeEtom a
phenomenological perspective, residents became instiditimdies as they learned to
be-in-the-world of the institution. Their bodies alscame imprinted by the structure of
the institution, thus becoming institutional bodies.

As new residents coming into a facility, participantd lmst a sense of place.
Homes that had been lived in for decades were sold antiafaemvironments were
dismantled. The experience of coming into a long-terra taility was preceded by the
loss of place. While the loss of place is most oftensidered psychological (Groger,
1995; Rowles, 1987), this loss of place is also the lobsay-place knowledge. This
body-place knowledge is not just familiarity in thegogive sense of the environment or
attachment to the environment, but refers also to the uciomssbeing of the body in
place. Body-place knowledge refers to the pre-refledioay perceptions people have of
their worlds. A change in place or environment mearisaage in pre-reflective body
perceptions as well. The change in place from homestdution also meant a change in
body perceptions as residents’ bodies experienced amgwmement. This change of
place is the loss of ‘being-in-the-world’ (Merleau-Pgrit962). The loss of this
embodied place or of being-in-the-world left resideatdifhg unsettled, as evidenced in

their comments regarding finding one’s way around and gatised to the sites and
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sounds of the facility. It was a loss of bodies knowiogy to be in the world. Coming
into the long-term care facility was not simply expeded on an emotional, cognitive, or
reflective level, but was also experienced on a pileatefe, embodied level. Coming
into a long-term care facility, then, required a relegy of being in the world. This
transition and new environment required becoming used to aediffepatial
arrangement, changing perceptions and bodily actionsa ahdnging ‘intersensory unity
of the world’ (Merleau-Ponty, 1962). Thus, residents hddam a new way of being in
the world. Residents had to learn to ‘be-in-the-worfdhe institution.

Residents became institutional bodies in a phenomenalaggose of learning to
be in the institution. This new way of being in the wavlas not only about
phenomenological perceptions as a result of a changevironment, but also
incorporated bodily changes. Since the body is knowrnugirats functionality in place
(Merleau-Ponty, 1962), residents’ changing bodies alsstitoted a new way of ‘being
in the world.” Residents’ aging and unpredictable bodiesribmted signficantly to this
relearning process of being in the world. A new environragaady meant that
individuals had to relearn ways of being in the world autihconsidering a change in
body functionality. Residents, then, had changes loopttace and the body, so relearning
‘being in the world’ was a struggle. Residents were relagrboth the being (body) and
the place (world) as well as the interaction betwbertwo. This ‘being in the world’
also incorporated others (mainly staff) who forced resglenconform to a way of being
in the world that was foreign to them. Routines, tiared body care were all ways of
being in the world that had changed for residents. Thasgéatial phenomenological

changes that residents experienced from home or caitynito long-term care were
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immeasurable since they incorporated both place and begddhts’ pre-reflective
consciousness had to be altered because of this changa botty functionality and
place. Descriptions of not sleeping the first few nightsng nervous, and getting used to
strange sights and sounds were all described by residénts,. becoming an institutional
body did not only occur on a cognitive level, but alsa atibconscious or pre-reflective
level. Residents had to learn new ways of being in @nutisnal world, which

constituted a new place and a changing body. From a ptemwdogical pre-reflective
level, then, residents became institutional bodigbeg became part of the institutional
environment and as they learned to be in the world ahgteution.

Another way residents became institutional bodiestiwamigh the structures of
the institution. The structures of the institution bmeamprinted upon the body, thereby
making institutional bodies. Becoming institutional bodigseing imprinted by the
institution occurred in a number of ways. The routinesrgsk management were
elements of the institution that became imprintedesidents’ bodies. In addition,
because residents’ bodies were public, their bodies leetetitutional property.

Becoming institutional bodies through institutional struesuvas particularly
evident with the routines of the facility. Staff dabed residents as ‘becoming part of the
routine’. Rather than simply conforming to the routiresidents actually became the
routine. The routines existed because of the residadtthair care needs, while the
structure of the routines existed because of the regulabdies and the organization.
Without residents conforming to the routine, the raatiould not exist even though it
was structured by outside forces. Thus, residents achetbme the routine. At any

given time particularly during body care routines, rasisiebodies were in places
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determined by the institution. At mealtimes, residergsawin the dining room. During
body care, residents were in their bedrooms or batgso®hus, the routines determined
where residents’ bodies would be and what their bodiesdWae doing. Since choice
was limited within this facility, both where bodies wgrlaced at specific times
throughout the day and what bodies were doing were strdcamc determined by
institutional routines. Thus, bodies became institutitwalies by the routine. The routine
structured institutional bodies.

Managing the body as part of managing risk is anotherinvasnich the
structures of the institution were imprinted on the badigologies surrounding
paternalistic and custodial care underlie risk managerssmes, and the body was
imprinted with these ideologies. The use of mobilityides, including walkers and
wheelchairs, as well as the use of restraints illtetirehe imprinting of these structures
onto the body. What bodies were permitted and not peairtid do was determined by
the risk management policies of the institution ammb¢hwho enforced these policies.
Managing bodies through risk was directly and visibly eviderarking residents’ bodies
as well as structuring embodied experiences.

Residents’ bodies became institutional property. As evitkby the
management of risk, residents did not have a say oggralwn bodies. Their bodies
became institutional property, both managed and defineldebiystitution and its
gatekeepers, or the staff who worked there. Bodily funstand needs were met when
staff had time in their routines. Assessments obtiady, or defining the body, brought all
the private embodied issues into institutional view. Woentation enabled residents’

body limitations to be available for all staff to deabout, as well as other people outside
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the institution, such as doctors and government compliafficers. Therefore, those
connected with the institution had access to resideonties, whether through
documentation or care. Residents’ bodies were writbenut, under surveillance, and in
view for all in the institution to see. In all aspectsidents’ bodies became institutional
bodies, both in a phenomenological sense and in arooted sense. Residents’ bodies
ceased to be private, and instead became institutionalrprofbeis becoming

institutional bodies.

9.2.3.2 Institutional Dimensions of Temporality

The temporal dimensions of institutions, while not a fomiushis research
initially as a guiding concept, emerged as a significlmhent structuring experience.
When residents came into Ridgemount, they not only hadrform to the corporeal and
spatial dimensions of the institution, but they also ttaconform to the temporal
dimensions of the institution. The institution structued aspects of daily life, including
the temporal dimensions, and conformity was required erehs. There were three
types of temporal dimensions evident in the facility—itonsbnal time, body time, and
life time. These three aspects of time were nadigdictly attributable to the institutional
structure, although the institutional structure played m@ifssgnt role in defining these

temporal dimensions.

Institutional Time

Temporal dimensions were evident in a number of waysimthe institution. In

particular, institutional time was a significant temgdatimension structuring all aspects
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of life. The institution was structured around routireas] routines were structured
around hegemonic clock time (Twigg, 2000a). Both staff and mnetsidkescribed this
process in great detail. The routines mainly consistéxady care, dining room and
mealtimes, and activities. These routines were deteaiy staff, management, and
government regulations, and were based on the number anadf tygsis that had to be
completed throughout the day. Similar to Twigg’s (2000a) stdadypmmunity care
workers and recipients, days were structured around boedyRasidents were required
to go to the dining room for mealtimes which were seegta times throughout the
day. Although residents could resist going to the dining rfmymmeals, strong pressure
was put on them to come (see Section 8.5.4.1 ManagingidiniRoutines). Henderson
(1995) describes a ‘cult of time and task’ in long-ternec&taff had a certain number of
tasks that had to be completed within a specified amoumhef and thus, routines were
structured. This conformity of routines and the lack obeomal or psychosocial care
provided were a result of the lack of time staff had toglete physical tasks and the
pressure staff put on residents to conform to theirmestiThus, staff routines were
structured by time and task, which forced residents’ mestto conform to staff routines.
The task-oriented nature of routines was one way inlwimee became institutional
time. Rachel and Brian described conforming their routiogke staff routines with
respect to body care and activities of daily living for ahicey required assistance.
Routines lacked flexibility and individual consideratidmvigg (2000a) described this
type of time as a new rhythm around care. This dimenditime, then, can be

appropriately described as task-oriented institutional.time
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Waiting for care was another way in which time was stmad for residents, and
was the site where temporality and corporeality metaBse staff had numerous tasks
that had to be completed within the specified time awdlee of the limited number of
staff, waiting for care was common. Rachel describetinvgatio go to the bathroom and
waiting for the bedpan. This was a frequent occurrendegmip for her, but for many
other residents as staff described. When residenteckdve care, it was often hurried or
rushed, as Rachel described at breakfast one mornin§é¢sten 8.5.4.1 Managing
Through Routines). Thus, time slowed or rushed, dependitigeaactivity. Outside of
care and recreation programs, residents described beirgdydmtdnaving nothing to do
when they were not involved in routines, and time stbien. Thus, institutional time
existed based on the routines and availability of gpaift of the structure of the
institution. This dimension of time, then, can be appetply described as activity-
related institutional time.

Both of these types of time were based on objectivekdime. The amount of
time that staff had in a day to complete their tasés based on clock time. Mealtimes
were based on clock time in that they occurred at spetaick times every day. Even
when residents were waiting for care, they based waatrtimes on clock time (see
Section 8.5.4.1 Managing Through Routines). These clock waes very much “felt”
bodily by residents, such as when Rachel was waitihg toileted and felt physical pain
in waiting (see Section 8.5.4.2 Managing Through WaitingiisTtime in an institution
was based on objective clock time, and the lived rhytHrtisedbody were ignored.

Instead of suggesting this as clock time, however, | teféras institutional time. Clock
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time, although existing far beyond the institution, wascstred by the institution and

determined the activities and routines therein.

Body Time

Time and temporal dimensions were also structured ardwenolotdy and the
physiological processes of the body. While time is radiyrstructured around the body
in daily life for the majority of people, body timedk on a different dimension within
the facility. For many people, body rhythms and time dioconflict or pose problems in
day-to-day life. For the residents, though, who needed bawyassistance, body
rhythms and time often posed difficulty in day-to-day IBecause residents had to
depend on others for care of the body, body time was afbnflicting with institutional
time. Twigg (2000a) suggests that lives become reordered aratendlbat is, residents’
bodies had their own schedules and rhythms, which weneegessarily in sync with the
rhythms of the institution. Thus, when Rachel's body nelesisanded to be met, such as
requiring the bedpan at night, the institutional time na@isnecessarily in sync with her
body rhythms. As a result, she was not given the bedpaighd. Brian’s body told him
that he needed to go to the bathroom at night. He recassstance (or was told that he
had to have assistance), and as such, staff did notsalveas the institutional time to
assist him to the bathroom when he needed it. Institatibome defined interactions with
staff, rather than body time (based on body needd)aa such, life was structured

around institutional time, and body time had to be reordam@and institutional time.
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Life Time

Temporal dimensions were also structured around thedifese and around
residents’ lived experiences over the course of thetirhe. These temporal dimensions
were also at odds with institutional time. For residelifssat Ridgemount occupied a
small portion of their lives. That is, in proportiontte objective time that was spent
living in the community, time at Ridgemount was smabfwéver, life at Ridgemount
had such an impact on residents’ lives that despite besntalh portion of the overall
lifetime, institutionalization was a significant port of life-time. Life time was
restructured upon coming into Ridgemount. Residents’ histand past were erased
upon admission, although residents worked hard to maititage pre-institution
memories and identities. Life-time was dependent orr®tlibo shared this life outside
of the institution, and with whom residents could resgriand share—those who had
common experiences. Since staff neither had theutietial time nor the shared
experiences with residents, their past was erased.dndiedf described residents’ past
lives as ceasing to exist once they came into long-tarem 8ecause of the dismantling
of the self—Iloss of place and loss of relationships+desgs had neither the locational
context nor the relational context for life-time.tyYeesidents still continued to reminisce
and find small opportunities to discuss parts of their pash as in their interactions
with me. Thus, although life at Ridgemount occupied a samadlunt of time over the life
course, it occupied a significant amount of time by redwefithe temporal dimensions of
residents’ lives and erasing the past within the institatioantext. This, of course, is not
to suggest that residents’ pasts were erased to themdjntiself resides in the body as

well as the mind, the past can never be erased untidazlies cease to exist), but within
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the context or ‘container’ of the institution, lifene, to a very large degree, ceased to
exist.

Brown (1998) discussed the notion of time in prison. Whiilg is not to suggest
that the institution was a prison (although some resgleave referred to it as such—see
Wiersma, 2003), Ridgemount was a total institution (Goffi@il), similar to prison.
Time reflecting on the past, according to Brown (1998)Jctcbe used up, and reliving
memories too many times resulted in a shift to the futureome. Time passing,
however, was meaningless and there was an extendedcfehs present in prison. Life
time once in the facility changed. Time, however, ssto exist in a liminal state. The
residents, too, had an extended sense of the presentlisbhassing boredom and time
slowing. The present was extended. Although the past wakeat part of residents’
lives, as evidenced by the numerous times residentsisesihand told me stories of the
past, the past was erased by the institution. The futawegver, loomed in front of
residents, not a future of possibility necessarily, butare of certainty. The certainty
and immanence of death bounded residents’ lives and sedaumensions of life-time.
The facility was the last stop and life was slipping awResidents lived in the past
(although erased by the institution) and the present (gjthetructured by the
institution), and although they acknowledged the futurefutuge was not discussed
within the institution. In a sense, the future was erasealtopic of conversation or as a
consideration, particularly with staff. Thus, the temgdaimensions of life-time were
reordered to reflect an extended present, a salientagtd past and a certain yet limited

future. Institutional time then structured life time itlhe present was recognized as a
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temporal dimension, but the past and future were beyong#éhas of institutional
consideration.

As discussed, the institution as a container for lifecstired all temporal
dimensions. Institutional time, based on clock timas whe hegemonic temporal
dimension and body time and life time were both stmect and determined by the
institution and institutional time. Now or the present &dswith no past and no future.
Thus, residents lived in a liminal temporal dimensiom&was embedded in the
structure of the institution, rather than the bodyo{Byh, 2001). Now or the present was
not just an absolute point of reference (Brough, 2001)f lds the only dimension that

existed within the institution.

9.2.3.3 Living in a Spaceless Place

Space, as described earlier in the Literature Reviegefised as intangible,
something that cannot be directly described or analyzelpltR1976). The concept of
space is used as an abstraction here, rather thathsegneoncrete or the physical
aspects of the environment. Space is organized around the@bddy a symbol of
openness and freedom (Tuan, 1977). The institution, inigtisthen, is considered a
place with no space. It is a place because of its pdiylsication and concreteness
(Gieryn, 2000), but does not have space.

The institution as a place with no space is visibld@lack of a sense of
freedom. Since space is defined as a symbol of openngdieadom (Tuan, 1977),
Ridgemount had no space. The participants discussecctheflteedom and the life of

confinement. Previous research has also indicated thgittésm care residents felt the
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institution was a prison and a restrictive environmenie(éma, 2003). The rigid
routines, locked doors (locked units for residents with deimestwell as locked front
doors), lack of privacy, and general inability to leave tlodita regularly contributed to
this restrictive sense of place. The facility asacelwas a restrictive environment with
limited freedom, thus eliminating a sense of place. Spadeeedom can also refer to the
control over space and the ability to have a say @twhcurs within that space.

Twigg (2000a) described how home care workers perceive ruleshaviour in
clients’ homes because the space is not viewed asothei In the institutional setting,
however, she suggests that “[w]orkers regard care homme@aserritory, and residents
are under their control and management” (Twigg, 2000a, p. 1843, Staff viewed the
institution as their own space, in the sense of viewage as control and freedom to
determine activities. Residents were aware of thesedaois. Residents had little
control over their rooms and what activities occurreddim. As Brian stated, privacy
becomes redefined. The space, then, was not their otrelonged to staff.

There were also places within the institution thateart of bounds for residents
(Twigg, 2000a). The lounges and auditorium were rarely usespexipon staff
permission or accommodation. Residents rarely useld/thg rooms, and the activity
rooms were used for planned activity programs or to watekiis@gn (often for residents
who were not mobile or not verbally communicative). paicipants in this study
rarely used these areas unless planned recreation pogiere occurring. Staff offices
were out of bounds. Other areas directly related to bady, such as the kitchen, soiled
and clean utility rooms, and linen rooms were locked an@bunds. Staff bathrooms

and other staff areas were inaccessible to residatfist because of locked doors or
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location (in the basement away from residents’ linangas). Even the cafeteria was not
often used by residents unless families or visitors braihginb there. A fireplace and
lounge area on the balcony and the lounge in the miloy Iby the children’s daycare
was only frequented by a few residents, typically those were more independent and
ambulatory. The space of the facility was bounded) wiany areas off limits to
residents, either explicitly (locked doors) or impligitThe spatial ordering of the facility
hid frail, aging, and unpredictable bodies away from vielae Y¥ery nature of long-term
care homes as total institutions apart from the commseitve to “hide” aging from the
rest of the community (Hazan, 2002). Bodies were welcamédte dining room and
bedrooms, but other areas were not accessible to madgmnss particularly those with
no mobility. Simply by the placing of residents in theimg room, activity room, or
bedrooms, these residents were hid from view. Whilentlaig not have been
purposefully done by the facility, the spatial design efftcility designated specific
areas for residents that were typically out of publiewde away from common areas that
the public frequented. Even in the spatial ordering ofabsity, a place meant to care
for the body, bodies were hidden, and thus defined and miadesjacted bodies
(Wendell, 1996).

Thus, the institution as a place cannot be describedvasghspace. Indeed, the
only personal space that the residents had was tltindoms, and even their bedrooms
were sites of accommodation and resistance becaulse attivities that occurred there,
such as body care. Bathrooms at home are consideregbSeate (since they are only
used upon permission of the person living in the home) adbbms are considered

private, only for the use of those who live here (Twigg, 2Rd@ahe facility, however,

277



residents’ bathrooms and bedrooms were the most pubhast@ince these rooms were
the site of care (Twigg, 2000a). Although residents used missssrom home to make
the bedroom feel more like “home”, and though residentasienally closed their
bedroom doors to decrease surveillance and obtain a sexaldéprivacy, their

bedrooms were still public places. As evidenced by my ghens, nursing staff often
walked into bedrooms or knocked and walked in, simply annouticgigpresence and

not asking permission to enter. The bedroom, typidcalymost private place of home,
was public space, leaving no place of privacy and contrakfadents, no place that was
free from outside interference. Bodies in this spdw, were not free because they were
public property, on display, and under surveillance.

The lack of privacy also defined the lack of space. Asrdestin the findings,
residents had to reconceptualize their notions of privacyder to function and adjust to
the institution. The control over their rooms andrtepace was eliminated, as was their
control over their bodies. Thus, lack of privacy in ttaglitional definition of the word—
that of control over space and body—did not exist at Ridgetn The simple act of
receiving care puts bodies on display and under surveillanzgd2000a). At home,
worlds are private and individuals have control overr fgace and their body in this
dimension (Twigg, 2000a). Although the long-term care tyoNas called a “home”,
this notion of privacy was non-existent. Indeed, evaff stcognized that the facility was
not home particularly because of the rules and regulgtand discussed this in detalil.

In sum, while the facility may be seen as privatenftbe outside world because
of the closed nature of the institution (Dupuis, SmaM/&rsma, 2005), there were

many aspects of the facility that crossed the boundietieshe public domain. First, the
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facility was operated by the municipality and received puhlding at a provincial and
municipal level. Thus, its very status was defined as bligfunstitution. Second, as
described above, the place was regarded as staff' ®terfithus, the private domains of
home, even within the site of the bedroom, were noateiat all, but were public. Third,
the private domains of home allow a control over theyl{although some feminists
might dispute this, particularly in cases of domestic abtsg® Manzo, 2003 for a
further discussion of “home”). The residents, howedil not have body privacy, thus
rendering their bodies as public property within the inspitytunder the purview and
surveillance of staff. Space as freedom was not existdéRidgemount for these
participants. In this way, the place had no space.

The lack of space was also evident in interpersondloe$hips, and this lack of
space also refers to narrative space. Golander (1995)s@sbed earlier in Chapter
Two: Nursing Home Life, discussed the deselfing procestshidpppened with long-term
care residents. Social and personal identity becameGui®ium (1993), however,
discussed the use of narratives by residents in longdarenand how these narratives
provided opportunity for residents to portray images of sadieed, Paterniti (2000;
2003) also discussed the use of reminiscing and narrativesigbinstitutional identities
and establish an alternative definition. The use afiaes to reveal images of self in
this present study is not unlike other studies (Paterniti, ZIB). What became most
interesting was the space in which these narratives previded by the residents. The
participants discussed how busy staff were, and howt#fiedid not know much about
them personally. While the relationships between thiecgaants and staff, once

established and negotiated, were not particularly conflictb@y were certainly task-
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oriented and bounded. Therefore, although residents usedivesto portray images of
self alternative to institutional definitions, the spacevhich those narratives were heard
(or not heard) was narrow or did not exist. This spatialyéical perspective has not been
suggested in past work on narratives and identity, andrihadeen examined from the
ways residents present themselves rather than the iwayhich staff receive these
narratives. As Twigg (2000a) suggested, time and space aimiected, and time
defines interactions. The socialization process tawggdents that staff did not have time
to hear their narratives of self, and so while resideramtained certain aspects of the
self, they had little or no space within their relasiips with staff in which to express
this. Thus, narrative space as an abstract concepscath it dimensions of temporality
as well as spatiality. While personal narratives wsed by the residents in different
situations, they were also aware that there was $ifithce for these personal narratives.
Since |, as a researcher, had the time to visit andwatitathese residents, | learned much
more about their lives than did many of the staff, @herrecreation staff. What became
clear was that the space to reveal personal idenétid the intersubjective space in
which these identities were heard and listened to waréree and open in the facility.
These spaces were narrow and restricted. Space, shemnimement/freedom, privacy,
and narrative space, was not a part of the placesahghitution. Space was restricted,
narrow, with little sense of freedom.

The notion of home often implies an embodied iderfiRgwles, 1987; Twigg,
2000a) as well as a place that is shared with otherscatimon histories and
experiences. Thus, home and the private sphere reprpaeesdor revealing identities

and selves, essentially free and open narrative spaeesnstitution as a public space
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implies a narrow, restricted sense of narrative spaues, the physical place structures
the interactional context and the narrative spa@eeRthen, as a physical location, is
directly tied into narrative spaces and interactionateds, and indeed, even structures
these dimensions (Wiersma, 2003). Thus, the experiendaas becomes more about
how place and space are experienced and structured. Thengzeaf place, or sense of
place, and how place and space were experienced, viexseaop conformity to rules and

regulations and interactional boundaries, with liteerative space.
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9.3  The Interpersonal Context of Socialization: Relationships ahthe Care
Encounter

While | have been discussing much of the organizationattstre and the
limitations that this structure places on staff in teahtheir jobs, the nature of staff-
resident relationships and the care encounter also gigyiéicant part in the
socialization process and the residents being madeadtied There have been
numerous studies in the last number of years that éwammined the nature of staff
relationships with patients and residents in health @adeinstitutional settings (Twigg,
2000a; 2000b). Before I can discuss the care encountee age for the production of
bodies, much more needs to be discussed and understagdtadnature of staff-
resident relationships in the long-term care contexe\Adent in the findings of this
study, the relationships between staff and residents veeneded and often focussed on
the body. Despite this, however, some residents desthaving a close relationship
with staff and described staff as nice and good. Relationslaps complex and

multidimensional, and served many purposes and played migsy ro

9.3.1 Nature of Staff-Resident Relationships

Henderson (1995) conducted an ethnographic study in a nursing &&me,
mentioned previously. He found that the nature of nuisds’s’ work was task-oriented
in nature and care was focussed on physical tasks. Heaéploat staff generally
seemed to be unaware of the residents’ real experiehcessing home life. What is
particularly interesting in the present study is thatfsin their interviews, seemed to be

extremely attuned to residents’ experiences of dailyidife facility and what the
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adjustment process was like for them. Indeed, mamyeofindings of the initial staff
interviews were similar to the processes residents ibesicin becoming adjusted and
socialized to the institutional environment. In theotyeast, staff were quite aware of
residents’ experiences. This could be due to the factrthay of the staff who were
recommended to me to participate in the research atingizedly were labelled as “good
staff’, those staff who genuinely seemed to care ferdésidents. In particular, though,
those staff whose role it was to focus on more pss@tial aspects of life (i.e.,
recreation, social work) seemed to have a greater uaddinsg of residents’ experiences
in the institution. However, the nursing staff thatterviewed were also surprisingly
aware of residents’ experiences and described feelingassigm and empathy for what
they described as a difficult time during the transiirgo the facility.

