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Abstract

The growing numbers of older people in the UK has resulted in increased demand on existing and
prospective health and social care services (Gray, A and Birrell, D 2013, p. 6). Intermediate care
for older people has been an important aspect of a wide range of policy developments in the UK,
developing from an awareness that hospital admission or a prolonged hospital stay is not
necessarily an appropriate or effective intervention for older people (Glasby and Littlechild, 2000,
p.110, Parker, 2005, p.9). Contemporary intermediate care policy and practice has developed
within the context of research into the issues which impact on the outcomes for older people,
including the concepts of caring (Fine, 2012), gender and caring (Clarke and Bennett, 2013)
dependency (Fine and Glendinning, 2005), resilience (Netuveli, Wiggins, Montgomery, Hildon,
Blane, 2008) and motivation (Shafizadeh, 2007). However, there is a paucity of evidence about
the effectiveness or impact of intermediate care units in the UK (Roe and Beech, 2005, p. 62); most
research focuses on the impact of NHS services and on disease specific services.
This research provides an original contribution to knowledge by exploring the impact of the Lodge,
a small intermediate care unit, managed by social services in a unitary authority on the south coast
of England. Previous research on intermediate care has focused overwhelmingly on NHS
provisions or disease specific rehabilitation. This research is original in exploring both the outcomes
of rehabilitation and the voices of older people admitted to the Lodge. The effectiveness of the
Lodge was measured by comparing the Barthel scores of residents both pre and post the
rehabilitation intervention; as well as whether a resident is discharged to the community as
opposed to residential or hospital care. Eleven participants were interviewed using a narrative
approach to explore older people’s perspectives of rehabilitation and motivation. From the results,
the Lodge was effective in improving the Barthel scores of older people and in facilitating their
discharge to the community. Older people were generally positive about the intervention but they
were not always clear about the process of admission; nor did the older people appear to have a
sense of their goals within the Lodge. Instead, their motivation to return home appeared to be
based on the quality and interdependence of the relationships with their family as well as their
formal and informal carers.
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1. Introduction
The current emphasis on efficiency and effectiveness throughout the helping professions
means that social workers must choose interventions that have a high probability of producing
measurable improvement in target problems or risk loss of public support.
(Cournoyer and Klein, 2000 p. ix).
1.1 Introduction
In this chapter, an overview of the thesis is provided, through a brief outline of each of the
subsequent chapters. The aim of this research study was to explore the effectiveness of the
rehabilitation service provided by the Lodge and to explore older people’s understanding of
rehabilitation, with both quantitative and qualitative methodologies. Social workers form an integral
part of the intermediate care team; however there is a paucity of research evidence about the
effectiveness of intermediate care and the impact of social workers within rehabilitation services.
Social workers provide interventions to individuals needing support, advocacy or guidance ‘to
enable all people to develop their full potential, enrich their lives, and prevent dysfunction’
(International Federation of Social Work, 2012). Following the publication of the National Service
Framework for Older People in 2001 (Department of Health, 2001b), social workers are involved
in providing support to older people through the provision of intermediate care services.
Intermediate care services aim ‘to promote faster recovery from illness, prevent unnecessary acute
hospital admission, support timely discharge and maximise independent living’ (DH, 2002, p.3).
Rehabilitation is an integral part of intermediate care, defined as ‘the reduction of functional deficits
without necessarily reversing the underlying biology of the disease’ (Tallis, 1992, p. 413). The
terminology since the publication of the National Service Framework for Older People (DH, 2001)
now includes the concept of ‘re-ablement’ of older people, which is seen as a part of rehabilitation
process, by helping people ‘learn or relearn the skills necessary for daily living which may have
been lost through deterioration in health and/or increased support needs’ (Francis, Fisher and
Rutter, 2011, p. 1, SCIE, 2013, p. 1). Re-ablement of older people considers skills such as cooking,
washing up and dressing (which may involve the support of an occupational therapist and/or a
health economist), whereas the focus of the intermediate care services within this study was the
provision of physiotherapy, ensuring that people were able to walk independently. As noted by
other researchers, the implementation of intermediate care policy has resulted in a number of
different interventions being funded by the government to support the development of intermediate
care services within both NHS and Local Authorities (Stevenson and Spencer, 2002, p. 15).
10

The interventions are provided in a range of different settings, including residential homes, hospital
wards and the older person’s own home (Pearson, Hunt, Cooper, Shepperd, Pawson and
Anderson, 2013, p. 122). There are regional variations in the models of intermediate care and there
is no clear evidence identifying the effectiveness of one model compared to another (Patel, Foster
and Martin, 2003, p. 15). There have been criticisms that re-ablement and /or rehabilitation fails to
meet people’s social needs, which are often central to their perception of independence (SCIE,
2013, p.3).
The majority of research studies about rehabilitation are disease-specific as opposed to generic
services for older people, for example rehabilitation following a stroke (Pollock, Baer, Campbell,
Choo, Forster, Morris, Pomeroy and Langhorne, 2014) or pulmonary rehabilitation for older people
with chronic obstructive pulmonary disease (Puhan, Gimeno-Santos, Scharplatz, Troosters,
Walters and Steurer, 2011). The studies that have considered intermediate care have generally
focused on the qualitative experience of older people, exploring older people’s perceptions of
intermediate care and discharge from hospital (for example, Trappes-Lomax, Ellis, Fox, Rohini,
Stead and Sweeney, 2002). The majority of studies about intermediate care focus on NHS rather
than Local Authority settings and few studies have focused on quantitative measures. Only two
studies of intermediate care were identified that focused on residential care settings in the UK and
used Barthel scores as an outcome measure; both of these studies consisted of a collation of
results from more than one setting (Fleming, Blake, Gladman, Hart, Lymbery, Dewey, McCloughry,
Walker and Miller, 2004 and Kaambwa, 2008).
This study builds on existing knowledge of rehabilitation in intermediate care services by providing
further evidence of the impact of rehabilitation on older people within the context of a Local
Authority provision on the south coast of England, as well as exploring older people’s views of
rehabilitation within a social services setting. This study is an original research project, which aims
to explore the impact of the Lodge on the rehabilitation of older people using the Barthel score as
an outcome measure. The Lodge is an eight-bedded unit based within a unitary authority on the
south coast of England, and forms part of the local intermediate care services. The research study
was conducted using a case study methodology; this methodology can be used to explore a case
such as a unique population (i.e. residents of the Lodge) who undergo a specific intervention
(rehabilitation in this study) (Yin, 2003, p.38). The aim of this research study was to explore the
effectiveness of the rehabilitation service provided by the Lodge and to explore older people’s
understanding of rehabilitation. The research question is ‘What is the impact of the Lodge on the
rehabilitation of older people?’ The research objectives are:
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(a) To explore whether older people’s functional abilities (measured using Barthel scores) will
improve as a result of staying in the Lodge and whether the variables of age, gender or
ethnicity have a statistically significant impact on these results 1.
(b) To explore whether older people are more likely to return home than enter residential
care as a result of staying in the Lodge and whether the variables of age and gender
affect these results.
(c) To explore older people’s understanding of the aims and objectives of the Lodge.
(d) To explore older people’s motivation to attend the Lodge.
(e) To explore the use of narrative as a methodology with older people who are receiving
intermediate care.
One research objective, which was considered, was the impact of intermediate care on the cost of
care packages. However, this objective was not investigated, as the data regarding costs was
incomplete in most cases. Following a discussion with the Team Manager, other confounding
factors were also uncovered, in particular the use of short term Rehabilitation Assistants for six
weeks post discharge (as required), who provide intensive support which is free for the older people
who are receiving the service but relatively expensive for the Local Authority. In addition, the costs
of care packages can vary according to the charges of the private agencies, which does not always
reflect the level of support provided. Due to the potential variations of the cost of care packages,
irrespective of the change in levels of independence of the participants, this analysis was not
carried out, as it would not have generated any meaningful results.

Chapter 2 of the thesis considers the demographic changes within the UK, which have resulted in
a growing number and proportion of older people in contemporary society. In particular, there has
been a growth in the population of the ‘oldest old’ age group, in other words those people who are
85 years of age and over (Johnson and Barer, 1997, p.3, Tomassini, 2005, p. 17). The chapter
then explores the development of services to meet the needs of older people from a historical
perspective. Within the chapter, the birth of geriatrics and the move towards community care are
critically analysed, from the passing of the Poor Law in 1601 to the present day. Enduring themes
of eligibility and causes of need are identified, alongside the charitable, voluntary and statutory
services that have developed to meet the needs of older people. The feminist perspective of gender
and ageing is considered from the viewpoint of financial discrimination, as well as research which
challenges the dominant feminist perspective, by considering the impact of gender on relationships
in older people, including widowhood. (Arber, Davidson and Ginn, 2003, p. 2). There is also a focus
on the contemporary local population and the development of local intermediate care services that
meet the needs of local older people, one of which is the Lodge. The move towards person-centred
It was not possible to explore whether the variable of ethnicity or race had an impact on older people’s
functional ability as this variable was not collected by the staff at the Lodge.
1
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policies and services through the concepts of normalisation and personalisation are also
considered.
Chapter 3 focuses on the policy background that underpins the developments in intermediate care,
as a response to the growing numbers of older people within contemporary society and the
pressures on health and social care services to meet their needs. In the third chapter, the current
evidence base for intermediate care is critically reviewed and the challenges inherent in the
evaluation of intermediate care services are considered. Within the policy drivers for intermediate
care is the concept of independence, which represents a complex relationship between caring and
dependency, which some researchers have described as interdependence (Powell, Robison,
Roberts, and Thomas, 2007 p. 1054).
Chapter 4 provides an overview of the methodology of the research study and the ethical
procedures that were undertaken as part of the study. The chapter begins with an overview of the
literature review and the process that was undertaken in order to gain ethical approval prior to the
commencement of the study. The research itself is a mixed method study divided into two different
sections; the first section is based on quantitative research, which explores the statistical outcomes
of the older people who were admitted to the Lodge. In this section, the choice of variables for the
statistical analysis is discussed, as well as data preparation, data storage and choice of statistical
tests. The second section is based on qualitative research, which explores older people’s views of
rehabilitation and their motivation to access rehabilitation services. In this section the choice of a
narrative methodology is discussed and the methods used for data capture, data management and
data analysis. As noted above, this study develops existing knowledge by providing an original
approach to understanding the impact of rehabilitation through the analysis of Barthel scores and
from the perspective of older people’s views.
Chapter 5 contains a summary of the results of both the quantitative and qualitative studies; starting
with an overview of the quantitative results. The results provide a profile of the age, gender and
duration of stay for older people being admitted to the Lodge, followed by an analysis of their
outcomes on discharge and the success of their rehabilitation, which is determined by whether
they are discharged into the community (successful rehabilitation) or long term care (unsuccessful
rehabilitation). The qualitative research results consist of a range of themes that emerged from the
data analysis, including participant’s views of ageing, rehabilitation, independence and caring. The
chapter also includes a discussion about the limitations of the study.

13

Chapter 6 comprises a summary of the research aims and objectives, followed by a discussion of
the results yielded by the research study. Further discussion on the key themes found within the
research are considered, in particular the effectiveness of the Lodge Rehabilitation Unit, the role
of social work within intermediate care and the concepts of motivation, independence and
rehabilitation. Chapter 7 provides a conclusion and recommendations for future practice, drawing
together the results in the context of existing research. The final chapter, Chapter 8, is a reflective
account of the researcher’s journey to completing the Professional Doctorate, including reflection
on the process of completing the research study itself.
Terminology:
The terminology to describe older people and the services that have been developed to meet their
needs has changed since the creation of the welfare state. For example, the term geriatrics
describes the specialist medical service for older people and as a result, older people have been
known as geriatrics, whereas they are more commonly referred to as the elderly, or retired people
or pensioners or older people. It is inevitable when considering literature that spans many years
and different professional contexts, that the terminology fluctuates to reflect the context in which
the research was undertaken.
It must also be noted that whilst the research participants are referred to as participants throughout
the research study, they are simultaneously users of services and older people. The term
‘participants’ relates specifically to the older people who took part in this research study as well as
the people who took part in other research studies.
The researcher:
The researcher has many years of experience working with older people both as a nurse in an
acute hospital setting as well as a nurse in a nursing home and more recently as a social worker
for a community team. These experiences will have had an impact on the way this research study
was designed, conducted and interpreted resulting in bias (Sultana, 2007, p. 382). In order to
mitigate against bias, it is important that the research ‘is produced through negotiated spaces and
practices of reflexivity that is critical about issues of positionality and power relations at multiple
scales’ (Sultana, 2007, P. 375). In particular, the researcher ensured that the older people who
participated in the narrative section of the research study were encouraged to share both their
negative and positive experiences, by remaining impartial and non-judgemental throughout.
The researcher has prior knowledge and experience of intermediate care that can be seen as
strength, in terms of familiarity of the issues and processes within the social work and intermediate
14

care setting. However, other researchers argue that prior knowledge and experience can have a
detrimental impact on the research, as it can lead to prejudice and encourage the researcher to
focus on evidence that confirms previously held beliefs, known as confirmation bias. .Confirmation
bias has been defined as ‘the seeking or interpreting of evidence in ways that are partial to existing
beliefs, expectations, or a hypothesis at hand’ (Nickerson, 1998, p. 175). In order to reduce
confirmation bias, part of the research study involved an objective analysis of data. The researcher
also discussed the preliminary findings with the manager of the Lodge as well as with the research
supervisors, in order to critically reflect on the research findings.
As a female social worker, the researcher is particularly aware of the power imbalance that is
inherent within a professional and service user relationship (Sakamoto and Pitner, 2005, p. 438,).
It could be suggested that due to the voluntary nature of the relationship between a researcher and
participant, there is no imbalance of power. However, the researcher believes that as the research
was undertaken in an unfamiliar environment (from the participant’s perspective) it is likely that the
participants were more compliant than they may have been in their home environment. In addition,
the researcher is used to engaging within a professional role in health and social care institutions
that are similar to the Lodge. However, the researcher was not involved in the provision of any
services or care to any of the participants. None of the participants were known to the researcher
in either a personal or professional capacity at any time during the research.
The researcher’s professional knowledge and experience, the researcher’s personal attributes and
experience will have an impact on the research process, which is known as the researcher’s
positionality. In order to minimise the impact of the researcher’s positionality, the researcher
actively engaged in supervision sessions and sought feedback from peers and colleagues.
1.2 Conclusion
This chapter has provided an overview of the topics that will be explored in further detail in the next
chapters, including the methodology of the research study and the findings from the study. The
rationale of the research study is to develop existing research knowledge about intermediate care
by exploring the impact of the Lodge through both quantitative and qualitative methodologies. The
following chapters consider the tensions in the development of community care and the care of
older people, in particular the tension between providing personalised care for individuals whilst
meeting the growing needs of an ageing population. There are discussion around the concepts of
care and dependency within contemporary literature, which are reflected in the research findings.
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2. Policy developments in Intermediate Care and Social Work
2.1 Introduction
This chapter considers the development of intermediate care services in the UK within the context
of demographic changes resulting in a growing number and proportion of older people in
contemporary society. A critical historical overview of service provision is provided, beginning with
the passing of the Poor Law in 1601 to the present day. Feminist perspectives of gender and
ageing are considered as well as the needs of the growing numbers of older ethnic minority groups.
The chapter places in context the research participants who have been recruited from a
contemporary local population and the development of local intermediate care services, including
the Lodge. Finally, the role of social work within the provision of services for older people is
considered person-centred policies and services, including the development of the theories of
normalisation and personalisation.
Over recent decades, concerns about demographic changes within the United Kingdom resulting
in the growing population of older people requiring some level of support or care have been high
on the political agenda. Historically, the Church assessed the needs of older people, before
arranging and providing appropriate services; however courses for social workers to undertake this
function began at the end of the 19th century (Sheldon and MacDonald, 2009, p. 28). The
contemporary social worker has replaced the role of the church almoner, carrying out assessments
and arranging care for older people as required.
Around 1.26 million adults in the UK receive Local Authority-funded social care, and this figure is
set to reach 1.7 million within the next 20 years (DH, 2010, p.4). Older people use hospital care
nearly four times more than people under the age of 65 and at any one time, two thirds of general
and acute hospital beds are occupied by people over the age of 65 (DH, 2010, p.4). In response
to these growing pressures, in 2001 the government published the National Framework for Older
People. Within the Framework, a new service called intermediate care for older people was
defined, which aimed (i) to prevent unnecessary hospital admission for older people and (ii) to
facilitate the discharge of older people from hospital into the community (DH, 2001b).
2.2 Demographic background
In the UK ‘older people’ are defined as people over 65 years of age, which reflects the age at which
men receive their statutory and occupational pension (W orld Health Organisation, 2008); this
definition may change in the future to reflect the increase in pension age to 66 from 2018 in the UK
(Direct Gov, 2012). Following medical advances and improved public health from the beginning of
16

the twentieth century, mortality rates have declined, resulting in greater numbers of people both
becoming older people and living longer as older people. The majority of the population in the UK
comprises children aged between 0 and 16 years and adults between the ages of 17 and 65 years;
but the percentage of older people is predicted to increase over the next twenty years, from around
15% in 1971 to around 25% by the year 2061 (see Figure 1). In addition, the total population of the
UK is predicted to rise from just less than 56 million in 1971 to just under 80 million by 2061. The
largest population increase is in the ‘oldest old’, in other words those aged 85 and over (Johnson
and Barer, 1997, p.3). According to the Office of National Statistics:
In 1984, there were around 660,000 people in the UK aged 85 and over. Since then the
numbers have more than doubled reaching 1.4 million in 2009. By 2034 the number of people
aged 85 and over is projected to be 2.5 times larger than in 2009, reaching 3.5 million and
accounting for 5 per cent of the total population (2010, p. 1).
These demographic changes reflect the combined effects of falling total fertility rates 2 and
decreasing mortality rates, most notably the fall in infant mortality at the beginning of the twentieth
century (Gee, 2007). There are significant resource implications because of these trends for both
the health and social care sectors, as older people are major consumers of these services (Cowpe
2005, p. 5).
2.3 Perceptions of old age
Ageing is a continual process that begins at the point of conception and affects everyone, even
though contemporary Western society privileges health, youth and autonomy (Clarke and
Bennett, 2013, p.344). Sociologists argue that the way that older people are perceived ‘reflects
the political, economic and social context in which older people live their lives (McDonald, 2010,
p. 20). In some cultures, particularly Eastern cultures, ageing is associated with wisdom and
authority (Sheldon et al, 2009, p. 339, Gergen and Gergen, 2003, p.205). In the West, however,
ageing is viewed negatively (Phoenix and Griffin, 2012, p. 17) and older people are viewed as a
burden or dependent (Baldon, 2001, p.55, Sheldon et al, 2009, p.340, Townsend, Godfrey and
Denby, 2006, p. 884). The increasing numbers of older people within the population has been
described as a crisis (Townsend et al, 2006, p.884) which has been fuelled by media reports
highlighting the growing number of older people needing health care and support or claiming
pensions, thereby placing a huge burden on the state (Sheldon et al, 2009, p.340).

Total fertility rates can be defined as: ‘The total fertility rate in a specific year is the total number of
children that would be born to each woman if she were to live to the end of her child-bearing years and
give birth to children in agreement with the prevailing age-specific fertility rates’ (OECD, 2013)
2
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Figure 1: Percentage of population in the UK by age group (actual numbers from 19712006 and predicted numbers from 2007 - 2061) (ONS, 2010)
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In the UK, old age has been described as a concept that:


legitimises an age bar in the implementation of policy regulations and practice
procedures;



underpins a conceptualisation of ‘elderly people’ which alienates them from us, often
segregating them involuntarily in specially designated places (such as sheltered housing
and day centres);



sustains ageist perspectives on the life course which cause us all to fear for our futures
(Bytheway, 2008, p. 236-7 cited in Davies, 2008, p. 52).

These ageist views are the result of stereotypes and prejudice, which result in ageist discrimination.
Ageism can be defined as ‘the discriminatory behaviour towards older people stemming from the
socially constructed attitudes and beliefs that growing old is accompanied by a loss of competence
and intellectual deterioration’ (Pierson and Martin, 2010, p.21). Ageism differs from other forms of
discrimination, as everyone is destined to become old (unless they die prematurely), which means
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that it is a form of discrimination that everyone will experience (Greenberg, Schimel and Mertens,
2004, p.28). A common misconception is that ageing is inevitably accompanied by illness and
disability, however some people age ‘successfully’ and experience very little age-associated
decline (Rowe and Kahn, 1997, p. 434). As a result of ageist misconceptions, some people are
denied the same opportunities or services as people of a different age (Davies, 2008, p. 52).
Intermediate care services could be seen as a way of denying older people access to mainstream
services and perpetuating ageism; alternatively intermediate care services could be seen as
providing a more appropriate service for the needs of older people (Glasby et al, 2000, p.110,
Parker, 2005, p.9), thereby discriminating against younger people who may benefit from this type
of service.
Ageism and other forms of prejudice affect not only those who wish to benefit from the services,
but also workers within the services and on the development and delivery of services; as ageist
views are seen as the norm (Sheldon et al, 2009, p. 341). According to the British Geriatric Society,
the NHS is ‘institutionally ageist’ (Thorpe, 2011) and a review commissioned by the Department of
Health found many ageist policies and practices within social care (Clark, 2009, p.8). Stereotyping,
prejudice and discrimination are described as enduring human phenomena, as people still
categorise others according to various social labels (Fiske, 1998, p. 358). There are two main
functions of categorising people in interpersonal situations; firstly, it allows the processing of a large
amount of information quickly, and secondly, it helps to ensure appropriate behaviour and
responses (Cuddy and Fiske, 2004, p.5).
Individuals categorise themselves and others according to particular attributes. The extent to which
people identify themselves with a particular group within society is known as ‘self-categorisation’
(Fiske, 1998, p.361). When people share attributes of a particular group which is perceived as
having lower status within society than other groups, people will often dissociate themselves from
that group, by highlighting the difference between themselves and others within the group.
Townsend et al note that ‘studies of the lived experience of ageing suggest that older people both
internalise and dissociate themselves from the negative stereotypes of old age’ by remaining
‘positive and action-oriented, motivated, interested, purposeful’ (2006, p. 885). In this way, older
people distinguished the difference between ‘being old’ and ‘feeling/acting old’ (Townsend et al,
2006, p. 885). Many older people have some form of illness or disability, some of which are
longstanding and some which are short term.
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According to Parsons, people who are unwell adopt the ‘sick role’; which is characterised by three
key principles:
1. The sick person is not personally responsible for being sick
2. The sick person is entitled to certain rights and privileges, including a withdrawal from
normal responsibilities
3. The sick person must work to regain health by consulting a medical expert and agreeing
to become a ‘patient’. (Parsons, 1951, cited in Giddens, 2001, p. 159).
The sick role story or narrative privileges the physiological aspects of ‘the patient’ above the
psychosocial dimension of ‘the person’, surrendering their own personal narrative to the physician’s
medical narrative (Frank, cited in Yelle, 2013, p. 3). For some older people, their illness or disability
can be longstanding, resulting in a permanent state of being a patient. However, the majority of
older people maintain their health and independence and avoid the severest of health problems
until their final days (Middleton, Hancock, Kellard, Beckhelling, Phung, and Perren, 2007, p.22).
The differences in the sick role narrative of people with longstanding illnesses and those with acute
illnesses may reflect the extent to which a person accepts their diagnosis as being a part of their
everyday life experiences rather than a temporary setback.
Sociologists would argue that the sick role is socially constructed and that ‘illness is a social
designation, by no means given in the nature of medical fact’ (Gusfield, 1967, p. 180). According
to researchers, a ‘disease entity is the product of medical discourses’ (Turner, 1995, p. 11), rather
than simply biophysiological bodily conditions or naturally occurring events (Conrad and Barker,
2010, p.S68). It is argued that ‘all illnesses are socially constructed at the experiential level based
on how individuals come to understand their illness, forge their identity, and live with and in spite
of their illness’ (Conrad et al, 2010, p.S76). It is suggested that for many individuals, life becomes
a challenge between meeting their wishes as a person and the limitations of their illness imposed
by the medical profession as well as societal norms.
2.4 Gender and ageing
Feminists have argued that older women are more disadvantaged than older men, as ‘ageing
undermines women’s traditional source of power. Male power by contrast resides in money, status,
social dominance, so that early signs of ageing such as grey hair are read as marks of maturity
and authority’ (Twigg, 2004, p. 62). Women are at greater risk of poverty in old age due a number
of different factors, in particular gender stereotypes in the labour market result in fewer employment
opportunities for women compared to men, as women are more likely to have ‘interrupted their
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work to care for children or dependent family members or are employed in female-dominated
sectors where average salaries are lower’ (Council of the European Union, 2009, p. 12). As a direct
result of women’s lower earnings and time in the workplace, women accrue less ‘pension
entitlements, which, together with the persisting gender pay gap, exposes women to a higher risk
of poverty in old age as compared with men’ (Council of the European Union, 2009, p.12 ). Older
people’s need for welfare in old age is commensurate with the person’s earning capacity during
their working life; as a result there are gender differences in the welfare needs of men and women
reflecting the lower earning capacities of women compared to men (Lewis, 2007, p. 272). To
compound these factors, women live longer than men and are more likely to experience poverty
as many pensions do not increase at the same rate as wage increases (Council of the European
Union, 2009, p.12). Women are therefore much more likely to experience poverty in old age than
men are in old age.
There are other gender differences in the way that old people adjust to both their ageing and the
presence of illness (Clarke et al, 2013, p. 345). Clarke et al note that women are socialised to place
the needs of others before themselves and tend to maintain a ‘positive outlook irrespective of their
bodily suffering’ and their dissatisfaction with their appearance and bodily changes (2013, p.346).
Older men, on the other hand, tend to be frustrated with their decreased quality of life and
‘displeased with their loss of physical strength and functional autonomy’ (Clarke et al, 2013, p.346).
Research has found that people ‘who were able to accept their illnesses and the limitations they
imposed on their lives coped better than those who could not reconcile the changes or encountered
barriers’ (Lindsay, 2009, p. 999). From a health perspective, the World Health Organisation (WHO)
notes that:
Women and men differ in biology, the roles and responsibilities that society assigns to them
and their positions in the family and community. This affects the risk they take, those they are
exposed to, their efforts to improve their health, and how the health system responds to their
needs. It may also have implications for the causes, consequences and management of
disease and ill health (2014).
Researchers have also noted that women are more likely to be carers in later life, in part due to
their increased longevity and in part as noted above, to ‘the roles and responsibilities that society
assigns them’ (World Health Organisation, 2014), which is discussed further in section 3.5. Other
researchers have highlighted that research in later life has focused on gender and care from the
perspective of the political economy, in other words the differences between men and women’s
financial situations and roles as carers in old age. When considering other aspects of old age, in
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particular loneliness, researchers have found that women are more successful at maintaining and
forming new relationships in older age compared to men (Arber, Davidson and Ginn, 2003, p. 2).
However, despite these relationship skills, women form a greater proportion of the number of lonely
older people as a consequence of ‘rising divorce rates and deaths of partners’ (Council of European
Union, 2009, p. 6). Researcher have found that between 5 and 31% of older people aged 65 years
and above report that they experience feelings of isolation and/or loneliness, which has shown to
have a negative impact on health (Windle, Francis and Coomber, 2011, p. 2).
2.5 Ethnicity and ageing
According to the Census 2011, there is a growing ethnically diverse population within England and
Wales, with the total percentage of people classed as White dropping from 94.1% in 1991 to 86%
in 2011 (ONS, 2012, p.1). The largest Minority Ethnic group remains those who are classed as
Indian who represent 2.5% of the population of England and Wales (ONS, 2012, p. 1). The Health
Equality Act 2012 places a duty on local authorities to reduce inequalities in health in the local
community (Carr, 2014, p. 7). Research has found that there are higher levels of morbidity and
mortality in Black and Minority Ethnic (BME) groups compared to the White population (Liu,
Davidson, Bhopal, White, Johnson, Netto, Deverill and Sheikh, 2012, p. 19). The impact of a
person’s ethnic group on their health outcomes is not clearly understood. Ethnicity is defined as:
A multifaceted quality that refers to the group to which people belong, and/or are perceived to
belong, as a result of certain shared characteristics, including geographical and ancestral
origins, but particularly cultural traditions and languages. The characteristics that define
ethnicity are not fixed or easily measured, so ethnicity is imprecise and fluid. Ethnicity differs
from race, nationality, religion, and migrant status, sometimes in subtle ways, but may include
facets of these other concepts (Bhopal, 2004, p. 441, cited in Liu et al, 2012, p. 3).
Research has found that older people from BME groups are reluctant to approach traditional
mainstream health and social care services as they fear discrimination (Carr, 2014, p. 17).
Historically, there has been a low uptake of health and social care services from BME communities
and researchers have advocated that mainstream services need to become more familiar with the
cultural practices and needs of the BME groups (McGrath, George and Young, 1988, p. 47).
Instead, marginalised groups have developed their own ‘grass-roots’ approaches to providing local
solutions to local need through the voluntary sector (Carr, 2014, p. 9). It has been suggested that
the move towards personalisation and direct payments should enable older people from BME
groups or other marginal groups to purchase ‘culturally appropriate support and improve choice in
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local social care markets’ (Carr, 2014, p. 7). However, the development of services in the voluntary
sector can be patchy due to a reliance on volunteers and successful funding applications.
2.6 Policy background
Historically the Church provided support for those older people who needed it, through the
provision of community care in the form of alms and the provision of institutional care within almshouses (Shahar and Lotan, 1997, p. 163). This support was replaced by the Poor Law Act 1601,
which was the first statutory provision for older people, funded through local rates or property taxes,
as they were known (Tanner and Harris, 2008 p.40). For older people, the Poor Law 1601 provided
either ‘outdoor relief’ in the form of food, money or clothes, or ‘indoor relief’ that comprised
accommodation in an alms-house. In 1908, retirement pensions were introduced, although this
provision was available only for those over the age of 70 (Tanner et al, 2008, p.40).
The term geriatrics was introduced in 1909 by Nascher, whose ideas were developed in the United
Kingdom by Warren (Evans, 1997, p. 1057). Central to Warren’s philosophy and practice was the
notion of rehabilitation, based on Warren’s experiences in 1935 as a physician in the West
Middlesex Hospital, which, ‘by the appropriation of the Poor Law institution…inherited overnight
several hundreds of chronic sick patients, unclassified and ill-assorted’ (Warren, 1943, p. 822).
Warren assessed all the patients and developed a classification system (see Figure 2), which
identified those patients who had the potential for rehabilitation.
Figure 2: Warren’s Classification of older people







Chronic up-patients – that is patients who get up part or whole days and can get
about with some help, but who cannot manage stairs.
Chronic continent bed-ridden patients.
Chronic incontinent patients – such wards are allocated only on the female side.
Senile, quietly restless and mentally confused or childish patients requiring cot beds
for their own safety, but not noisy or annoying to others.
Senile dements-requiring segregation from other patients
(Reproduced from Warren,1943, p. 822 )

At the time, many of these older people would have spent the rest of their days in hospital or
residential care; however, Dr Warren believed that many of these patients, given the right support
and treatment, could be rehabilitated:
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The more time spent in such wards with full hospital facilities the greater the number of
patients that can be correctly diagnosed, treated, and discharged home to the care of relatives
and friends. Often education to a slower tenure of life during senescence and readjustment to
a slightly more dependent existence are what is needed, and relatives are most grateful for
such treatment of their elderly folk and for advice given as to their future care at home……
Many of the so-called “incurable “ cases only need the patience, tact, and quiet energy of a
staff trained to work with this type of patient to show a considerable measure of improvement.
Without easy access to special departments, however, there is a strong disinclination to
undertake the necessary investigations in these cases and in the absence of a correct and
complete diagnosis; treatment must perforce be less efficient.
(Warren, 1943, p. 822).
Alongside a rehabilitative approach, Warren introduced the notion of discharge planning within the
geriatric care wards; as a result, the number of long stay patients fell from 741 to 240 (cited in
Barton et al, 2003, p. 230). Studies that are more recent have demonstrated the benefit of specialist
departments offering a range of interventions for older people; now known as Intermediate Care
services (Swift, 2002, p. 22), which are discussed further below. However, it was to take a further
50 years for these services to be developed.
In 1942, William Beveridge’s ‘Report to the Parliament on Social Insurance and Allied Services’
was published, which identified five ‘Giant Evils’ in society: squalor, ignorance, want, idleness and
disease (Beveridge, 1942, p.6). The 1945 Labour government, led by Clement Attlee, pledged to
eradicate these Evils through the provision of services ‘from the cradle to the grave’ (Peckham and
Meerabeau, 2007, p.36). Following the ratification of the National Insurance Act 1946, the National
Assistance Act 1948 and the National Health Service Act 1948, the welfare state was created which
brought about the first universal statutory services for older people and others in need of assistance
(Tanner et al, 2008, p.40). The welfare state evolved from the Liberal welfare reforms from 1906
to 1914 under the Asquith government and were achieved by cross-party consensus following the
end of the war, a unique development in the history of health care in the United Kingdom (Alcock,
2012, p.8).
Since the birth of the welfare state in 1948, there have been a number of different political
ideologies and drivers, which have influenced the administration and development of the welfare
state. At the heart of the differences are different views on the purpose, scope and cost of the
welfare state (Page, 2012a, p.128). There are three distinct phases in the development of the
welfare state: during the first phase (in the 1960s and 1970s), there was a focus on central
government planning and controlling public expenditure, through the allocation of resources to
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departments and services, characterised by an emphasis on bureaucracy. This phase is based on
the philosophy of social democracy, based on the principle that the state should provide a universal
welfare service to all citizens, irrespective of their social situation or ability to pay (Page, 2012, p.
70).
In the second phase (in the 1980s and the 1990s), there was a development of the notion of welfare
pluralism, management and competition (Alcock, 2012, p.10). There was a new emphasis on
services managing their budgets, a move from public to private provision, a reduction of the
perceived waste of resources in unnecessary bureaucracy in the welfare state and the notion of
individual and family responsibility for social problems, rather than the state (Walker and Walker,
1998, p. 45, Page, 2012a, p. 129). This phase reflects that ideologies of neo-liberalism and the
New Right, who argued that social democracy encouraged dependency on the state, lead to high
taxation and stifled initiative (Glennester, 2012, p. 132).
The New Right philosophy has been described as ‘a drive to develop strategies which manage
some of the principal human casualties of a grossly unequal social and economic system in a
manner which locates the problem with the causalities rather than with the system’ (Jones, 1998,
p.42). The third phase reflects an extension of the second phase (from the 1990s to date), this
phase has been characterised by the Third Way, an approach where the role of the state moves
towards being an advisor or motivator rather than an unconditional safety net, by offering a ‘hand
up’ rather than a ‘hand out’ (Powell, 2012, p. 137). The shift from the welfare state being a provider
of services to facilitator of services has continued, through privatisation, contracting out and
commissioning (Holden, 2012, p. 220).
Simultaneous to the developments in social welfare policy and practice there were corresponding
developments in the medical care of older people resulting in the birth of geriatric medicine.
Geriatric medicine is defined as ‘the branch of medicine concerned with the health or ill-health of
older people’ (Thomas and Pierson, 2001, p.159). Many philosophers and early researchers
published theories about ageing and possible anti-ageing remedies; but arguably, the first
publication introducing geriatric medicine was ‘Diseases of Advanced Life’, published in 1848 by
George Day (cited in Morley, 2004, p.1133). In his publication, Day described ‘some of the modern
day “geriatric giants”, including incontinence and dementia. He also described vascular dementia,
which follows slight attacks of apoplexy and paralysis; its progress is then very rapid’ (Day 1848,
cited in Barton and Mulley, 2003, p. 229).
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In the 1960s, institutional care services for older people and others found their existing policies
and practices were challenged following the development in Scandinavia of the concept of
‘normalisation’. Normalisation is based on the notion that all citizens, irrespective of their age,
physical or mental health, should have ‘equal access to the benefits of society’ (Parmenter, 2008,
S127). One of the early advocates of normalisation theory was Wolfensberger, who defined
normalisation as the ‘utilization of means which are culturally normative as possible, in order to
establish and/or maintain personal behaviours and characteristic which are as culturally normative
as possible’ (Wolfensberger, 1972, cited in Emerson, 1992, p.4).
Underpinning normalisation theory is the notion that all people should have the same quality of life;
as a result, services should aim to maximise the likelihood that disabled citizens experience the
same lifestyles as non-disabled citizens (Emerson, 1992, p. 2). The concept of normalisation
emerged at the same time as several scandals concerning the poor treatment and dehumanisation
of children and adults with learning disabilities around the world, including the quality and level of
care in British mental handicap hospitals (Chappell, 1992, p. 36). This resulted in a move towards
reducing the amount of institutional-based care towards a model of care delivered ‘within the
community’, particularly for those with mental health issues and learning disabilities.
The theory of normalisation has been criticised on several grounds: firstly, the term ‘normal’ is not
easily defined; secondly the provision of ‘normal’ services do not necessarily meet the needs of all
people; and finally, the terms ‘normal and deviance’ are value-laden (Szivos, 1992, p.114). As a
philosophy, normalisation can be interpreted subjectively (does the person live and behave in a
‘normal’ way?) or objectively (is the environment ‘normal’ for all groups of people?). Others have
noted that normalisation is a philosophy, not a technology, in other words normalisation is about
values and beliefs, not about service administration (Jackson, 1994, p. 177). It is values and beliefs;
however that affect the development and administration of a service, as the service develops
inclusion and exclusion criteria as well as service delivery models according to the philosophies
underpinning the aims and objectives of the service. For example, services who believe that people
with a learning disability do not have the capacity to have adult relationships may not provide
couples counselling services.
Normalisation can be a vehicle for social justice by ensuring that there are equal rights for all, but
fails to acknowledge the impacts of the power imbalances between service users and professionals
in defining ‘normality’ and the enduring stigma and poverty for vulnerable people in society
(Chappell, 1992, p. 44). Critics argue that ‘normalisation is itself a professionally-dominated
functionalist theory which uses interactionist approaches’ (Chappell, 1992, p. 39). In other words,
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the notions of ‘normality’ and ‘independence’ are defined by professionals rather than service
users. This means that normalisation is based on the professional’s perception of an individual’s
ability to function within society and perhaps more importantly, the professionals perception of
which functions need supporting (defined as needs) and those functions which do not need
supporting (defined as wants). This process is evident in the eligibility criteria for accessing social
care services and within the assessment itself, as certain functions (for example, washing and
dressing) are perceived as needs, whereas other functions (for example, being able to visit a
relative) are seen as wants. As Godfrey and Callaghan noted, because ‘ideas of need are centrally
bound up with resource allocation and prioritisation that the question of how need is shaped and
defined, and whose needs are accorded legitimacy, are political and not just theoretical questions’
(2000, p.3).
In 1983, Wolfensberger proposed a new term for normalisation called ‘social role valorisation’
(Gates, 2007, p. 524) and stated that ‘the creation of valued roles is the highest normalisation goal’
(Szivos, 1992, p.126). Wolfensberger advocated that ‘as much as possible, the use of culturally
valued means in order to enable, establish and/or maintain valued social roles for people’
(Wolfensberger, 1982 cited in Baldwin and Hattersley, 1991, p. 2). There are, according to
Wolfensberger, four means for enhancing the social status of devalued groups, including:
projecting positive images of disability, using ordinary settings for services, creating opportunities
for social exchanges and having high expectations of service and achievement (Gates, 2007, p.
172). Current research suggests that some people are still experiencing barriers to their social
inclusion, in part due to enduring prejudice within society as well limitations to current service
philosophies and practice (Gates, 2007, p. 61).
O’Brien endorses Wolfensberger’s principle of normalisation and suggests that application in
practice requires ensuring that services ‘use socially valued means to promote socially valued lives’
(1999, p.2). O’Brien argues that the only way to ensure that services are socially valuing a person
is by adopting person-centred approaches, where the views and wishes of the person and their
family are at the centre of the service planning (O’Brien et al, 1992, p.5). According to O’Brien:
person centred planning is not a “quick fix” for people’s difficulties. And, when things do work
well, the lessons don’t necessarily generalize widely. What seems to be one person’s dream
could easily be another’s nightmare. In this sense, person centred planning accurately reflects
ordinary life’ (1992, p. 11).
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O’Brien argues that to achieve person-centred planning, service providers need to be willing to
develop ‘collaborative action and fundamentally challenge practices that separate people and
perpetuate controlling relationships’ (1992, p. 6). The challenge for those who develop and design
services is not to focus on ‘simply climbing from the bottom rung to the top rung of the ladder one
is already on. Instead, one must step onto another ladder, which often rests against a different wall’
(O’Brien, 1999, p. 7). Fundamentally, person centred planning is about allowing the service user
to define and distinguish between their own needs and wants.
Whilst the focus of normalisation and social role valorisation has been on services for people with
disabilities, the implementation of these theories into practice has also influenced the services for
older people. The theory of normalisation underpins the original philosophy of community care
which privileges ‘independence, privacy, and self-help’ and is ‘inextricably bound up with the
ideology of individualism’ (Dalley, 1993, p. 123-124). Independence (and therefore dependency) is
perceived as an individual characteristic, which is a result of the combined impact of societal and
environmental factors as well as individual personality traits and disability. Cultural norms in the
UK society favour privacy and for many, that means living alone rather than in shared
accommodation with family, friends or other older people in sheltered housing schemes. The
impact of this change is evident in the change of provision of NHS beds in England (see Table 1).
Table 1: Change in numbers of NHS beds in England, 1982 to 1994/5
Year