What was also particularly interesting about this stiidyyever, was that the staff
knowledge about residents’ daily experiences did not seerarislate to the residents’
experiences. The staff described in great detail tiieulifes residents experience
coming into long-term care, yet the residents themselicesot state that any of the staff
were particularly understanding or empathetic towarththparticularly during those first
few weeks when their lives had been, for the most pamypletely changed. Staff
described a number of techniques in which they attempteglgdtre residents adjust to
life in the facility, but residents did not describe ahyhese techniques. They did not
even seem to be aware that staff were attempting patihein adjust. Staff described
giving residents choice within the structure of the institytyet residents described
having to conform to the routines and structure of thé&uisin, with little opportunity

for choice being afforded them. It may be that staffensavare of residents’ experiences
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in theory, yet in the day-to-day reality of the indittn, where a series of tasks were
expected to be performed and regulations were expecteddddvecd, staff lacked the
time to demonstrate this awareness in any empatietic Learning limits and setting
boundaries are important aspects of care work (Twigg, 20a0d)indeed, staff may
have had to set boundaries to accomplish their tasksaaridrm to regulations.

Foner’s (1995) ethnographic study from nurses’ aides’ perspsalescribed the
tension between defining staff as “saints” or “morstebtaff were not all good or all
bad. In many ways, staff reacted as much to the struatuhe institution as they did to
the difficulties of coping with the continuous demandsesidents and families, not to
mention other staff and management.

One response to patients' demands and abuse is the kisemditive and cruel

treatment so often chronicled in the nursing home lieeatAnother response is

understanding and compassionate care. In fact, mostebtesdes fall
somewhere in between: they are neither saints ooistars. Only a very small
minority are consistently cruel or consistently waana supportive. Most aides
are generally kind and helpful to residents, althoughetst they lose their
tempers and behave in ways that come across as meamany establish

relations with residents that they and the patientsdratifying. (Foner, 1995, p.

38)

The complexity of staff experiences working in long-teame are often
unacknowledged, and common assumptions are to view stafb@sters or saints, rather
than viewing relationships between staff and residentsi@plex, multidimensional, and
situational. What was evident at Ridgemount was thatewhére were some staff who
were consistently insensitive and even occasionallgiaduo residents, there were also
very many staff who were good to residents. Howeverkiwvg in an environment that

can often place unreasonable demands upon its staffitakelas well on them.

Ridgemount had many staff who had worked for the citymwéonerous years (some staff
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who | interviewed had been with the city for 25 yeaasy it is quite possible that the toll
of working in this type of environment for numerous yeans accumulate. Interestingly,
however, the residents stated that the older stat wirre compassionate and
understanding than the younger staff. As Twigg (2000a) found, cddeworkers
identified more directly with the aging process and agily impact. Further research
should examine how various factors such as the lengtmefworking in general in
long-term care and more specifically, the length o&tworking in a specific facility and
at a specific facility impact caring behaviours among ngrstaff within the nursing
home context. Interestingly, most of the staffteiwiewed were older staff, who were

described by the residents as more compassionate.

9.3.2 Negotiated Relationships

The relationships between staff and residents wereasoty defined and spoke of
a nature of complexity and negotiation. As illustrated, daues marked these
relationships. Relationships were centred around the bddgh spoke to the negotiated
nature of relationships. Relationships with staff weral#sthed for the sole purpose of
caring for the body and meeting bodily needs. Withincigmainty of the purpose of the
relationship, however, was also a degree of negotid®elationships around the body
were negotiated because of differing goals, discomfouirat body intimacy, and
differing temporal dimensions.

Staff and residents had different goals in the relatign(Paterniti, 2003). Staff
needed to accomplish specific tasks with and for restibatlies. Residents, on the

other hand, wanted their bodily needs met in a timedhibn and their pains and
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discomfort alleviated. Thus, relationships around the baghe negotiated. As Twigg
(2000Db) suggests, intimacy is present in the dynamicseafdhe exchange, although not
necessarily sought or welcomed. The recipient of isanfien required to enter a
relationship of physical and personal exposure thaten afwelcome. As such, there is
a desire, both on the part of staff and the persorviegecare, to put limits on the
physical intimacy of the work. Twigg (2000a) terms this ‘hoed intimacy”. Carework
is dirty work, as it deals with dirt and disgust ovedity fluids, as well as negotiating
nakedness (Twigg, 2000a). Intimacy is present in the physichkhnge, although
managed through different techniques, such as the use o$ghsevidenced by some
of Brian’s and Rachel's comments regarding care, humasroiten used to gloss over
the discomfort of physical intimacy without an approprett@tionally intimate
relationship. (This was also found in Twigg’s 2000a & 2000b rekga Yet at
Ridgemount, intimacy was most often present in the palsxchange as an unwelcome
but necessary part of the staff-resident relationship. staff-resident relationship in
every other aspect was bounded, as described in the beamadatine staff-resident
relationships. Emotional intimacy was not necessaréicomed from all residents. As
Brian stated, he did not want staff diagnosing hinyiqdgt him, or sympathizing with

him. However, residents expressed that they would likes time to talk with staff,
indicating that they would like some degree of emotiam#inacy or connection,
although perhaps control over the degree of intimacly staff was most important to
residents. Part of the socialization process fodesds, then, was to learn the place of

intimacy. Intimacy was always bounded, in the contéxtare and physical intimacy.
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Intimacy was bound by the task-oriented nature of thé&utieh, by the rules and
regulations, and by the choice of staff.

Through various methods, particularly the focus on thkstat hand, residents
became aware of these boundaries. The task-orientext et little room for narrative
space. Yet, Rachel described being close to the sthBaan described them as his
family (albeit in a paternal sense). Relationships werg carefully negotiated,
particularly by residents who attempted to make life edsrestaff, and consequently,
themselves, through kindness and niceties as well as tesipgctful of staff's time.

Twigg (2000a) described community care staff and how they ddedearn
limits and say no to clients, otherwise they mighboberwhelmed by clients’ needs.
Twigg (2000a) described the dangers of staff becoming too attaxk&ents and having
difficulty bearing the unhappiness of their clients. bbended nature of staff-resident
relationships may reflect this. Other research (Dufuigiersma, 2006) suggests that
some staff develop particularly close relationships wesidents, describing them as
family. Whether the residents themselves might desc¢hibse types of relationships with
staff has been less frequently explored in the literafithias, relationships with staff are

carefully negotiated by residents in order to obtairodst possible care for their bodies.

9.3.3 Staff as Institutional Brokers

Part of the negotiation of staff-resident relationshagsn staff's conflicting
directives to meet the needs of residents as wedl tdlow the rules and regulations of
the institution and of the Ministry of Health. Thes®tdirectives were more often than

not directly at odds with each other, leaving staff infcdit position. As a result, staff
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acted as institutional brokers. Broker refers to a migdison. Staff were the middle
people between the regulations of the MOH, the demanaiaiwagement, and the culture
of the institution on the one hand, and the residemtiistheir needs on the other hand. As
evidenced from staff quotes and from my own knowledge @-term care and the

MOH regulations, consequences were inevitable if thelaggas were not fulfilled. In
addition, compliance officers had liberties in intetjpig these regulations, and could
impose their own regulations if they so wished. Managémmen played a role in
ensuring that the institution was structured to accommaddase rules and regulations.
Management also partially created and impacted the cualfduhe institution, which
directly impacted the ways in which staff carry outitiday-to-day work. Staff, however,
were responsible for following the rules, regulatiom&] eequirements of the government
and of management. In an increasingly regulated culita#,often found themselves
with more and changing regulations impacting their jolasrasidents’ care (Dupuis &
Wiersma, 2006). Because of these regulations, staffsagctiens with residents became
rigidly structured. Many of the processes that resideéessribed were results of the
enforcement of regulations. Residents often interpitbieske regulations as staff
shortcomings since they did not have an understandirgedlOH requirements. While
some staff described their discomfort with the ruled @egulations imposed on them,
their descriptions of other staff in the facility led mebelieve that some staff may
indeed internalize these rules and regulations as sim@yay things are done.
Comments from staff about “unwritten rules and regoeti indicated that a culture of
compliance was internalized. Thus, being an institutibonaiker was internalized as well

as resisted by different staff, but was a role withminstitution that they must comply

288



with. Residents often did not recognize this pressureafhtbecause of their lack of
understanding of the rules and regulations imposed by the.Ns@if had a difficult role
of enforcing rules and regulations, paid the consequencasnegelations were not
complied with, and often received negative feedback freanagement as well as
residents and families (Dupuis & Wiersma, 2006). While sstat may not recognize
their position as institutional brokers (or perhaps @ot); other staff who cared about
the residents and their needs found this position diffi¢tne ramifications, however, of
not following rules and regulations were immediately emtdand strong enough that
staff generally acted within their roles as instituéiblorokers. Staff held a tenuous
position as institutional brokers, although this positi@s wften at odds with staff's own

care ideologies, at least for many.

9.3.4 The Care Encounter as the Site for the Production of Badie

Before | discuss the production of bodies, | need tonddfie care encounter. The
care encounter is a phrase used by Twigg (2000b) to descripedrcand carework in
the context of homecare. By ‘care encounter’ inltimg-term care facility, | mean to
refer to any interaction between staff and residenthie purpose of accomplishing a goal
of the institution. This is similar to Twigg’s (2000b) uddlee term, although within a
different care context. The care encounter, of couss®t always easily defined and can
be contested, but in general, the care encounter aartodfody care, to mealtimes, to
recreation programs, and to other encounters betweémsthfesidents. This is not to
deny that the care encounter is not beneficial to resdadeed, often the goal of the

institution and the resident can be the same. Howesez,encounter refers to all staff-
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resident interactions in accomplishing the institutiggoals, whether in line with
residents’ own goals or not.

The care encounter brought the lifeworld existentiaBn(Wlanen, 1997) together
in this one experience. The care encounter was strudiyneldce. The encounter not
only physically occurred within place, but was also stmed by the nature of the
facility. The care encounter was also defined by theteat dimension of institutional
time, since staff were often rushed in providing care.tMopgortantly, however, the care
encounter was where corporeality and relationalitpetogether—the lived body and
the lived other. Thus, the care encounter was the @ugos where these spheres came
together, but most importantly, was where the body darbe defined as an object by
the other—the staff.

The importance of the care encounter was emphasizégéiresearch. The
making of residents as institutional bodies, althougHampnted from government
policies and regulations, as well as management polwegsproduced in the care
encounter between staff and resident. As Twigg (2000apstétes in the dynamics of
the care encounter that the nature of what is produaefireed; production and
consumption collapse into one another” (p. 1). It waténnature of the care encounter
between staff and resident that institutional bodie®weoduced. Routines were
enforced during the care encounter. Risk was managed afdercounter occurred
upon staff schedules, forcing residents to wait for ellermost basic of bodily needs.
The care encounter was not simply periods of timeéemtorning or evening when staff
helped the residents out of bed or into bed, washed, dress#toileted them. The care

encounter was every minute encounter that occurred irhvgbime task of the body was
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the focus. Abrupt interactions, as illustrated in Brigerisounter with one of the nursing
staff giving him pills (see Section 8.5.5.2 Defining StafaRionship Boundaries)
characterized a care encounter when residents recoghe@edére a task and a body
without emotions and feelings. The care encounter notroatyaged the body, but also
defined the boundaries of relationships with staff.

Much of the research on long-term care facilities thwed characteristics has been
from a social constructionist perspective, examining oteof discourse in creating an
institutional environment (Gubrium, 1993; Gubrium & Holstdifi99). While this
approach has provided us with important understandings inliness and disability
become constructed and how the nursing home acts asuesdis@anchor to talk about
the body (Gubrium & Holstein, 1999), it has left a lieitunderstanding of other
embodied dimensions, focussing on the discursive at thefrthe experience itself.
Williams (2006) describes how a strong social construdtigrarspective, one that views
reality as text and discourse, has erased the bodgpasencing, and has only focused
on how the body is discursively constructed in culturaciMthe same has happened in
aging research, where the focus has been on theudsecaround the phenomenon, rather
than the phenomenon itself (Turner, 1995). The limitsoofal constructionism present
the body as discursively produced, denying any basis in pbggi¢Twigg, 2004). As
such, the body as experienced by long-term care resid@stseen erased.

Gubrium and Holstein (2001) suggest that the self is becomingasingly social
in a post-modern world, and that the self is alway#enlan light of social conditions.
The self is conceived as a social structure.

In a world understood ipost-moderrterms, however, the relationship between
the personal self and society dramatically changessdtial self moves to the
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foreground as the personal self is decentered from #sdlfrecentered into
myriad going concerns” (Gubrium & Holstein, 2001, p. 10).

Gubrium and Holstein (2001) suggest that the notion of utstital identities are
resources for structuring selves, and individuals make cdansdietween the personal
self and an institutional identity. This connection iw&d interpretive activity, identity
work, and biographical work. The post-modern world providesemauas discursive
environments for identity work, the nursing home being orteade environments
(Gubrium & Holstein, 1999). Much of the discussion in élgéng literature on identities
within long-term care has also focussed on the naeraBva primary marker of identity
(Gubrium, 1993; Paterniti, 2000, 2003) and as a way of resistinbdibe body”
identities.

Kontos’ (2003; 2004) work on the location of the self inltbey as well as the
mind challenges and expands some of the social construtpenspectives of identity
creation and production. If the self is located in theiad world among institutions that
provide options for our identity, then the body as sedfiso located within these
institutions and provides an interactional site for tledpction of self. If we take the
notion that the body is the site of the self, or edles the self, and that the self is located
within discursive environments which are inherently sotmedn institutional identities
are not only produced through discursive language, but also thboalyhnteraction and
communication. What is perhaps as significant as spokegund@e and narrative in the
creation of identity is body language and body intévast In the institutional setting
where body care is the primary focus, the siteshferproduction of body-self are not
only discursive, but embodied. Thus, the institutionaltithenf being a body is not

simply produced through discursive anchors, but is also prodicacgh the bodily
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interaction staff have with residents. Becoming a bedt simply a discursive identity,
but is also an embodied identity.

The care encounter, as described above, made residentsstitutional bodies.
This care encounter, however, was not simply aboutledmmunication or discourse.
The care encounter was where staff and residentaatéer with and around the body.
While the discursive was a large part of the care enegumbdy language and body
touch were where residents also learned that theysum@y physical bodies. What has
been illustrated through the socialization processastiaad communication from the
staff was more in what is not said than what wag. 8&arious incidents pointed to the
messages relayed to residents through body language, maghtspoken language. The
incident with Brian and the staff member regarding attecelat the dining room for
lunch (Section 8.5.4.1 Managing Through Routines) illustr&iow the message was
conveyed to Brian that he was an inconvenience withong asiy spoken words. While
| did not think much of that interaction at the time,a@fs comments after she left the
room about her beingphe of the most ornery people I've ever matlicated that not
only did they have a history of conflict, but that hedyptanguage spoke volumes to
Brian. Brian’s descriptions of young people feeding redgldnstrates very clearly how
body touch conveys strong messages to residents (seenS5.5.2 Defining Staff
Relationship Boundaries). The staff who wouldn’'t fushwvidtian and help him get
comfortable illustrated that he was a body, whose cdmfas unimportant (see Section
8.5.5.2 Defining Staff Relationship Boundaries). Rachel’srgagms of how older staff
take time with her and “keep her clean” when she wertedathroom again illustrated

that body touch in the care encounter was the primargheey which communication
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occurred (see Section 8.5.5.2 Defining Staff Relationship &anigs). Abrupt
interactions, again more related to what staff didayt than what they did, reinforced the
nature of the task-oriented relationship. Waiting for @dse sent residents a number of
unspoken messages—that of being a burden and of being a niabyative structures
and discursive environments do not provide us with the onlgmgbf who we can be,
but we also create identities and selves through the &odlyhrough body interaction.
Gass (2004) described the importance of the care encamat@f body language:
Normally it is the aides who are left to touch and narthe residents, if the
residents are to get touched at all. Aides form the fnoatof defense for an
entire population in emotional peril. Intimacy is bunito the aide’s work, and
loss of intimacy tears the most aching void in ourdesstis’ lives. It is up to us on
the front lines to make our touch meaningful or cursoryreMban anyone else in
the diminished lives of residents, we can bring joy @eny. We are closer to
them than anyone else on a daily basis. So our dtglgrimg comes to represent
all of humanity to them. (74)
The importance of touch and body language as a methadrhenication has not been
addressed in much of the gerontological research. Taiah ambodied form of

communication is at the heart of the care encouatwl the care encounter is the site of

the production of institutional bodies.
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9.4  The Corporeal Context of Socialization: Experiencing Bodge

In addition to institutional bodies, the socializatjprocess produced different
types of bodies that the residents internalized ancridesl. As a result of the location
and interpersonal contexts of socialization, diffetgpes of body-identities can be
found. First, residents described disembodied bodiesdtiblism between the mind and
body was maintained as a technique of self-preservdmaies were also liminal—that
is, they existed in between life and death. There whshotomy between the rejected
body and the reclaimed body. Bodies can also beaseegpositories of memories, which
invites a rethinking of the ways in which we view the lodtly, old age, and youth and

age dichotomies.

9.4.1 Disembodied Bodies

Institutional bodies were disembodied bodies. Becthusemotional was erased
and because the focus was on the physical body aseat,dhg body as experiencing
and as subject was not taken into consideration. Ascaxpdl earlier in the theoretical
framework, this research took the assumption thateli@xsists not simply in cognition
and in the mind, but also in the body (Kontos, 2003; 2004)n o institutional
standpoint, however, residents were made into institaitibodies, as described in
Chapter Eight: Findings. The dichotomy between the ramdibody, from a medical
perspective, is no surprise. In medical terms, the I®dften treated as an object
separate from the mind and at the exclusion of thg\8&dhdell, 1996). This treatment of
the body, given the medically-oriented nature of longateare, continues in this

environment. The mind is typically treated in two wayisstFthe mind is relegated to the
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outer limits of the body. That is, residents’ bodies treated and cared for as objects,
with little or no consideration for the cognitive, eioal, or social states of the
residents. Indeed, one only has to examine where fundallpcated in long-term care to
see evidence of this, since funding is primarily alledab nursing staff. Nursing staff,
who care for the physical body, comprise the majaritstaff in long-term care, while
other staff who focus on social and emotional aspeets (ecreation staff, social
workers) are generally sparse, and thus have a much lkageload than nursing staff
do.

The second way in which the mind is treated in long-teara,chowever, is that it
can be defined as the body—that is, since cognitive impatris&ommon in long-term
care, the mind is medicalized and pathologized as aosifghf/siological and
neurological dysfunction, resulting in altered behavitates. The mind is treated as an
extension, or a part of, the diseased and dysfunctionigl I&ngnitive impairment is
almost expected in long-term care, since it is a comtiegase among residents.
Emotions, however, as an expression of self, argtlgtrhanaged and are often
interpreted through a pathological lens. Anger and frustragin be defined as an
“inability to cope”. Sadness and grief can be diagnosettpression. Concerns about
death were “taboo” subjects and dismissed as inapprofo@ts of conversation. The
emotional was erased completely. In this way, ressdeatame disembodied bodies. The
emotional experiencing body was disregarded or worse, Ipgibed. The purpose of the
long-term care facility is to treat the body notreat the psychosocial aspects of the
person (Henderson, 1995). Residents learned to become diiethbodies as they

learned to manage their emotions. They even cameetaas with Brian’s case, how this
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was necessary given the demands on the staff. Thugxangssion of the self was
completely managed.

Becoming disembodied bodies meant being treated as ®bjestaff and by the
policies of the institution. In this way, residentsperiences were disregarded and life
became about objective markers of the body and of bay As described above, the
emotional and cognitive were disregarded with a sole foouke physical. In many
ways, as the body was managed, it was also erasegerseacing. That is, the body was
managed to fit into the structures of the institutiomnasitioned earlier, rather than as an
expression and part of the self. Bodies were managedtorooto routines and to
reduce risk, while body needs were sometimes ignorednAscample, a simple body
need of going to the bathroom was often not met onifithe resident needed
assistance. Body needs were sometimes not met orehan i@ timely fashion. The body,
then, was treated as an extension of the instituisisomething to be conformed to the
structures of the institution. The lived experiencesefliody and body needs were
neglected. The body itself was silenced.

While the approach of this research has been to viesethas located in body
and mind (Kontos, 2003; 2004), the participants maintained therod dichotomy,
continuing to see the mind as an expression of theRadthel and Brian, in particular,
used their cognitive functioning as a basis for which toteralternative identities, or
recreate their body-identity. Since the body waenséd and forced to comply with the
structures and routines of the institution (thereby beeg institutional bodies), the mind
was the primary source for the location of the sedf @entity. Residents’ cognitive

abilities, particularly with Brian and Rachel, diffateated them from other residents.
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Brian’s memory differentiated him from other residerg$a often described typical
residents at Ridgemount as those who had lost theionyeamd who could not carry on
a conversation. Rachel said that she was the onlwihevhom staff could have a
conversation, which formed the basis of her recredettity as the resident with a close
relationship with staff. While the structure of the ingion attempted to disregard the
mind and emotions, these residents were still able twaidheir mind and emotions.
Their bodies, however, were out of control. Mo(2003) found that the older women in
her study had a need to distance the self from thesgidesnd disabled body to preserve
a sense of the self as competent. A mind-body dichofdayed a role in maintaining a
sense of identity and equilibrium for these resideni&idgemount, and was necessary
for maintaining definitions of self. Residents who haveeletia may not wish or may
not be able to maintain this dichotomy, but for the pguaints in this study, maintaining
this dichotomy was important.

Thus, the ways in which residents accept, resist, andform institutional
identities of being a body seems to be very individulithcdigh |, as a researcher, can
theorize about mind-body-self relationships and view seliaaly and mind, the residents
felt the need to maintain the mind-body dualism, wighgalf situated in the mind, as
evidenced through their conversations. The maintenantesahind-body dualism
preserved an identity of one who was more than jp$ityaical body and as one who was
not defined by the physical body. This is not to dismissiimel-body-self connection
because this view has great implications for practicejilabe discussed later, but
understanding how residents resist and transform instialtidentities provides us with

ways in which to relate to residents. Thus, understgridiad experiences of the body
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and place is key to understanding how residents view #leesswithin the context of

the institution.

9.4.2 Liminal Bodies

Bodies were set in a liminal place, thus making bottiemselves liminal. Hazan
(2002) discussed the nursing home as a cosmological vaiedetife and death. The
nursing home occupies a space of not life and not death.r@sitlents and staff were
aware, for the most part, that Ridgemount was the Skap” for residents. Residents
were aware of the immanence of death and impending lihorta a sense, admission
into Ridgemount was one step closer from life to deafiat is interesting is the
avoidance of death as a subject of conversation anpas af life (Komaromy, 2000).
Staff avoided talking about death, and while residents talkedt death to me, it was not
a subject that was brought up in conversations with. Sta#f social workers in the
facility recognized the avoidance of death, and felt death was something that should
be openly addressed with residents, but for the mostdesath was avoided. Residents
who passed away ceased to exist even in memory and catnwersind bodies were
disposed of almost immediately after death. Deathghew is a part of the life cycle,
and both residents and staff were aware of this. Resitleed in this paradox, that life
was changing and death was immanent, and the institutiste@ between the two. The
meaning of the institution, then, was far beyond a plaaesimply produced institutional
bodies; it was also about a place that was the gatewdsath.

Conceptions of temporality play a significant part mitial bodies and places.

Wyllie (2006) suggests that human beings are always aligriéd temporal dimensions
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of past, present, and future. “The embodied subject exqmms lived time ashortages:

as a not-yet (future) and no-more (past); both not+ygtr@-more are absences
synthesized into the present” (p. 176). He suggests thathactizity always tends
toward the future, and that engagement in meaningful actsvitecessarily forward and
future-looking. The absence of looking toward the futureregult in an impoverished
present and past (Wyllie, 2006). The concepts of life anthgeavide an understanding
of the orientation of temporal dimensions for resideWkile those of us who are
young(er) live for an orientation to the future, for thest part, either consciously or
subconsciously, the participants were aware of the memze of death. Thus, an
orientation to the future meant an orientation towamatldeEdward was aware that his
body at 98 and 99 years old had lived beyond his anticipaésgdih. Death was brought
to the forefront every time he was sick or ill. Bretated how the future of living another
ten years in a small room in the institution wasiblong to him. Residents lived in a
temporal dimension of the present, where institutibengted to erase the past, yet the
future consisted of the immanence of death. The present life of restricted freedom
and compliance to institutional structures. Living in thphen between past and future,
life and death, is a place where not many live. Ibiswonder, then, that temporality
takes on different dimensions for residents. Bodies Wwaigal, existing between life

and death, and the institution as a place for bodieavasnal place.

9.4.3 Rejected-Reclaimed Bodies

Morell (2003) wrote a fascinating article on her researnth long-living women

and the concept of empowerment. She states that atbageious definition of
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empowerment must be an embodied definition. Age, despiteeluctance, brings about
a body that is slowing down, becoming weak, and may .ge.ill believe emphasizing
strengths and de-emphasizing physical weakness and disehilitimately
disempowering” (Morell, 2003, p. 70). De-emphasizing or igrgpthe physical aspects
of age can pathologize or erase the experiences &4 thibh an aging body. The
community-dwelling women in her study attempted to decehéerejected body and
focus on the able self. These women did not define tHeessby their disabilities and
limitations, as society does, and instead focussed onthéwatvere still able to do both
physically and cognitively. While society emphasizes digadsland limitations,
scholars and health care professionals often emghadacus on strengths and abilities
and capacities as a counter-narrative to medicalizateneby attempting to balance the
cultural focus on disabilities and limitations as a padge.