All
specialities

Acute care

Geriatrics

Mental
illness

Mental
handicap

Maternity
care

1982

348104

143535

55646

83831

46983

18108

1994-5

211812

108008

36795

41827

13211

11971

Percentage
change

-39

-25

-34

-50

-72

-34

(Reproduced from Hensher and Edwards, 1999, p. 911)
As can be seen from Table 1, the concept of normalisation had a lesser impact on the hospital
services provided for older people than for people with ‘mental handicap’ (now known as people
with a learning disability). Nonetheless, there was a 34% reduction in the numbers of ‘long-stay’
beds provided by the NHS for older people between 1982 and 1995. The reduction in the overall
number of hospital beds has continued until the present day as can be seen in Table 1. The number
of acute bed spaces has remained relatively constant, but there are no longer any long-stay
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hospital beds for people with learning disabilities, whilst the number of beds for people with mental
illness or older people has dropped by around 50% and 30% respectively.
In the 1980s, a change in the regulations relating to social security benefits enabled anyone in
receipt of Supplementary Benefit to move into private and voluntary sector residential and nursing
homes (Audit Commission, 1997, p. 10). As a result, the number of beds in the independent sector
increased from 23,000 in 1983 to 193,000 in 2000 (Kerrison and Pollock, 2001, p.566); the number
of beds provided by Local Authorities (in Local Authority-run residential care homes) also fell by
42% (Audit Commission, 1997, p. 10) The expenditure on Board and Lodgings allowances (part of
the Supplementary Benefit) had increased from £10 million in December 1979 to £459 million by
February 1986, an increase of around 30% above inflation (Sinclair, Parker, Leat and Williams,
1990, p. 306-7). The rise in numbers of people within the private and voluntary sector homes was
attributed in part to the lack of assessment of need, leading to speculation that ‘by 1991, the
number of older people living in long-term care establishments was 27 per cent greater than would
have been the case if age-related levels of provision had remained constant since 1981’ (Laing
and Buisson, 1997, cited in Wistow, 2000, p.14). Research carried out by the Joseph Rowntree
Foundation found that women are over-represented within the care home population (Banks,
Haynes, Balloch and Hill, 2006, p.47) and ethnic minority groups are under-represented (Banks et
al, 2006, p. 55).
The shift from the state provision of services to the private and voluntary sector continued after the
ratification of the NHS and Community Care Act 1990 in both the provision of domiciliary care and
residential care. In 1993, 95% of domiciliary care was provided directly by local authorities but by
2002, this figure was less than 40% and in 2012 was 11% (Fotaki, Ruane, and Leys, 2013, p. 10).
In 1979, the state provided 4% of residential care and nursing home beds, but by 2012, this had
fallen to just 6% (Fotaki et al., 2013, p. 11).
The UK government was concerned about the spiralling costs of residential care and
commissioned a number of reviews and reports, including ‘Community Care: Agenda for Action’
(DH, 1988) undertaken by Sir Roy Griffiths and the White Paper ‘Caring For People’ (DH, 1989).
The Griffiths Review identified several areas of concern within the policy of care in the community,
including: assumptions about the number of informal carers and the extent of personal care that
they provided; the lack of information about existing services and charges, the lack of consistency
in the delivery of the services which was evidenced by the wide variations in the percentage of
older people admitted to residential care in different areas and a lack of collaboration between
statutory services (Sinclair et al, 1990, p. 14–18).
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The Griffiths Review compiled a list of recommendations, including the recommendation that Local
Authorities should adopt a case management approach to elderly care, reflecting a shift from the
state being a provider of care to that of manager of services provided by the voluntary and
independent sector (Kendall, 2000, p.8).
Figure 3: Average daily number of available beds, by sector England, 1987/88 to 2009/10

Reproduced from: http://www.dh.gov.uk/en/Publicationsandstatistics/Statistics/Performancedata
andstatistics/Beds/DH_083781
These recommendations were incorporated into the National Health Service and Community Care
Act (NHSCCA) 1990, where sections 47(1) and (2) place a duty on Local Authorities to carry out a
needs assessment for anyone who might require community care services as part of the care
management process (Tanner et al, 2008, p.52). According to critics, this central focus on
assessment for the purpose of resource management within the NHSCCA 1990 has led to the
process of care management being limited to the controlling of resources (Manthorpe, 2002, p.
318). Many of the prevention and early intervention services had their functions and eligibility
criteria modified, resulting in changes in the services to meet higher levels of need; for example
the Home Help service originally provided shopping and cleaning services, but this service has
evolved into the contemporary Home Care service, whose primary role is to meet the personal
care needs of its clients.

30

Following the election of the Labour government in 1997, new services were introduced ‘promoting
the collaboration between health and social care services’ (Glendinning, Moran, Challis,
Fernandez, Jacobs, Jones, Knapp, Manthrope, Netten, Stevens and W ilberforce, 2011, p. 152).
These measures were developed in response to concerns about the state of community care
services including the report published by the Audit Commission in 1997 ‘The Coming of Age’. The
report highlighted the challenges inherent within existing community care and continuing (long
term) care services, in particular the combined impact of a lack of support for older people in the
community and a reduction in the number of hospital beds; resulting in pressure on hospitals to
discharge older people into environments that are unable to meet their needs. This situation was
coined the ‘vicious circle’ of community care and was summarised in a diagram (see Figure 4).
Figure 4: Vicious Circle of Community Care

Increased pressure on
the number of hospital
beds available

Admissions to hospital
are increasing due to the
lack of preventative
services

Due to the high costs of
providing residential
care, there is less
funding available for
preventative services

People are discharged
after shorter in-patient
stays

There are insufficient
intermediate care
services, so more people
are admitted to
residential care services

(Adapted from Audit Commission, The Coming of Age, 1997)

31

One of the issues highlighted in the ‘The Coming of Age’ report was that of ‘blocked beds’, which
are defined as ‘hospital beds that are occupied by people who are considered by hospital staff not
to need hospital care but for one reason or another are unable to leave’ (Audit Commission, 1997,
p.19), which was first reported in 1975 (Rubin and Davies, 1975, p.142). In the report, the Audit
Commission estimated that hospital staff attributed 65% of blocked beds to delays within Social
Services; however, on closer examination this figure dropped to 12%, as other factors for the
delays were uncovered, including resistance from relatives (Manthorpe 2002, p. 319).
Some of the delays within Social Services are due to the lack of affordable care available at the
time of discharge. The Local Authority has a duty to arrange care to meet the needs of its residents
according to section 2(1) of the Chronically Sick and Disabled Persons Act 1970; however the
House of Lords ruled in 1997 ‘when assessing needs under section 2(1) a Local Authority may
take its resources into account’ (Lord Nicholls of Birkenhead, Reg. v. Gloucestershire C.C. and the
Secretary of State for Health. Ex parte Barry). As a result of this judgement, Local Authorities are
able to limit the services they provide or commission on the grounds of lack of resources; this
increases the likelihood of delays in discharge by Social Services. In 2001, the former Health
Secretary, Alan Milburn, announced:
Bed blocking is a major problem for all NHS patients. Bed-blocking leaves people in beds who
should be cared for elsewhere and keeps people from beds who need treatment straight away.
We are determined to tackle this problem which has bedevilled the health service for decades
so that patients receive the right care in the right place at the right time.
The use of the term ‘bed-blocking’ has been criticised as it implies that the person in the hospital
bed (often an older people) is to blame for the situation, rather than the systems and processes
within hospital and community provision (Victor, 1991, p.123, Baldok, 2001, p. 59, Glasby,
Littlechild and Pryce, 2004, p.1191). Due to the negative association of ‘bed-blocking’, the term
‘delayed discharge’ has replaced the term ‘bed-blockers’ by policy makers, although ‘bed-blocking’
is still used by staff and the media (Triggle, 2011).
A number of research studies have explored the issue of delayed discharge and have found a
range of issues, including: poor discharge planning (Namdaran and Sherval, 1995; Glasby et al,
2004); lack of communication between older people and their carers (Borthwick, Newbronner and
Stuttard, 2009, p. 347) and delays in the provision of social care services was highlighted
(McWhirter, 2002, p.105). Other studies found that undue pressure on early discharge could then
lead to inappropriate residential care placements (Tracey Taylor and McConnell, 1998).
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The House of Commons Select Committee also highlighted the issue of admission avoidance
(Henwood, 2004, p.14) as many people are admitted to hospital when it is not medically necessary
and then remain in hospital for too long (Hammond, Pinnington and Phillips, 2009). Many of these
studies concluded that there was a need for more intermediate care services, which would allow
more time for assessment, recuperation and rehabilitation (Armstrong, Peden, Nimmo and Alcorn,
2001; Fenn, Horner, Travis, Prescott, Figg and Bates, 2000; Koffman Fulop, and Hudson, 1996,
cited in Glasby et al, 2004, p. 1191).
Between 1997 and 2008, a range of policy guidance and allied legislation was published by the
Labour government with the view to: improving the quality of services for older people and their
carers, to clarify whose responsibility it was for meeting the costs of these services and to improve
the joint working of community care services. Key policy guidelines include the NHS Plan (DH,
2000), the National Service Framework for Older People (DH, 2001b) and Our Heath, Our Care
Our Say (DH, 2006) (see Appendix II for further examples).
Despite the strategies to reduce the incidence of delayed discharges and challenge ageist
perceptions of older people’s entitlement to healthcare within a hospital setting, more recent reports
suggest that that older people are still not treated with dignity or respect by some staff (Care Quality
Commission, 2011, p.12) and ageist attitudes persist amongst professionals and services (Audit
Commission, 2006, p.26). There have been a number of initiatives to address institutional ageism,
including the publication of the National Service Framework for Older People, in which Standard 1
is about ‘Rooting out age discrimination’ to counter infringement of dignity and unfair discrimination
in older people’s access to care. It states:
NHS services will be provided, regardless of age, on the basis of clinical need alone. Social
care services will not use age in their eligibility criteria or policies, to restrict access to
available services. (DH, 2001b, p. 12)
Alongside the issue of accessing care, the policy guidance and allied legislation also reflect the
theoretical debates about the extent of older people’s personal dependence on themselves and
their families and the role of the state in the provision of care. A central issue has been the cost of
the provision of care and whether the responsibility for meeting the care needs of older people
should be met by the individual, by social care (following an assessment of means by a professional
or by self-assessment) or by the NHS (which is free to the individual). Whilst delayed discharges
reduce the cost of providing care by Local Authorities, they were viewed as an unacceptable
financial burden on the NHS and reduced the choice for older people (Hansard HL, 27 January
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2003, Vol. 643 cc 919-70). In order to redress the balance, the Community Care (Delayed
Discharges) Act 2003 was passed to tackle the issue of delayed discharge by Social Services, by
‘requiring social services authorities to make payments in cases where the discharge of patients is
delayed for reasons relating to the provision of community care services or services for carers ’ (CC
(DD) Act 2003, Section 6 (2)).
The rise in delayed discharges was in part due to the fall in the number of NHS funded long-term
care placements, leading to pressure on Local Authorities (and individuals) to meet the cost of
long-term care in the community (Black et al, 2002, p. 611). In 2001, following the Coughlan Case,
the Department of Health issued a circular confirming that care which could be described as ‘health
care’ would be free at the point of delivery, irrespective of the setting in which the care was
delivered (DH, 2001a). In 2007, The National Framework for NHS Continuing Healthcare and NHS
funded Nursing Care was published and subsequently revised in July 2009, to simplify the
interaction between NHS Continuing Healthcare and NHS-funded Nursing Care. It would appear
that the passing of the CC (DD) Act 2003 has enabled the NHS to claim against Social Services,
whilst the Coughlan Case has enabled Social Services and older people to claim against the NHS.
It is not clear how these developments support joint working and equitable sharing of resources,
particularly in the current climate of reduced budgets.
In 2005, the government published a Green Paper Independence, well-being and choice with a
view to increasing the control and choice that older people have over their lives (DH, 2005, p.10).
According to the government, there should be new models of delivery of social and health care
services where older people carry out their own assessments and are granted an individual budget
through direct payments (Hatton, 2008, p. 13). In 2006, the government published Our Health,
Our Care, Our Say: A New Direction for Community Services which outlined seven outcomes,
including: improved health and well-being; improved quality of life; making a positive contribution;
choice and control; freedom from discrimination; economic well-being and personal dignity (Hatton,
2008, p. 13-14).
One of the most recent policy documents has outlined the range of services available for older
people and has combined notions of participation with levels of need (see Figure 5). According to
the diagram, older people could move from mainstream services and citizenship through a range
of interventions which have increasing intensity in order to respond to complex needs. This diagram
of services for older people could be interpreted from two different perspectives; first, the services
outlined in Figure 5 could be described as inclusive, comprehensive, flexible and responding to
individual need. What is not clear, however, is whether the services would meet the needs of older
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people who do not need increasing support in a linear fashion, but instead need support which
fluctuates according to changes in the weather, availability of formal or informal care, or through
becoming unwell or sustaining an injury. The diagram is also based on an individualistic approach,
as there are no services outlined to support carers who may also be older people. This individualist
approach fails to acknowledge the reciprocal caring relationship that can exist between many older
people. Nonetheless, the range of service types and models suggest that the range of provision is
comprehensive, although it is not clear whether all these services are available to all older people
throughout the UK. Instead, it is suggested that the range of services and model of delivery varies
in different health authorities and social services departments.
A second way of interpreting the service provision is to suggest that the services are designed to
prevent older people from accessing mainstream services, in particular care within a hospital
setting. In other words, the service provision map seems to suggest that the greater the needs of
older people, the less likely that they are to receive ‘citizenship’; in other words, older people with
complex needs are not entitled to ‘equal access to a mainstream service’ or anti-ageism
approaches. Some researchers have found that older people are discriminated against in practice,
as many older people are denied access to an assessment by a social worker, and entitlement to
services is viewed as ‘a privilege rather than a right’ (McDonald, 2010, p. 60).
In addition, the framework does not appear to reflect the principles in person-centred planning as
described above (O’Brien, 1992), as the needs of the individuals are presumed to be similar and
adequately met through the services provided. From the Department of Health’s most recent
mapping of services for older people according to their need, intermediate care services appear
after early intervention but before long-term support; to offer older people an opportunity to continue
to manage their own care needs: According to the Department of Health:
Better outcomes for older people also appear to be aligned with approaches which
target the right people at the right time and provide personalised responses focused on
‘working with’ the person rather than ‘doing for’ them (DH, 2010, p. 1).
Intermediate care services, as identified in the map of services above, are intended to help older
people who have a ‘substantial need’ that can be managed within the community. Often this
‘substantial need’ is the result of an accident or injury (often a fall) or an acute episode (or
secondary complication) of a longstanding medical condition (for example, an acute infection). In
some cases, the older people need support to return to their previous level of functioning, whereas
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in other cases, older people need support to adapt to a permanent loss of function (for example,
following an amputation).
Figure 5: An outline of interventions available for older people