My personal experience, my readings, and my intervielve&ethat for social

workers and others to emphasize abilities and de-empldis#alities is both

incomplete and deeply problematic: such an approach regsf@neryone’s flight
from the rejected body. Positively valuing abilitiesferces disability as
negative and extends the fear, ignorance, and hateggkdfbodies which fuels
disempowerment in the first place. Individual fear ahdme and silences follow.

A social environment hostile to people’s real needs remenokallenged”

(Morell, 2003, p. 79).

Aspects of aging that are disabling need to also be accapteart of the aging
process, while not negatively construing disability dify is an unalterable given in
human existence” (Morell, 2003, p. 80). Thus, power and posgrss from an
embodied perspective do not necessarily exist in polarsitpgpbut can co-exist and
interpenetrate (Morell, 2003). “While a medical modelléady inappropriate because it

targets embodiment to the exclusion of empowermempogrerment models often focus

on power to the exclusion of embodiment” (Morell, 200382). Death and disability are
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acceptable human experiences and natural parts ofglifering death and disability as a
part of aging also means ignoring fundamental embodieéerences of what growing
old means.

The residents provided somewhat of a contradictory pergpectthe ways in
which they privileged their bodies. In many ways, theyeal to decenter the rejected
body while focussing on an alternative identity. Theyedghasized their limitations
while claiming aspects of a functioning mind and body. Residlecussed on their
minds as fully functioning and as an alternative to tHaéabody. In this way, residents
decentred the rejected body as described by Morell (2003)elRes found ways of
doing this by focussing on the mind, although paradoxicallyfatsesssed on the body.
Edward, in particular, reclaimed his rejected body by hygiing his age and his ability
to still walk despite being almost 100. For Edward, this wiéte @ubodily feat, and one
which he claimed as part of his identity. Residents,,tblaimed an able self, both
through the body and mind, as an alternative to thetegjdmdy.

In Morell's (2003) study, the women disassociated froraging and limited
body because of the negative cultural stereotypes asmbevih this body. The culture
of the long-term care facility, with its pathologidatus on the diseased and disabled
body was so dominant that despite residents claiminglarsalf-body, they also
focussed on the aging and unpredictable body. Residerd&s were treated as objects
rather than as experiencing subjects, and their foctiseoembodied nature of the aging
and unpredictable body was perhaps a way of both acconimgpdad resisting the
identity of being a body. Residents accommodated thisitgday focussing on the

rejected body. Yet they also recentred their embodipdreences of their rejected bodies
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in certain contexts. Many of my conversations wiltpalticipants were focussed around
the body, particularly an unpredictable body, and foadussgattention onto the rejected
body. Although staff did not often recognize or privilegsidents’ embodied
experiences, residents found ways and contexts in winghcould privilege and
recenter the body as subject and experiencing. In tys ngsidents not only decentred

the rejected body, but also reclaimed the rejected lardy)ived within this paradox.

9.4.4 Bodies as Repositories of Memories

The “mask of aging” (Featherstone & Hepworth, 1991; Biggs, 12804) has
been a commonly accepted theory of aging. Accordingigahibory, inner feelings,
motives, attitudes, or beliefs are concealed or maslestiférstone & Hepworth, 1991).
Because post-modern society has many negative perceptiage and stereotypes
relating to aging, a limited vocabulary of aging exibisiting the expression and scope
of personal feelings by older people (Featherstone & Hepwb991). Thus, the
essential identity of a person remains underneathiag agterior. Changes in outward
physical appearance are seen to be separate from ta@delfere is a distinction
between surface appearance and hidden depth (Biggs, 2004; Reathé&r siepworth,
1991). Indeed, evidence of the ‘mask of aging’ can be viewadvartisements, media,
and other culture representations of age. By attemptingeio tke body young and stave
off age, a congruence is maintained between the infaarskthe outer body. The
cultural values associated with an aging body are teeb@ negative. Since these values

are hegemonic, the ways in which society views older peapd older people view
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themselves are limited. Thus, the inner self of oldepge@mains separate from an
aging exterior.

Research has attempted to confirm the ‘mask of ageiagryi{Clarke, 2001).
Clarke interviewed older women and their perceptionseif thodies, and reported that
women viewed the inner self as continuous, stable, arfthuging. Women stated they
did not feel their age, and some viewed their bodiesmason when their bodies did not
perform as they used to. Clarke (2001) concluded that cluginal age and felt age are
not synonymous; thus, the mask of aging theory must haodd &and self and body must
be distinguishable and irreconcilable in old age.

The mask of aging theory, while perhaps applicable t6/theng-old’
(chronologically defined as those under 75), and maybe peelrapsapplicable to other
older adults still living in the community, does not sderbe applicable to the
participants in this research. There are many reasbhpshis theory is not applicable,
particularly within the context of the long-term camstitution. To deconstruct this
theory, however, is to bring into discussion conceptsvéwls of mind-body-self as well
as temporal dimensions. In view of my understandingsachBl, Brian, and Edward’s
experiences of aging as well as the institutional cante& mask of aging hypothesis is
incompatible.

Earlier, | discussed the view of the self as existingy lothe mind and body. If
we indeed take the perspective that the self, who werists both in the mind and the
body, then the theory of the mask of aging only recde the dualism between mind-
body. Self exists in the body and the mind, and thugy@mgruence between the

identity of the two is impossible. The mask of agingtlygeinforces the Cartesian
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dualism between mind and body, and suggests that the bodg»qdyiences age when
confronted with negative cultural valuations of age or wherphysical body does not
perform as it should. Aging is compartmentalized, occgrinrthe physical body, and
assumptions of age are imposed on the physical body toyezuT'he mind is separate
and apart from this. My findings, however, suggest thatammot perceive the body to
be separate from our self and our mind. Indeed, Rachekdand Brian, although
struggling with limiting bodies, all referred to themselve®. There were no
descriptions of a “young self’ that existed within, ygta®ate from, the body and an old
physical body. When | asked Brian if he felt his agestheed:
See if | ask you to describe what it is like to feel 80, yoll. ddre things that you
do that you take for granted. You don't take for granted any longer. Yeah, | fe
older. You don’t know what you're supposed to feel like when you’re growing up.
So you can't really say yeah, | feel 80. | don’t know just what 80 méaesvjiew
One].
If no one can know what being old feels like unlessismdd, since age is an embodied
experience, then our constructions of old age tell us edovet societal values than about
the actual embodied experience of age.
Rather than regarding the internal and external aspéotsrselves as
inextricably bound together, part of an integrated wholelwbomprises our
being, we compartmentalise them, imposing upon them adadesm. We
conceptualise the ageing process as one in which thenensreasing conflict
between two camps: on one side, our corpus, which dragswitably into our
dreaded old age, and on the other, our spirit, which renaiegedr young
(Andrews, 1999, p. 301).
One of the assumptions behind the mask of aging thedng shility of the mind
to be reflective and treat the body as an objectnéatlg separating itself from the body.

Our bodies live pre-reflectively in the world, as Merldzanty (1962) suggests, and our

minds live reflectively. It is our minds that have theataility to reflect on life, on
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experiences, and on circumstances. Thus, the mind seflacnd analyzes bodily
experiences as they are occurring and after they hawered. Simply because the mind
exists in the world in a different dimension than tbdyy one cannot make an
assumption that the self does not exist in the bodynltie mind. Thus, the Cartesian
dualism of the mind-body dichotomy is continuously reioéar in the mask of aging
theory. While the mind can be reflective, the bodsti experienced and experiencing
by individuals, and as such, to assume that this corpexpatience is not part of the self
reflects a narrow conception of the self.

The notion of the ageless self (Kaufman, 1986) reinfotos Cartesian dualism
and also perpetuates the notion of an inner ageless @i deparate from the aging
body. This ageless self and the mask of aging not omiforee the mind-body dualism,
but also bring into question how time is constructethénbody. While these theories do
not explicitly discuss time, it is inherent in theBecussions. These theories presuppose a
bodily time that is objective, that is a ‘natural’ paf aging, so to speak. The body ages,
it gets old, it breaks down, and eventually it dies. OfskErple who describe an inner
youthful self that is incongruent with an aging body argcdbing themselves in the
context of objective bodily time. | suggest that timaigten into our bodies (Turner,
1995). This does not simply mean that time determines ouedodithat our bodies age
biologically as time passes. Time written into our besdiuggests that our bodies are
repositories of memories and that time is constructiéerently as we get older. The self
through time exists in the body. The mask of aging hypwtimakes the assumption that
memory exists in the mind and cannot exist in the preatfle body. Kontos’ (2003;

2004; 2005) work suggests that intentionality and agency can agxisiian the body.
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Her work with people with dementia suggests a bodily indeatity that is reflective of
their past lifestyles. Thus, memories and past experseexist not just cognitively in our
minds but also in our bodies. And since memories and ppstierces form who we are,
the self exists in our bodies. Our bodies are infusedmdimories of youth and life.
Perhaps, then, older people do not simply exist in theepteor in objective bodily time
as these theories suggest, but older people exist in sheppasent, and future. The
notion of existing in more than one temporal dimenias not been considered by aging
theorists. Our bodies, as repositories of memoriegpassibilities of the future, exist in
more than one temporal dimension. Time is bound up wathigelves. Thus, lived time
does not exist necessarily in objective temporal dimesgMfyllie, 2006).
Lived time is not simply an endless random serieiofv" moments lacking
unity or coherenceNow in lived time is a unity of the past, present, and future,
and is more than simply a succession because thediat@éno-more,”
“present,” and “yet-to-come” are ordinarily never siageparate...the present
has the past as its source, just as the future emeogeshis present (Wyllie,
2006, p. 174)
Brian illustrated these dimensions of temporality. teesl:“l treat my past as
an active life” (Interview Three)}le described to me how when he closed his eyes and
thought about home, he could envision that he was he@eeSection 8.6.4 Re-Creating
the Body). Brian still experienced the past visceralliais body. His memories were not
simply cognitive, but were embodied. Thus, his body andhimgl were existing in more
than one temporal dimension. He was present in the”redthough living in the past.
While this experience may not be true for every oldeitddand indeed, the other
participants did not describe this experience), some plklgple may experience

institutionalization and old age in this way. Thus, agimay change dimensions of

temporality for individuals. The ‘ageless self’ or inseif that is incongruent with the
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body may simply be the past bound up in the body. TH®dimd experiences of an
aging body require a change in learning how to be-in-thddvtioat is different from the
capabilities that the body once had. Thus, the notedgnaences (if indeed, they are)
between an aging body and inner self may be differemgtoactions of temporality and
corporeality, and invites a rethinking of views of the bady self, as well as time and
temporality.
Andrews (1999), in her critique of the ageless self andndmk of aging, suggests
that these theories erase and trivialize the pastsiahes:
Older people are in fact young people? Really? What happatidhe years they
have lived, the things they have learned, the selvgsidnee evolved from, and
the selves they are becoming? Years are not emptginers: important things
happen in that time. Why must these years be trividtizehey are the stuff of
which people’s lives are made (p. 309).
Age is about people’s history and identities, and an agsddfssr an inner self that is
young erases this history and these identities. “Irdigjdais denial of difference, this
erasure of the years lived, further entrenches théeb&etween us and them, as it strips
the old of their history and leaves them with nothingfter but a mimicry of their
youth” (Andrews, 1999, p. 316). In an institution where th& paalready erased simply
by the purpose and structures of the institution, a douatier of people’s history and
identities solidifies the making of institutional bodi@$us, our conceptions of age as a
‘mask of aging’ require rethinking in order to ensure thatdents’ histories remain
alive. Bodies as repositories of memories invites a retignof the aging body and self.
If we indeed view bodies as repositories of memotlee the ways in which we

view institutions that contain bodies also changes.ldimg-term care institution, as | saw

it, is alive with history and life. Past and present fatdre are bound up in life at
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Ridgemount. The long-term care institution as an alhge\abrant place simply requires
a different set of lens through which to view and &dént set of ears to hear. As | got to
know the participants, to hear their life stories, tarttbeir body stories, and to hear their
stories of institutional life, | saw bodies-selvesiamg histories. To view residents
through the eyes of the institution or through the eye®cial conceptions of age is to
erase history and to erase a life. To view residerggrgsy bodies is to focus only on

the negative aspects of age, without embracing thenlifevias lived, both with the
positive and negative. To view residents as simply badigserase the incredible
strength and fortitude that many residents have to survivénvthe institution. If | had
been focussing on cultural conceptions or instituticoatceptions of residents
throughout this research, rather than on the lived expaas of the participants, | would
have missed out on the incredible opportunities to knowerabout others, to know more

about life, and to know more about myself.

9.5 Reflections on Body-Self-Place Relationships in the Comrteof Long-Term
Care

The theoretical framework of this study made the assongpbf the oneness of
body, self, and place, which may be separated conceptiatinot experientially. This
research sheds further light on these relationships. Whkaty clear from this research is
that the institution structures individuals’ experien&&n on a phenomenological level.
While each of Van Manen'’s (1997) lifeworld existentials reaist interdependently for
most individuals, total institutions structure each oséhifeworld existentials according

to the mandate and purpose of the institution itself. Téius,phenomenological level,
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the institution structures lived experiences. While pastarch has examined the
negative effects of institutionalization and the impaidnstitutionalization on identity,
the extent to which residents’ lives are altered cabhaaunderstood without examining
the institutional experience on an embodied level.

As described earlier, place structures bodies both emdodied and a structural
level. Place also structures temporal dimensions thrthegghegemony of institutional
time. In addition, place structures relational dimensithrough determining interactional
others (i.e., staff within the facility) and through t@e encounter (where corporeality
and relationality intersect). Thus, the institution €@ structures each of these
dimensions. In the case of a total institution such asrsing home, the place itself,
along with its structure, values, rules and regulatiand,routines so completely shape
every other dimension of the lifeworld existentialeeTother lifeworld existentials are
embedded in place. The structure of the institution jsesvasive that it pervades each
lifeworld existential and structures lived experience. Haarison might experience the
world differently, but within the institution, common thes emerge because of the
pervasiveness of the institution. Each lifeworld exiséig subsumed by place.

As | argued earlier based on Kontos’ (2003; 2004; 2005) workaselbody are
inseparable. In the context of this research, residkssribed aging and unpredictable
bodies. As their bodies aged, they too viewed themse$veklacontrary to a mask of
aging theory. ldentity was structured around the bodsgsidents began to accept an
identity of being a body in their interactions within thstitution and accepted an
identity of being old. An inescapable part of their idéeg within the institution was that

of being a body. Meaning was ascribed to them and iderag@sed to them based
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upon their bodies. Residents also conformed their boolide identity of being an
institutional body by conforming and complying to staff's dedsregarding the body,
while the body as experiencing was erased. Thus, eveneasthlaodied level, residents
accepted an identity of being a body. Yet, at timesleess defined identities and self
apart from the institutional body. As | mentioned ieasIBrian and Rachel claimed an
identity separate from an aging and unpredictable body-efteahighly functioning
mind untainted by expectations of age and ‘senility’. RegglFied to maintain
independence through exercising their bodies and doing thingsefmselves that they
were not ‘supposed’ to (i.e., Brian going to the bathrobmgdt on his own; Edward
walking without his walker). Residents found ways of retingathe body and resisting
these identities.

If self through time exists both in the mind and the hakdgn memories exist in
bodily form as well as in cognitive form, as | descrileedlier. Memories, then, are
embodied and can exist in the visceral depths of the bodged, Kontos’ (2003; 2004)
work suggests that bodily habits and comportment are evedentin residents with
dementia, suggesting that memories do exist in the baifjno®d was also evident in
Rachel, Edward, and Brian’s bodies as | observed the wayiich they dressed and
carried themselves. What is perhaps disturbing, howewre iBrasure of residents’ past
by the institution and the narrow narrative space feretkpression of alternative
identities. If memories and the self also exist irpooeal form, then attempts to manage,
objectify, and control the body is yet one more wawhich residents’ pasts are erased.
While self exists in cognitive and corporeal form, baté managed or erased by the

institution.
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The body-place relationship has not been explicategcient literature,
particularly surrounding long-term care. There is perhapsetter example of the body-
place relationship than the long-term care environnat,of the ways in which place
can so completely structure body and body-identity. Poglations were evident in the
ways that bodies were managed and controlled through remslatoutines, and even
through the organization of space. Residents learned to timiaikéoodies behave in
certain ways as they were disciplined by the institut@@m a phenomenological level,
residents formed habits and relationships with placeeaslibdies learned to be-in-the-
world of the institution. Residents became institutidimadies. The identities associated
to place are directly tied into the body as experiencmbexperienced. Rules and
regulations were around the body and confinement wasiecd space and the aging
body. The body-place relationship was one where the Wwadydisciplined by place.
Because the main purpose of the place was to care footlye one can see directly how
the body is implicated in the experiences of place awdplace is implicated in the
experiences of the body.

Place also structured selfhood. In particular, theasecivironment structured
selfhood. The link between social relations and the leaky/very clear, as the body was
produced within the care encounter. Total institutionscilpi have a lack of resources
to maintain identities (McCorkel, 1998). The long-term @@reironment also has a lack
of interactional others by which to maintain idensfias residents’ main interactions are
with staff who have little or no knowledge of resideffistories and past lives. Attempts
to erase the past also on an embodied level, by foreengddy to forget old habits and

learn new ones that conformed to the routines and thetste of the institution,
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complete the process whereby residents become iramtiilitbodies. Place structures
bodies and in the process, structures selfhood.

What continues to amaze me, however, is that resideatstill able to maintain
the self and who they are, despite being implicated agplyaffected by the assignment
of an institutional identity. A re-created body in réai€e to an institutional body
illustrates the ways in which residents attempt to taa@ira semblance of the former self
and create a new self in the institutional setting. Thusn despite the structure of the
institution and its power to assign residents identitesistance is still possible.

Body, self-identity, and place, then, in the contebthe long-term care facility
are inseparable experientially, although conceptually whbestheorized apart from
each other, to some degree. Any change in a lifeworldegtial or dimension has a
profound impact on the other lifeworld existentials, buthm context of long-term care,
place and the body are predominant in their structurirexpérience. Indeed, the ability
of place to structure even the body would lead me lievgethat place is the predominant
dimension or context that has the ability to strucalirexperiences, at least in the
context of a total institution. The body, then, expsres place and is also structured by
place—it is both lived and acted upon. To discuss residexpgriences in long-term
care without examining both the lived experience andrseribed experience is to only

partially understand what life is like living in a longrtin care facility.

9.6 Reflections on Recreation and Leisure at Ridgemount Fadyli

While leisure was not the central focus of this invesbgathe phenomenon as

experienced by the residents still warrants a discusRiesidents did not discuss leisure
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as a central part of their lives, and often our discassadout leisure and recreation
activities occurred because of prompting from myself. Haneresidents had a lot of
time in the facility with nothing scheduled. While tloitines were rigid, time was also
often free from care obligations, leaving residents V\itile to do. As Ice (2002) found,
residents in long-term care often spend their dayslittignto do or doing nothing.
Recreation and leisure, in the context of Ridgemouat,gal a couple of different roles.
It was a part of the socialization process, it wasg to fill time, and it was a way to
create an alternative identity to the institutionkdntity of being a body. Recreation and
leisure occurred in two ways—through planned activitieshbyfacility and through
independent unstructured activities chosen and initiated beseents themselves.
First, recreation as planned programs played a pareiadtialization process.
Staff described the expectations for residents todé&nned recreation programs, and
often used strong encouragement to get residents to attegrdpso The assumption on
the part of staff was that residents would have a goasl ftachel attended most
recreation programs, while Edward was choosy about véhpahicipated in. Brian,
however, did not participate in any planned programs. 8ksdfdescribed recreation as a
way for residents to get to know each other. Recreatamanpart of the institutionalized
routine in the facility. The recreation staff descditb®w programs were scheduled into
the routine of the facility. In the morning, residewtre first engaged in body care
activities. Programs were scheduled afterward in thenimgy typically around 9:30 or
10:00 and 11:00. Lunch then occurred, and programs were schedule@d0@fter lunch.
Programs occasionally occurred on evenings and weekendsr bug most part,

occurred regularly in the morning and afternoon at spedifieels. Programs all occurred
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within the facility, with the exception of the ocaasal outing. Thus, recreation programs
were woven into the routine of the fabric of thstitution. By attending recreation
programs, residents became socialized into the institutihis is not to preclude the
enjoyment and benefits residents might receive from thesgggrams, but these planned
programs occurred within the facility.

Residents themselves, however, often chose to par&dipactivities that were
unstructured by the facility. Rachel spent time in le@nt watching TV, doing
crossword puzzles, talking on the phone, and reading. Baarhed TV, read the
newspaper and other magazines, and went for walks. Edwatdavésit his wife, read
the newspaper and other magazines, went for walks, atedwsith other residents.
These were ways for residents to fill their days wathvities without depending on the
institution. Both scheduled recreation programs and indegpeneisure activities helped
fill time, as described by residents.

In both ways of participating in recreation activitiessidents found ways to
create and confirm alternative identities. Haggard artiais (1992) found that
participation in leisure activities affirms participant¥ntities. Leisure identity images
are affirmed through participation in specific activitiseleed, the residents here
affirmed their recreated identities through their pgr&ition in specific activities. Brian
refused to participate in recreation programs becausewt¥eygeared toward people
with cognitive impairment or limited mental functioningn& he did not consider
himself to be in this category, he refused to participatermal recreation programs. He
chose activities that continued to maintain his leigdeatities that he cultivated

throughout his life. His intense interest in hunting &skling was evident in his books

315



and magazines that he had in his room. While he used tohmsagans or work in his
workshop, he described listening to talk shows on the radw he often continued to
listen to these programs. The television programs thatabehed also maintained his
identity as cognitively able—news programs, sports progrdo@imentaries, and
history programs. He rarely watched sitcoms or other pnagin television, but
focussed on those programs that had some intellectotito

Edward, as well, continued to participate in activitlest tvere an important part
of his identity. Edward loved reading the daily newspaldercould often be found
reading his paper in the mornings after breakfast ibhdisoom. Edward was very
interested in politics, and when the federal electimeuaed, Edward described being
disappointed in not having anyone to discuss politics wighképt up with daily news by
reading his newspaper. Edward also recreated his identigclaiming his body, and his
leisure activities certainly reflected this identity. ptaticipated in exercise programs
scheduled by the facility, as well as spending much tiaikking around the unit to keep
up his strength and abilities. His physical functioning wexry important to him, and this
was reflected in his choice of activities. Racheleated her identity through
emphasizing a close relationship with staff and being waebin the facility. This
identity, similar to Brian, also differentiated herrfi@ther residents since other residents
did not have close relationships with staff. She wasvice-president of the residents’
council, and attended all recreation programs. She thaweknowing what was going on
in the facility and with specific staff, and our corsaiions often focussed around stories

of various staff, including the recreation staff, and wwhas going on in their lives.
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Recreation, then, affirmed residents’ identities thate recreated in contrast to the

institutional identity of being a body.

9.6.1 Further Theoretical Conceptualizations of Leisure and Reation

In order to further theorize about recreation and leisuifong-term care, | turn
my attention now to leisure theory, and then to tloeipion and roles of recreation and
leisure in long-term care. In order to further understarsiife within an institutional
context, some of the assumptions underlying leisurecas@ept needs to be
deconstructed. | then suggest ways in which leisure caecbaceptualized to further
understand its role and importance.

The role of recreation and leisure in long-term cam@mplex, and interestingly
enough, does not seem to be a very important focus phttieipants’ lives that it
deserved significant discussion by them. Indeed, issuasdyfcare, body functioning,
and relationships were the central focus of conversatabimer than leisure and recreation
opportunities. Leisure and recreation mostly emergednrearsation through my
specific and direct questions. This perhaps lends crederej¢k’'s (2005) comments
that the “notion of leisure as a segmented realm ofdmuexperience magically insulated
from the rest of life and fated to become generalinadantity and lifestyle became
common currency, almost without anyone noticing it” (p.Rbjek (2005) also states that
“[c]ivil society engenders multiple and often discordémivs of information relating to
medicine, genetics, environmental hazard, inequality, and iuigtats that has
eliminated the possibility of theorizing leisure as a catmpantalized or segregated form

of life” (p. 4). Sylvester (1991) suggests that “[lleisuraas an independent object “out
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there” in the world of nature (the fallacy of reifia). It is invented in the interplay of
thought, language, and cultural practices, including the peagafiscience” (p. 451).
Leisure has been viewed as an object, when in fastsubsumed by culture and cannot
be interpreted apart from it.