(Reproduced from DH 2010, p. 7)
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Intermediate care provides support for older people through a multi-disciplinary team that usually
includes social work, but may also rely on the universal services rather than specialist services.
The growing number of older people in contemporary society and the cost of meeting their health
and social care needs have resulted in the development of a number of social welfare policies.
Policies are defined as a purposive course of action that an individual or group consistently follows
in dealing with a problem within a group or society (Anderson, 2011, p 5). Underpinning every
social welfare policy is a social problem being addressed; the services that develop as a result are
usually based on theories about the causes of the social problem as well as the impact and
effectiveness of the services proposed (Page, 2010, p.327). The social ‘problem’ for older people
is the perception of older people as unproductive and a burden on society as a whole and their
high need for support from health and social care services; this perception has developed from
various economic mechanisms including the:
Forced expulsion of older people from the workforce; the growth and self-promotion of
professional interests; the manipulation of vulnerable older people as if they were commodities
in a welfare market; and a marginalization of later life concerns (Biggs, 2001, p.307).
It has been suggested that older people more likely to be seen as ‘dependent and frail, rather
than as citizens with a contribution to make’ (Audit Commission, 2004, p.2). Policies regarding
the care of older people have oscillated between the provision of care within the community and
care provided within an institution. Older people are the largest client group served by community
care policies and are the greatest recipients of care provided by formal and informal carers (Wiles,
2003, p.189, Dalley, 1993, p. 121). There are gendered differences in the provision of care even
though ‘care is a universal need’ for all (Lewis, 2007, p. 280). Traditionally, women have provided
unpaid care work within the family, and have relied on the male breadwinner family model to meet
their financial needs, resulting in women having less pension rights than men, as men have been
the primary earners (Lewis, 2007, p. 272). It is suggested that the provision and receipt of care ‘lies
at the interstices of formal and informal provision paid and unpaid work, and welfare state services
and cash benefits’ (Lewis, 2007, p. 273).
2.7 Older people in the local area
The Local Authority in the local area became a unitary authority in 1997, and has a population of
approximately 198,000 people, of which 9% are from black and minority ethnic groups (County
Council (CC), 2008, p. 3). There are around 26,000 people who are over 65, who comprise
approximately 13% of the total local population; of these, it is estimated that 7,500 people are over
the age of 80 (Office of National Statistics, 2007). From these figures (see Appendix I) the Local
37

Authority has less old people (13%) as a percentage of the total population (CC, 2008) compared
to the UK (19%) overall (Office of National Statistics, 2008). This is attributed to the large student
population in the local area, which inflates the numbers of 20 – 24 year olds (CC, 2008). Using the
figures in Appendix I, the percentage of men and women within the population of older people
(people over the age of 65) can be calculated (see Table 1). These results show that there are a
higher number of women (57%) than men (43%), within the population of older persons in the local
area.
Table 2: Percentage of older persons in the unitary authority by gender
All persons over 65 years of age

Men

Women

Unitary Authority3

14%

6.4%

7.8%

National4

17%

7.6%

9.5%

There are many possible reasons to explain this difference, in common with socio-environmental
factors, which are thought to impact on the life expectancy of men; including less help-seeking
behaviour, higher incidence of occupational health issues, and higher incidence of ‘healthreducing’ behaviours such as smoking and drinking (Annandale and Hammarström, 2011, p. 577).
Older men who live alone are thought to lack the health protective support provided by their
partners and the informal social networks, which are often maintained by women (Scott and
Wenger, 1995, p. 158, Davidson, Daly and Arber, 2003, p. 82).
2.8 The Lodge
There are a number of intermediate care services in the local area, including a Rapid Response
Team, Step Up services in the local hospital and the Step Down service of the Lodge (see below
for further information about intermediate care services). The Lodge is a small and specialised
rehabilitation unit within a larger residential unit, which provides accommodation and personal care
for up to thirty-nine older persons. The intervention of rehabilitation is provided to a small sample
of older people who are motivated and able to return to the community, within a small section of
the Lodge.
The aim of the Lodge is to provide rehabilitation to local people who are aged 65 years or over, for
a maximum of 6 weeks. The rehabilitation service consists of several different professionals,
including social workers, mental health nurses, occupational therapists, physiotherapists, home
3

Reproduced from Office of National Statistics (2010a),

4

Reproduced from Office of National Statistics (2010b)
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economists and podiatrists. The majority of ‘bed-based’ intermediate care services in England are
provided by community and acute hospitals, or in nursing or residential care homes (DH, 2012, p.
38). A small percentage of intermediate care services are provided by Local Authorities, as is the
case for the Lodge.
Intermediate care services (including the Lodge) are usually offered on the basis on referral, in
other words individuals apply to receive intermediate care services, and are then assessed by a
health or social care professional prior to admission. This process enables professionals to select
only those people who are motivated, willing and able to undergo rehabilitation, thereby increasing
the likelihood of individual success. The criteria for admission to the Lodge in common with other
intermediate care services are:


Being a local resident



Being aged over 65 (some services state over 50 years)



Being medically stable (in other words, not requiring hospital intervention)



Being able to understand the aim of intermediate care



Being able to consent to the admission



Not having a terminal illness



Not having any behavioural difficulties

It is clear that when these eligibility criteria are applied to the local population, there will only be a
relatively small number of people who are simultaneously eligible and in need of the service at a
given time. There will also be occasions where the service is fully occupied and is therefore
unavailable to potential service users. Theoretically, the population within the Lodge should reflect
a small and select group of medically stable and motivated older people.
2.9 The role of social work
The most often quoted definition of social work was written by the International Federation of
Social Work:
Social work promotes social change, problem solving in human relationships and the
empowerment and liberation of people to enhance well-being. Utilising theories of human
behaviour and social systems, social work intervenes at the points where people interact with
their environments. Principles of human rights and social justice are fundamental to social
work. (International Federation of Social Work, 2012)
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Contemporary social work has evolved from a history of charitable and philanthropic services or
interventions for those people seen to be in need of support within society (Sheldon et al, 2009, p.
19). As noted above, the early Elizabethan Poor Laws stipulated the responsibilities of the parish
and family members for the maintenance of the poor; including building poorhouses or workhouses
to house those who were unable to provide for themselves (known as indoor relief), home visits
and the distribution of resources (known as outdoor relief) (Shave, 2009, p. 69). The Churches
within local parishes began employing almoners to distribute alms (outdoor relief) to the poor which
is a role that reflects the work of the contemporary care manager (social worker). The challenges
faced by almoners in ensuring the equitable distribution of resources to the most deprived in society
remains an on-going theoretical debate as to the nature and the extent of the ‘indoor’ or ‘outdoor
relief’.
Historically, social policy in the UK has been dominated by a ’laissez faire’ philosophy based on
the notion that individual privacy and freedom from state intervention is paramount. Philosophers
in support of the laissez faire approach include Social Darwinists, who have argued that the relief
was destructive to society and the poor because it created dependency and reduced their
motivation to meet their own needs (Leonard, 2009, p.47). These views have been countered by
the religious concept of charity (giving to those who are less fortunate) (Sheldon et al, 2009, p. 8).
Social work originates from a charitable past, but is now provided to a considerable extent by the
state; as a result, social work tends to focus on interventions that promote self-sufficiency rather
than charity. Some researchers suggest that the focus of contemporary social work is ‘more about
helping people to fit into society than about changing society’ (Cree, 2007, p. 301).
Social work has evolved as a profession against the backdrop of the political ideologies outlined
above. Social work practice ‘draws on theories of human development and behaviour and social
systems to analyse complex situations and to facilitate individual, organisational, social and cultural
changes’ (British Association of Social Workers, 2012, p.6). These theoretical roots have been
described as having conflicting approaches, as, for example, ‘psycho-analysis holds society and
culture constant to look at the processes within the individual; whereas sociology holds the
anonymous person constant to study a variable setting’ (Cox and Parsons, 1994, p.228). A further
dimension to this debate is the notion of social constructionism, which contends that many
phenomenon within society are socially constructed, including the state of being an old age
pensioner. According to social constructionists, ‘individuals and groups contribute to producing
perceived social reality and knowledge’ (Berger and Luckman 1966, cited in Conrad et al, 2010,
p.S67).
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Due to the complex nature of human situations, social workers use a range of different theories
and models in practice, for example, social workers could use a psychodynamic approach to their
assessment of an older person, through the exploration of earlier life stages (McDonald, 2010, p.
57). Alternatively, social workers could use a behaviourist approach, which would seek to describe
and measure activity with a view to effect and support change; or an ecological approach, which
focuses on the environment within which people live and interact (McDonald, 2010, p. 57). The
conflict between these three approaches means that social work practice can focus either on
supporting the individual to make changes by understanding and modifying their own behaviour or
social work practice can focus on changing the environment. Contemporary social workers use a
combination of these approaches according to the needs of their clients and a number of different
theories which ‘inform social work practice by providing a foundation or basis from which to
understand clients and their situations and what might happen when certain methods or
approaches are applied’ (Teater, 2010, p. 4).

Underpinning the practice of social work are several different values (also described as
fundamental moral and ethical principles) and personality traits, which all social workers should
have (Banks, 2006, p. 7). The British Association of Social Workers (BASW) published a Code of
Ethics for social workers, which summarises three key values, including respecting and supporting
human rights, promoting social justice, and maintaining professional integrity (BASW, 2012, p.7).
These values support the aim of social work practice to be anti-oppressive, in other words, it should
be empowering in nature, so that people are able to combat oppression, access resources and
opportunities and meet needs (Teater, 2010, p. 11). There is a tension between the social work
values and social practice, as:

A market-led approach to care management, the impact of rationing and the absence of a
rights-based framework have created a gap between policy aspirations and actual
outcomes for older people’ (McDonald, 2010, p.34).

In the field of older person’s social work, a large part of the role involves the provision of services
through a ‘package of care’ or care package. The procedure of creating a care package is carried
out by care managers, who commission services from statutory, voluntary and private
organisations (Thompson, 1998, p. 313). The aim of each care package is to provide adequate
practical support to enable old people to continue to live independently in the community, but the
care package does not usually provide any support to meet any emotional or psychological needs
(Sheldon et al, 2009, p. 345). The creation of a care package involves the care manager identifying
41

the needs that the older person presents with, but only those needs that fit the scope and criteria
of the agency (as defined through policy and legislation) will be addressed. As Holloway and
Freshwater note, ‘in the age of managed care, success is measured by efficiency and cost
reduction’, instead of the effectiveness of meeting the holistic needs of older people (2007 p. 29).
As Biggs notes, ‘methods such as case-management were used, to “marketize” the unitary welfare
state on the one hand, and manage the fragmentation of services and resources on the other’
(2001, p. 304). The impact of the adoption of a care management approach to social work is
broader than that of service and financial regulation; instead Biggs argues that ‘if such methods
transform and mediate economic relations, they also influence the perception helping professionals
and clients of services have of themselves’ (2001, p.304). The notion that human failing is a cause
of difficulties has established a conceptual thread whose strands are found in practice today
(Weick, Rapp, Sullivan and Kisthardt, 1989, p. 350) including contemporary theories of ageing and
ability. .For example, the provision of a care package may be viewed as evidence of weakness
and/or dependency as opposed to a tool to empower older people to remain independent. In social
work practice, the extent and limitations of care packages (the solution) reflect the theoretical
debates about older people’s personal dependence on themselves and their families (the problem)
and the role of the state in the provision of care (as defined by policy and legislation).

The care management system and its focus on the provision of care packages can overlook the
factors which give rise to these needs (for example, bereavement), as well as ‘the strengths that
people bring to their particular situations’ (Thompson, 1998, p. 313). According to McDonald, a
focus on present difficulties instead of past strengths denigrates the value of skills learnt over a
lifetime (2010, p. 60). As in other caring professions, needs are defined as a lack or inability in the
person affected and are often defined by the professional rather than the older person (Smith,
2006, p.13). Focusing on the perceived needs of the older person can result in these needs
dominating the interaction between the professional and the older person and there is a danger
that any positive attributes that the person may have will be overlooked (Saleebey, 2001, p.103).
The emphasis on difficulties, problems or needs can also result in people feeling helplessness as
well as reinforcing reduced ambition and a reliance on state-created solutions (O’Connell, 2006).

More recently, the care management problem-solving approach has been challenged following the
development of the strength-based approach to social work. The strength-based approach has
been defined as a ‘positive psychology perspective that emphasises the capabilities and strengths
of the individual’ (O’Connell, 2006). The basic premise of this approach is that individuals already
possess the strengths they need to cope with stress and trauma but they may need support to
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identify and build on their capabilities (O’Connell, 2006). This approach requires social workers to
take a different approach to their work; instead of identifying problems from the agency’s
perspective and offering solutions, social workers need to understand the concerns of older people,
and focus on the strengths of older people rather than their pathology (Miley, O’Melia and Dubois,
2004, p. 81). This approach is more aligned to the philosophy underlying the contemporary
approach of person-centred planning (O’Brien, 1992) although the provision of resources remains
bound by existing services. .A strengths-based approach enables older people to place their
problems in the context of their strategies for managing and their perceptions of the support they
receive from others. Recent research into older people’s experience of assessment found that:
For many older people, ‘managing’ reasonably well equates to some equilibrium that depends
on the way in which personal resources, informal support and formal services intermesh in
relation to different domains of their lives. For many older people formal health and social care
services formed only part of a wider network of social relations and informal sources of
support (Powell et al, 2007, p.1053).
2.10 Personalisation
In 2006, the government published the White Paper ‘Our Health, Our Care, Our Say: a new
direction for community services’ which ‘sets a new direction for the whole health and social care
system’. (DH, 2006, p.6). .The White Paper has four main goals, including ‘better prevention
services with earlier intervention’, ‘more choice and a louder voice’, to ‘do more on tackling
inequalities and improving access to community services’ (DH, 2006, p. 7) and ‘more support for
people with long-term needs’ (DH, 2006, p.8). These goals are to be achieved through the
development of joint commissioning of health and social care services, the development of
innovative preventative services and the promotion of services within the home rather than in
hospital (DH, 2006, p.9). There was a new emphasis on putting ‘people more in control, to make
services more responsive, to focus on those with complex needs and to shift care closer to home.’
(DH, 2006, p. 10).
The notion of putting people at the heart of services was further developed in 2008, when the
government launched the Personalisation agenda, which aimed to transform adult social care
services. .Following consultation and relevant research, the government concluded that:
People want access to support when they need it and they expect it to be available to them
quickly, easily and fit into their lives. They also want adult social care services to make
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provision for a range of needs with a greater focus on using preventative approaches to
promote people’s independence and wellbeing (DH, 2008, p. 2).
The Personalisation agenda aims to place the individual at the centre of the assessment and
planning process, through a ‘common assessment of individual social care needs, emphasising
the importance of self-assessment.’ (DH, 2008, p. 4) According to Carr, the personalisation agenda
represents a move away from the traditional service-led approach, which has not provided ‘the
right help at the right time’ and has prevented people from shaping the support they need (2010,
p. 3). The personalisation agenda advocates a new way of working which is coined ‘a total system
response’ (Carr, 2010, p. 4) that ‘goes well beyond simply giving personal budgets to people
eligible for council funding’ (Carr, 2010, p.3).
The vision for the Personalisation agenda is for the person in need of services to plan these
services, as they are ‘best placed to understand their own needs and how to meet them’ (DH, 2008,
p.4). In order to meet those needs, people will ‘be able to control or direct the flexible use of
resources (where they wish to), building on the support of technology (e.g. telecare), family, friends
and the wider community to enable them to enjoy their position as citizens within their communities’
(DH, 2008, p.5). .According to the government, the implementation of the Personalisation agenda
would involve a shift in the role of social workers, with social workers focusing on ‘advocacy and
brokerage, rather than assessment and gate keeping.’ (DH, 2008, p. 4) Carr argues that:
Personalisation originates at least in part from social work values. Good social work practic e
has always involved putting the individual first; values such as respect for the individual and
self-determination have long been at the heart of social work (Carr, 2010, p. 16).
Part of the Personalisation agenda has evolved from the success of Direct Payments; as a result,
the Personalisation agenda advocates the greater use of Personal Budgets and Direct Payments
(Glasby, Dickinson and Miller, 2011, p.8).. Research evidence suggests that people who are able
to have control and choice about the services they need have better outcomes; however, much of
the research and experience relates to people with mental health needs or those with a physical
or learning disability (Dickinson and Glasby, 2010, p.12). There is a paucity of evidence about the
effectiveness of Direct Payments with older people (Dickinson et al, 2010, p.12). In fact, some older
people ‘reported lower psychological well-being, perhaps because they felt the processes of
planning and managing their own support were burdens’ (Allen and Glasby, 2010, p.15). Other
research has found that unless older people have the willingness, ability and time to arrange
services, there is no discernible change in the provision of services (Slasberg, 2010, p. 17). There
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have also been difficulties for service users trying to arrange holistic, person-focused care when
there are clear divides between the funding of social care and health care; for example, Direct
Payments and the Personalisation initiative include social care services but not health services
(Glendinning et al, 2011, p. 160). As Fine notes, ‘assuming responsibility for financial decisions
does not ensure that the care provided will enhance the recognition of the individual in need’ (2012,
p.10).
In 2014, the contemporary government ratified the Care Act 2014, which aimed to draw all the
concepts, policy documents and statutory guidance discussed above into one single statute.
According to the government, the Care Act 2014 ‘creates a single, consistent route to establishing
an entitlement to public care and support for all adults with needs for care and support. It also
creates the first ever entitlement to support for carers, on a similar basis’ (DH, 2015). The
underlying objective of the Care Act 2014 is to increase the transparency with respect to charges
for care, as well as thresholds to entitlement to services.
2.11 Conclusion
There is increasing pressure on the State to provide adequate quality services for the growing
population of older people within society. Historically, the provision of care for older people
originates in services that were originally provided by the Church, consisting of indoor or outdoor
relief. Almoners were employed by the Church to ensure that resources were distributed in
accordance to parish policies; contemporary services are provided by the State and care managers
are employed to ensure that the distribution of resources complies with agreed eligibility criteria.
The UK government published several policy guidelines between 1997 and 2007, which focused
on the quality and delivery of services, moving away from the notion of professionals deciding and
arranging the provision of services towards services that are commissioned and managed by the
older people themselves. In 2014, the government ratified the Care Act 2014, which aimed to draw
together the legal and policy guidance, with an aim to clarify thresholds of need, levels of financial
assistance available and to ensure that the wishes of those needing care were included in every
assessment.
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3.