As | described earlier, leisure defined as ‘perceived freedamalso be another
form of social control. Using a subjective definitiohfreedom can be manipulated to
change people’s perceptions of their realities, ratker changing social conditions and
situations, which can provide powerful reinforcement figr $tatus quo (Goodale, 1990).
The focus on the individual has failed to address broadtatal inequities. Goodale
(1990) suggests that “[w]ith our relatively recent focugperceived freedom we have
abandoned freedom itself” (p. 299). Particularly in a igste environment such as a

long-term care institution, leisure as freedom is biotitihg, yet expanding possibilities.

9.6.1.1 Place and Leisure

Place has been a concept that has been little uaddrby leisure researchers.
Indeed, much of the discussion of place within leisusefbaussed on place attachment
in wilderness areas (Bricker & Kerstetter, 2000), rathan on an in-depth understanding
of leisure in place. As described by Wiersma (2003), leiakes on the characteristics
of place. In my previous research, the meanings of plaeeell as the meanings of
leisure significantly changed when residents were exposadifeerent environment.
Residents with dementia living on a locked unit went aipaa@ an accessible camp for
four days, and experiences changed dramatically withi tivés environments. Leisure

was restrictive within the facility, taking on the cheteristics of that place. But at camp,
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leisure was free. Residents chose what activitieswlsyed to participate in and also
initiated their own activities. The environment providesease of freedom and leisure
activities reflected this, rather than leisure being iinegnd of itself. Thus, leisure can
take on the characteristics of place. Understandingolaeof place is critically important
in understanding experiences of leisure.

Ridgemount was a rigid, routinized institution. While desits had activities that
they participated in, overall they were still in a ined place that reduced them to being
mere bodies. While leisure can potentially act as tebtd the socialization process into
the institutional culture, recreation programs themselvere also part of the
socialization process. Leisure as re-creation obtityy and creating alternative identities
was directly in relation to the identities created gy itistitution. Thus, the institution
also structured the meanings of everyday life in addibahe meanings of leisure
experiences in this facility. Place, then, playedyaificant part in residents’ perceptions

of leisure experiences.

9.6.1.2 Embodied Leisure

While leisure has been considered as an object on itsaiher than an
interpretation of culture or situated within culturesige has not been considered as an
embodied experience. The mind/body dualist way of thinlgrgdaringly evident in
leisure theory. The theories and assumptions underlyisgyéeare social psychological
in nature, and are premised on the assumption that hiaranational and cognitive
beings. The body as a focus in leisure has been idndhis exclusion, of course, is not

any different than social theory prior to the explosid discussions about the body and
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embodiment in the last decade or so. Leisure thedwasts a reluctance to embrace the
body, if even considering the body at all. If the pbds been embraced, such as in
therapeutic recreation, it has been medicalized analpgihed, rather than understood
as experiencing. The focus for the most part, howdner peen on cognition and the
mind as the site for self, and thus as a site fordiserle experience. The notion of
perceived freedom and lack of constraints as the mastatset of attributes associated
with leisure (Mannell & Kleiber, 1997) indicates that cogmitis privileged as the
determining factor of leisure experiences. These theprigilege rationality and
cognition. Therefore, leisure as an experience is detedhby individuals’ rational
decisions and cognition. Indeed, much of the leisure relséapremised on assumptions
that individuals actively choose leisure, that individusave specific motivations for
participating in leisure activities, that individuals mtienally attempt to overcome
constraints to leisure, and that the “true” experierideisure as perceived freedom
exists in one’s cognitive evaluation of the experiefi¢te literacy of embodied
knowledge, however, is sorely lacking (Shapiro, 1999).himel/body dualism is
dichotomous thinking, where one becomes privileged andttiez suppressed (Grosz,
1994). Leisure theory, then, has, whether consciousiynoonsciously, suppressed the
body and privileged the mind and rationality. Since the bea@y inescapable part of
life, it is surprising that the turn towards the bodyt ikaccurring in other disciplines is
not happening within leisure studies.

An understanding of leisure as a phenomenon needs toerelmdied
understanding. Leisure, in whatever form we choose t@ipate, is always an

embodied event, as is any event in daily life. Theylzah play a significant part in
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whether or not an experience is construed as leisurelagither or not one might
actually participate in leisure. The residents in thislg lived with unpredictable bodies.
When bodies were unpredictable, they chose not taipate in leisure activities and
recreation programs. Thus, their bodies as experienagdgh significant role in
determining their leisure pursuits from the outset. Rewe, then, can be disciplined by
the body. The body can structure leisure experiences.

Leisure has also been investigated outside of a corpmreiaxt. What needs to
be more fully understood is how the body within leisar@ the world. A
phenomenological understanding of embodied experienchsweisure must be more
fully understood if we are to have a greater understandititeaole of leisure in
individuals’ lives. An embodied approach to understanding iddals’ experiences must
also be taken when understanding individuals’ leisure expegs. While we know that
body image plays a significant role in determiningueaspursuits (James, 2000), what
this experience is like is not known. How people expegdheir bodies in leisure and
experience their bodies in the world, and how thepermences are implicated in the
leisure experience and satisfaction has not been agdrm any systematic way. Body,
if considered, has been relegated to a symbolic roda @sscription of culture, as an
object rather than experiencing. Therapeutic recreatiqmarticular, has been complicit
in relegating the body to the outer realms of life.f8gussing on “fixing” people and
providing “therapy”, the reality of people’s lived experiesicé their bodies have all but
been discarded. Indeed, to presuppose that the therameuéiation specialist (TRS) is
“expert” is also to presuppose that this “expert” knowstvw best for individuals’ lives.

By placing the TRS in control of the therapy procéssi knowledge of clients’ bodily
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experiences in therapeutic recreation have been igndfieat is perhaps worse is that the
proclivity of therapeutic recreation to lean towards aics model means the body
becomes pathologized through yet another “expert” qzathologizing the body reduces
all bodily experiences to disease or dysfunctioneratiian understanding lived
embodied experiences, and as a result, further mamgaahdividuals. It is absolutely
vital, then, for therapeutic recreation, and leisura a#ole, to embrace embodied
practice, and authentically engage in relationships vights (Sullivan, Pedlar, &

Miller, 2002).

9.7  Gender and the Research

Gender and old age has been a phenomenon that hasdmessed and
researched extensively in the last decade or so (Arligin&, 1995; Calasanti, 2004,
Gibson, 1996; Twigg, 2004) and feminist gerontology discussiaue exploded
(Calasanti, 2004; Gibson, 1996; Gibson & Allen, 1993; Ray, 1996; 1999;. 2003}
has been strikingly evident, however, was that whikeiolvomen as a distinct
marginalized group were defined and studied (Gibson, 1996; Gib#dle&, 1993), the
gaze has not been turned to men in great numbers (G@|&2€94). Qualitative research
studies are more likely to over-represent the voicegoomhen (Russell, 2007). Indeed, as
Russell (2007) states: “I would argue that, in significantsyghe gendering of old age as
a social problem has shifted from a ‘masculinist’ téeaninist’ bias within an
overarching perspective of competitive suffering” (p. 1Rlssell (2007) describes how
authors have debated whether older men or older wornéfier'smore in old age. While

men have been included in gerontological research,htreg not usually been examined
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as men (Calasanti, 2004). Thus, how men and women do geraléer age has not been
examined in-depth (Calasanti, 2004; Russell, 2007). Russell (20€)ksks how

studies, particularly in long-term care facilities, hagterred to participants as
“residents”, rather than as men or women, and halesl feo examine the ways in which
gender impacts the experiences of long-term care.

While the focus of the present study was not on gendepasnomenon under
investigation, gender cannot be discounted in the produdtide dindings of this
research, both on an empirical and methodological.l&genoted in Chapter Seven:
Methods, there were three residents who participatddsmesearch. One participant was
a woman, while the other two were men. The finding$isfriesearch, then, are not
simply about how “residents” become socialized int@lterm care facilities, but about
how men and women become socialized into the institufio simply refer to
participants as “residents” without recognizing gender @arteof this process is to erase
salient parts of their identities that very much defir® they are.

While some researchers have come to similar comeiaghat residents use
personal narratives as alternatives to institutionadtiles (Gubrium, 1993; Paterniti,
2000, 2003), the ways in which these alternative identitiegemmdered has not been
discussed. While the focus of my research was not atregemd personal narratives, the
findings suggest that the lived experience of long-term mwargebe different for men and
women. In my informal observations and conversatioashBl discussed her family,
relationships, and appearance in conversation more sd@tien or Edward. Since
Rachel took her grandchildren in when they were babiesasedrthem, her family was

closer to her, and the role of “mother” or caregives wae that she did not easily
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relinquish, even upon admission to Ridgemount. Rachepsarance was also a way in
which she re-created the body. Charmaz (1995) found thaewaevho are chronically ill
manage their appearance to handle their feelings angbttieir confidence. Indeed, as
Rachel commented after | had finished painting her r&ifsel more like myself now”
[Interview Two]. Edward and Brian discussed their owrcfioming as alternative
identities—both body and mind—rather than their famdgrections, as did Rachel.
Edward and Brian, in constructing their identity throughratave interaction with me,
described work and leisure involvement over the courdeeaflives. Despite the fact
that they had both been retired for many years (oveeats), work discussions were an
important part of their conversations. Many of the emtions with people that they
knew within the facility were work-related. Whether thierences in content of
conversation were related to personality or to gendevhether indeed these can even
be separated, the nature of conversations with theiparits was very different. Further
research should explore the ways in which alternadieetities are gendered in nature,
and how this impacts gendered interactions with a femajerity staff.

The nature of relationships between staff and residesssalgo gendered. For the
most part, nursing staff were female. The interactimisveen female staff and residents
as well as male staff and residents has not beeniegdnm-depth in the literature. While
the men in this study did not mention the sex of thsing staff, Rachel did mention,
particularly at the beginning of the research, howsae uncomfortable with care from
the male staff. Her granddaughter, Deborah, also medtidr@during my conversations
with her. Rachel had typically refused care from mtdé,sand preferred female staff.

During my third interview with her, however, she describémang a male student
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nurse to give her a bath as part of his requirements @iracticum. When | questioned
her about it, she stated that she had become usetktbara male staff, and it was no
longer an issue for her. In her comments about nongdttie bedpan at night, she
referred to a male nurse who was particularly impatietht her. She referred not only to
his sex, but also to his race. Thus, the impact of genderaae, while perhaps not
explicit in this study, structured care interactions eelationships between residents and
staff. Indeed, other research has demonstrated hovofi&ifhave to take racist and
sexist comments from residents (Foner, 1995). Littlearebehas examined how gender
is constructed and lived by long-term care residents, atliefuresearch needs to
examine this along with gendered interactions with stiadf between residents

themselves.

9.8 Practical Implications

The practical implications of the research, as dismiselow, are divided into
two main considerations—that of an embodied approachréocaral of critical space. An
embodied approach to care focuses on consideratiohe bbty in the care encounter
and conceptualizations of care. Critical space recorssitie notions of ‘spaceless
places’ and privacy, and considers ways in which freedoanprivacy can be facilitated

and encouraged in long-term care.

9.8.1 Moving Toward a Sociocultural and Embodied Approach to Care

There are numerous practical implications to be dened from this research.

The most important consideration, however, is thenaif care. This section draws on a
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number of theories and studies from the nursing literatunere caring has been
discussed in great detail. The nursing literature was aésbsisce long-term care is
situated within the health care system, as is nursing,abncepts of care and caring are
appropriate within this system.

Theories such as Watson’s (2005) theory of a caring scemd Parse’s theory of
human becoming (Parse, 1998) have permeated the nursingifteadthough there
have also been critiques of these theories. Morsé@ndolleagues (1990) and McCance
and colleagues (1997) conducted content analyses of the nlitesiayire on the concept
of caring. McCance and colleagues (1997) found four attrimitesring that were
common across much of the literature—serious attergmmcern, providing for the
patient, and getting to know the patient. Morse and collesa@i)@90) study, however,
has been often cited, and described five ways that daasdpeen conceptualized in
nursing literature—caring as a human trait, caring asralmmoperative or ideal, caring
as affect, caring as the nurse-patient interpersolaiaeship, and caring as therapeutic
intervention (Morse et al., 1990). Caring as a humahisraeen as part of human nature
and essential to human existence. Caring as a magpalative or ideal refers to
adherence to the commitment to maintaining an individwdsity or integrity. Caring
as affect refers to the emotional involvement witkeimpathetic feeling for a patient’s
experience. Caring as nurse-patient interpersonal nesiijps means that the interaction
between the nurse and patient expresses and defines éaréhfinally, caring as
therapeutic interventions refers to the specific nursitgyventions or work as caring.

Thus, caring can have a range of meanings, from relatiomahotional to behavioural.
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Indeed, in my own review of the nursing literature, them®eptualizations of care seem
to be common.

One of the issues, in my own perspective, of long-tr is that it operates
within a theoretical void. Indeed, if long-term care dopsrate within a theoretical
framework, it is typically a framework of instrumentationality, economic efficiency,
and medical culture (Estes, Harrington, & Pellow, 200Ind¢eson, 1995; Paterniti,
2000, 2003). Theories of care and caring, and what caring higtike, do not seem to
be prevalent. In addition, many of the nursing theoriese developed in the literature
seem specific for acute care settings and professiorsggiuiather than residential
settings and nursing assistants. While approaches toaadblen adopted for long-term
care (i.e., the Eden Alternative), these approaches s& be devoid of a theoretical
understanding of care. Perhaps most troubling is the ladserch on care and on what,
from residents’ perspectives as well as staff perspetoare really means, what it looks
like in practice, and how it is operationalized. Howresidents know that nursing staff
really care for them? How do they feel cared for? ¥\doees care mean to them?

Thomas (1993) suggests seven dimensions that are commalbndoe concepts.
These seven dimensions assist in providing a frameworkartidxt for care in different
settings, and for the purposes of this discussiomng-term care. These seven
dimensions include: (I) the social identity of the ca(® the social identity of care
recipient; (iii) the inter-personal relationships betwearer and care recipient; (iv) the
nature of care (feeling state or activity state); ) social domain within which the
caring relationship is located (public vs. private domaijws)the economic character of

the care relationship; and (vii) the institutional isgttin which care is delivered. Thus,
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the sociocultural context as well as the nature of oaust be taken into account when

defining caring.

9.8.1.1 The Sociocultural Context of Care

Another issue with conceptualizations of care as d&sad above is the notion of
the ethic of care and feminist conceptualizations o ¢Bowden, 2000). While
conceptualizations of care are appropriate to discuss\giterm care, and indeed, must
be further conceptualized, the sociopolitical contexttrais® be taken into account.
Caring and caring professions are typically seen asegedgrofessions (Twigg, 2000a,
2000b), caring being in the realm of women. Given thatrthprity of people who
provide care both within the homecare sector (Twigg, 2000ayvahih long-term care
(Diamond, 1992) are female, gendered analyses of care Ism$teaconsidered
(Thomas, 1993). Bowden (2000) suggests that an ethic of edr@cbrporates
institutional and political relationships when conceptudinursing care is important.

In long-term care, the burden of caring falls on heedife aides (HCAS), personal
support workers (PSWSs), or certified nursing assistants (ENEeh of these titles refer
to the same staff who typically carry out all the\aises of daily living for the
residents—feeding, washing, dressing, bathing, and everythinthatsesidents need
assistance with day to day. Typically, these stafetalow level of education (the PSW
course is six months long), are often female
(Diamond, 1992; Foner, 1995), come from a low socio-econstatas (Diamond,
1992), are single mothers (Diamond, 1992; Foner, 1995), andhaiterto work at more

than one job to meet their economic needs (Diamond, 19B8%e are the staff who
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have the most interaction with the residents on lg Basis. At Ridgemount, many of the
staff who took on this role were actually registeredfical nurses, although some were
health care aides or personal support workers. The s¢apeir work, however, was not
different from a typical health care aide. It ishstcontext—the day-to-day—that caring
in long-term care occurs. These socio-cultural chamatitss of staff play a significant
part in care and caring (Tellis-Nayak & Tellis-Nayak, 1989).

In order to provide a caring environment for residentsyiag@nvironment must
also exist for staff. Some staff in this study describadtimg to have opportunities to
care for residents in ways that they felt were medulingut the cultural context of the
institution did not allow them to. In other research (Og@uWiersma, 2006), staff
described the lack of organizational commitment to theohdascribed feeling
undervalued and taken for granted. In addition, caregiverooit must also be factored
into the conceptualizations of care. Again, as evidencethir research (Dupuis &
Wiersma, 2006), many staff place a burden of perfection th@imselves to meet all the
residents’ needs, which may not always be humanly lplesStaff want to care for
residents in meaningful ways, but the structures oingtéution place severe restrictions
on their time, energy, and abilities to care (Dupuis &#afina, 2006). To expect staff to
care in all the ways described above without taking inbmant the structures of the
institution and the politics surrounding long-term care ldvdne neglectful both to staff
and residents. Presently, the government of Ontariinbesasingly regulated care due to
the media spotlight on a number of situations of abuige last number of years, both
physically and financially within the long-term care secidreir solution has been to

simply continue to regulate long-term care without addrgssome of the systemic
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issues underlying some of these problems. Indeed, the sys$saoes of not enough

staffing, not enough funding, lack of team effort and mamege support, and heavy
workloads (Dupuis & Wiersma, 2006) continue to be issues #matot be addressed
through increasing regulation. Thus, a caring environmetrétognizes the

sociocultural context is important to consider when addinggssues of caring.

9.8.1.2 An Embodied Approach to Care

Another consideration to take into account when postglatbout care and
definitions of care is the embodied nature of careaBge care within the long-term care
facility is focussed on the body, care is naturally edisd and involves both residents’
and staff bodies. If we continue to maintain a view Hedit exists within the body as well
as within the mind, the implications for practice agmsicant. Kontos (2005) suggests
that in rethinking the mind-body-self relations, we malsb consider the practical
implications of this rethinking and how embodied selfhoad inform guiding premises
and underlying assumptions of dementia. She suggests ahewfetare with a focus
on the awareness of non-verbal behaviour from residdgtiidementia. While this new
ethic of care is important and needed, what is missingeWer, in this conception is
body relationality. Since the body is produced withi@ tare encounter and particularly
through body language as forms of communication, the wayhich practitioners
“speak” through their bodies and through their touch ofrethmdies becomes
extremely significant. An embodied approach to carimeisessary if we are to provide

person-centred care.
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An embodied approach to caring requires a rethinking of awegtions of care.
Although the conceptualizations of care are relevanQafce et al., 1997; Morse et al.,
1990), what the research at Ridgemount illustrates igek@ents are very aware of
body language, and that much of the communication frafhtst residents comes
through body language. Thus, care is embodied as muclsasldtional or cognitive.
Indeed, care might be described as relational embodmnembodied relationality. |
described earlier how residents are made into institaitioodies through the care
encounter and bodily relationality. The care encoumteds to be recognized as the site
in which bodies are created, but is also the sitehiich staff have the opportunity to
create meaningful embodied relationships with residents.

The depth of emotional intimacy, or bounded intimacyi@w2000a) that is
lacking in much of long-term care can most certainhattebuted to structural issues
such as a lack of staffing and a lack of time. Howewtimacy can also be attributed to
the fundamental philosophy under which most long-term feaiéties operate—that of a
medical model. Most facilities, particularly in Onitgrare forced to operate within a
medical model because of the government regulations aed mblicy issues that dictate
ways in which long-term care is provided. Government egguis emphasize care of the
body through assessment and documentation (which is ludlitida are evaluated and
regulated), while care of the individual as a personsiedarded. To move toward an
embodied approach to care, significant structural chamgges to occur. Indeed,
McCormack and McCance (2006) suggest that moving toward a pegatned care

philosophy cannot occur without structural changes.
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Emphasizing structural changes and de-emphasizing the sdsiipnhon
individual organizations and staff, however, is not condutivchanging conceptions of
care. While recognizing that staff work within oppressivelwegimes that limit
emotional care work (Lopez, 2006a), there are also @ituud of opportunities
throughout the workday in which staff can help build ematliantimacy. Indeed,
emotional intimacy and an embodied approach to canecaneecessarily unrealistic, but
require a commitment to being with the person.

Parse’s (1992; 1998) human becoming theory as an approacle ttasar
important implications for an embodied approach to cemdy being with the person in
an attempt to understand his or her lived experience prowdgsérm care staff with a
unique opportunity to create emotional intimacy that is apprepniéh the level of
physical intimacy that is required in the relationshipe Telationship between residents
and staff is no longer viewed as a subject-to-objectioakhip, but viewed as a subject-
to-subject relationship, in which the staff can willingiyter and embrace the other’s
experience (Mitchell, 1991). It is about uncovering themmgain what people say
(Mitchell, 1990). The focus is not on diagnosing the indigidbut listening to his or her
perspective on what is occurring (Mitchell, 1990). This edmxb approach to caring not
only involves listening to his or her perspective, but attemgpb elicit meanings on
bodily care and the care encounter. What makes resitkmitsafe? What makes
residents feel valued? What can staff do to affirmnbeidual and his or her
experiences? How is this shown through body languageanohanication? As Rachel
mentioned, a simple gesture of “making sure you're niceclah” made her feel as if

she wasn'’t a bother, as if it was staff’s job to de.tlhose staff who just pulled up her
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clothes communicated to her that her body and comfae weimportant and not part of
their duties. This is one simple way in which care lsacommunicated. Thus, staff need
to elicit understandings and meanings from residents aheythysical care encounter
and how embodied care might be shown.

Changing practice from a totality paradigm to an alt@&veapproach is
challenging (Mitchell, 1990). A totality paradigm focusedliprocesses and
phenomena and refers to them as problems to be labelitgh¢l 1990). This type of
paradigm is indicative of a medical model of care Mitkhell (1990) describes,
however, “...changing practice approaches from one paradigmdther requires a
transforming of values, beliefs, and ways of being” (p. 1¥bis is perhaps one of the
most difficult elements of change. Changing from a bednelationship of care to an
emotionally intimate, embodied approach to care regstatto engage in reflective
practice and to know themselves, their values, and lbbéefs (McCormack &

McCance, 2006). Reflective practice is a vital componeanadmbodied approach to
care. Staff need to examine their views of the humaly,ldbeir views on bounded
intimacy, and to interrogate whether they even wisma&e the commitment to an
embodied approach to care that involves being with thepeFor many care workers,
caring for older people brings workers face to face wighréalities of aging and gives
them a vision of their own future (Twigg, 2000a). This, toeeds to be reflected upon as
part of an embodied approach to care. What does it toeget old? How am | as a staff
member different from, and similar to, the residente@dan | enter a subject-to-subject
relationship rather than a subject-to-object relatigpfiihe change to an embodied

approach to care requires substantial emotional commitomethe part of staff and
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management. Thus, an embodied approach to care requineshboges on a bodily
relational level as well as a caring environment in whina$ change might occur.
Whether long-term care is ready for a change in appesaio care at this
juncture in time remains to be seen. As McCormack an@avice (2006) state, moving
to a person-centred nursing philosophy, and the implementatdpractice changes
required are beyond the scope of individual nurses andesquiganizational and
structural change. Moving toward an embodied approach tovoand require the same
type of changes. Thus, advocacy on a political levekisyao this process. While nurses
are organized with their own unions and professional orgamiathealth care aides or
nurses aides, who perform the majority of hands-o@ frarresidents in long-term care
facilities, have yet to become organized politicallg. such, advocacy for change on a
structural level is still in the hands of relativelyeThe system, however, will not
change itself, and every staff member and person cathedth a long-term care facility
who wishes to see changes made has a responsibitiectone active politically to see

these changes take place.

334



9.8.2 The Role of Critical Space

As described earlier, the institution as a place had mespaus, a sense of
freedom was denied and privacy had to be redefined. Thefrolgical space, then, can
be very important in guiding approaches to care in thg-term care facility. Critical
space has been defined by McCorkel (1998) as space at tiseatitn of physical and
conceptual spheres. In McCorkel's (1998) study of women iompyrixitical spaces
allowed the women to recover a sense of who they thatavas distinct from the person
that staff said they were. Critical space occurremiaom that physically was not fully
under surveillance by staff (staff could only see partiallhe room) and was a
conceptual place for the recovery of self through k ¢tdsurveillance and social
interaction with others.

The notion of critical space is particularly applieato long-term care facilities as
well. The socialization into the institutional envirormeccurred so completely for
residents that they began to internalize the ideaofityeing a body. Residents had no
place to go that was not under surveillance of staffnBeglrooms, which typically are
private, were spaces of accommodation to being a lRatrooms were the spaces in
which the care encounter occurred to make them inteebods Brian described, privacy
becomes redefined in long-term care. Thus, critical sgapéysical and conceptual
sphere for the re-creation of bodies and identity, imaited. The physical space was
limited, as was the conceptual space, as described lgcthef narrative space for
residents to re-create and maintain a sense of s&lf fapm the institutional identity of
being a body. As | found in my previous research (Wier@0a3), residents at camp

found a space in which they were free to reveal the/@send engage in authentic
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relationships than when they were in the locked urthefinstitution. Alternative

environments can provide the resources and opportunitiesdiagating the body and
alternative identities, while total institutions lacle ttesources by which people can
create alternative identities to institutional ideast(McCorkel, 1998). Thus, critical
space as a guiding concept of care in long-term care hed&dsseriously considered.

The notion of critical space can be operationalinedarious ways. First, critical
space can be created through physical space. That is)esdfto understand issues of
privacy and ensure that residents’ bedrooms are respedtetdeaswere their homes. In
addition, bodily privacy needs to be respected, and residbould have control over
their own bodies. Second, opportunities for criticakcspean be created by the provision
of alternative environments. That is, on outings &did are outside of the surveillance
of the institution and are provided with more resourcestiogh to create and maintain
the self. More open environments in long-term care dpubvide residents with
opportunities for critical space. Third, critical spaseaglace in which residents can
form relationships, potentially discuss issues relatedetangtitution, and provide
alternative frameworks for viewing the self apart fribm institutional identity assigned
to them is important. How this is provided remains to lemseut the provision of
physical space that is beyond staff surveillance is@istthis direction.

There are numerous practical implications from thegaech. | have mentioned
two important concepts to consider here—that of a soltisaliand embodied approach
to caring and the creation and facilitation of critisphce. If we are to recognize the
impacts of institutionalization on identity (both cogretand embodied) and attempt to

provide ways for residents to maintain their senssetif different ways of ‘doing
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institutionalization’ need to be considered. Simply chaggiulture within long-term
care is not enough (Lopez, 2006a). Fundamental changes tegalegulations, and the

structure of the institution need to occur.

9.9  Future Research

This research leaves many questions unanswered an@igks® more questions
for further research. Further research needs to exammbedment and being-in-the-
world, and how these pre-reflective experiences inflteesense of place, place
attachment and place identity. Currently, these teeaie cognitive and rational in
nature, rather than embodied. Further examining how people the world can provide
a fuller understanding of how a sense of place, ptdaaeranent, and place identity are
created. The changing geographies of care mean that longee is increasingly being
provided within the home environment (Williams, 2002). Thus, éxiag the
socialization process of receiving care in the homeexadining the changing meanings
of home within the context of home care are alsactivas that future research should
explore. In addition, the lack of long-term care sasiin rural communities and the
relocation of rural elders to urban contexts for mgréiome care (as in the case of
Edward and Maybelle, and Rachel) should be examined, garlycthe loss and
disconnection to their communities.

There are further issues that need to be exploreailotig-term care
environment. While the socialization process has now bgamined in the long-term
care environment, further research should examine th&ligaton process into a total

institution environment for other groups of people, particylan residents with
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dementia or other cognitive impairments. The locked cursel units for residents with
dementia might form a completely different sociaima process for residents. Further
research should also consider whether this socimiizatocess might transfer to other
settings, such as group homes or residences for peohldigatbilities. In addition,
gender and gender roles need to be further explored irtdongeare (Russell, 2007), as
currently much research assumes a ‘degendering’ pr{8ibgsr, 2003) or does not
explicitly examine gender (Russell, 2007).

The concept of care and what care looks like in a lengrtare environment is
important to examine in order to enhance person-cenairedand enhance staff-resident
relationships. Care has been philosophized and theorizedtlbuekearch has examined
care in a residential setting such as a long-termfaailéy, particularly the perceptions
of staff and residents of this concept.

Long-term care staff's experiences also should beemthat is further explored.
While little research has examined issues from a geaffpective (Dupuis & Wiersma,
2006), further understanding staff experiences working wahigid and routinized
environment as well as the expectations staff pladbd@mselves for care of the
residents, is needed. In addition, understanding howestpéfriences impact
relationships with residents, care, and staff burnoutas Further research also needs to
explore the difference in perceptions of nursing stadf their techniques to help
residents adjust and the residents’ perceptions of teekaiques, which were not
apparent in this study. This research provides directamsifure research in order to

enhance our understanding of the long-term care environmgmésidents’ and staff's
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experiences in this environment, and how quality of life loa enhanced both for

residents and staff.

9.10 Research Limitations

This research was not intended to provide a grand narddtresidents’
experiences in long-term care. Instead, it was megnitavide insight through the eyes
of three residents into the experiences of coming tarieelong-term care facility and
the ways by which residents come to be socialized m@daing-term care culture. By
understanding these in-depth experiences, one can takadlwdedge to provide
insights into the experiences of other residents. Efttitese participants experienced the
facility and socialization process in different wagad common elements as well as
individual elements provide a more comprehensive understaoflihgse experiences.
Similar threads run through each residents’ experiendashwhen provide a greater
understanding of the socialization process of comingéoiti a long-term care facility
(Dyck, Kontos, Angus, & McKeever, 2005). In addition, tharmpes in my life
throughout the research (i.e., having my first child), iobpa the data collection, and
although this provided many benefits in terms of rapport aelationship development,
also limited the ways in which participant observatias able to be conducted. Thus,
much of the data came from verbal interactions, int&rsj and observations during my
interactions with participants. Further research mehwo take a more removed
observer stance to delve in-depth into the embodied piemological experience of

living in a long-term care facility.
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Finally, research by its very nature is biased and Vatlen because it is a human
activity (Harding, 1991). | make no claims of objectivityvatue neutrality; indeed, in
many ways, my close relationships with the residentgigeed me with greater access to
residents’ thoughts and feelings. | have tried to make fugsand biases explicit in
Section 9.11 The Self in the Research and the RoleoWédge, although my intense
discomfort with the way we in North America provid@dpterm care, my dislike of
medical approaches to care, and my concerns with aipedafor-profit industry caring
for vulnerable populations will always lean my interprietesd toward a critical
perspective. But no research is without its flaws asds; | simply attempt to be explicit

about these factors in my own research.

9.11 The Self in the Research and the Role of Knowledge

The notion of situated knowledges is derived from Harawagidk (1988).
Knowledge is described as always being constructed fropetispective of social
positions and locations. By being ‘objective’ and ‘valuesfréhis situatedness is ignored
and hidden, and knowledge is taken for ‘truth’ rather thaspgeetive (Harding, 1991). In
long-term care, knowledge is often derived from the expendpective (Estes & Binney,
1991). As such, the knowledge from other perspectives, incliiingstaff
perspectives, from family perspectives, and especialiy fiesidents’ perspectives, is
either dismissed or ignored (Diamond, 1992). Thereforeiet® knowledge as situated
for my research is to not only include the perspectivesxgerts’, but more importantly,
to focus on those people actually experiencing institutipatadn and experiencing the

long-term care environment. These knowledges can deconsaditbnal knowledge
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about aging, institutionalization, and care issues ankkclge dominant ideologies
(Collins, 1991).

Situatedness also involves understanding how | approachsegrch in relation
to the participants. | am a 31-year old woman, relatiyelyng in comparison to my
participants who are all over the age of 78. While agesscially constructed category,
there are differences between the participants and miyseresent their past, and they
represent my future; we are inextricably entwined. Ipatentially represent pain for
them, since | represent what was and what was natd What many of them lost—a
partner, a mother and a father, siblings, friends. eaperiencing the life stages they
once did and have now lost—marriage, a family, a catesn their memories. And yet,
despite these differences in our current situatiomsetare also many similarities.
Memories do not always bring pain, and as such, theysdiae their lives as they are a
part of me living my life. They teach me life lessoinat can only be known from
experience. Many times, | see myself as more sirthkan different from them. Yet in
terms of current life circumstances, | am vastlyedént. They represent my fears. One
day, will this be me? How will | live? Survive? Cope? Inder what it must be like to
lose the use of your body. Even more, what must itkketd lose control of your bodily
functions? | am able to care for myself now. Whastmube like to not be able to go the
bathroom by yourself? To not be able to turn your body wmvbed? To not be able to
take a step without someone there beside you? | cargtendrto understand this
experience, and in this way, my research and my ‘kradiyeleis often situated outside of

these experiences. This, of course, means that rgrasonly presents a specific
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perspective, since the bodily experience is a signifipart of people’s lives (Twigg,
2004).

Yet, these participants are much more than the suheaffunctioning, than of
their body. And, it is in this way that we becomenaned. The values | hold dear—of
family, spirituality, nature, work, responsibility—araes that many of them may hold
dear as well. The lessons and experiences of lifetrenltiving history that they possess,
teach me about another era. To a great degree, theddgeM gained from the field both
in past research and work experiences, and the thlegened was dependent on my
relationships with the residents. To some degree, | wdrnme much | took as opposed
to how much | gave? Perhaps | was one of the few whoddiglist listen, but who saw
the residents as not so different from myself. But migas of how | view us as similar
or different, it is inevitable that | present a viewtlod participants through my eyes—that
of a white, first-generation Dutch, female, young perspecto pretend any differently
is to assume the authority of a non-present other,capcesent my findings as truth. In
reality (or in fiction), my research and my knowledge situated.

If we begin from the world as we actually experiengcg is at least possible to

see that we are indeed located and that what we kndve @ther is conditional

upon that location. There are and must be differemémsnces of the world and
different bases of experience. We must not do awaythin by taking
advantage of our privileged speaking to construct a sociologicsion that we
then impose upon them as their reality. We may notitewhe other’s world or
impose upon it a conceptual framework that extracts frevhat fits with ours.

Their reality, their varieties of experience, musebeunconditional datum. It is

the place from which inquiry begins. (Smith, 1990, p. 25)

Embodiment and embodied subjectivity also means taatal researcher must be

aware of my own embodied subjectivity. Fieldwork asmbadied activity is interactive

(Reich, 2003). Reich (2003) described her experiences cofidutr data while she was
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pregnant. Reich was observing social workers who invastigchild abuse and neglect,
as well as shadowing emergency response workers amtiesyigated abuse. In some
cases, she was present while the social workers rehabwelren from the parents’
custody. Throughout her data collection, she state$.thaty interactions with those |
was observing were layered with the cultural meaningsegnancy” (Reich, 2003, p.
356). She states that her pregnancy was an important sfutag.

Pregnant bodies are public bodies (Reich, 2003). Reicls steteher pregnant
body allowed those she was studying to feel more caatfter and helped her gain earlier
entrance into the group. Having a common identity as fsmvegre important sources of
shared knowledge and credibility. In my case, being pregriamtesl me to share a
common identity with many of the participants and atheithe long-term care setting,
including the staff and the residents who are or have [&emts themselves. This
shared identity, as well as the excitement that childrehbabies often bring to the long-
term care environment, inevitably altered my relationshipis staff and residents. Many
of our conversations were centred first around my pregramdyater around my son,
Gabriel. Because Gabriel was about eight months o&hwie data collection period was
finished, the staff and residents were able to watch hiw @nd were a significant part
of his life. Being aware of this altered relationship, plered the ways in which my
relationships developed with others, and how pregnancy &edd baby) affected this.

For Reich (2003), the physicality of her pregnancy presdmedith challenges
during her fieldwork. Given that | had been experiencing emugmiting, heartburn,
fatigue, and headaches, in addition to making extra wipiset bathroom prior to

beginning my data collection, | anticipated the manylehgks that might be presented
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to me during my data collection. By the time | startgddata collection in July, 2005, |
was six months pregnant. My nausea had mostly subsidédsktyme, but the fatigue,
heartburn, and asthma were challenges, as was a wfeesioin. During the first week of
data collection, | went to the facility every day. 8 end of that week, my feet were so
swollen | was having trouble walking and | was exhaustean tlecided to go three
days a week, every other day, to give myself opportunitiea fbveak and to allow my
body to recuperate. Although data collection was not phaijgistrenuous, | was on my
feet for the most part, and water retention and swddéet, particularly toward the end of
my pregnancy, posed some physical challenges for me.
Due to pregnancy, there were also timing issues withaorl&d data collection. Data
collection was ongoing for up to a year due to the birtBabriel and my ability (or lack
thereof!) to be a mother and researcher at the sameAs | mentioned, | was able to
resume data collection within ten days of giving birtimding Gabriel with me to the
facility. This, as well, changed my relationships with staff and residents. Babies
create much excitement in long-term care facilitea®] much of my communications
with others revolved around Gabriel. | have included aematdrom my journal to
describe the ways in which my pregnancy and the birthyoon changed me, changed
the research, and changed the relationships with tearasparticipants.
January 2007
It's time for me to reflect on myself as a researcher, pmeatationships
with my participants. | find this very difficult to do. Theraimish-mash of
emotions and to sort them all out requires an immense amount of emotional
energy and self-reflection. Self-reflection causes me to segstthiat | would
rather not see, and so it is much easier for me to eliminate thi®ptre
research. Quite frankly, | am tired. The past three years hase be
intensely...well, pretty much any adjective would do here. (Is it @ctadg or an

adverb? | guess English classes never paid off...1 digress, again tryirgstep
this process).
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| can’t do it. | can’t ignore it. If | am to understand how | camehiese
findings, how | came to view this institution, how | came to belatioaships
with these people, | need to dig deeper.

In order to understand the “Other”, | need to reflect on myseif. the
reader who might not know me, let me tell you what the last tkege fiave
entailed for me...a wedding, a move, a pregnancy, and a baby. These four life
events, in themselves, leave much to be described. Betwemeshédtween the
commas, is a lifetime of emotions.

| married Harvey on December 19, 2005. | was in my second year of my
Ph.D., starting to think about my dissertation and work on my proposalvéd
from Waterloo, Ontario to Ridge Mountain, Ontario the end of December 2005.
Ridge Mountain is a 16-hour drive from Waterloo. My family livesnpaster,
about an hour outside of Waterloo. Ridge Mountain is a long way from home.
January 2006 was a very cold month with temperatures of —40C. | didn'’t like
Ridge Mountain. On February 25, | found out | was pregnant. On March 5, the
morning sickness started. It didn’t stop until June (I was five-mgmggnant by
this time). On March 5, the heartburn also started. It never stoppddlatbber
17, the day my son was born. Infections, asthma, breathing problems, water
retention, weight gain...whoever said pregnancy was wonderful? I missed my
family terribly. | hated feeling sick all the time. | didhke living in northern
Ontario—a “redneck” culture. | was thinking about my dissertation and was/
| going to finish with a baby? | started my data collection in August 2006. |
planned on bringing my baby in with me and continuing my data collection. |
determined | would be completed my Ph.D. in four years. It is e a half
years now, and | am finishing the final draft.

My son Gabriel was born on October 17. My life will never be the same
again. This is said with extreme joy, happiness, frustration, sadnesguéind
The guilt never goes away. But back to that later...

My mother had postpartum depression when my youngest sister was born.
For me, the first few weeks were fine. | felt so muclebeithout a huge belly. |
wasn't sleeping much, but | didn’t sleep much before he was born diler.
there were indications that things were not so well either. | neipee coming
home after we were in the hospital for four days, and looking at our héese li
was a different place. | wondered if | would be able to do thi$. $dene
nostalgia for the ‘pre-baby’ times, and that has never gone away. Deesrit
Or am | the only woman/mother to feel this way?

| love my son with all my heart. The fact that | need to sakttug/s that
cultural and societal expectations of “mother” are deeply inscribed irvahye
system, despite my feminist leanings. The guilt over someehations does not
go away. And perhaps it never will.

| brought Gabriel into Ridgemount Facility with me when he was just ten
days old. From then on, he came in with me two or three days a wéekdd
continue my research. In retrospect, this placed a lot of pressumeand of
course on him, but I think | would have gone mad to stay at home all day.

The birth of my son changed my identity in ways that | can’t desarole,
in ways that | do not fully even know. But one thing that has not changedywas m
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love for my work and research and my longing to have a purposeful carese The
feelings were not even suspended for a short period of time afsmwas

born. So | continued my research. My husband Harvey had a job too. He loved his
job and had a purposeful career. And so the tension started to build. He could not
support me. | could not support him. We both became isolated.

It was shortly after my son was born that problems in my marriage
became glaringly evident. Arguments, fights, tension, sharp words, dangerous
tones...it was never-ending. Home was not a haven, but a place of conflict
contemplated leaving my husband, something | said | would never do. | cried all
the time. How much more could | take? Life was so complicated ribva waby
in the picture. Where would |1 go? How could | take my son away frofathes?

| don’t know when things started to get better with us at home. Outside
intervention helped. Buying a home and moving out of our small townhouse
helped. Getting more sleep helped. Finishing my data collection helpéthds
adjusted to having a baby helped. (Although some days | feel that | anotstill
completely adjusted, and Gabriel is 15 months old now).

You may be wondering what this has to do with my research. | sometimes
wonder the same thing. Yet | as the researcher am an integral fhd msearch
process, and who | am, my life circumstances, significantly impactsearch.

My emotional upheaval impacted my research, possibly in ways that | may not
even know. Becoming a mother caused me to see the world diffdrently
experienced a number of incidents in which | felt guilty for wantingreer and
was made to feel guilty by others for wanting a career. But continuthgwy

Ph.D. was my sanity—I was still someone, not just a mother.

My relationships with the participants as well as the staff, indeid,
everyone in the facility, changed significantly. Most of the &taéfmajority of
whom were women) could identify with pregnancy and motherhood, and the basis
of our conversations were almost always about Gabriel rather than about the
research or my career. My conversations with the residents oftetred on
family and children. I'm sure | was viewed differently by tlsedents because of
Gabriel. Connections with residents’ families were made as wediuse of
Gabriel. In short, he became my identity in the facility. Surpriginghink this
made my research easier. There was rarely a lack of convershtosure | was
probably less intimidating to staff, perhaps to residents too. Gabriekthea
foundation on which relationships were built.

These ways in which | am different, and in which | fm@ same as the research
participants, provide the necessity for my self-refléyithroughout the process of this
research, and for my awareness of the ways in whicrefrationships with the

participants was structured based on these similaaitidslifferences. As such, it was of
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utmost importance that my self and my person were indlirdéhe research and in my
reflections.

Research, especially ethnography, is an embodied experieew researchers
have included or analyzed their embodied experiences ddiag research (Rudberg,
1997). Understanding how the body is a significant patie@fesearch experience is just
as important as understanding the researcher’s expesiehwduding the subjective and
emotional reflections of the researcher adds comirectiayers to the story being told
about participants” (Ellis, 2004, p. 62). llluminating relasbips and reflections between
researcher and participants adds depth and understandirgaietigsis of the research,
and adds depth to the participants’ stories.

March 6, 2007

| am recovering from a migraine yesterday. | have taken Advil taxlay t
take the edge off my migraine, and although | can feel remnantsti@fdgss
pain, | feel much better. Today, | am able to read. | have picked umSim
William’s (2006) article, “Medical sociology and the biological body: whare
we now and where do we go from here?” | confess, some of what hedagsito
beyond my level of comprehension, having not been immersed in some of the
sociological literature that he has been. However, the essential nuftins
article is that medical sociology needs to take into account both biology and
sociology, that social constructionism has superceded much of the biological
discourse of the body. In social constructionism, the body and disease have
become mere discursive matters. Phenomenology has afforded us a tyore ful
embodied perspective on the body, but is still at an early stage emtiging
and evolving material-corporeal project.

| more than likely will not come up with an amazing theory that can
answer all of these questions. There are numerous scholars, with amu@eth
understanding of these issues, that have attempted to already address these
guestions (Birke, 1999; Shilling, 2005; Williams, 2006). And | wonder hiow al
this theorizing can help answer my question—how do | convey the re'sidents
embodied experiences? First, how can | understand? And then, how can |
convey? | was pondering this as | read the article. | do not know wisdtke to
live with a chronic illness or disability. The only thing | cantiketo is my
struggles with migraines. The pulsing, throbbing pain. | dread having to pick up
my son or move from where | am sitting to take care of him. Tharngaeases
with the movement. My eye, usually just one, becomes swollen and blpodshot
tears often shrouding my vision. The pain is indescribable, but graspsdenef si
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my head. Yesterday, it was the right side. Pain behind my eyetetistision,

black spots, flashes of light in my peripheral vision, throbbing at thedfasg

skull, and a grip of pain over my scalp. | cannot work, cannot read, catybare
speak a coherent sentence. My poor son, just 16 months, gets the brunt of
Mommy’s anger and frustration. Somehow, he always seems to know wtzn he
get away with all the things he normally is not allowed to do, and scstseny
patience. The pain does not go away. Medication does not help. Heat applied to
the neck does not help. An ice pack on the forehead or over theelgessra
modest amount of the pain momentarily, but it comes back full forcalmnme
pack is removed. | want to continue my daily activities, but | camtypbn my

body. All my muscles in my body coil and tense, focussing on the paynhiead.

| find myself clenching my teeth to cope with the pain. Infgeeiuscles in my

neck and shoulders spasm and tighten. | know that when this is over, my body’
muscles will ache with the exertion.

| think, then, what it must be like to live with pain permanen#tyol, at
least, that this pain in my head will go away in a day or two. Nextmit will be
back, but there will be relief. | survive, knowing that tomornmy,body will be
my own again. What does Brian feel every day with the pain in his Kéex?
does Rachel feel with the pain in her arm and leg on her affectett@mder
stroke? Are their bodies their own? The unpredictability and inabiligetmend
on one’s body must leave one feeling powerless. Again, | think ofgraines. |
have no control over my body, over the pain. | worry about when | will be
expected to perform at work, and what will happen on the days that | cannot
depend on my body. What must it feel like to be unable to take garer afwn
bodily functions? Does your body feel alien? Or does one form and construct a
new relationship with an unstable and unpredictable entity? What is the
relationship between the mind/body/identity? My identity when | havgraine
becomes a migraine sufferer. My husband looks at me and can tell | have a
migraine. All kinds of behaviour becomes excusable at this timeeleheaason.
| have pain. | am no longer mother, wife, friend, sister. | havegaaine. |
become my pain, and those around me relate to my pain. Of course, rey®on |
young to understand, and is the only person who does not. What happens if | am
not given due consideration by those around me because of my migraine? If | am
expected to continue my day-to-day activities? | certainly would harbour
resentment towards those who have expectations of me. Perhap$itws is
Brian, Rachel, Edward, and others feel. Is due consideration given toftteey
are irritable because of pain? If they are frustrated because of bodiewithabt
follow their commands? Bodies that are unpredictable? Do we give them the
same consideration?

The only way | know to understand others’ embodied experiences is to put
myself in their shoes. A rather inadequate method, fraught with switjesti
privileged voices (my own), situational interpretations and representsiti.this
is the only method | have to frame, contextualize, and interprelergsi
embodied experiences. And so | situate myself. In some smatieslagps this
can address the limitations.
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My relationships with the residents were rather cocapéid. As with any
relationships, personality plays a significant part rspeal connections between people.
| had a difficult time connecting with Edward becausevhs always busy and did not
often have time to talk. | visited with Rachel oftent btill never felt as if | got to know
her. My relationship with Brian was a much differemtrgt and | felt a deep personal
connection with him. | wonder, as | reflect on thee@rch process and on my findings,
how I can capture a life?

February 16, 2007

As | have completed my analysis, | read over the findings. | eagasd
of my participants in their quotes, but | wonder what someone reading these
findings might think? These three residents—Edward, Rachel, Bity-ate
real people. | have seen their smiles, but have also, maybe mordantjyorseen
their tears. Rachel crying when she talks about her family, herfis@srraising
her grandchildren. Her pride in her namesake—her great granddaughter. She
was hard to reach and to connect with, and only a handful of times didpsg
her vulnerability. | talked with Edward and his emotions on being sepafiated
his wife. His pain when she did not remember his visits. Hidihn@ss on no
longer sharing a bed, sharing physical warmth and intimacy with Maybelle. But
even more than these, my connection with Brian. | cannot explain it,feed |
guilty for feeling more connected with him. He reminds me of mggehy father,
of my husband. Brian talked to me of things that no one has before. He made m
feel what it is like to be old, to have an aging and unpredictable bodyabkla
strong man, like my father, honest, hard-working. He was selfctiefte very
introspective like my husband. There was something about him that kepigira
me back. He was more than an old man, as some might see him. He had a
strength and depth of character that | have rarely seen in people. There w
wisdom in his pale blue eyes that if you took a moment to look eyéss you
would be transfixed. | admired him greatly and enjoyed spending time with him

There was only one time | saw Brian near tears. | had finished an
interview with him. | told him how much | appreciated him talkingnéoand how
| had learned more from him than from all my previous years of praatide
research. | thought | saw tears in his eyes as he told me tlmtenbad been
interested in what he had to say about these things—life, aging, deatleréve w
silent for a moment before we moved on to safer topics of conwardadon’t
know if he felt that moment, but I will never forget it.

| turn back again to my findings and wonder again, can you see them?
Can you know them? Edward, Rachel, Brian—three extraordinary, unique
individuals. No one like them. All my sociological analyses and theose&ms
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so inadequate. How can | capture the complexity of their lives? Thie diefbieir
emotions? the pain of their losses?