Intermediate Care and Social Work

3.1 Introduction
This chapter explores the policy, theoretical and research background to the development of
intermediate care services. Social workers and care managers have a vital role within the multidisciplinary intermediate care teams, as they play a key role in facilitating successful hospital
discharges and through the provision of early intervention or support to older people in the
community, thereby preventing unnecessary admission to hospital. The services that are provided
for older people are, as explored in Chapter 2, defined and provided according to notions of
rehabilitation, resilience, dependency and caring. Each of these concepts is explored further below,
with a view to developing an understanding the aims and objectives of intermediate care.
3.2 Intermediate care
Intermediate care developed from an awareness that hospital admission is not necessarily an
appropriate or effective intervention for older people (Glasby et al, 2000, p.110, Parker, 2005, p.9).
The term ‘Intermediate care’ was first used officially within the National Beds Inquiry consultation
document (DH 2000a, p. 3); however intermediate care has been described as ‘ill-defined entity’
(Black and Pearson, 2002, p. 611). Intermediate care services were originally defined by the UK
government as those:
Designed to prevent avoidable admissions to acute care settings, and to facilitate the
transition from hospital to home and from medical dependence to functional independence
(DH, 2000b, p.13).
A more recent definition reflecting the variety of roles within intermediate care services defines
intermediate care as:
networks of local health and social care services, which deliver targeted, short term support
to individual patients or clients, in order to prevent inappropriate admission to NHS acute
inpatient or continuing care, or long-term residential care, facilitate earlier discharge from
hospital and, most importantly, maximise people’s ability to live independently within their
communities (Cowpe, 2005, p. 3).
The concept of intermediate care evolved as result of growing pressure on health and social care
services to meet the needs of older people (Stevenson, and Spencer, 2002, p.1). This pressure
was due to the convergence of different factors; including demographic changes, advances in
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health and social care, increasing consumer awareness and expectations, changes in the provision
of service (in particular the reduction in number of NHS hospital beds and the introduction of care
management within Social Services), and a new Labour government in 1997 (Cowpe, 2005, p.8).
Intermediate care schemes are one of many strategies introduced by the government in order to
‘improve the coordination of services in order to better support people making the transition
between acute, primary and social care’ (Cameron, Lart, Bostock and Coomber, 2012, p. 2). Part
of the difficulties that arise in the coordination of services is due to the longstanding interorganisational barriers between the NHS and Social Services, including:
(i) Structural —fragmentation of service responsibilities across agency boundaries, within
and between sectors.
(ii) Procedural —differences in planning horizons and cycles; differences in budgetary
cycles and procedures; differences in information systems and protocols regarding
confidentiality and access.
(iii) Financial —differences in funding mechanisms and bases; differences in the stocks and
flows of financial resources.
(iv) Professional —professional self-interest and autonomy and inter-professional
competition for domains; competitive ideologies and values; threats to job security;
conflicting views about clients/consumers interests and roles.
(v) Status and legitimacy —organizational self-interest and autonomy and interorganizational competition for domains; differences in legitimacy between elected and
appointed agencies
(Hudson et al. 1997, p.11, cited in Glasby, 2003, p. 969-970)
A number of measures were introduced by the Labour government between 1998 and 2002 to
address these issues, including the Partnership in Action initiative (Department of Health, 1998
which was then later enacted in the 1999 Health Act), the Royal Commission on Long Term Care
(1999) and the NHS Plan (Department of Health, 2000) (Glasby, 2003, p. 970). These measures
introduced three new ‘flexibilities’ to encourage collaboration between health and social care
services, including pooled budgets, lead commissioning and integrated provision (Glasby, 2003,
p.971). According to the National Service Framework, for Older People (DH, 2001), intermediate
care services should be developed using the new flexibilities outlined in the Health Act 1999, to
ensure that there is ‘integration of service provision and commissioning, including the use of pooled
budgets’ (DH, 2001a, p. 119).
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Intermediate care schemes were advocated as a way of reducing pressure on acute beds either
by avoiding inappropriate admissions or by reducing the length of stay, or both. Intermediate care
interventions usually last between 2 and 6 weeks in duration (Roe, Daly, Shenton, and Lochhead,
2003, p. 342), but there appears to be no research evidence to confirm that between 2 and 6 weeks
is an optimum amount of time (Martin and Sturdy, 2010). The development of intermediate care
services has been characterised by localised responses and initiatives to meet demands rather
than a coherent approach; which has led to ‘confusion and fragmentation, in turn resulting in
inequality of provision and access, duplication of effort, reduced cost effectiveness and loss of
impact ‘ (DH, 2002, p.5). Early intermediate care units were nurse-led, reflecting a growing
recognition of the professionalism of nurses and the trend of challenging the dominance of a
medical model provided by doctors (Lees, 2004, p 28). The range of different types of intermediate
care have been summarised in Figure 6.
Figure 6: Significant dimensions of intermediate care models

Context of
Intermediate
Care models

Attributes of
older people

Organisational
objectives

Patient
objectives

1. Local authority provision including Community rehabilitation teams providing a
range of services such as short stay rehabilitation beds, short term rehabilitation
assistants and other local innovative services
2. NHS: primary or secondary care providing Rapid response teams and ‘Hospital
at home’ teams provided in private homes or residential care homes as well as
Nurse-led units based in hospitals
3. Private and voluntary sector provision within residential or nursing homes
(including ‘Hospice at home’ teams to enable the terminally ill to remain at home).
1. Meeting of eligibility criteria and medical suitability for intermediate care
2. Consent to intermediate care
3. Motivated to take part in intermediate care

1. Unnecessary admission to hospital prevention and/or length of stay in hospital or
residential care home reduction
2. Supported discharge to the community
3. Cost effectiveness by reducing unnecessary lengthy hospital stay and through
time-limited service (usually 6 weeks).
4. Comprehensive assessment by a multi-disciplinary team
5. Access to services and discharge planning including monitoring of discharge by
social workers whilst reviewing care packages
1. To minimise any functional dependence, through physiotherapy and occupational
therapy intervention
2. To increase social independence through the promotion of social networks
3. To have appropriate care in own home, arranged by a care manager/social
worker
4. To have timely crisis support through community multi-agency team

(Adapted from Lees, 2004, p. 33)
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According to the National Service Framework, ‘social work is an integral part of the intermediate
care service and the team should include a nominated social worker to be fully involved in the
development of the team’s practice’ (DH, 2001a, p. 47). Whilst social workers are identified as
having a role within the multi-disciplinary team, it is not clear that every older person should or
would have a nominated social worker, if, for example, they did not need a care package (see
Figure 6). It is not clear from the policy guidance how social workers would be ‘fully involved’ in
the development of intermediate care beyond carrying out their statutory functions. There are also
variations in the numbers of social workers who are employed by intermediate care services and
the extent that they are involved in the delivery of the intermediate care services. For example,
social workers are more likely to have a greater influence on intermediate care services that are
managed by local authorities compared to those services managed by the National Health Service.
The wide range of different types of intermediate services has made evaluating their effectiveness
challenging, as the outcomes may be affected by the impact of different environments, objectives,
admission criteria and the mix of professionals within a multi-disciplinary team. There are also two
potential outcomes of intermediate care, namely admission avoidance and early discharge;
although the findings from research suggest that the main focus of intermediate care services is
in supporting discharge, rather than acute admission avoidance (Martin, Hewitt, Faulkner, and
Parker 2007, p.146).
In 2009, the government published further guidance for intermediate care services, and advised
that anyone over the age of 18 should be eligible for intermediate services, irrespective of their
age, gender, ethnicity or mental health (DH, 2009, p. 4). The guidance attempted to encourage
intermediate care services to broaden the eligibility criteria to include younger people, even though
those under retirement age had been included in the original National Service Framework which
states: ‘whilst intermediate care services are likely to have a particular importance for older people,
service planning and investment will need to take into account the needs of all potential service
users’ (DH, 2001, p.48).
3.3 Evidence base for intermediate care
There is a paucity of research about the effectiveness of intermediate care for older people, in part
due to the relatively short history of intermediate care and in part due to the wide range of services
that fall into the category of intermediate care (Sinclair and Dickinson, 1998, p. 26, Roe et al, 2005,
p. 62). The Campbell Collaboration library has four systematic reviews regarding rehabilitation;
however, these focus on vocational or occupational rehabilitation services. Within the Cochrane
library, there are a number of reviews regarding rehabilitation, however these reviews are either
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related to a specific medical condition (e.g. cognitive impairment, stroke or lower back pain) and/or
the participants included younger adults (either wholly or partially). Only two reviews were found
which related to older people and ‘generic’ rehabilitation. The first systematic review was
undertaken to explore the potential impacts of different care environments; however, no studies
were identified that met their inclusion criteria (Ward, Drahota, Gal, Severs and Dean 2008). The
second review explored the impact of physical rehabilitation to long-term care residents and
concluded:
Provision of physical rehabilitation interventions to long-term care residents is worthwhile and
safe, reducing disability with few adverse events. Most trials reported improvement in physical
condition. However, there is insufficient evidence to make recommendations about the best
intervention, improvement sustainability and cost-effectiveness (Forster, Lambley, Hardy,
Young, Smith, Green and Burns, 2009).
One Cochrane review has considered the impact of exercise on functional decline of older people
who have been admitted to hospital; and found that exercise alone improved outcomes for older
people (De Morton, Keating and Jeffs, 2007). Yu and Richmond (2005, p. 234) explored the
potential factors affecting rehabilitation outcomes for older people, and found that age (in particular
being over 80 years of age) and function on admission were key variables in predicting reduced
functional gain (measured using the Functional Independence Measures); none of the other
variables within the study (which included medical co-morbidities, gender or race) appeared to
have affected discharge location.
There is conflicting evidence about the benefit of rehabilitation for people with cognitive impairment;
one study found that advanced age (over 85 years of age) and presence of either cognitive or
sensory impairment increased the likelihood of a negative impact on functional outcomes (Landi,
Bernabei, Russo, Zuccala, Onder, Carosella, Cesari and Cocchi, 2002, p. 679); whereas another
study found that all groups improved irrespective of cognitive impairment (Yu, Evans and SullivanMarx, 2005, p. 1624).
Other studies (Fleming, Blake, Gladman, Hart, Lymbery, Dewey, McCloughry, Walker, and Miller ,
2004) suggest that rehabilitation units show little difference in outcomes for older people, but do
demonstrate ‘a significant reduction in hospital bed days’ (Trappes-Lomax, Ellis, Fox, Taylor,
Power, Stead and Bainbridge, 2006, p. 60). In support of these findings, an economic evaluation
of intermediate care concluded that ‘an adequately resourced, skilled and managed early
supported discharge scheme is cost effective’ (Miller, Gladman, Cunliffe, Husbands, Dewey,
Harwood, 2005, p. 279). In addition, studies have found that rehabilitation units reduce the number
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of people entering long-term care (Griffiths, Edwards, Forbes, Harris and Ritchie 2009, p.7); and
that rehabilitation at home is as effective as rehabilitation in a hospital (Edwards 2009, p.84). One
review recommends that rehabilitation interventions should be tailored to the needs of the older
person and extended to include for example, frail older patients with hip fractures (Wells, Seabrook,
Stolee, Borrie and Knoefel, 2003, p. 898). The research also recommended that older people
should be screened for their nutritional, cognitive and mental health status, in order to meet any
additional needs as required (Wells et al, 2003, p. 898).
An evaluation of intermediate care services in Kent found that there were statistical differences
between the levels of physical and cognitive functioning of people admitted to the different types
of intermediate care services; reflecting the eligibility criteria of each service (Carpenter, Kotiadis,
and Mackenzie, 2003, p. 12). The research found that the recuperative service (similar to the
service provided by the Lodge) had the most improvement in physical functioning; however, the
profile of these people on admission was very different from those entering long-term care
(Carpenter et al, 2003, p.13). The researchers concluded that intermediate care services are
effective at supporting discharge from hospital for those people who have the potential to improve;
however people with cognitive impairment are being denied the opportunity for intermediate care
and are more likely to be admitted into long term care (Carpenter, et al, 2003, p.14).
Between October 2008 and the election of a new government in May 2010, Local Authorities
were asked to submit data (on a voluntary basis) regarding the effectiveness of their intermediate
care services (NI 125). This indicator was defined as:
The proportion of older people discharged from hospital to their own home or to a residential
or nursing care home or extra care housing bed for rehabilitation, with a clear intention that
they will move on / back to their own home (including a place in extra care housing or an adult
placement scheme setting) who are at home or in extra care housing or an adult placement
scheme setting three months after the date of their discharge from hospital.
Those who are in hospital or in a registered care home (other than for a brief episode of
respite care from which they are expected to return home) at the three month date and those
who have died within the three months are not reported in the numerator (3 months is
recorded as 91 days).
As can be seen from the description, the definition of effectiveness was not easy to measure, and
could potentially miss some rehabilitation units (as some units are based within hospitals) as well
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as missing some people (for example, people who are admitted to hospital in other countries, or
people who die within the 91 days). The current government has removed the requirement for
Local Authorities to monitor their effectiveness at present.
In conclusion, previous research studies have explored the impact of intermediate care and have
found that it is effective in supporting older people to remain or return to their own homes. However
there is currently no single measure of the effectiveness of intermediate care, nor is there a single
measure of rehabilitation. As noted above, this research provides an original contribution to
knowledge by exploring both the outcomes of rehabilitation and the voices of older people admitted
to the Lodge. The effectiveness of the Lodge was measured by comparing the Barthel scores of
residents both pre and post the rehabilitation intervention; as well as whether a resident is
discharged to the community as opposed to residential or hospital care. The voices and
experiences of older people are included in the narrative section of this research.
3.4 Theories of rehabilitation
Every social worker uses a theoretical framework in their practice (Coulshed and Orme, 2006, p.
80) and every intervention has a theoretical framework. In the case of a multi-disciplinary team,
there may be several different theoretical frameworks reflecting the theoretical positions of each
profession within the team. Each of these theoretical frameworks will have an impact on the type
of service provided, as ‘theories, as interrelated concepts inform practice’ (Teater, 2010, p. 3).
Theories are defined as:
A set of propositions or hypotheses that seek to explain phenomena ...and …. Provides a
structure or model through which reality can be observed and predictions about events can be
made (Thomas et al, 2001 p.380).
Theories are often regarded as mutually exclusive; however, many theories overlap with others or
share similar philosophical perspectives (Payne, 1997, p. 64). In the case of intermediate care, a
number of different health and social care professionals work together to support the rehabilitation
of older people. Rehabilitation is defined as:
A complex set of processes usually involving several professional disciplines and aimed at
improving the quality of life of older people facing daily living difficulties caused by chronic
disease (Young 1996, p. 677).
The overarching theory of rehabilitation could be described as ‘treatment theory’, which:
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Specifies the (hypothesized) active ingredients of a treatment and, related to this, the
mechanism(s) by which the treatment is expected to produce its effect. Clearly, treatment
theory helps very directly to define a treatment, in that it suggests that all activities that carry
those active ingredients should be members of a particular class of treatments, and that
activities that lack those ingredients are members of a different class. But treatment theory
also supports other aspects of treatment research. It helps to shape appropriate inclusion and
exclusion criteria for a treatment efficacy study by suggesting subgroups of people who would
and would not be expected to respond to the treatment. (Whyte 2008, p.204).
Theories about rehabilitation have their roots in psychosocial theory, which stresses an
acknowledgment and assessment of the individual and her or his psychological processes, the
interpersonal or the relationships of the individual, and the environment in which the individual
resides and obtains or seeks to obtain needed resources (Teater, 2010, p. 7). A framework of
theories can be developed by categorising or grouping these theories into three separate
categories: Physical, Psychological and Social (Payne, 1997, p.59). The Physical theories include
biological theories of ageing and disease, theories of enablement and disablement, and theories
about demand-based adaptation (Whyte, 2008, p.207). According to physical theories, infirmity,
frailty and disability are inevitable in old age due to natural physical deterioration, and the primary
response is to medicate (often with palliative treatments) and provide aids such as Zimmer frames,
stair lifts and wheelchairs.
The Psychological theories include theories about team working, motivation, resilience and goalsetting (Squires, 2002, p. 58). Psychological models of successful ageing have been developed to
explain how ‘older individuals carry on striving for their personal goals despite facing an increasing
number of obstacles, in other words, how they continue to engage in self-regulation processes in
older age’ (Ouwehand, de Ridder and Bensing, 2007, p.874); or ‘the resilience of people who
succeed in achieving a positive balance between gains and losses during ageing’ (Baltes and
Baltes, 1990, p. 3). As Townsend noted, there is a tendency towards ‘individualistic instead of
societal forms of explanation’ of ageing (1981, p. 6). Townsend described this as the ‘theory of
ageing which attributes the causation of problems to the difficulties of individual adjustment to
ageing, retirement or physical decrescence’ (1981, p.6).
The Social theories include autonomy, systems theory, social role theory and theories about
discrimination and inclusion of people according to their gender, race and ethnicity. As a result of
the demographic changes explored above and the move towards care in the community, there are
a greater number of older people living alone in the UK, who are at risk of loneliness, which has
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been shown to have a negative impact on health (Cattan, White, Bond, and Learmouth, 2005, p.
42). Loneliness, or emotional isolation, has been deﬁned as:
The subjective, unwelcome feeling of lack or loss of companionship, while social isolation was
considered to be the objective absence or paucity of contacts and interactions between an
older person and a social network. (Townsend 1957; Weiss 1982, cited in Cattan et al, 2005,
p.42-43).
Recent studies have found that the potentially negative impact on health as a result of social
isolation and loneliness can be prevented through the development of ‘social networks, stimulating
activities, and active participation’ (Pitkala, Routasalo, Kautiainen, and Tilvis, 2009, p.799, Findlay,
2003, p.653). The findings from one study suggested that whilst the role of contemporary care
management has not focused on building social friendships and networks, ‘this goal is of
importance equal to or greater than other care management goals such as personal care, transport
and health care.’ (Hillier, 2007, vi). This aspect of rehabilitation has been coined as ‘social
rehabilitation’, which aims to promote life satisfaction, reduce stress of change, develop a sense
of community; thereby ‘revitalising and rehabilitating damaged social structures, institutions and
capacities or even establishing new social structures’ (DFC, 2008, p.2).
Another social aspect affecting older people is the negative stereotypes of old age within some
services for older people and stigmatised institutional provision, resulting in a ‘history of service
neglect’ (Means and Smith,1994 cited in McDonald, 2010, p.25). The lack of services available for
older people compared to other groups in society has resulted in many older people feeling isolated
from society. Researchers have found that older people value interdependence, in other words
mutual help and reciprocal relationships, as well as social support from neighbours and comm unity
groups (van Sonderen, Ormel, Brilman, and van Linden van der Heuvell, 1990 and Ogg, 2003,
cited in McDonald, 2010, p. 165). Despite these and other research findings, there remains a
paucity of services to support and facilitate social networks for older people; compared to the
number of services to support young mothers, for example. The primary aim of rehabilitation is to
support and encourage older people to adapt to new challenges in their lives in order to meet their
own objectives. One aspect that is implicit in this model is the concept of resilience.
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3.5 Resilience
Resilience can be defined as ‘having good outcomes despite adversity and risk and could be
described in terms of preserving the same level of the outcome or rebounding back to that level
after an initial set back’ (Netuveli et al, 2008, p. 987). The notion of resilience was first developed
in the field of child development and welfare, where researchers explored the ability of some
children to ‘achieve a positive adaptation’, despite ‘exposure to a significant threat or adversity’
which could have had a negative impact on the developmental process (Garmezy, 1990; Masten,
Best, & Garmezy, 1990; Rutter, 1990; Werner & Smith, 1982, 1992, cited in Lutha, Cicchett and
Becker, 2000, p. 543).
Figure 7: Resilience Matrix for Children