9.12 Conclusions

This research is situated within many paradoxical rhythntigeofAs illustrated
by the above conceptions of bodies, bodies are situatleith waradoxes and cannot be
simply described. As Parse (1992) states in her Human Begdrheory, “[c]ocreating
rhythmical patterns of relating is living the paradoxicatyof revealing-concealing,
enabling-limiting, while connecting-separating” (p. 37). Lifel ddodies are about
paradoxes. The tensions of the paradoxes of life aer wewmpletely resolved, and as
such, the “messiness” and complexity of human livesldhoireflected in research
(Ellis, 2004). There is no easy way to sum up this reseaoctio theorize and yet
continue to feel like | have been “true” to the partiofgaexperiences. Thus, | chose to
conclude with a discussion of the paradoxical rhythmgenfThis research illustrated
numerous paradoxes of life in which bodies live—acceptsisting bodies, life-death,
public-private spaces, compliance-resistance. Thus, teizkewith grand narratives is
counter-productive to the project of understanding older p&olpled experiences,
particularly within the context of the institution. &es and lived experiences exist
within the hyphens of the paradox. The participants sfrésearch live within these
hyphens, unsanitized, untheorized, in all the mess andrdirtvonder that is life. This
research, too, lives within these hyphens, embracingetistons of paradox, the

complexity of life. To live anywhere else is to simplihe mysteries.

350



REFERENCES

Aaronson, W. E., Zinn, J.S., & Rosko, M.D. (1994). Degoofit and not-for-profit
nursing homes behave differentlyAe Gerontologist, 38), 775-786.

Ahmed, J. (2004). Reaching the body: Future directions. Irmbimas & J. Ahmed
(Eds.),Cultural bodies: Ethnography and theqigp. 283-300). Malden, MA:
Blackwell Publishing.

Andrews, A. (1999). The seductiveness of agelessAgesng and Society, 1801-318.

Applegate, M., & Morse, J.M. (1994). Personal privacy awmeractional patterns in a
nursing homeJournal of Aging Studies(48), 413-434.

Arber, S. & Ginn, J., Eds. (19958}onnecting gender & ageing: A sociological
approach.Philadelphia, PA: Open University Press.

Berthelot, J.M. (1991). Sociological discourse and thaybm M. Featherstone, M.
Hepworth, & B.S. Turner (Eds.Jhe body: Social process and cultural theory
(pp. 390-404). Newbury Park, CA: Sage.

Biggs, S. (1997). Choosing not to be old? Masks, bodieglantity management in later
life. Ageing and Society, 1833-570.

Biggs, S. (2004). Age, gender, narratives, and masquetiegsal of Aging Studies, 18
45-58.

Birke, L. (1999).Feminism and the biological bodjew Brunswick, NY: Rutgers
University Press.

Blumer, H. (1969)Symbolic interactionism: Perspective and methaxk Angeles:
University of California Press.

Bochner, A. P. (2000). Criteria against oursel@salitative Inquiry, §2), 266-272.
Bochner, A.P. (2001). Narrative’s virtu€3ualitative Inquiry, 72), 131-157.

Bond, J. (1992). The medicalization of dement@urnal of Aging Studies(4), 397-
403.

Bourdieu, P. (1990)T'he logic of practiceStanford, CA: Stanford University Press.

Bourret, E. M., Bernick, L.G., Cott, C.A., & Kontos A2 (2002). The meaning of
mobility for residents and staff in long-term care lities. Journal of Advanced
Nursing, 3T4), 338-345.

Bowden, P. (2000). An ‘ethic of care’ in clinical setsngncompassing ‘feminine’ and
‘feminist’ perspectivesNursing Philosophy, 136-49.

351



Boyd, R., & McGuire, F. (1996). The efficacy of humouirmproving psychological
well-being of residents of long-term care faciliti@surnal of Leisurability, 2@),
26-37.

Bricker, K.S., & Kerstetter, D.L. (2000). Level of spdization and place attachment:
An exploratory study of whitewater recreationigtsisure Sciences, p#), 233-
257.

Brill, P. A., Jensen, R.L., Koltyn, K.F., & Morgah,A. (1998). The feasibility of
conducting a group-based progressive strength training prograesidents of a
multi-level care facility Activities, Adaptation & Aging,(83-63).

Brough, J.B. (2001). Temporality and illness: A phenomencdbg@erspective. In S.K.
Toombs (Ed.)Handbok of phenomenology and medidjoe. 29-46). Dordrecht,
the Netherlands: Kluwer Academic Publishers.

Brown, A. (1998). ‘Doing time’: the extended present @f itmg-term prisoneilime &
Society, 71) 93-103.

Brown, B.B., & Perkins, D.D. (1992). Disruptions in plateachment. In I. Altman &
S.M. Low (Eds.)Place attachmen(pp. 279-304). New York: Plenum Press.

Brown, B., Perkins, D., & Brown, G. (2003). Place attaehimn a revitalizing
neighborhood: Individual and block levels of analyd@irnal of Environmental
Psychology, 2@), 259-273.

Buettner, L. L. (1995). Therapeutic recreation as amvatgion for agitation in persons
with dementia: A case study for Mrs. Mherapeutic Recreation Journal, (49,
63-69.

Buettner, L. L., & Fitzsimmons, S. (2002). AD-venture peogr Therapeutic biking for
the treatment of depression in long-term care resideititsdementiaAmerican
Journal of Alzheimer's Disease and Other Dementia&)1121-127.

Burns, 1., Cox, H., & Plant, H. (2000). Leisure or therams? Snoezelen and the care of
older persons with dementiaternational Journal of Nursing Practice(®),
118-126.

Calasanti, T. M. (2004). Feminist gerontology and old .nMdearnal of Gerontology,
59B(6), S305-S314.

Charmaz, K. (1983). Loss of self: A fundamental formusfesing in the chronically ill.
Sociology of Health and lliness(Z), 168-195.

Charmaz, K. (1995). The body, identity, and self: Adaptingnmairment.The
Sociological Quarterly, 3@), 657-680.

352



Clarke, L.H. (2001). Older women’s bodies and the self:s@antion of identity in later
life. The Canadian Review of Sociology and Anthropologi4)3841-464.

Clough, P.T. (2000). Comments on setting criteria for exmntal writing.Qualitative
Inquiry, §2), 278-291.

Cohen, D., & Eisdorfer, C. (1986Jhe loss of self: a family resource for the care of
Alzheimer’s disease and related disordé&ew York: Norton.

Cohen-Mansfield, J., Golander, H., & Arnheim, G. (200@)f-Blentity in older persons
suffering from dementia: Preliminary resulBocial Science and Medicine,,51
381-394.

Collins, P.H. (1991)Black feminist thought: Knowledge, consciousness, and the politics
of empowermeniNew York, NY: Routledge.

Colman, A.M., Ed. (2001 dictionary of psychologyxford University Press, Oxford
Reference Online. Retrieved March 3, 2005.
[http://mwww.oxfordreference.com.proxy.lib.uwaterloo.ca/ve#BNTRY .html?sub
view=Main&entry=t87.e170]

Crawford, R. (1980). Healthism and the medicalizatioevairyday life International
Journal of Health Services, (@), 365-388.

Crossley, N. (1996). Body-subject/body-power: Agency, ipsom, and control in
Foucault and Merleau-Pontgody & Society, ), 99-116.

Csordas, T. J. (1994). Introduction: The body as reprasentand being-in-the-world. In
T.J. Csordas (Ed.Embodiment and experience: The existential ground of culture
and self(pp. 1-24). Cambridge, GB: Cambridge University Press.

Davies, S., & Nolan, M. (2003). “Making the best of thingslatives’ experiences of
decisions about care home enthgeing & Society, 43), 429-450.

Denzin, N.K. (2000). Aesthetics and the practices of qui@ktanquiry. Qualitative
Inquiry, §2), 256-265.

Denzin, N.K. (2001)Interpretive Interactionisni2™ ed.). Thousand Oaks, CA : Sage
Publications.

Diamond, T. (1992)Making gray gold: Narratives of nursing home caticago, IL:
The University of Chicago Press.

Dixon, J., & Durrheim, K. (2000). Displacing place-ideyti discursive approach to
locating self and otheBritish Journal of Social Psychology, ,387-44.

353



Dobbs, D. (2004). The adjustment to a new haloarnal of Housing for the Elderly,
18(1), 51-71.

Donnenwerth, G. V., & Petersen, L.R. (1992). Institogilisation and well-being among
the elderly.Sociological Inquiry, 6@4), 437-449.

Duncan, M.T., & Morgan, D.L. (1994). Sharing the caringnifg caregivers’ views of
their relationships with nursing home stathe Gerontologist, 34235-244.

Dupuis, S.L., & Smale, B.J.A. (2003h-house and community access recreation
programs in long-term care facilities in Canad&aterloo, ON: Murray
Alzheimer Research and Education Program, University atevibo.

Dupuis, S.L., Smale, B.J.A., & Wiersma, E. (2005). Cngptipen environments in long-
term care settings: An examination of influencing faetdherapeutic Recreation
Journal, 394), 277-298

Dupuis, S.L., & Wiersma, E. (2006, Novembilganings attached to responsive
behaviours in long-term care settingfaper presented at the Alzheimer Society of
Canada conference, Toronto, Ontario, Canada.

Dyck, I., Kontos, P., Angus, J., & McKeever, P. (2009)e home as a site for long-term
care: meanings and management of bodies and spéeadth and Place, 11173-
185.

Ejaz, F. (2002). Family satisfaction with nursing home dar relatives with dementia.
Journal of Applied Gerontology, 23), 368-384.

Elias, N. (1978)The civilizing process: The history of mann&tsw York, NY: Urizen
Books.

Elias, N. (1983)The court societyNew York, NY: Pantheon Books.

Ellis, C. (2004).The ethnographic I: A methodological novel about autoethnography.
Walnut Creek, CA: AltaMira Press.

Estes, C. L. (2001). Political economy of aging: A thdoaéframework. In C. L. Estes
& Associates (Ed.)Social policy & aging: A critical perspecti@p. 1-22).
Thousand Oaks, CA: Sage.

Estes, C. L. & Binney, E. A. (1991). The biomedicalizatid aging: Dangers and
dilemmas. In M. Minkler & C.L. Estes (Eds@ritical perspectives on aging: The
political and moral economy of growing dldp. 117-134). Amityville, NY:
Baywood.

Estes, C. L., Harrington, C., & Pellow, D.N. (2001). Thedical-industrial complex and
the aging enterprise. In C. L. E. Associates (ERbkial policy & aging: A critical
perspectivgpp. 165-185). Thousand Oaks, CA: Sage.

354



Estes, C.L., Mahakian, J.L., & Weitz, T.A. (2001). dlipcal economy critique of
“productive aging”. In C.L. Estes & Associat&gcial policy and aging: A
critical perspectivegpp. 187-199). Thousand Oaks, CA: Sage Publications.

Estes, C. L., Wallace, S.P., Linkins, K.W., & Binn&A. (2001). The medicalization
and commodification of aging and the privatization anmmnalization of old age
policy. In C. L. E. a. Associates (Ed9ocial policy & aging: A critical
perspectivgpp. 45-60). Thousand Oaks, CA: Sage.

Featherstone, M. (1991). The body in consumer culturigl. lkeatherstone, M.
Hepworth, & B.S. Turner (Eds.J)he body: Social processes and cultural theory
(pp. 170-196). Newbury Park, CA: Sage.

Featherstone, M., & Hepworth, M. (1991). The mask ofragand the postmodern life
course. In M. Featherstone, M. Hepworth, & B.S. Tufi®ls.),The body: Social
process and cultural theoifpp. 371-389). Newbury Park, CA: Sage.

Fine, M., & Weis, L. (1996). Writing the "wrongs" of fieladnk: Confronting our own
research/writing dilemmas in urban ethnograpr@slitative Inquiry, 23), 251-
274.

Fine, M., Weis, L., Weseen, S., & Wong, L. (2000). FoomR? Qualitative research,
representations, and social responsibilities. In NDKY. S. Lincoln (Ed.),
Handbook of Qualitative Research (2nd €@p. 107-131). Thousand Oaks, CA:
Sage Publications.

Fitzsimmons, S. (2001). Easy rider wheelchair biking. Aingrsecreation therapy
clinical trial for the treatment of depressidournal of Gerontological Nursing,
27(5), 14-23.

Flynn-Reuss, G., Dupuis, S.L., & Whitfield, K. (2005). Underndiag the experience of
moving a loved one to a long-term care facility: Famigmbers’ perspectives.
Journal of Gerontological Social Work, @§, 17-46.

Foner, N. (1995)The caregiving dilemma: Work in an American nursing home.
Berkeley: University of California Press.

Foucault, M. (1975)Discipline & Punish: The birth of the prisoNew York: Random
House.

Foucault, M. (1980)Power/knowledge: Selected interviews and other writings 1972-
1977. [Edited by Colin Gordon. Translated by Colin Gordon, Marshall, John
Mepham, & Kate Soper]. New York: Pantheon Books.

Frank, A. (1991). For a sociology of the body: An anahltreview. In M. Featherstone,

M. Hepworth, & B.S. Turner (Eds.Jhe body: Social process and cultural
theory.(pp. 36-102). Newbury Park, CA: Sage.

355



Gadow, S. (2004). Body and self: a dialect. In The Aberd@zely Group (A. Blaikie, M.
Hepworth, M. Holmes, A. Howson, D. Inglis, & S. San) (Eds.),The body:
Critical concepts in sociology, Vol. IV Living and Dying Bod@s. 70-83). New
York: Routledge.

Gass, T.E. (2004Nobody’s home: Candid reflections of a nursing home diildaca,
NY: Cornell University Press.

Geiger, C. W., & Miko, P.S. (1995). Meaning of recreatiasiiee activities to elderly
nursing home residents: A qualitative stu@igerapeutic Recreation Journal,
29(2), 131-138.

Gerdner, L. A. (2000). Music, art, and recreational thesaim the treatment of
behavioural and psychological symptoms of demehitarnational
Psychogeriatrics, 1(&Suppl. 1), 359-366.

Gergen, K.J. (1991)he saturated self: Dilemmas of identity in contemporaryUA:
BasicBooks.

Gesler, W. M. (1999). Words in wards: Language, health, e pealth and Place, 5
13-25.

Gibson, D. (1996). Broken down by age and gender: "The prolflefd women"
redefined Gender & Society, 1@), 433-448.

Gibson, D., & Allen, J. (1993). Parasitism and phalléesm in social provisions for the
aged.Policy Sciences, 2679-98.

Giddens, A. (1984)The constitution of society: Outline of the theory of structuration.
Berkeley and Los Angeles, CA: University of California$s.

Giddens, A. (1991Modernity and self-identity: Self and society in the late modern age.
Stanford, CA: Stanford University Press.

Gielow, D., & Hobler, R.C. (1986). Sensory integratiativaty in nursing home
residents' cognitions, affect, self-esteem and beh&®&ceptual & Motor Skills,
62(2), 637-638.

Gieryn, T.F. (2000). A space for place in socioloygnual Review of Sociology, ,26
463-496.

Giuliani, M.V. (1991). Towards an analysis of mental reprg¢ations of attachment to
the homeJournal of Architectural and Planning Researc(2)3 133-146.

Giuliani, M.V., & Feldman, R. (1993) Place attachmenaidevelopmental and cultural
context.Journal of Environmental Psychology,, Z67-274.

356



Gladstone, J., & Wexler, E. (2000). A family perspecti/eamily/staff interaction in
long-term care facilitiesGeriatric Nursing, 2{1), 16-19.

Goffman, E. (1959)The presentation of self in everyday Iifew York, NY:
Doubleday.

Goffman, E. (1961)Asylums New York: Anchor Books/Doubleday.

Goffman, E. (1963)Behavior in public places: Notes on the social organization of
gatheringsNew York: The Free Press.

Golander, H. (1995). Chronically ill, old, and institutitimad: Being a nursing home
residentFamily & Community Health, X4), 63-79.

Goodale, T. L. (1990). Perceived freedom as leisure's asistiiournal of Leisure
Research, 22), 296-302.

Groger, L. (1995). A nursing home can be a hajoernal of Aging Studies(®), 137-
153.

Grosz, E. (1994)Volatile bodies: Toward a corporeal feminisBloomington and
Indianapolis: Indiana University Press.

Grosz, E. (1999). Bodies-cities. In J. Price & M. Shdkr(Eds.),Feminist theory and the
body: A readelpp. 381-387). New York: Routledge.

Gubrium, J.F. (1975).iving and dying at Murray ManoiNew York: St. Martin’s Press.

Gubrium, J.F. (19935peaking of life: Horizons of meaning for nursing home residents.
Hawthorne, NY: Aldine de Gruyter.

Gubrium, J. F., & Holstein, J.A. (1999). The nursing hosa discursive anchor for the
ageing bodyAgeing and Society, 1919-538.

Gubrium, J.F. & Holstein, J.A. (2000). The self in a waf going concernsSymbolic
Interaction, 232), 95-115.

Gubrium, J.F. & Holstein, J.A. (2001pstitutional selves: Troubled identities in a
postmodern world.

Gustavson, L.C., & Cytrynbaum, J.D. (2003). llluminating sjgacelational spaces,
complicity, and multisited ethnograpifield Methods, 18), 252-270.

Haggard, L.M. & Williams, D.R. (1992). Identity affirmatidhrough leisure activities:
Leisure symbols of the selfournal of Leisure Research, (24, 1-18.

Hall, B. L., & Bocksnick, J.G. (1995). Therapeutic reci@ator the institutionalized
elderly: Choice or abusé@ournal of Elder Abuse and Neglec(4y, 49-60.

357



Halldorsdottir, S., & Hamrin, E. (1997). Caring and uncaringo@nters within nursing
and health care from the cancer patient's perspeGarmcer Nursing, 22), 120-
128.

Haraway, D. (1988). Situated knowledges: The science queastieminism and the
privilege of partial perspectivEeminist Studies, 13), 575-599.

Harding, S. (1991Whose science? Whose knowledge? Thinking from women'’s lives.
Ithaca, NY: Cornell University Press.

Harrington, C., Wollhandler, S., Mullan, J., Carrjlld., & Himmelstein, D.U. (2001).
Does investor ownership of nursing homes compromise theéyjoatare?
American Journal of Public Health, €), 1452-1455.

Harris, P. B., & Sterin, G.J. (1999). Insider's perspectdefining and preserving the self
of dementiaJournal of Mental Health and Aging(®, 241-256.

Hazan, H. (2002). The home over the hill: Towards a modesmology of
institutionalizationJournal of Aging Studies, 1823-344.

Heidegger, M. (1958)I'he question of beinglew Haven, CT: College & University
Press.

Hemingway, J. L. (1996). Emancipating leisure: The recov&fyeedom in leisure.
Journal of Leisure Research, (A3, 27-43.

Henderson, J. N. (1995). The culture of care in a nursingeh Effects of a medicalized
model of long-term care. In J. N. H. M. D. Vesperi (Edhe culture of long-term
care: Nursing home ethnograplgp. 37-54). Westport, CT: Bergin & Garvey.

Hepworth, M. (2003). Ageing bodies: Aged by culture. In uland & R. Gwyn (Eds),
Discourse, the body, and ident(fyp. 89-106). New York: Palgrave Macmillan.

Hillmer, M. P., Wodchis, W.P., Gill, S.S., Anders@éM., Rochon, P.A. (2005).
Nursing home profit status and quality of care: Is theseewidence of an
associationMedical Care Research and Review(H2139-166.

Holstein, J.A. & Gubrium, J.F. (2000)he self we live by: Narrative identity in a
postmodern worldNew York, NY: Oxford.

Hormuth, S.E. (1990 he ecology of the self: Relocation and self-concept chiaye.
York: Cambridge University Press.

Howell, S.C. (1983). The meaning of place in old age. . ®Rowles & R.J. Ohta
(Eds.),Aging and milieu: Environmental perspectives on growing(oid 97-
107). New York: Academic Press.

358



Howson, A. & Inglis, D. (2001). The body in sociologgnsions inside and outside
sociological thoughtThe Sociological Review, @8, 297-317.

Hubbard, G., Tester, S., & Downs, M.G. (2003). Meaningfaladonteractions between
older people in institutional care settinggieing and Society, 299-114.

Ice, G.H. (2002). Dalily life in a nursing home: Has it aethin 25 years®ournal of
Aging Studies, 1@), 345-359.

James, K. (2000). “You can feel them looking at you:” €kperiences of adolescent
girls at swimming poolslournal of Leisure Research, (22, 262-280.

Jones, M. (1999)Gentlecare: Changing the experience of Alzheimer’s Disease in a
positive wayVancouver, BC: Hartley & Marks Publishers, Inc.

Kahn, D. L. (1999). Making the best of it: Adapting to thebavalence of a nursing
home environmenQualitative Health Research(D, 119-132.

Katsinas, R. P. (2000). The use and implications of a canimpanion in a therapeutic
day program for nursing home residents with demeAt#avities, Adaptation &
Aging, 2%1), 13-30.

Katz, S. (1996)Disciplining old age: The formation of gerontological knowledge.
Charlottesville, VA: University Press of Virginia.

Kaufman, S.R. (1986 he ageless self: Sources of meaning in lateMidison, WI:
University of Wisconsin Press.

Kaufman, S. R. (1994). Old age, disease, and the discomnsek: Geriatric assessment
in U.S. health careMedical Anthropology Quatrterly,(8), 430-447.

Keith, M., & Pile, S. (1993). Introduction Part I: Thelipos of place. In M. Keith & S.
Pile (Eds.)Place and the politics of identifpp. 1-21). New York: Routledge.

Keith, M. & Pile, S. (1993). Introduction Part II: The gaof politics. In M. Keith & S.
Pile (Eds.)Place and the politics of identifpp. 22-40). New York: Routledge.

Kelly, J. R. (1999). Leisure and society: A dialectigalgsis. In E. L. J. T. L. Burton
(Ed.), Leisure studies: Prospects for the twenty-first cen{ppy 53-68). State
College, PA: Venture Publishing.

Kelly, M. (1992). Self, identity, and radical surgeBpciology of Health and lliness, 14
390-415.

Kelly, M. P., & Field, D. (1996). Medical sociology, dmic illness and the body.
Sociology of Health and lliness, (83, 241-257.

359



Kincheloe, J.L., & McLaren, P. (2000). Rethinking critita@ory and qualitative
research. In N.K. Denzin & Y.S. Lincoln (Edd9jandbook of Qualitative
Research (2 ed)(pp. 279-313). Thousand Oaks, CA: Sage Publications.

Kitwood, T. (1997) Dementia reconsidered: The person comes fiiladelphia, PA:
Open University Press.

Kleinman, S., Stenross, B., & McMahon, M. (1994). Pewihg fieldwork over
interviews: Consequences for identity and practgenbolic Interaction, 17),
37-50.

Komaromy, C. (2000). The sight and sound of death: The geamant of dead bodies in
residential and nursing homes for older peodertality, 5(3), 299-315.

Kontos, P. (1999). Local biology: bodies of differencageing studiesAgeing and
Society, 19677-689.

Kontos, P.C. (2003Embodied self-hood: An ethnography of Alzheimer’s disease.
Unpublished PhD dissertation, University of Toronto, Teasp©N.

Kontos, P.C. (2004). Ethnographic reflections on selfheathodiment and Alzheimer’s
diseaseAgeing and Society, 2829-849.

Kontos, P.C. (2005). Embodied selfhood in Alzheimer'sake: Rethinking person-
centred careDementia, §4), 553-570.

Leary, M.R., & Tangney, J.P. (2003). The self as an organonstruct in the
behavioral and social sciences. In M.R. Leary & Jahgney (Eds.}andbook
of Self and Identitypp. 3-14). New York, NY: Guilford Press.

Leder, D. (1990)The absent bodyChicago, IL: University of Chicago Press.

Lidz, C.W., Fischer, L., & Arnold, R.M. (1992 he erosion of autonomy in long-term
care.New York, NY: Oxford University Press.

Lilley, J., & Jackson, L.T. (1990). The value of actmgti Establishing a foundation for
cost-effectiveness-A review of the literatubetivities, Adaptation & Aging,
14(4), 5-20.

Lincoln, Y. S. (1997). Self, subject, audience, text: Livihtha edge, writing in the
margins. In W. G. Tierney, & Lincoln, Y.S. (EdRBgpresentation and the text:
Re-framing the narrative voig@p. 37-55). Albany, NY: State University of New
York.

Lincoln, Y. S., & Guba, E.G. (2000). Paradigmatic contreis, contradictions, and

emerging confluences. In N. K. L. Denzin, Y.S. (E@he handbook of
gualitative researclipp. 163-188). Thousand Oaks, CA: Sage.

360



Lopez, S.H. (2006a). Culture change management in long-teemAcahop-floor view.
Politics & Society, 3d.), 55-79.

Lopez, S. H. (2006b). Emotional labor and organized emoteamnal Conceptualizing
nursing home care workVork and Occupation, 33), 133-160.

Low, S.M., & Altman, I. (1992). Place attachment: A ogpiwal inquiry. In I. Altman &
S.M. Low (Eds.)Place attachmen(pp. 1-12). New York: Plenum Press.

Lupton, D. (1998). Going with the flow: Some central digses in conceptualising and
articulating the embodiment of emotional statesS.INettleton & J. Watson
(Eds.),The body in everyday lif@p. 82-99). New York, NY: Routledge.

Mannell, R.C., & Kleiber, D.A. (1997A social psychology of leisur8tate College, PA:
Venture Publishing.

Manzo, L.C. (2003). Beyond house and haven: toward ageingj of emotional
relationships with placedournal of Environmental Psychology,, 2&-61.

Marshall, G., Ed.(1998A dictionary of sociologyOxford University Press, Oxford
Reference Online.
[http://mwww.oxfordreference.com.proxy.lib.uwaterloo.ca/ve#BNTRY .html?sub
view=Main&entry=t88.e2168] Retrieved March 3, 2005.

McCance, T.V., McKenna, H.P., & Boore, J.R.P. (1997)ir@adealing with a difficult
conceptlinternational Journal of Nursing Studies, (34, 241-248.

McCorkel, J. A. (1998). Going to the crackhouse: Criticateps a form of resistance in
total institutions and everyday lif€ymbolic Interaction, 4B), 227-252.

McCormack, B., & McCance, T.V. (2006). Development @faanework for person-
centred nursingJournal of Advanced Nursing, &9, 472-479.

McHugh, K.E. (2003). Three faces of ageism: societygerand placeAgeing and
Society, 23165-185.

McGuinn, K.K., & Mosher-Ashley, P.M. (2000). Participatio recreational activities
and its effect on perception of life satisfactiomasidential settinggictivities,
Adaptation, and Aging, Z5), 77-86.

Mead, G.H. (1934Mind, self, and society: from the standpoint of a social behaviourist.
Chicago: University of Chicago Press.

Merleau-Ponty, M. (1962Phenomenology of perceptiddew York, NY: Routledge &
Kegan Paul.

361



Mitchell, G. J. (1990). Struggling in change: From the tradél approach to Parse's
theory-based practictlursing Science Quarterly, 370-176.

Mitchell, G. J. (1991). Human subjectiity: The cocreatidself.Nursing Science
Quarterly, 44), 144-145.

Morell, C. M. (2003). Empowerment and long-living womenuratto the rejected body.
Journal of Aging Studies, 189-85.

Morse, J.M., Solberg, S.M., Neander, W.L., Bottorff,.J& Johnson, J.L. (1990).
Concepts of caring and caring as a conc&gvances in Nursing Science (13
1-14.

Moss, S. E., White, C.L., & Sunderland, T. (2002). Remimseeroup activities and
discourse interaction in Alzheimer's diseak®irnal of Gerontological Nursing,
28(8), 36-44.

Nast, H.J., & Pile, S. (1998). Introduction: MakingPld&®dies. In H.J. Nast & S. Pile
(Eds.),Places through the bodpp. 1-19). New York: Routledge.

Nettleton, S. & Watson, J. (1998). The body in everydayin S. Nettleton & J. Watson
(Eds.),The body in everyday lifpp. 1-23). New York, NY: Routledge.

Nussbaum, J. (1993). The communicative impact of institatipation for the elderly:
The admissions proceskurnal of Aging Studies(3), 237-246.

Ontario Health Coalition (2007). Why is protecting public and-profit long-term care
homes so important? Retrieved on May 14, 2007 from
http://www.web.net/~ohc/LongTermCare/LTCBriefingNote@bkcNonProfitL

TC.pdf

Parse, R. R. (1992). Human becoming: Parse's theory sihguxursing Science
Quatrterly, 1), 35-42.

Parse, R.R. (1998The human becoming school of thoudtousand Oaks, CA: Sage.

Paterniti, D. A. (2000). The micropolitics of identity kirdg in adverse circumstance: A
study of identity making in a total institutiojpurnal of Contemporary
Ethnography, 2@), 93-119.

Paterniti, D. A. (2003). Claiming identity in a nursing hommeJ. F. G. J. A. Holstein
(Ed.),Ways of Agindpp. 58-74). Malden, MA: Blackwell Publishing.

Patton, M.Q. (1990)Qualitative evaluation and research methQﬂL‘,’. Ed.). Newbury
Park, CA: Sage.

362



Payton, A., & Porter, V. (1994). Armchair Aerobics fbetcognitively impaired.
Activities, Adaptation & Aging, 18), 27-35.

Pedlar, A., Dupuis, S., & Gilbert, A. (1996). Resumptionodd status through leisure in
later life. Leisure Sciences, 1859-276.

Phinney, A. (1998). Living with dementia from the patient’s pecsive.Journal of
Gerontological Nursing, 24), 8-15.

Porter, E. J., & Clinton, J.F. (1992). Adjusting to thesmg homeWestern Journal of
Nursing Research, 14), 464-481.

Powell, J.L., & Longino, Jr., C.F. (2001). Towards pastmodernization of aging: The
body and social theoryournal of Aging and Identity(8), 199-207.

Powell, J.L., & Longino, Jr., C.F. (2002). Postmoderngrsus modernism: Rethinking
theoretical tensions in social gerontologgurnal of Aging and ldentity,(%),
219-226.

Powers, B.A. (1995). From the inside out: The world efitistitutionalized elderly. In
J.N. Henderson & M.D. Vesperi (EdsThe culture of long-term care: Nursing
home ethnographfpp. 179-196). Westport, CT: Bergin & Garvey.

Powers, B.A. (1996). Relationships among older womendivm a nursing home.
Journal of Women & Aging,(8/4), 179-198.

Rabinovich, B. A., & Cohen-Mansfield, J. (1992). The ietpaf participation in
structured recreational activities on the agitated \aehaf nursing home
residents: An observational stud\ctivities, Adaptation & Aging, 18), 89-98.

Ray, R. E. (1996). A postmodern perspective on feministrgelogy.The Gerontologist,
36(5), 674-680.

Ray, R. E. (1999). Researching to transgress: The needticaldeminism in
gerontologyJournal of Women & Aging, 1171-184.

Ray, R. E. (2003). Toward the croning of feminist geromgldournal of Aging Studies,
18, 109-121.

Reich, J.A. (2003). Pregnant with possibility: Reflectioneembodiment, access, and
inclusion in field researctQualitative Sociology. 48), 351-367.

Relph, E. (1976)Place and placelessned¢sondon: Pion.

Reynolds, R. P. (1991). Leisure services and socialaohtrT. L. G. P. A. Witt (Ed.),
Recreation and leisure: Issues in an era of chajpge 293-305). State College,
PA: Venture Publishing.

363



Richardson, L. (1994). Writing: A method of inquiry. In N. Blenzin, & Lincoln, Y.S.
(Ed.),Handbook of qualitative resear¢pp. 516-529). Thousand Oaks, CA:
Sage.

Richardson, L. (1997Fields of play: Constructing an academic lifkew Brunswick,
NY: Rutgers University Press.

Rodman, M.C. (1992). Empowering place: multilocality andtinacality. American
Anthropologist, 9@3), 640-656.

Rojek, C. (1993). After popular culture: hyperreality andue.Leisure Studies, 12
277-289.

Rojek, C. (1995)Leisure and cultureThousand Oaks, CA: Sage.

Rose, G. (1999). Women and everyday spaces. In J. PideShildrick (Eds.),
Feminist theory and the body: A readpp. 359-370). New York: Routledge.

Rosling, L. K., & Kitchen, J. (1992). Music and drawing withtitutionalized elderly.
Activities, Adaptation & Aging, 12), 27-38.

Rowles, G.D. (1987). A place to call home. In L.L. Camnsen & B.A. Edelstein (Eds.),
Handbook of Clinical Gerontologipp. 335-353). New York: Pergamon Press.

Rubinstein, R.L., & Parmelee, P.A. (1992). Attachment &aghnd the representation of
the life course by the elderly. In I. Altman & S.M.WwdEds.),Place attachment
(pp. 139-163). New York: Plenum Press.

Rudberg, M. (1997). The researching body: The epistemophilieqirdn K. Davis
(Ed.),Embodied practices: Feminist perspectives on the [goply182-201).
Thousand Oaks, CA: Sage.

Russell, C. (2007). What do older women and men want? Gdiftigences in the 'lived
experience' of ageingurrent Sociology, 52), 173-192.

Sabat, S. R., & Harré, R. (1992). The construction andrdsruction of self in
Alzheimer's Diseaségeing and Society, 1243-461.

Savell, K. S. (1991). Leisure, perceptions of control aatkbeing: Implications for the
institutionalized elderlyTherapeutic Recreation Journal, (35, 44-59.

Savishinsky, J. (1991). The ends of time: life and worknaraing home. New York,
NY: Bergin & Garvey.

Schoenberg, N. E., & Coward, R.T. (1997). Attitudes abotérang a nursing home:
Comparisons of older rural and urban African-Americamean.Journal of
Aging Studies, 11), 27-47.

364



Shapiro, S. (1994). Re-membering the body in critical pedadgxtyication and Society,
12(1), 61-79.

Shapiro, S. B. (1999Redagogy and the politics of the body: A critical prakisw
York: Garland Publishing.

Shary, J. M., & Iso-Ahola, S.E. (1989). Effects of atcol-relevant intervention on
nursing home residents' perceived competence and self-eStieerapeutic
Recreation Journal, 23), 7-15.

Shaw, S.M. (2001). Conceptualizing resistance: Women'’s éeasipolitical practice.
Journal of Leisure Research, (23, 186-201.

Shilling, C. (2003)The body and social theoryhousand Oaks, CA: Sage.

Silver, C. B. (2003). Gendered identities in old age: Towdejigendering3ournal of
Aging Studies, 17379-297.

Slama, C. A., & Bergman-Evans, B. (2000). A troubling trianén exploration of
loneliness, helplessness, and boredom of residentsatéeans homelournal of
Psychosocial Nursing, 882), 36-43.

Small, J. A., Geldart, K., Gutman, G., & Scott, M.A(@998). The discourse of self in
dementiaAgeing and Society, 1891-316.

Smith, D.E. (1990)Conceptual practices of power: A feminist sociology of knowledge.
Toronto, ON: University of Toronto Press.

Smith-Marchese, K. (1994). The effects of participatoryimos the reality orientation
and sociability of Alzheimer's residents in a long-teare settingActivities,
Adaptation & Aging, 1@), 41-55.

Stafford, P.B. (2003). Homebodies: Voices of place Mogh American community. In
P.B. Stafford (Ed.)Gray areas: Ethnographic encounters with nursing home
culture (pp. 121-151). Sante Fe, NM: School of American Researes$sPr

Steele, F. (1981)he sense of placBoston, MA: CBI Publishing Company.

Stokowski, P.A. (2002). Languages of place and discourgesadr: Constructing new
senses of placdournal of Leisure Research, (34, 368-382.

Sullivan, A., Pedlar, A., & Miller, B. (2002). Experiencitggsure on a cognitive support
unit. Society and Leisure, 28), 443-471.

Sylvester, C. (1991). Recovering a good idea for the sake dhges: An interpretive
critique of the subjective debate. In T. L. G. P. A. ii#dl.),Recreation and
leisure: Issues in an era of chan(d ed., pp. 441-454). State College, PA:
Venture Publishing.

365



Tappen, R. M., Williams, C., Fishman, S., & Touhy, 1999). Persistence of self in
advanced Alzheimer's diseageurnal of Nursing Scholarship, &), 121-125.

Tellis-Nayak, V., & TellisNayak, M. (1989). ‘Quality of caand the burden of two
cultures: When the world of the nursing aide entersvitrdd of the nursing
home’. Gerontologist, 2@), 307-313.

Thomas, C. (1993). De-constructing concepts of weiology, 24), 649-669.

Thomas, W.H. (1996).ife worth living: The Eden Alternative in actioxcton, MA:
VanderWyk & Burnham.

Trzinski, A., & Higgins, J. (2001). Therapeutic play: Buildicohesion and socialization
among nursing home residemgtivities, Adaptation & Aging, Z8/4), 121-136.

Tuan, Y.F. (1977)Space and place: The perspective of experidviceneapolis, MN:
University of Minnesota Press.

Turner, B.S. (1995). Aging and identity: Some reflectionshensomatization of the self.
In M. Featherstone & A. Wernick (Edslinages of aging: Cultural
representations of later lif@p. 245-260). New York: Routledge.

Twigg, J. (2000a)Bathing—the body and community caxew York: Routledge.
Twigg, J. (2000b). Carework as form of bodywohigeing and Society, 2689-411.

Twigg, J. (2004). The body, gender, and age: Feminist indigktscial gerontology.
Journal of Aging Studies, 189-73.

Twigger-Ross, C.L., & Uzzell, D.L. (1996). Place and idgmtrocesseslournal of
Environmental Psychology, 1805-220.

Usita, P. M., Hyman, Jr., L.E., & Herman, K.C. (1998arrative intentions: Listening to
life stories in Alzheimer's diseaskurnal of Aging Studies, (2, 185-197.

Van Manen, M. (1990Researching lived experience: Human science for an action
sensitive pedagogy.ondon, ON: Althouse Press.

Van Manen, M. (1997Researching lived experience: Human science for an action
sensitive pedagogy(2ed.).London, ON: Althouse Press.

Vinton, L., Mazza, N., & Kin, Y.S. (1998). Interveningfammily-staff conflicts in
nursing home<Clinical Gerontologist, 1), 45-68.

Voelkl, J. E., Winkelhake, K., Jeffries, J., & Yoshiok&,(2003). Examination of a
nursing home environment: Are residents engaged in recreatimities?
Therapeutic Recreation Journal, &, 300-314.

366



Ward, C. R., Kamp, L.L., Newman, S. (1996). The effet{sacticipation in an
intergenerational program on the behavior of resideittsdementiaActivities,
Adaptation & Aging, 2(%), 61-76.

Watson, J. (2005)Caring science as sacred scienBdiladelphia, PA: F.A. Davis
Company.

Wearing, B. (1998)Leisure and feminist theoryhousand Oaks, CA: Sage Publications.

Wendell, S. (1996)The rejected body: Feminist philosophical reflections on disability.
New York, NY: Routledge.

Wiener, C. L., & Kayser-Jones, J. (1990). The uneagydhhursing home residents: An
organizational-interaction perspectignciology of Health and lliness, (12, 84-
104.

Wiersma, E.C. (2003). Making meaning: Place and the expeseridndividuals living
with dementiaUnpublished Master’'s Thesigniversity of Waterloo, Waterloo,
Ontario.

Williams, A. (2002). Changing geographies of care: employingoimeept of therapeutic
landscapes as a framework in examining home saxal Sciences &
Medicine, 55141-154.

Williams, D.R., & Vaske, J.J. (2003). The measuremepiaxfe attachment: validity and
generalizability of a psychometric approaEbrest Science, 46), 830-841.

Williams, S. J. (2006). Medical sociology and the biolobliady: Where are we now
and where do we go from here€alth, 1@1), 5-30.

Wilson, S. A. (1997). The transition to nursing home Efeomparison of planned and
unplanned admission3ournal of Advanced Nursing, 2864-871.

Wolkowitz, C. (2002). The social relations of body wdBender, Employment and
Society, 163), 497-510.

Wyllie, M. (2006). Lived time and psychopathologhilosophy, Psychiatry, &
Psychology, 1&), 173-185.

Zola, 1.K. (1990). Medicine as an institution of sociahiol. In P. Conrad & R. Kern

(Eds.),The sociology of health and illness: Critical perspectivés e8l.(pp. 398-
408). New York: St. Martin’s Press.

367



APPENDIX A — INFORMATION LETTER FOR ADMINISTRATOR
August 2005
Dear Administrator,

You are invited to participate in a study that | am doingasof my Ph.D. dissertation

in the Department of Recreation and Leisure Studidsedthiversity of Waterloo. | am
doing this research to better understand how new resibeabsne socialized into life in
the long-term care facility. While research has exathimaw residents psychologically
adjust to the long-term care facility, no researchdyxamined how residents become a
part of life in the facility. This research offersiaique opportunity to explore the ways in
which facilities contribute to the socialization awnresidents into the facility. Once we
understand this process, facilities will be better abjeréeide supports to help residents
throughout the transition process into the long-terma eavironment.

The purpose of this letter is to inform you of what pgyttion in the study would entail,
and to ask for your consent to conduct my study at PidRielgee Home for the Aged.
First, during the time of this study, | would like to condabservations of between two
and three new residents who have recently been adruttde facility. Only those
residents and their power of attorneys who provide cansl be included in the study.

| will be observing the day-to-day life in the facilityrfthese new residents, including
their daily activities and interactions. | will not bbserving any personal care activities.
| hope to observe these new residents for approximatelgrome days a week over the
six months following their move to Pioneer Ridge Hometlie Aged.

Second, | will be conducting a series of interviews titelbeinderstand resident and staff
perceptions of life in the long-term care setting and hesidents become socialized into
the new environment. Those residents who provide consgairticipate in the study will
be interviewed by me four times over their first sixntis in the facility. | would also
like to talk with some staff members, including yours#ig Director of Nursing, the
Recreation Coordinator, as well as some nurses, heakthaides and other front-line
staff who are directly involved with the new residertgain, only those staff members
who consent to participating in an interview will be udg#d in the study. Staff
interviews, including the interview | hope to conduct witiu, will last between 30 and
90 minutes and will focus on perceptions of the transpi@mtess into long-term care
settings for new residents and information about tbiditiapolicies and procedures in
general. Participants can decline to answer any patiqulestions if they wish, and can
withdraw from the study at any time. | would like to audi@any interviews with
residents and staff so | can better understand experianddsave an accurate record of
the conversations All interviews will be conducted aitree and place convenient for
individual residents and staff. All audiotapes will betawgd once the study is
completed (by the end of 2007), and transcripts of thevietes will be kept in a locked
filing cabinet in the researcher’s office until thewédeen thoroughly analyzed.
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Finally, I would like to examine the medical charts of tgidents who consent to
participate in this study in order to understand ways in w$tiath members document
daily life in the facility and how residents are porgdyn facility documents. This
information could provide valuable information on theialigation process for new
residents.

Participation in this study is completely voluntarglaiou and others invited to
participate in the study may choose not to participatsid@sts and staff members,
including yourself, may also choose to withdraw from thuslg at any time. All
information gathered throughout this project, including reidfnotes from my
observations, my notes from my document analysisttanehterview transcripts will be
kept strictly confidential and accessed by only myself apéadvisor, Dr. Sherry Dupuis.
In order to protect the anonymity of the facility andpalrticipants as best possible,
pseudonyms for the facility and all participants involvethastudy will be used in all
notes taken throughout the project and in written anlreparts of the project. No
identifying information will be attached to either desdops of the facility, participants,
or others who are observed during their interactions thi¢ participants.

If you decide to give your consent for this study to be comdlict Pioneer Ridge Home
for the Aged, | will be asking you to sign two separatesent forms. The first form will
state your consent to allow Pioneer Ridge Home foAtied to participate in the study,
which includes my observations in the facility, permiss@approach some of the staff
to participate in an interview, and permission to exarntheemedical records of only
those residents who agree to participate in the studyf aedessary, whose power of
attorney agrees to give consent for their participatiadhe study. The second form will
state your consent to participate in an interview withat a time and place convenient
for you.

This study has been reviewed and received ethics cleatancgh the Office of
Research Ethics at the University of Waterloo. Thikefis available for any concerns
and comments pertaining to this study and can be reached tagtoag Dr. Susan Sykes,
Director of the Office of Research Ethics, at (519) 888-46&{,6005. In addition, this
study has been approved through the Senior Management Té#aenCity of Thunder
Bay.

Should you have any questions about my study, pleas&dedb contact me at (807)
344-7055, or my advisor, Dr. Sherry Dupuis, at (519) 888-4567, ext. 6188.

Thank you for your interest and considering to participathis project. | look forward
to working with you.

Sincerely,

Elaine C. Wiersma
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Ph.D. Candidate, University of Waterloo
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APPENDIX B — DECLARATION OF INFORMED CONSENT FOR ADMINISTRATOR

| have read the information letter provided by Elaine ¥frex, graduate student in the
Department of Recreation and Leisure Studies at the Witiyexf Waterloo, describing
the purpose of her study. | understand that | will be agkatlow Elaine to conduct her
research within this facility, which will involve:

1. interviewing and observing residents (two to three) who bamsented to
participate in the study throughout their day in the lterga care facility for one
or two days a week over the first six months of livinghe facility (for each
resident).

2. approaching some staff members, including the Directomuo$iNg, the
Recreation Coordinator and those staff members whodisaa contact with the
study participants (e.g., nursing staff, personal suppoersyother staff) to
participate in interviews regarding their perceptionsdefttansition process and
how new residents are socialized into the long-tema eavironment. Only those
staff members who give consent to participate in terwwew will be included in
the study.

3. allowing Elaine to examine the medical charts of thelezgs who have given
consent to participate in the study and consent to aogasigal charts, or whose
power of attorney has given consent for him or hgraicipate in the study and
for Elaine to access medical charts, in order to examays in which staff talk
about the residents through written documents.

My consent to the facility’s participation in this raseh project is made under the
following conditions:

1. Participation is completely voluntary and all datdemted will be used solely for
research purposes.

2. All information will be kept strictly confidential, aessed only by Elaine and her
advisor, Dr. Sherry Dupuis. Pseudonyms for the facility ahparticipants involved
will be used on all documents pertaining to the study aatl oral and written
reports of the project.

3. Staff and residents involved in the study may withdraw ftbenstudy at any time by
simply notifying Elaine or her advisor, and may refuse swan any questions
during their interviews.

4. | may request an executive summary of the findings upon letiop of the study.
These will be available through Elaine at the UniversitWaterloo after April 30,
2007.

This study has been reviewed through the Office of Relséztucs at the University of
Waterloo and has received ethics clearance. Any commeotsicerns can be addressed
to Dr. Susan Sykes, Director of the Office of Reseé#ittiics, at (519) 888-4567, ext.
6005.
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| give my consent to the researcher, Elaine Wiersma, to condudbhtaral research in
Pioneer Ridge Home for the Aged.

Name of Administrator

Signature of Administrator

Date

| give my consent to Elaine Wiersma to access the participantscaheharts for the
purposes of her doctoral research only.

Name of Administrator

Signature of Administrator

Date

Signature of Researcher

Date
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APPENDIX C — INFORMATION LETTER FOR RESIDENTS
September 2005
Dear Resident,

The purpose of this letter is to ask you if you would likeveok with me on a research
project | am doing for my Ph.D. dissertation in theo@#ment of Recreation and Leisure
Studies at the University of Waterloo. | am hoping todsaihderstand your experiences
here at Pioneer Ridge Home for the Aged and how peoplgdikeself become a part of
life in this facility. | am doing this research to bett@derstand how new residents
become socialized into life in the long-term caralitygc Once we understand this
process, we can provide supports to better help resideatgytiout the transition process
into a long-term care facility.

Your participation in this project would include talking witte at different times about
your thoughts and experiences in the facility. | would fdkéalk with you within the first
week or two of admission, and three more times dwefitst six months following the
move. These interviews will take place at a time blgtéor you, and the interview will
be broken into smaller times if you get tired. | woullek lto audiotape my conversations
with you so | can better understand your experiencesareldn accurate record of our
conversation. In order to better understand life in éledity for new residents, | will be
spending a great deal of time at Pioneer Ridge HomédoAged. | would like to spend
time with you one or two days a week over the firstnsonths after admission. | will be
observing day-to-day life in the facility including daily @gies and interactions with
staff and other residents. | will not be observing angqmal care activities, but will be
present on the unit and participating in activities wigidents.

| would also like to examine your medical charts to loathatways in which the staff
document about daily life in the facility and how stadftray residents in their written
documentation. Finally, 1 will also be talking to the sing staff and recreation therapists
about their perceptions of the admission and socia@izg@rocess in general. Again, |
hope to audiotape these conversations to have an acregatd of my discussions with
the staff.

All information collected in this project will be focusenly on how new residents
become socialized into the long-term care environnreatder that we might better
understand this process and find ways to better assist goatla@rs throughout the
transition. All information gathered throughout this studcluding the audiotapes of the
interviews, will be kept strictly confidential and wilhly be accessed by me and my
advisor, Dr. Sherry Dupuis. All audiotapes will be desttbgnce the study is completed
(by the end of 2007), and transcripts of the interviewsheilkept in a locked filing
cabinet in my office until they have been thoroughlylyred.

If you decide to take part in this study, | will be asking yo sign a letter formally
stating your consent to participate. Your participateocompletely voluntary and you
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may choose not to participate. You can decline to anamgguestions if you wish, and
may also choose to withdraw from this study at any tiingu decide not to participate
or to stop participating in the study once started wilishave no impact on your care
and experiences at Pioneer Ridge Home for the Aged.

This study has been reviewed through and received ethicamteathrough the Office of
Research Ethics at the University of Waterloo. Any o@nts or concerns can be
addressed to Dr. Susan Sykes, Director of the Offi¢geskarch Ethics, at (519) 888-
4567, ext. 6005. In addition, this study has been approved thrieei@enior
Management Team of the City of Thunder Bay.