Resilience
Characteristics that enhance normal
development under difficult conditions;
includes psychological and social
factors such as respite from adversity
as well as having a strong personality

Adversity

Protective Environment

Life events or circumstances
posing a threat to healthy
development, can include
physical impacts and/or social
impacts such as death or abuse

Factors in the child’s
environment acting as buffers to
the negative effects of adverse
experience, including physical
factors like stability and social
factors like nurturing social
relationships

Vulnerability
Characteristics of the child, the family circle and
wider community, which might threaten or
challenge healthy development, including
poverty, parental mental health and/or
substance misuse as well as experiencing (or
witnessing) abuse or trauma

(Adapted from Scottish Government, 2008, p.26)
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Figure 7 could be adapted to represent the resilience, adversity, protective environments and
vulnerabilities of older people, as show in Figure 8. In the field of older persons, resilience is defined
as ‘a personality characteristic that moderates the effects of stress and promotes adaptation, which
is associated with better health and successful ageing’ (Wagnild, 2003, p. 43). Some research has
found that older people may be more resilient that younger people in a crisis, as the ‘chronological
age and the experience it brings may inoculate against psychological effects ’ (Tuohy and
Stephens, 2011, p27.) Other researchers note older people may be more resilient due to their
greater knowledge because ‘adaptation to altered circumstances is linked to identity and
biography, as individuals symbolically link past experiences with current circumstances as a way
to understand new events’ (Kaufman, 1981, cited in Tuohy et al, 2011, p.27).
Research has found that many older people stress their own active agency in coping with living
with change in older age (Townsend et al, 2006, p. 891). For some older people, finding positive
role models who exhibited characteristics such as ‘determination to keep going against
considerable odds, independence, intellectual ﬂexibility, adaptability, altruism and cheerfulness’
served as motivation to ‘keep going’ (Townsend et al, 2006, p. 892). On the other hand, other older
people appear to be less motivated to engage with social activities, seemingly preferring to
complain about their situation and to rely on support (Townsend et al, 2006, p. 894).
The notion of resilience has also been adopted in the field of learning disability, where Godley
notes that resilience is many things, including being ’contextualized, complicating, interpersonal,
indicative of disablement, optimistic ‘(2005, p.343). Other researchers ‘equate resilience with
‘internal hardiness’, emphasising the importance of personality characteristics such as the ﬂexibility
to adapt to change or a realistic outlook’ (Fitzpatrick and Vacha-Haase, 2010, cited by Wild, Wiles
and Alle, 2011, p. 7). Bonanno (2004) studied ‘hardiness’ from the perspective of recovering from
bereavement, and found three central components: ‘a sense of meaningful purpose, a belief that
you can inﬂuence your surroundings, and the ability to learn from both positive and negative
experiences’ (Bonanno, 2004, p. 25). Whilst resilience has been described and perceived as an
individual character trait, other researchers argue that in older age, there are additional external
stressors, including:
… socio-economic disadvantage and elder abuse (Lowenstein 2009; Wilson 1997), along with
bereavement (Bennett, Stenhoff, Pattinson and Woods 2010; Bonanno, Wortman and Nesse
2004), health challenges including dementia, depression and physical frailty (Braudy Harris
2008 Grenier 2005) and changing social roles (Minkler and Holstein, 2008, cited in Wild et al,
2011, p. 2).
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Determining levels of resilience in older people is perhaps more challenging than determining
resilience in children; partly because child development has a number of milestones that each child
can be measured against whereas the decline of older people can be a gradual or sudden process.
Figure 8: Proposed resilience matrix for older people

Resilience
Characteristics that enhance the
maintenance of independence
and wellbeing of an older person
under difficult conditions,
including their physical
environment, their social network
and their health as well as
appropriate and responsive
services

Adversity

Protective Environment

Life events or circumstances
posing a threat to maintenance
of independence and wellbeing
of an older person, such as illhealth, loss, trauma or abuse as
well as a lack of services to meet
the needs of older people

Factors in the older person’s
environment acting as buffers to
the negative effects of adverse
experience, for example
opportunities for respite, social
networks, a place of safety and
appropriate services

Vulnerability
Characteristics of the older
person and their social networks,
which might threaten the
maintenance of independence
and wellbeing as well as a lack
of appropriate services

In order to understand levels of resilience, researchers have developed a ‘resilience scale’, whic h
includes the following factors:
equanimity, a balanced perspective of one’s life and experiences; perseverance, a willingness
to continue to reconstruct one’s life and to remain involved; self-reliance, a belief in oneself
and one’s capabilities; meaningfulness, the faith that life has a purpose; and existential
aloneness, the belief that each person’s path is unique (Wagnild and Young (1990, 1993)
cited in Alex, 2010, p.421).
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The resilience of older people is perceived differently according to the age and gender of the
individual.

As people age, they are often described as being ‘frail’; a term which can be

‘synonymous with disability, comorbidity, or advanced old age’ (Fried, Tangen, Walston, Newman,
Hirsch, Gottdiener, Seeman, Tracy, Kop, Burke, and McBurnie, 2001, p. 146). Frailty in older
people can also be understood in terms of ‘having decreased reserve and resistance to stressors’
and … increased ‘vulnerability to adverse outcomes’ (Fried et al, 2001, p.146). Women are more
likely to be defined as more frail than men (Fried et al, 2001, p.149); which may reflect gendered
stereotypes about the characteristics of older women, including ‘being mild mannered, polite,
passive, weak and powerless’ (Garnier et al, 2007, p.213). Older women are also more likely to
live alone, which has been seen as a ‘socially vulnerable state’ (Arber and Ginn, 1993, p.17). Living
alone can increase the likelihood of feeling isolated or depressed or both, and researchers have
found that older people who report depressive symptoms are at a higher risk of physical decline
(Penninx, Guralnik, Ferrucci, Simonsick, Deeg and Wallace, 1998 p. 1720).
These definitions of resilience are based on individuals’ responses to adversity, and other
researchers argue that ‘social actors are interdependent, therefore ﬂuctuations in anyone’s
vulnerability is expected to involve changes in the vulnerability of others and of the whole
community system (Sapountzaki, 2007 p.225). In other words, an individual’s resilience is affected
by the resilience of others and the adverse events affecting others within their social support
network. Despite the focus on vulnerability, researchers have noted that resilience theory is about
overcoming adversity:
In contrast to the focus on adversities, deﬁcits and pathologies, so common in gerontology
scholarship, resiliency theory draws from the strengths perspective, a philosophical standpoint
that recognizes the inherent power and resilience of individuals and communities (Browne,
Mokuau and Braun, 2009, p. 225).
Whilst each person’s path is unique, people usually share their journey through life with others.
According to Godley, resilience is interpersonal, in other words ‘a phenomenon borne out of the
relationships between individuals, constructed through shared collective meaning-making and
created in numerous interdependent networks of social actors’ (2005, p. 335). The ability to develop
and maintain social relationships is believed to be an important factor within the resilience of older
people (Blane, Wiggins, Montgomery, Hildon and Netuveli, 2011, p.5). It is suggested that the
greater the quality and strength of the interdependent social networks, the greater the likelihood of
a person thriving.
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In the field of childcare social work, the importance of close and personal interdependent social
networks was coined as attachment. Bowlby described attachment as a ‘lasting psychological
connectedness between human beings’ (1969, p. 194), which is essential for children to thrive.
Whilst Bowlby’s initial work focussed particularly on the attachments between a mother and her
child, more recent theorists have found that children undergo several different stages in the
attachment process, which results in children forming multiple attachments with a wide range of
people (Schaffer et al, 1964, cited in Schaffer, 2009, p.137- 139). These attachments were created
because caregivers were responsive to the child’s needs, and the total amount of stimulation given
to the child (Schaffer, 2009, p. 140).
The notion that a child thrives when it has a stable, secure and appropriate caregiver could be
equally applied to the needs of older people. Research has highlighted that ‘one of the challenges
for home care workers is forming and maintaining relationships with clients and their family
caregivers’ (Ward-Griffin, Hall, DeForge, St-Amant, McWilliam, Oudshoorn, Forbes and Klosek,
2012). Older people have reported that the continuity of care provision is important to them; in
other words having the same carers, which enables older people to build relationships with them
(Raynes, 2001, p.12). The qualities that older people appreciate in carers echo the qualities that
enable children to thrive, including reliability, continuity, kindness, understanding, cheerfulness,
competence, and flexibility to respond to changing needs and requirements (Qureshi and
Henwood, 2000, p. 15).
It would appear that the need for attachments continues throughout every stage of human life, and
that older people need attachments through quality social networks in order to thrive. Research
has found that social relationships appear to be ‘more important to resilience than material
circumstances’ (Blane et al, 2011, p. 6). In one study, resilience was more likely when older people
had good quality relationships among family and friends that pre-dated any adversity (Blane et al,
2011, p. 5); the quality of the relationship was determined by whether it was a confiding relationship
and whether the older person had recently had contact with them. (Blane et al, 2011, p. 5). Many
older people are reliant on formal or informal carers to enable them to return to independence, and
the nature of these caring relationships is explored in more detail below.
3.6 Dependency and caring
Theories about rehabilitation need to be considered within the framework of dependency and
caring; where dependency can be defined as needs that older people have that they cannot meet
themselves and things are done ‘for’ them rather than ‘with’ them (Glasby and Henwood, 2007, p.
310). Dependency has been described as a ‘complex mixture of what people need, what they
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expect and what is expected’ and it is noted that the solutions are sometimes not welcome
(Baldock, 2001, p. 57). It has been suggested that older people are adopting new attitudes and
new values that encourage older people to describe themselves as independent. As a result, it is
suggested that older people are now reporting reduced disability and improved health than before,
which may reflect changes in attitude rather than actual changes in health and/or disability
(Baldock, 2001, p. 62). Dependency can therefore be described as a social construction, as
dependency is a reflection of older people’s perception of their ability and their health, which is
influenced by society’s expectations and norms about the needs of older people (Baldock, 2001,
p. 63).
Table 2: Operational definitions of levels of independence (adapted from Arber and
Evandrou 1993, cited in Bennet et al, 2010, p. 217)
Definition

Example

Independence

Able to carry out tasks by
oneself

Hanging a painting oneself

Interdependence

Able to carry out some tasks
by oneself and for another
whilst at the same time the
other person carries out some
tasks for one

Cooking a meal for
someone, whilst the other
person hangs a painting

Autonomy

Able to organise tasks to be
carried out for one, usually
involving payment for those
tasks

Paying a person to hang the
painting

Dependence

Relying on another to carry
out a task voluntarily

Waiting for a relative or
friend to hang the painting

Theories and approaches that maximise the independence of older people are cited within
rehabilitation texts, as autonomy and independence are perceived as the unproblematic and
universal goal for all (Fine and Glendinning, 2005, p. 602). However the ‘meanings of the concept
of independence are often confused and contradictory’ (Leece and Peace, 2010, p 1848); usually
defined in terms of an individual’s ability to be self-reliant (Secker, Hill, Villeneau, and Parkman,
2003, p.308), in other words not requiring state support above and beyond universal services.
Critics argue that the concept of independence is based on ‘professionalised systems of ‘care’,
steeped in a medicalised conception of disability which equated it with sickness and illness’ (Goble
2013, p. 30). Researchers have found that older people would prefer ‘to struggle at home rather
than be placed in a residential care environment that they recognised to be more suitable to their
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physical needs’ (Allen, 2001, p.90). This was thought to be due to the ‘emotional importance of
being at home to patient’s wellbeing’ (Allen, 2001, p.90). It has been suggested that there are
different levels of independence:
From the perspective of the older person, all of these levels could represent independence because
the net result is that the older person has achieved the task, either by himself or herself or with
support. It is interesting to reflect on the perspective of the person who is carrying out the task on
behalf of the older person, as it is not clear that the person would view the support offered as an
informal caring. It may be that the difficulty in defining the boundaries of care and dependency
within this definition of interdependence is due to the nature of the task, for example swap the task
of ‘hanging a painting’ to ‘having a bath’ and the categories are more easily defined as
independence, informal care (dependence and interdependence) and formal care (autonomy).
Contrary to popular conceptions, older people are not just those in need of care, they are also
themselves carers. The UK 2001 Census data on informal care showed that almost 6 million people
in the UK were informal carers, of which nearly a million were informal carers aged 65 years and
over, and around 44000 were carers aged 85 years and over (Doran, Dever and Whitehead, 2003,
p. 1388). According to an NHS Information Centre survey over a quarter (26%) of the 6 million
carers within the UK care for their spouse or partner. The majority of carers are aged between 45
and 65 (42%), although 25% of carers are aged over 65 years (The NHS Information Centre, Social
Care Team, 2010, p. 7). Women are more likely to describe themselves as carers (58% of carers
were women compared to 42% of men); and men are more likely to be providing care for a spouse
or partner compared to women (Carers UK, 2012, p. 2) The complex nature of dependency and
caring will be explored further below.
Dependency
Research exploring older people’s perceptions of dependency have found that older people wish
to retain their autonomy and their independence, value being in control of their own lives, having
choices about their lives and having their priorities respected (Allen, 2001, Harding 1997, cited in
Qureshi et al, 2000, p. 4). In order to maintain their independence, older people have identified
several prerequisites, including ‘financial security; appropriate and timely information; and keeping
a healthy body and mind’ (Henwood and Waddington, 1998 cited in Qureshi et al, 2000, p.5).
Interestingly, none of these prerequisites included any reference to social relationships; this may
reflect assumptions that existing social networks would continue to meet their needs or perhaps
those interviewed had not yet experienced an event that had compromised their independence.
Other researchers have differentiated different types of dependency, including economic, political,
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legal, psychological and emotional dependencies (Gibson 1998, Walker, 1982, cited in Fine et al,
2005, p. 606). In the field of intermediate care, the focus of dependency is based on the medical
model, in other words ensuring that people’s physical and medical needs are met, with less
attention to their social needs.
From a physical perspective, people’s dependency is determined by their medical diagnosis,
prognosis or level of disability. However, the social model of disability rejects the individual
pathology model (Oliver, 1983, p. 27), as according to this model it is the environment (which
includes communities), not the individual, which creates the dependency or disability (Gates, 2007,
p. 44). The social model of independence for people with disabilities is about rights, access and
control (Goble, 2013, p.32) rather than needing support. More recently, theorists have suggested
that whilst the medical model is overly focused on an individual’s medical history, the sociological
approach fails to take into account the impact of living with an impairment; in other words, not ‘all
restrictions of activity are socially caused’ (Thomas, 2004, p. 578). Instead, it is suggested that:
Disability is a form of social oppression involving the social imposition of restrictions of activity
on people with impairments and the socially engendered undermining of their psychoemotional wellbeing (Thomas, 1999, p. 60).
From a social perspective, it has been suggested that the dependency of older people has been
created through social policy, in particular through the introduction of a retirement age. According
to Walker, retirement is a ‘significant factor contributing to the depressed social status of the elderly,
and as part of the general tendency in British society to devalue the worth of elderly people’ (1980,
p. 4). Townsend suggests that there ‘is the imposition, and acceptance, of earlier retirement; the
legitimation of low income; the denial of rights to self-determination in institutions; and the
construction of community services for recipients assumed to be predominantly passive’ (1981, p.
5). At the time that Walker (1980) and Townsend (1981) were developing their views about the
impact of a retirement age, women retired at the age of 60 and men retired at the age of 65. It is
not clear whether the changes in retirement ages to 67 years for both men and women will have a
positive impact on the status of older people in society as people continue to be economically
productive for longer.
The notion that older people are dependent due to having to withdraw from the workforce at the
age of 65 has led to the development of disengagement theory. Disengagement theory is premised
on the notion that older people ‘disengage’ with society and society disengages with older people
as they gradually lose contact with former work colleagues as well as friends and family
(Cummings, Dean, Newell and McCaffrey, 1960, p. 34). The responsibility for disengagement is
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usually deemed as that of the older person; as dependency is viewed as an individual attribute
rather than a social relationship, in which behaviours and perceptions of all the actors contribute
to the construction of the situation (Wilkin, 1987, p. 872).
The notion of dependency has also been considered from a citizenship perspective, speculating
whether those who require care are perceived as full citizens with their political, legal and social
rights respected and protected (Heater, 2004 p. 157). According to Oliver and Barnes, a shift of
emphasis from the rights of people with disabilities to the needs of people with a disability has
resulted in welfare provision being dominated by professionals and ‘a retreat from active to passive
citizenship’ (1991, p.8). Not only do those in need of care become passive citizens, there is a
tension between those receiving care and those providing care; ‘both partners in the caring
relationship are struggling for some degree of financial independence, to have a presence in the
public world and to have some freedom of choice’ (Keith, 1992, p.172). Feminist academics have
highlighted the gendered nature of this tension, as not only are women more likely to be carers,
they are also more likely to be recipients of care in their old age; instead they argue that ‘what is
lacking is a concept of citizenship which recognises the importance of care in society ’ (Leira, 1992,
p. 171, cited in Lister, 1997, p. 177).
The state is responsible for providing a number of services that can support people in their own
home, which can complement any support provided by friends and relatives. However, the majority
of care for older people is defined as ‘self care’, in other words care that is provided by the older
people themselves, rather than by formal carers or external services (Pickard, 2001, p. 441,
Qureshi and Walker, 1986, p.111). Contemporary health and social policies encourage older
people to continue to meet their own needs rather than access services (Goble, 2013, p.34). Selfreliance and independence are traits that are valued in contemporary society, despite the fact that
‘everyone is dependent upon some care from others throughout life for both physical and emotional
health development’ (Brechin, Walmsey, Katz, and Peace, 1998, p. 6). Other researchers argue
that the dependency and care are multi-faceted concepts of interdependency (Fine et al, 2005, p.
602); for example, those providing formal care are dependent on those needing care for
employment.
As a result of the polarisation of the ‘cared for’ and the ‘carer’ in UK policy and practice (Fine et al,
2005, p. 601), people in need of services may perceive themselves as a burden, as having their
needs met can impact negatively on those around them. Research has found that older people
want to maintain their independence and not become a burden, irrespective of whether they are in
the community or in a health-care setting (Calnan, Tadd, Calnan, Hillman, Read, and Bayer, 2013,
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p.466). According to Henderson and Forbat (2002), the terms ‘care’ and ‘cared-for’ have been used
to refer to the recipients of care (including the terms such as ‘dependent’, ‘service user’ or ‘caredfor’) and imply a ‘passivity and lack of agency in the care relationship’ (2002, p.670). The concept
of agency has been defined as having ‘a sense of capacity to act effectively’ (Fook, 2002, p.49)
and it is suggested that those who are dependent on others for care may not have a sense of
agency. Other researchers differentiate between personal agency and interpersonal agency,
defining agency as ‘achieving desired outcomes on one’s own behalf (e.g., through ability, choices,
perseverance, or planning)’, and interpersonal agency as ‘obtaining positive ends through
interactions with others (e.g., by expressing needs or behaving cooperatively)’ (Smith, Kohn,
Savage-Stevens, Finch, Ingate, and Lim, 2000, p.458). In this context, the person in receipt of care
is perceived to lack the ability to exercise choice about their personal goals; however, this is usually
limited to meeting their personal care needs rather than any goals the person may have.
Policies which underline the needs of carers in effect suggest that they have become dependent
themselves, by virtue of their caring role, in other words ‘the growth of carer-focused support
organizations has helped establish the idea that the provision of informal care warrants attention
because of the relationship between burden and carers. Care is constructed as being both normal
within families and as warranting additional support from government’ (Henderson et al, 2002, p.
671). As a result, carers have become an oppressed group by responding to the needs of older
people, whose human and civil rights are undermined by prejudicial attitudes about old age and
impairment (Carers UK, 2009, p. 2). According to Fine, ‘just as it is necessary to recognise the
individual who needs care, it is as essential to recognise the unpaid carer and paid care worker as
an individual with a right to give and receive care, and to care for themselves’ (2012, p. 7) The
concept of care and caring is usually understood as helping to meet the needs of someone else;
in the words of Mayeroff (1971): ‘to care for another person in the most significant sense is to help
him (sic.) grow and actualise himself’ (cited in Noddings, 2002, p. 239). There are three key facets
to caring; (i) the thinking and feeling of caring (caring about someone), (ii) the doing and physical
work of caring (caring for someone) (iii) the care relationship, which can include the relationship
between provider and the recipient of the care (Rummery and Fine, 2012, p. 323-3), as well as the
relationship between these individuals and the state (Wiles, 2003, p.189).
The first facet is ‘essentially a cognitive and emotional orientation towards the other, insofar as this
is understood also to commonly involve culturally sanctioned moral sentim ents’ (Rummery et al,
2012, p. 323). The second facet, caring for someone, is a ‘particular, usually practical, activity, its
objects known and specific, and its experience quantifiable’ (Tronto, 1989, p. 173-174). The act of
caring can often involve both caring for and about someone, as Qureshi et al note ‘caring for
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someone in a practical way is seen as an expression of caring about them as an individual’ (1986,
p. 116-117).
The third facet, the care relationship, is more complex than that of a simple transaction, with one
person being the care ‘giver’ (or provider/funder, as in the case of the state) and the other person
the passive recipient of care (Milligan, 2003, p. 458). The caring relationship involves power and
dependency, which relies on mutual respect, negotiation and compromise in order to avoid conflict
(Kittay, 1997, p. 7). According to Noddings ‘if we care for and respect others, if we have regard
and compassion for them as a person, we can in effect not knowingly do them harm’ (2002, p.
239). Others argue, however, that the aims of the carer may be in conflict with the wishes of the
recipient, even if the carer is well-intentioned (Koehn, 1998, p. 152). In addition, too much or
inappropriate or unwanted caring can ‘suppress the urge toward independence’ in the recipient
(Noddings, 1984, p.11). The caring relationship should therefore be appropriate, supportive,
respectful and meet the needs of the people needing care whilst maximising the opportunities for
independence.
From the carer’s perspective, caring can be a positive experience, especially when they have a
good relationship with the older person (Walsh and Shute, 2013, p. 395). Research has found that
many informal carers do not recognise themselves as carers; instead seeing their actions as ‘an
extension of family or personal relations rather than in terms of being a carer, with its formal, quasiemployment overtones’ (Twigg, Atkin and Perring, 1990, p. 3). Noddings points out that there is a
difference between those who believe they ‘must’ compared to those who feel they ‘want’ to meet
the needs of others; according to Noddings, this is the difference between ‘ethical’ and ‘natural’
care. (1984, 81-83). ‘Naturally’ caring for a person is when a person acts in a caring way because
they want to care for that person, whereas ethical care is borne out of a sense of duty (Noddings,
1984, p. 79-80).
There are gender differences in the concept of care, as both men and women may care about the
other person, but women have been seen as responsible for caring for people, in particular with
regard to the unpaid, informal care (Rummery et al, 2012, p. 322, Finch and Groves 1983;
Waerness 1984, cited in Daly and Lewis, 2000, p. 283, Baldock, 2001, p. 60). The development of
community care policies has resulted in a dilemma for social workers, as respecting the rights of
older people and supporting them to continue to live in their own homes has exacerbated ‘existing
gender inequalities’ (Allen, 2001, p. 91). According to national statistics, women are more likely to
be informal carers than men in the UK, although many male carers are older men (Fine 2012, p.
11).
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Traditionally women have been perceived as naturally pre-disposed to caring (Gilligan, 1982) and
the work of ‘caring for’ ‘is still primarily a woman’s responsibility and is still largely unrewarded
both in terms of financial recompense and status’ (Bernard and Meade, 1993, p. 173). Feminists
argue that the notion of women being more caring than men is a form of social conditioning, made
to seem, ‘like a natural fact rather than a cultural product’ (Jones, 2000, p. 29). As Fine notes, ‘the
gendering of the concept of care as female, in opposition to a competitive, self-centred masculine
individualism attributed to males, is at the heart of the emergence of the ‘ethics of care debate’
(Gilligan, 1982, Noddings, 1984 cited in Fine, 2012 p.3). When it comes to meeting the needs of
older people in the community, it ‘is still ‘first and foremost the responsibility of women ... many of
whom are elderly themselves’ (Allen, 1988, p. 37); this reflects the gendered nature of the caring
workforce as well as the higher proportion of women who are informal carers.
Some carers feel positive about caring as they receive some form of reward or satisfaction from it
(Koehn, 1998, p 48). This reciprocal relationship between the cared for and the carer is defined by
Card as ‘doing to or for another something that is either equivalent in value or in some sense, “the
same thing” that the other did to or for oneself ‘(1990, p. 106). Kittay describes an ‘extended notion
of reciprocity’, when caring spans generations and the rewards may be delayed (1997, p.7); the
rewards can also be unequal or asymmetrical (Jonas and Wellin, 1980, p. 233). As some have
noted, in any relationship there is a sense of reciprocity, however when one person has an illness
there may be more ‘take than give’ (Neufeld and Harrison, 2010, p.42). This is especially true for
some carers, in particular women, whose caring roles continue throughout their lives, as Fischer
notes:
Many women spend a lifetime in care giving: raising children, supporting ageing
parents, being there for friends in need. They do not want to stop caring; it is a
satisfying source of meaning and identity

(Fischer, 1995, p. 149).

Researchers have found that many caring relations are ‘characterized by personal ties of
obligation, commitment, trust and loyalty’ (Daly et al, 2000, p. 283). Neufeld et al explored the
impact of caring on relationships with family and friends, and discovered that carers were unlikely
to ask for help if they did not feel they could reciprocate the help and that carers were likely to lose
contact with friends if they were unable to reciprocate social activities (1998, p. 965). This resulted
in increased requirements for family support, which was not always available. These changes often
resulted in the carers reporting negative emotions, including anger, as well as increas ed social
isolation (see Table 3).
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Table 3: Relationships with family and friends; change, issue and consequence for carers
(reproduced from Neufeld and Harrison, 1998, p.965)

Change

Issue

Consequence for carers

Unable to reciprocate aid

Feelings of
obligation

Reluctance to ask for help
Preference for volunteered help
Reliance on long-term reciprocal relationships

Unable to reciprocate in
social activities

Loss of
contact with
friends

Feelings of anger, anxiety and depression
Substitution of contact with agency staff or community
groups
Formation of new relationships

Increased
Unmet
requirements for family expectations
support

Relinquishments of expectations of aid
Feelings of anger and difficulty in family relationships
Acceptance of more limited forms of support

Caring can also be a negative experience, or have negative consequences, which can leave carer’s
feeling guilty (Noddings, 1984, p. 26). In some cases, a carer may feel obliged to appear indifferent
or uncaring, in order to encourage someone to be as independent as far as possible, in other words
to retain or develop self-care (Koehn, 1998 p. 45-6). Carers may find themselves caring for an
‘individual who may be pretending to have needs in order to get attention or to manipulate others’
(Koehn, 1998, p. 30). Other people may ‘reject the care given them’ (Koehn, 1998, p. 42), which
may be due to an inability to reciprocate (Qureshi et al, 1986 p.114-115). Some carers may
experience feelings of helplessness when coping with competing pressures or someone else’s
‘suffering, loss, and pain’ (Fischer, 1995, p. 143), especially those who are no longer aware of
those people around, such as those with dementia or the terminally ill.
Some researchers suggest that the welfare of many older people is dependent on the altruistic
commitment of informal carers; and that they in time ‘become the chief recipients of informal care
– or, perhaps, of no care at all’ (Dalley, 1993, p 124). As Morris noted in 1993, the focus on older
women’s needs for care ‘obscures the extent to which older ... women are also carers’ (p. 162).
Phillipson, Bernard, and Strang, found that older people’s relationships could be better described
as having ‘interdependence rather than dependence’ (2001, p.129) and that many older people
have ‘the central part … within the helping network’ (2001, p. 132). Other researchers argue that
the dependency and care are multi-faceted concepts of interdependency (Fine et al, 2005, p. 602);
for example, those providing formal care are dependent on those needing care for employment.
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Social workers, as care managers, are involved in the sub-contracting of services to meet the care
needs of others. As Fine notes, this approach ‘typically uses the market purchasing model to create
mixes of support intended to meet the needs of the individual client’ (2012, p. 9). From an
ideological perspective, this approach appears to be empowering to older people, particularly if the
individual is assigned a budget (as outlined above). However, strict budgetary limits and socially
constructed ideals about what constitutes care ‘preclude case management from being a means
for the fulfilment of dreams’ (Fine, 2012, p. 10). In addition, the promise of a market-driven care
economy driven by ‘consumer choice’ can result in the exploitation of paid and unpaid care
providers (Fine, 2012, p.13).
3.7 An ecological model of dependency and caring
Recent research suggests that ‘interdependence, rather than dependence and/or independence,
seems a more relevant way of characterizing older people’s experience of managing well and
maintaining stability in their lives’ (Powell et al, 2007 p. 1054). This is because care is often
reciprocal; the ﬁxed identities of ‘carer’ and ‘cared-for’ constructed in policy ‘do not reﬂect the
complexity and mutuality of many relationships’ (Henderson et al, 2002 p. 671). For many older
people, the ‘central underpinning value of their lives, inter-dependence, had carried through into
old age and was upheld by emphasising reciprocity in relationships and caring about others,
alongside seemingly contradictory notions about not being a burden’ (Townsend et al, 2006, p.
891).
The concepts within dependency and caring can be considered using an adapted ecological model.
According to Hollomotz, ‘an ecological model approach helps us to understand that events in the
social world do not happen in isolation’ (2009, p.107). Whilst the model developed by Hollomotz
focused on specific events, the model can be adapted to demonstrate levels of need, which is
moderated by individual levels of dependency and the availability of care to meet those needs.
Within an ecological model, there are three systems (see Table 4). The ecological model evolved
from social systems theory, which is based on two principles (i) the whole system is greater than
the sum of its parts and (ii) the parts of the system are interconnected and interdependent (Teater,
2010, p.21). This model reflects the way in which carers ‘describe and construct their own situation
as being infinitely more complex than policy makes space for’ , and most carers resist the ‘arbitrary
polarisation of carer and cared-for’ (Henderson et al, 2002, p. 674).
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Table 4: Ecological model developed by Hollomotz (2009, p. 104)

• Micro-system: individual (personal attributes) and his or her immediate environment (e.g.
family, residential group);
• Exo-system: environment (e.g. communities);
• Macro-system: wider culture and society.

The ecological model is similar to the PCS model developed by Thompson (1997, 2003), which
focused on oppression, where P is the personal level and includes individual actions; C is the
cultural level which reflects the norms and beliefs of the individual and the society the individual
lives in; and S represents the structural level which symbolises the institutions which are based on
the cultural and individual beliefs. The most influential level is perhaps the cultural level, as people’s
beliefs and structural organisations and processes reflect cultural beliefs. According to Thompson
(2006), culture refers to:
Shared ways of seeing, thinking and doing. It relates to the commonalities—values and
patterns of thought and behaviour, an assumed consensus about what is right and what is
normal; it produces conformity to social norms (Thompson, 2006, p. 27).
The PCS model was developed in order to demonstrate the way that oppression and discrimination
are self-fulfilling and self-perpetuating, as beliefs are shared and reinforced at all levels. Both the
PCS model and the ecological model consider inter-relationships at all levels; however the key
difference between the PCS model and ecological model is that the PCS model views society from
the individual’s perspective, whereas the ecological model represents an overview of society,
suggesting fluidity and relationships between the individual and their immediate family, community
and society. For example, some people may have strong relationships within their local community
whilst others may feel disconnected from wider society, irrespective of the number of family
relationships. For older people, these social networks may provide the support and caring that are
essential for them to maintain their independence; these networks are influenced by cultural beliefs
about the social role and value of older people in contemporary society.
Using the notions of dependency and caring, the writer has developed an ecological model,
reflecting the inter-relatedness of caring, dependency and relationships. This model is a dynamic
model, as each individual will be affected in different degrees by each aspect of the model. Within
social work practice, the concepts of caring and dependency are usually seen as opposite ends of
a continuum; by considering dependency and caring from an ecological model, the inter69

relatedness between dependency and caring can be explored. According to the ecological model,
each person has a micro-system, exo-system and macro system. The micro-system includes
personal attributes (e.g. gender, social class, and ethnicity); the exo-system includes environment
and local community, social networks, local resources and the macro system includes culture and
society.
Alongside an individual’s personal attributes, culture and environment, each person experiences
differing relationships with the medical profession, their medical diagnosis, and the quality of
relationship with those able to provide care. It is suggested that there are a number of different
aspects that also affect this relationship including a person’s motivation, their perception of their
social role and to what extent personal attributes reflect or complement those around them. The
overall aim of intermediate care is to support the overlap between dependency and caring, by
ensuring that this interface is sustainable and acceptable to both the older person and those around
them.
Figure 9: Ecological model of dependency and caring

Care relationships are
based on mutual need,
can be formal or
informal, paid and
unpaid

Dependency:
Support needed
for washing,
dressing, feeding
and meeting
other needs

Caring : Carer needs to
fulfill caring role for pay,
personal fulfilment or
through obligation