Should you have any questions about my study, pleas&dedb contact me at (807)
344-7055, or my advisor, Professor Sherry Dupuis, at (519) 888-456%,188. Cindy
Jarvela, Administrator, Pioneer Ridge Home for tigedwould also be happy to answer
any of your questions and can be reached at (807) 684-3917.

Thank you for your interest and considering to participathis project. | look forward
to working with you.

Sincerely,

Elaine C. Wiersma
Ph.D. Candidate, University of Waterloo
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APPENDIX D — DECLARATION OF INFORMED CONSENT FOR RESIDENTS

| have read the information letter provided by Elaine ¥frex, graduate student in the
Recreation and Leisure Studies Department at the Univedsiaterloo, describing the
purpose of her study. | understand that Elaine will be askmgp participate in four
interviews regarding my experiences in the long-terra &cility. The interviews will
last between fifteen and sixty minutes and will be t@gerded with my permission. |
also understand that quotes from the audiotaped interwew<e included in the thesis
and/or publications to come from this, with the understandiagpseudonyms will be
used to identify the quotations. | understand that Elainddilie to spend time at the
facility with me throughout the course of my day ie thng-term care facility for
approximately one or two days a week over the firstreixths following the move. | am
also aware that Elaine will be analysing the notesyimmadical charts to examine ways
in which the staff document daily life in the facilipd portray residents in facility
documents.

My consent to my participation in this research praogcohade under the following
conditions:

1. Participation is completely voluntary and all datdezded will be used only for
teaching and research purposes.

2. All information will be kept strictly confidential, aessed only by Elaine and her
advisor, Professor Sherry Dupuis. Pseudonyms for théyeenid all participants
involved will be used on all documents pertaining to the stadyiraall oral and
written reports of the project.

3. | may decline to answer any questions at any time.

4. | may withdraw from the study at any time, and any deaigot to participate will
have no impact on my care and experiences at Pittidge Home for the Aged.

5. | may request an executive summary of the findings upon lediop of the study.
These will be available through Elaine at the UniversitWaterloo after April 30,
2007.

This study has been reviewed through the Office of Relséztucs at the University of
Waterloo and has received ethics clearance. Any commeotsioerns can be addressed
to Dr. Susan Sykes, Director of the Office of Rese#ttiics, at (519) 888-4567, ext.
6005. In addition, this study has been approved by the Senimaddanent Team of the
City of Thunder Bay.

| consent to participating in Elaine Wiersma’s research projectchvimvolves
interviews with Elaine Wiersma and observations of my activitidsedacility.

Name of Participant

Signature of Participant

375



Date

| consent to having my interviews audiotaped.

Name of Participant

Signature of Participant

Date

| give my consent to the researcher, Elaine Wiersma, to angessedical charts for the
purposes of her research project only.

Name of Participant

Signature of Participant

Date

Signature of Researcher

Date
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APPENDIX E — INFORMATION LETTER FOR INITIAL INTERVIEWS WITH STAFF
August 2005
Dear Participant,

| want to invite you to participate in a study that | am das part of my Ph.D.
dissertation in the Department of Recreation andureiStudies at the University of
Waterloo. | am doing this research to better understandneswesidents become
socialized into the nursing home culture and environmehttive hope of finding better
ways to ease the transition process for residents.

Your participation in this research project would includgigigating in an interview that
will last approximately 30 to 90 minutes. The interview waltdis on your perceptions of
the transition process into nursing homes for nevdegss and how residents become
socialized into their long-term care environment. Therinew will be conducted at a
time and place to suit your preference and conveniencalyldewould like to audiotape
our conversations so | can better understand experiandgsave an accurate record of
our conversation. All information gathered throughout shigly, including the
audiotapes of the interviews, will be kept strictly cdefitial and will only be accessed
by me and my advisor, Professor Sherry Dupuis. All aagied will be destroyed once
the study is completed (by the end of 2007), and transcHipte interviews will be kept
in a locked filing cabinet in the researcher’s office luhiey have been thorough
analyzed.

If you decide to take part in this study, | will be asking yo sign a letter formally

stating your consent to participate. Your participattocompletely voluntary and you
may choose not to participate. During the interviewy yay decline to answer particular
guestions if you wish. You may also choose to withdramftbis study at any time. Any
decision not to participate will have no impact on yemployment and experiences at
Pioneer Ridge Home for the Aged.

This study has been reviewed and received ethics cleatancgh the Office of
Research Ethics at the University of Waterloo. Anycesns and comments pertaining to
this study can be directed to the Director of the ®f6€ Research Ethics, Dr. Susan
Sykes, at (519) 888-4567, ext. 6005. In addition, this studydes dpproved through
the Senior Management Team of the City of Thunder Ba

Should you have any questions about my study, pleas&dedb contact me at (807)
344-7055, or my advisor, Professor Sherry Dupuis, at (519) 888-456%,188. Cindy
Jarvela, Administrator, Pioneer Ridge Home for tigedwould also be happy to answer
any of your questions and can be reached at (807) 684-3917.

Thank you for your interest and considering to participathis project. | look forward
to working with you.
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Sincerely,

Elaine C. Wiersma
Ph.D. Candidate, University of Waterloo
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APPENDIX F — DECLARATION OF INFORMED CONSENT FORINITIAL STAFF INTERVIEWS

| have read the information letter provided by Elaine ¥frex, graduate student in the
Department of Recreation and Leisure Studies at the Witiyexf Waterloo, describing
the purpose of her study. | have been asked to participateaudio-taped interview
regarding my perceptions of the transition and soci#zgrocess of new residents into
the long-term care facility. | understand that therinésv will last between 30 and 90
minutes. | understand that the interview will be audiotagetithat excerpts from the
audiotaped interview may be included in the thesis am/blications to come from this,
but that pseudonyms will be used to identify all quotations.

My consent to participation in this research projeahasie under the following
conditions:

1. Participation is completely voluntary and all datdemted will be used solely for
research purposes.

2. All information will be kept strictly confidential, aessed only by Elaine and her
advisor, Professor Sherry Dupuis. Pseudonyms for théyeeid all participants
involved will be used on all documents pertaining to the stadyiraall oral and
written reports of the project.

3. | may decline to answer any questions at any time duringhtée/iew.

4. | may withdraw from the study at any time by simplyifyatg Elaine or her advisor,
Professor Sherry Dupuis, and any decision not to paateiwill have no impact on
my job here at Pioneer Ridge Home for the Aged.

5. | may request an executive summary of the findings upon letiop of the study.
These will be available through Elaine at the UniversitWaterloo after April 30,
2007.

This study has been reviewed by the Office of Reseatuh<=t the University of
Waterloo and has received ethics clearance. Any commeotsioerns can be addressed
to Dr. Susan Sykes, Director of the Office of Reseé#ttiics, at (519) 888-4567, ext.
6005. In addition, this study has been approved by the Senimaddanent Team of the
City of Thunder Bay.

| consent to participating in Elaine Wiersma'’s doctoral research, lwimgolves an
interview with Elaine Wiersma at a time and place convenient for me

Name of Staff

Signature of Staff

Date

| consent to having my interview audiotaped.
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Name of Staff

Signature of Staff

Date

Signature of Researcher

Date
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APPENDIX G — INFORMATION LETTER FOR OTHER STAFF, FAMILIES , VOLUNTEERS
(SUBSEQUENT INTERVIEWS)
[Date]
Dear Participant,

| want to invite you to participate in a study that | am das part of my Ph.D.
dissertation in the Department of Recreation andureiStudies at the University of
Waterloo. | am doing this research to better understandneswesidents become
socialized into the nursing home culture and environmehttiwe hope of finding better
ways to ease the transition process for residents.

Your participation in this research project would includegigigating in an interview that
will last approximately 30 to 90 minutes. The interview waltdis on your perceptions of
the transition process into nursing homes for nevdeess and how residents become
socialized into their long-term care environment. Therinew will be conducted at a
time and place to suit your preference and conveniencalyldewould like to audiotape
our conversations so | can better understand experiandgsave an accurate record of
our conversationAll information gathered throughout this study, including th
audiotapes of the interviews, will be kept strictly cdefitial and will only be accessed
by me and my advisor, Professor Sherry Dupuis. All aagied will be destroyed once
the study is completed (by the end of 2007), and transcHipite interviews will be kept
in a locked filing cabinet in the researcher’s office luthey have been thoroughly
analyzed.

If you decide to take part in this study, | will be asking o sign a letter formally

stating your consent to participate. Your participateocompletely voluntary and you
may choose not to participate. You may decline to anpasticular questions throughout
the interview if you wish. You may also choose tandiaw from this study at any time.
Any decision not to participate will have no impact onuiyemployment and
experiences at Pioneer Ridge Home for the Aged/youlyamember’s care here at
Pioneer Ridge Home for the Aged/your volunteer opportengtePioneer Ridge Home
for the Aged].

This study has been reviewed and received ethics cleatancgh the Office of
Research Ethics at the University of Waterloo. Anyceons and comments pertaining to
this study can be directed to the Director of the ®f6€ Research Ethics, Dr. Susan
Sykes, at (519) 888-4567, ext. 6005. In addition, this studydes dpproved through
the Senior Management Team of the City of Thunder Ba

Should you have any questions about my study, pleas&dedb contact me at (807)
344-7055, or my advisor, Professor Sherry Dupuis, at (519) 888-4368,188.

Cindy Jarvela, Administrator of Pioneer Ridge Hometli@ Aged would also be happy
to answer any of your questions and can be reached at (807) 684-3917
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Thank you for your interest and considering to participathis project. | look forward
to working with you.

Sincerely,

Elaine C. Wiersma
Ph.D. Candidate, University of Waterloo
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APPENDIX H — DECLARATION OF INFORMED CONSENT OTHER STAFF, FAMILIES ,
VOLUNTEERS (SUBSEQUENT INTERVIEWS)

| have read the information letter provided by Elaine ¥frex, graduate student in the
Department of Recreation and Leisure Studies at the Witiyexf Waterloo, describing
the purpose of her study. | have been asked to participateaudio-taped interview
regarding my perceptions of the transition and sociazgrocess of new residents into
the long-term care facility. | understand that therinésv will last between 30 and 90
minutes. | understand that the interview will be audiotagetithat excerpts from the
audiotaped interview may be included in the thesis am/blications to come from this,
but that pseudonyms will be used to identify all quotations.

My consent to participation in this research projeahasie under the following
conditions:

1. Participation is completely voluntary and all datdemted will be used solely for
teaching and research purposes.

2. All information will be kept strictly confidential, aessed only by Elaine and her
advisor, Professor Sherry Dupuis. Pseudonyms for théyeeid all participants
involved will be used on all documents pertaining to the stadyiraall oral and
written reports of the project.

3. I may decline to answer any questions at any time durinmtieiew.

4. | may withdraw from the study at any time by simplyifyatg Elaine or her advisor,
Professor Sherry Dupuis, and any decision not to paateiwill have no impact on
[my job here at Pioneer Ridge Home for the Aged/my famiémber’s care here at
Pioneer Ridge Home for the Aged/my volunteer opporesitiere at Pioneer Ridge
Home for the Aged].

5. | may request an executive summary of the findings upon lediop of the study.
These will be available through Elaine at the UniversitWaterloo after April 30,
2007.

This study has been reviewed through the Office of Relséztucs at the University of
Waterloo and has received ethics clearance. Any commeotsioerns can be addressed
to Dr. Susan Sykes, Director of the Office of Rese#ttiics, at (519) 888-4567, ext.
6005.In addition, this study has been approved by the Senimagdanent Team of the
City of Thunder Bay.

| consent to participating in Elaine Wiersma'’s doctoral research, lwimgolves an
interview with Elaine Wiersma at a time and place convenient for me

Name of Staff

Signature of Staff
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Date

| consent to having my interview audiotaped.

Name of Staff

Signature of Staff

Date

Signature of Researcher

Date
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APPENDIX | — RESIDENT INTERVIEW GUIDES
Interview One—Getting to Know You

Preamble: Hi. I am Elaine Wiersma, a Ph.D. studenteaUthiversity of Waterloo.
We spoke earlier about the research project | am doemg.trying to understand how
people like yourselves like living here and how you are admist life here. This means
| am going to be hanging around here for a while and chattihgyau if you are around.
| also want to find out from the staff how they help dedyecome adjusted to life here.

1. Tell me a little bit about who you are—where you conosenfrwhat you like to
do...

2. What is important for others to know about you? How wowu describe
yourself?

3. Tell me about those people close to you.

4, What do you like most about yourself?

Place:

5. How did you come to be here?

6. How would you describe this place?

7. What do you think about this place? (i.e., environmentid&tc.)

8. What is it like here? What is a typical day here like?

9. How are you finding it here so far? What is differest you? What do you like

best about this place? Is there anything you don’'t dauathis place?
10.  What types of things do you do here?
11. What do you enjoy doing here?

Self:

12.  Has anything changed since you moved here? If so, how do yduytha have
changed since moving here?

13.  How do you think others here think of you?

14.  What do you think of others here? How are you getting alatigothers here?

15. Have you met any new people here? Who do you like to atfahere?

Body:

16. What are the routines like here?

17.  Have your daily routines changed since coming here?, Heo?

18. What is it like to be a resident here?

19. How do you feel about getting older?

20. How has your body changed as you have gotten older? Howudegbabout
your abilities?

21. What is it like to have the staff help you with diffatehings here? How does this
make you feel?

22. s there anything about your experiences that is impoitahthat we haven’t
talked about yet?
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Interview Two—The Transition and Adjustment

Place:

1. How would you describe this place?

2. What do you think about this place? (i.e., environmenipiétc.)

3. What is it like here? What is a typical day like hevéRat did you think life would be
like here?

4. How are you finding it here so far? What is differemt you? What do you like best
about this place? Is there anything you don't like abostplace?

5. What types of things do you do here?

6. What do you enjoy doing here?

7. What do you do for fun, enjoyment, and relaxation here? Hosg this make you
feel?

8. Are you getting involved in activities here? If so, wHatyou think of the activities?

Self:

9. Tell me a little bit about who you are—where you consenfrwhat you like to do...

10.What do you like most about yourself?

11.Has anything changed since you moved here? If so, how do yduwthi have
changed since moving here?

12.How do you think others here think of you?

13.What do you think of others here? How are you getting alatigothers here?

14.Have you had a chance to meet any new people here? Wha tikeyto chat with
here?

Body:

15.What are the routines like here?

16.How have your daily routines changed since coming here?

17.What is it like to be a resident here?

18.How do you feel about getting older?

19.How has your body changed as you have gotten older? Howudiegbabout your
abilities?

20.What is it like to have the staff help you with diffaetehings here? How does this
make you feel?

21.Have you adjusted to life here? How have you adjustesd2iie adjustment been
okay for you?

22.What has helped you adjust to living here? Is there argthat has made
adjustment more difficult?

23.Has there been anything that the staff has done foroybelp you adjust to life here?

24.What aspects of your life have changed in the last nfont

25.1s there anything about your experiences that is impoianthat we haven't talked
about yet?

Interview Three—Socialization
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Place:

1. How would you describe this place?

2. What do you think about this place? (i.e., environmenipiétc.)

3. What is it like here? What is a typical day like hevéRat did you think life would be
like here?

4. How are you finding it here so far? What is differemt you? What do you like best
about this place? Is there anything you don't like abostplace?

5. What types of things do you do here?

6. What do you enjoy doing here?

7. What do you do for fun, enjoyment, and relaxation here? Hosg this make you
feel?

8. Are you getting involved in activities here, and if soaivtio you think of the
activities?

Self:

9. Tell me a little bit about who you are—where you comeenfrwhat you like to do...

10.What do you like most about yourself?

11.Has anything changed since you moved here? If so, how do yduwthi have
changed since moving here?

12.How do you think others here think of you?

13.What do you think of others here? How are you getting alatigothers here?

14.Have you met any new people here? Who do you like to dtiatere?

Body:

15.What are the routines like here?

16.How have your daily routines changed since coming here?

17.What is it like to be a resident here?

18.How do you feel about getting older?

19.How has your body changed as you have gotten older? Howudiegbabout your
abilities?

20.What is it like to have the staff help you with diffetehings here? How does this
make you feel?

21.Have you adjusted to life here? How have you adjustesd2iie adjustment been
okay for you?

22.What has helped you adjust to living here? Is there arg/that has made
adjustment more difficult?

23.Has there been anything that the staff has done foroybelp you adjust to life here?

24.What aspects of your life have changed in the last nfont

25.1s there anything about your experiences that is impoianthat we haven't talked
about yet?
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APPENDIX J — INTERVIEW GUIDE FOR MANAGEMENT INITIAL INTERVIEWS
General Interview [Beginning of Data Collection]

Policies and Procedures

1. Can you describe some of the history of the facibtyne?

2. What is the mission or mandate of the facility?yoo have any guiding
principles or values for your facility?

3. Can you describe the facility for me?

I. physical layout
. different units
il type of residents
V. type of staff

4. How would you describe the life of residents? In otherds, what do you think
it is like for residents to live here? What is a typroaitine for residents?

5. What do you think it is like for staff to work here? Howwid you describe the
routines of staff?

Admission Process and the Transition

1. Can you describe the process of the move here for me?

2. What is your role or involvement in the move?

3. How would you describe the first few days of living hesethe resident?

4. How would you describe the adjustment process for residéfthat are the most

difficult aspects for them? Easiest aspects for them?

What do you do to help the adjustment process? What do cdlffedics?

. Are there any specific policies that the facility opdement has that you have to

follow of tasks to complete within the first monthafesident moving in?

7. What do you think residents’ views of the facility are whiggy first move in? Does
this change over time?

8. How do you think the new residents view themselves?duotlyink residents’
perceptions of themselves change after moving in?

9. How do you think other staff typically perceive the desits when they move in
here?

10.The experience of needing physical help, whether with battnegsing, toileting or
mobility, can be difficult for residents. How do ydhrtk residents experience their
body limitations here? What about specific to you amar ylepartment/programs?

11.What does other staff do to help with this adjustment?

12.How do residents adjust to the routines in the f§€iliWhat techniques does staff use
to help residents adjust to these routines?

13. Are there any regulations, written or unwritten, thaidents have to follow?

14.How do residents become a part of life here when iin@ye ?

15.What role do you think leisure and recreation activipiley in the socialization of
residents or helping residents become a part of lif€?here

o o
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APPENDIX K — INTERVIEW GUIDE—INITIAL STAFF INTERVIEWS

General Interview [Beginning of Data Collection]

1. Can you describe the typical routine of an [RN, RARA, Recreation Staff] here?
2. How would you describe the typical routine of a resi@ent

The Move and Transition

3. Can you describe the process of the move here for me?

4. What is your role or involvement in the move?

5. How would you describe, from your own perspective, thé fisw days of living here
for the resident?

6. How would you describe the adjustment process for residéthat are the most
difficult aspects for them? Easiest aspects for them?

7. What do you do to help the adjustment process? What do cdiffesics?

8. Are there any specific policies that the facility opdgment has that you have to
follow of tasks to complete within the first monthafesident moving in?

9. What do you think residents’ views of the facility are witlegy first move in? Does
this change over time?

10.How do you think the new residents view themselves?@uotlyink residents’
perceptions of themselves change after moving in?

11.How do you think other staff typically perceive the desits when they move in
here?

12.The experience of needing physical help, whether with battnegsing, toileting or
mobility, can be difficult for residents. How do ydhrtk residents experience their
body limitations here? What about specific to you amar ylepartment/programs?

13.What do other staff do to help with this adjustment?

14.How do residents adjust to the routines in the f§€iliWhat techniques does staff use
to help residents adjust to these routines?

15. Are there any regulations, written or unwritten, thaidents have to follow?

16.How do residents become a part of life here when iin@ye ?

17.What role do you think leisure and recreation activipiley in the socialization of
residents or helping residents become a part of lif€?here
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APPENDIX L — INTERVIEW GUIDE FOR SUBSEQUENT INTERVIEWS WITH STAFF AND
FAMILIES

How did you get to know [participant]?

Can you describe the process of the move here foonjeesident]?

What was your role or involvement in the move?

How would you describe [resident]?

How would you describe the first few days of living heve[fesident]?

How would you describe the adjustment process for [regl&Vhat were the most
difficult aspects? Easiest aspects?

How has [resident] become a part of life here?

Have there been any significant incidents (positiveegative) since the move?
Have you seen any changes in [resident]? How has [reékicieanged since the
move?

10.What did you do to help the adjustment process? What did stfédo?
11.What do you think [resident]’'s views of the facility af@f@l this change since

[resident] was admitted?

12.Do you think [resident]'s perceptions of him/herself charaféel moving in?
13.How do you think other staff typically perceived [residevihien s/he moved in here?
14.How did [resident] adjust to the routines in the facHity/hat techniques did staff use

to help residents adjust to these routines?

15.What role do you think leisure and recreation activpiey in the socialization of

residents or helping residents become a part of lif€?here
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APPENDIX M — SENSITIZING FRAMEWORK FOR PARTICIPANT OBSERVATIONS
Environmental location (i.e., time, location, other induals in the vicinity)
Social interactions (i.e., verbal exchanges with otésidents, family, staff)
Behaviours (i.e., wandering, anxiety, verbal or physicalesgion, apathy)
Affect (i.e., emotional expressions, facial expressjon
Body language and gestures
Physical appearances
Involvement in activities (i.e., recreation opportunitesse, visiting with other
residents, family, volunteers, or staff)

Physical and social characteristics of facility
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APPENDIX N — THANK YOU LETTER TO RESIDENTS
[Date]
Dear [Resident],

| would like to thank you for participating in my Ph.D. digagon titled “Body, Self, and
Place: The Process of Socialization into the Nurkiaghe Environment”. As you know,
this study is examining the process of socialization of residents into the nursing
home culture and environment. Your perspective and insighirbagled invaluable
information to this study.

Again, | want to emphasize that all information sharedndutiie duration of this study
will remain completely confidential and will be used ordy the purposes of this project.
| will be sending out a newsletter summarizing the findimigthe research for your
interest once the study is completed.

If you have any questions, please do not hesitate to ¢onéaat (807) 344-7055 or by
email at ecwiersm@ahsmail.uwaterloo.ca. | would alsth remind you that this study
has been reviewed by the Office of Research Ethidsedthiversity of Waterloo and has
received ethics clearance. Any comments or concernsecaddressed to Dr. Susan
Sykes, Director of the Office of Research Ethicg5&0) 888-4567, ext. 6005. Thank
you again for your participation in the project.

Sincerely yours,

Elaine Wiersma

PhD Candidate

Department of Recreation and Leisure Studies
University of Waterloo
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APPENDIX O — THANK YOU LETTER FOR INTERVIEWS (STAFF AND FAMILY )
[Date]
Dear [Participant],

| would like to thank you for participating in an intervidov my Ph.D. dissertation titled
“Body, Self, and Place: The Process of Socializatibm the Nursing Home
Environment”. As you know, this study is examining the prooésecialization of new
residents into the nursing home culture and environment. fYengpective and insight
will provide invaluable information to this study.

Again, | want to emphasize that all information sharedndutiie duration of this study
will remain completely confidential and will be used ordy the purposes of this project.
| will be sending out a newsletter summarizing the findimigthe research for your
interest once the study is completed.

If you have any questions, please do not hesitate to ¢onéaat (807) 344-7055 or by
email at ecwiersm@ahsmail.uwaterloo.ca. | would alsth remind you that this study
has been reviewed by the Office of Research Ethidsedthiversity of Waterloo and has
received ethics clearance. Any comments or concernsecaddressed to Dr. Susan
Sykes, Director of the Office of Research Ethicg5&0) 888-4567, ext. 6005. Thank
you again for your participation in the project.

Sincerely yours,

Elaine Wiersma

PhD Candidate

Department of Recreation and Leisure Studies
University of Waterloo
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APPENDIX P — FEEDBACK LETTER

APPENDIX C
FEEDBACK LETTER

[Date]
Dear [Participant],

| would like to thank you for providing consent for participgtin the research study
titled “Body, Self, and Place: The Process of Saaion into the Nursing Home
Environment” that was conducted in 2005 and 2006. This study examhiagrocess of
socialization of new residents into the nursing honiice and environment.

Again, | want to emphasize that all information sharedndutiie duration of this study
will (and has) remain(ed) completely confidential antd e (has been) used only for the
purposes of this project. | have included a newsletter suingathe findings of the
research for your interest.

If you have any questions, please do not hesitate to ¢onéaat (807) 344-7055 or by
email at ecwiersm@ahsmail.uwaterloo.ca. | would alsoth remind you that this study
has been reviewed by the Office of Research Ethidsedthiversity of Waterloo and has
received ethics clearance. Any comments or concernsecaddressed to Dr. Susan
Sykes, Director of the Office of Research Ethicg5aB) 888-4567, ext. 6005. Thank
you again for your participation in the project.

Sincerely yours,

Elaine Wiersma

PhD Candidate

Department of Recreation and Leisure Studies
University of Waterloo
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