Each person will have a number of relationships, and within those relationships, some will be caring
(i.e. the person cares about another person) and some relationships will provide support or caring
for the older person. Other relationships may be more superficial, for example the relationship
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between an older person and their neighbour, although these relationships may move within the
realms of caring and dependency.
The relationships that older people have with others (both close personal relationships and wider
community relationships) have elements of dependency and caring within them; for example, the
paid carer relies on the older person for employment, and the older person relies on the caring
provided. The quality of the relationships between the older person and others is essential to
ensure that the older person is able to remain independent. Within the context of relationships,
there are personal beliefs and expectations about the amount of support and caring that other
people should provide. This will reflect the wider PCS and ecological models , as the relationships
exist at the personal cultural and societal levels. For example, the relationship that an individual
has with a service will be affected by the individual’s beliefs and expectations about the role of the
service and themselves within society; an older person who perceives themselves as having little
value in society may have few expectations about the quality or quantity of service available to
them. In other words, the quality and type of interdependent relationships that individuals have
reflects societal beliefs about the type of relationship that should exist between society, services
and the individual.
Research that explored older people’s quality of life found that social relationships were one of the
most important aspects of a good quality of life (Gabriel and Bowling, 2004, p.675). According to
Gabriel, social relationships can prevent loneliness, provide company and entertainment,
reciprocal emotional support, and enable older people to feel cared for, maintain confidence and
have someone to call on (Gabriel et al, 2004, p. 679). Other researchers suggest that the social
factors of engagement with life and participation are more important than biological or genetic
factors (Rowe et al, 1997, p.439).
3.8 Motivation
Alongside the potential difficulties that an older person may face due to their health status,
environment or their location, some people are more motivated to meet their own needs than others
are. Motivation can be defined as the ‘intensity and direction of the behaviours’, where the ‘intensity
refers to the amount of effort and the direction is one’s way to achieve a goal in a specific situation.’
(Shafizadeh, 2007, p. 2866) Sports psychologists differentiate between intrinsic or task) and
extrinsic (or ego) motivation; where intrinsic motivation is about trying to achieve a personal goal,
and extrinsic motivation is about being better than your peers. Motivation is affected by many
‘naturally occurring interpersonal and intrapersonal factors and by specific interventions’ (Miller and
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Rollnick, 2002a, p.10). According to Miller, there are three critical components of motivation;

namely being ‘ready, willing and able to make a change’ (2002a, p.10).
In order to make a change, people need to have a degree of discrepancy between their expected
reality and their perceived reality. (Miller et al, 2002a, p.10). For many older people, their reality
changes following a fall, deteriorating health or through the loss of a partner, and they need to be
motivated to adapt to that change. One effective way of supporting people through change is by
clarifying and setting goals, and then providing the support required to enable the goal to be
achieved where possible. According to Gollwitzer, ‘successful goal attainment requires that
problems associated with getting started and persisting until the goal is reached are effectively
solved’ (Gollwitzer, 1999, p. 493). This process forms an important part of the treatment of
rehabilitation.
Motivational approaches to treatment are used in a range of different fields, including adult mental
health services, occupational therapy and physiotherapy. These theories and models have been
developed through research and practice with younger adults, with a view to enabling these
individuals to return to work. It is suggested that these approaches have been less well developed
in the field of older persons, as the underlying aim is to reduce dependency rather than to return
to work. As a result, it is suggested that that there is a lack of understanding about the motivation
of older people to carry out rehabilitation.
In April 2011, the Department of Health published ‘Changing Behaviour, Improving Outcomes: A
New Social Marketing Strategy for Public Health’, as part of the social marketing strategy
developed within the Department of Health (DH, 2011). Social marketing is a term defined by the
Department of Health as ‘the systematic application of commercial marketing concepts and
techniques to achieve specific behavioural goals relevant to improving health and reducing health
inequalities’ (DH, 2011a, p.10). The aim of the ‘Changing Behaviour, Improving Outcomes’ strategy
for older people is to:
challenge the expectation that mental and physical deterioration and reduced quality of life are
an inevitable part of the ageing process and seek to empower older people (and, where
appropriate their carers) to seek prompt diagnosis and medical attention across a range of
conditions (DH, 2011, p.50).
Research undertaken to explore why some older people have poorer outcomes than others has
found that older people value their independence and are less likely to seek medical attention, as
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many would prefer to ‘live in ignorance’ rather than receive a potentially poor prognosis or ‘waste’
doctor’s time (DH, 2011, p. 51). The ‘Changing Behaviour, Improving Outcomes’ strategy aims to
develop:
A more holistic approach to wellbeing in later life. This activity will seek to empower older
people (and, where appropriate their carers) to seek prompt diagnosis and medical attention
(for example through the cancer signs and symptoms campaign), and will challenge the
expectation that loneliness, economic and physical inactivity, mental and physical
deterioration and reduced quality of life are an inevitable part of the ageing process
(DH, 2011, p.50).
Research has found that older people are more likely to be motivated to engage with health
services if: (a) they perceive services to be helpful in supporting their lifestyle and independence;
(b) they have some knowledge and insight into their own health problems and (c) they have
‘meaningful relationships and perception of a role/meaning in life’ (DH, 2011, p.52). The strategy
focuses on improving older people’s accesses to health services, through various public health
initiatives and by promoting their involvement in the community through paid or voluntary work.
These measures for older people are in addition to the other parts of the measures within the
strategy for adults; which include the reduction of alcohol and tobacco consumption, increase in
exercise and healthy eating. These latter measures often involve changes in behaviour; however
the measures aimed at specifically improving outcomes for older people aim to encourage older
people to engage in services and activities, rather than changing particular aspects of their
behaviour.
3.9 Conclusion
This chapter has explored the concept of intermediate care, as well as the underlying concepts of
rehabilitation, resilience, dependency, caring and motivation. The aim of intermediate care is to
maximise rehabilitation and resilience in order to reduce dependency and caring; the success of
intermediate care depends on the levels of motivation of the older person as well as a conducive
environment. The success of intermediate care has been measured by the Labour government in
terms of the number of older people who returned to their own homes rather than entering
residential care, which reflects the wishes of the majority of older people. There is a paucity of
evidence of effectiveness of older people, although the aim and objective of intermediate care
appears to reflect the wishes of older people in need of support. However, statutory services tend
to address the physical and medical needs of older people (such as taking prescribed medicines,
feeding, toileting, washing and dressing) rather than their social needs and sense of citizenship.
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4.

Methodology

4.1 Introduction
This chapter begins with an overview of social research methodologies, including a discussion
about the difference between positivism and interpretivist as well as ethical considerations within
social research. Social work research differs from other types of research as it focuses on the
behaviour of people and the impact of social interventions on people (particularly those people
whose voices are not often heard), rather than animals, materials or medicines (Alston and Bowles,
2008, p.5).The chapter then focuses on the methodology used whilst undertaking this study,
namely a case study approach consisting of both quantitative and qualitative methods. A case
study was adopted as the unique population within the Lodge lent itself to this type of research
(Yin, 2009, p.4) and the strengths and weaknesses of this approach are explored below. The
chapter also includes an overview of the methodologies used for both parts of the research study,
namely retrospective cohort studies and narrative research.
4.2 Social research
Research methodology is developed according to a number of different factors, including the
purpose of the research, the background and beliefs of the researcher, the agenda of stakeholders
in the research (Alston and Bowles, 2008, p. 5). McDermott (1996) suggests that social work
research is unique as: (i) it focuses on the impact of the individual within the social, political and
economic context; (ii) it privileges the research process as an intervention promoting change and
(iii) ‘enables the participation of the researched –the poor, the vulnerable, the oppressed and those
who interact with them’ (p. 6, cited in Alston et al, 2008, p. 6). Social work research, as all other
research, needs to meet the criteria of reliability (meaning that the data is accurate and consistent),
validity (in other words the findings are cogent, convincing and well-grounded (Polit and Beck,
2006, p.41) and to have been conducted ethically; these concepts are explored in more detail
below.
This research project is defined as social research as it is concerned with ‘people and their
behaviour’ (Punch, 2005, p. 8). From a philosophical perspective, social research can be broadly
defined into two distinct types: positivism and interpretivism. Positivism can be defined as ‘an
epistemological position that advocates the application of the methods of the natural sciences to
the study of social reality’ (Bryman, 2001, p.12), and is often described as scientific, objective or
rational (Bryman, 2008, p.22). Positivist research is concerned with science that can be seen and
measured using data in the form of numbers (Alston et al, 2008, p. 175). Conducting positivist
research involves theory testing and experimental or quasi-experimental designs (Alston et al,
74

2008, p.8), to prove the existence of a phenomena or the impact of an intervention. Quantitative
data can be analysed empirically, through the development of frequency charts and graphs;
alternatively, data can be analysed using positivist (or inductive) methods which explore possible
relationships or associations between variables (Miller, Acton, Fullerton and Maltby, 2002, p.3). In
other words, ‘the aim of descriptive statistics is to quantitatively summarise a data set, opposed to
inferential/inductive statistics, which are used to support statements about the population that the
data are thought to represent’ (Marusteri and Bacarea, 2010, p.16).
Interpretivism, on the other hand, is based on the notion that ‘the subject matter of the social
sciences (people and their institutions) is fundamentally different from that of the natural sciences’
(Bryman, 2008, p.16). Positivist research methods are ‘very effective at establishing the veracity
of empirical social factors, but are less effective at establishing the motivations or reasoning
employed by social actors’ (Miller et al, 2002, p. 1). In other words, positivist methods may be able
to confirm the existence of phenomena in the social world, for example racism, but are less able
to explain how and why it manifests itself. Interpretivist researchers argue that reality is based on
what people experience and interpret from their experiences, rather than ‘objective reality’, which
exists independently of human experience and can be measured (Alston et al, 2008, p. 10).
Interpretivist research is described as inductive, interpretivist and constructionist, as theories are
generated out of the research (inductive) from the perspective of the participants (interpretivist)
and may focus on social interactions (constructionist) (Bryman, 2008, p.22). Interpretivist research
uses qualitative data methods, which include observing the way people behave (ethnography),
asking people their views (through interviews and focus groups) and listening to their experiences
(phenomenology) (Alston et al, 2008, p.10).
Social research has tended to favour qualitative methods, as the purpose of social research is
often phenomenological, in other words understanding the world from the individual’s perspective
(Bryman, 2008, p. 16). Positivists have argued that social researchers should follow the methods
of the natural sciences; by, for example, using randomised control trials. According to Cochrane,
‘a medical intervention is considered “effective” only if it has been demonstrated, preferably by a
RCT, that the intervention does more good than harm’ (Hill, 2000 p. 1191). Using randomised
control trials, the true impact of an intervention can be measured, and any positive or negative
outcomes can be discovered. However, other researchers argue that the nature of social work
makes the randomised allocation of services unethical (for example allocating a c hild protection
service to one vulnerable family but not to another), as well as the difficulty in identifying a causal
link amidst many differing and confounding variables (Trinder and Reynolds, 2000, p.148-150). In
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addition, Pawson argues that by only keeping the focus on net outcomes, the focus is moved away
from understanding why an intervention is effective (2006, p.24).
This research consists of a mixed method study, which can be defined as ‘the planned integration
of qualitative and quantitative data within single studies or coordinated clusters of studies’ (Polit et
al, 2006, p. 244). The central premise of a mixed method approach is that using a combination of
both qualitative and quantitative data provides a better understanding of research problems than
either approach alone (Creswell, 2009, p.14). Mixed method studies can be used in a number of
ways, including sequential (using one approach followed by another), concurrent (when both the
qualitative and quantitative research methods are carried out at the same time) or transformative
(where the researcher uses a theoretical lens to view the research problem, before undertaking
either sequential or concurrent research) (Creswell, 2009, p. 14-150). In this instance, the research
was completed sequentially, as the purpose of the mixed methodology was to explore the
‘relationship and causal processes’ (Polit et al, 2006, p. 247) in the data, in other words to explore
the possible reasons for fluctuations in the data.
The aim of the research is to explore the impact of the Lodge on the rehabilitation of older people.
As noted above, this research develops existing knowledge, due to its original approach in
exploring both the outcomes of rehabilitation and the voices of older people admitted to the Lodge.
The Lodge is a small and specialised rehabilitation unit within a larger residential unit, which
provides accommodation and personal care for up to thirty-nine older persons. The intervention of
rehabilitation is provided to a small sample of older people who are motivated and able to return to
the community; this situation lends itself to case study methodology as it consists of a clearly
defined population (Yin, 2009, p.4).
According to the Lodge Manager, the primary aim of the Lodge is to return people to their own
homes; a secondary aim is to improve or maintain their Barthel score. Each older person’s progress
in the Lodge is measured by using the Barthel Index. Within the case study, the impact of the
rehabilitation unit was explored by summarising and analysing the Barthel Index data. In addition,
the impact of the intervention was explored from the perspective of the older people themselves,
using narrative research. The concept of rehabilitation is a phenomenon that is best understood in
the context of the Lodge. The research was based on a case study, with both qualitative and
quantitative research methodologies. Prior to starting the research, a literature review was
undertaken, in order to become familiar with the theories, evidence and developments within the
field of rehabilitation for older people.
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4.3 Ethics
Ethics can be defined as ‘norms for conduct that distinguish between acceptable and unacceptable
behaviour’ (Resnik, 2011). According to Resnik, there are a number of values that a researcher
should exhibit in order to ensure that the research is completed ethically, including honesty,
integrity and respect (Resnik, 2011). The values outlined by Resnik (2011) echo those in the ‘Code
of Ethics for Social Work’ (BASW, 2012) ability and commitment to act ethically is an essential
aspect of the quality of the service offered to those who engage with social workers
The principles underpinning ethical research have evolved from the Nuremberg Code, which was
developed in 1947 following the Second World War (Ghooi, 207, p. 72). The Nuremberg Code has
been described as ‘a powerful symbol in inspiring the medical profession to stand up for its
Hippocratic values and protect individuals from harmful medical experiments’ (Thieren and
Mauron, 2007, p. 569). The Code focuses on two keys areas: firstly, the design of the research
study and secondly the research participants themselves. According to the Nuremberg Code
(Appendix VI), inherent within the research design should be an aim to benefit society, a clear
purpose, clear planning and an aim to avoid any undue harm or suffering. Research staff should
be appropriately qualified to conduct any research tasks, as well as being able to ensure that the
participants does not feel coerced or intimidated. As for the research participants, the most
important concept is that of informed consent and voluntary participation without fear of reprisals
or negative consequences in the event the participant withdraws their consent. All participants
should have the capacity to understand the purpose and process of the research study as well as
their ability to opt out at any time. These measures ensure that research participants have the
ability to decline to take part without experiencing a negative consequence.
The Nuremberg Code was developed in the context of medical experiments conducted by the
Nazis in concentration camps, where participant’s consent was not gained. (Ghooi, 2007, p. 72).
The key theme within the Nuremberg Code is that of protecting participants and society from
undergoing research without their knowledge that may cause them suffering. However, more
recently it has been suggested that the Nuremberg Code needs to be amended to reflect the
possible benefits of undertaking a research study; for example, many research participants have
access to new drugs, which could improve their condition, and excluding a participants from a
research study could cause more harm to the participants. (Thieren and Mauron, 2007, p. 569).
Thieren and Mauron argue that: ‘Ethics must now reconcile two antagonistic objectives: protecting
research subjects from possible harm, while ensuring non-discriminatory access to research for
potential subjects’ (2007, p.569).
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The Declaration of Helsinki (see Appendix VII) was adopted by the World Medical Association in
1964 and extends the requirements of the Nuremberg Code by including the recommendations
that: the principles should be applied by any research involving human subjects (Paragraph 2); that
all participants should be treated with dignity and respect and have their confidentiality protected
(Paragraph 9); that researchers should consider the impact on the environment (Paragraph 11);
that under-represented groups are included in the research study (Paragraph 13); that researchers
need to ensure that there is no conflict of interest between the researcher as service provider and
the participants (Paragraph 14); that participants should be entitled to compensation (Paragraph
15); that researchers need to ensure that vulnerable groups need special protection (Paragraph
19) and that all research needs to be approved by a Research Ethics Committee (Paragraph 23)
(World Medical Association, 2013).
The principles of the Nuremberg Code and the Declaration of Helsinki have been developed to
address ethical issues in medical research, but many of the principles apply in social care research.
In 2006, the Economic Social Research Council introduced six key principles of ethical research
that provides a simpler guidance for social research (Economic Social Research Council, 2012).
Each of these points will be considered in respect of this research study below, focusing in
particular on the qualitative research, as there are fewer ethical considerations concerning to the
quantitative data.
1.

Research should be designed, reviewed and undertaken to ensure integrity, quality and
transparency.

Supervisors within the University of Portsmouth reviewed the research study design and initial
approval for the study was given by the Team Manager of the Lodge, before formal approval was
obtained from the local Research Governance Committee (as the Local Authority manages the
Lodge). The research proposal was subsequently submitted to the Local Authority Research Ethics
Committee in 2008 and to the University of Portsmouth’s Ethics Committee in 2009 (see Appendix
VIII for a formal response from the University; the Local Authority responded by email and did not
provide a formal response). The study received ethical approval on the conditions that a recent
Criminal Bureau Record check was submitted to the Lodge Manager (which was duly submitted)
and that only people with full capacity should be included in the research study.
Regular meetings with the research supervisors ensured the integrity of the research, through open
and honest discussions about the progress of the study and any difficulties that were encountered.
The transparency of the research was maintained by sharing research results with research
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supervisor and through the process of completing the thesis, which has included sections of
transcripts and output of the data analysis (see Appendix XIV).
2.

Research staff and participants must normally be informed fully about the purpose,
methods and intended possible uses of the research, what their participation in the
research entails and what risks, if any, are involved.

According to the UK Data Protection Act 1998, the explicit consent of the participant’s data for the
retrospective cohort study was not necessary as any data that is collected for one purpose can
also be used ‘for other statistical and research purposes without explicit informed consent. This is
assumed to be granted under the process for collection of the original data.’ (Social Research
Association, 2003, p. 26-27)
With respect to the qualitative research, all the staff at the Lodge were informed about the research
study and the researcher signed in and out of the logbook in the Lodge. The researcher ensured
that a name badge was worn at all times whilst conducting the research. On one occasion, a
member of staff challenged the researcher and asked for evidence that the researcher’s presence
in the Lodge had been authorised, which was confirmed through the sharing of Information Sheets
and the researcher’s identity badge. Each participant was given an Information Sheet to keep (see
Appendix X). The Information Sheet provided each participant with an overview of the aims of the
research, the funder (the researcher) and sponsor (the University of Portsmouth) of the research,
as well as telephone numbers of named individuals, in case the participants or their relatives or
staff had any concerns or wanted further information. In addition, the participants were all
reassured about their confidentiality, that their participation would not affect their right to treatment
or care and that they had the right to withdraw from the study at any time.
The researcher was not involved in the care or assessment of any of the participants’ care at the
time of the collection of the quantitative data nor at the time of the collection of the qualitative study.
The researcher could therefore not influence the treatment or care that any of the participants
received. None of the participants were known in a professional or personal capacity to the
researcher, as this may have introduced bias into the research as the participants may have been
more willing to ‘please’ the researcher.
3.

The confidentiality of information supplied by research participants and the anonymity of
respondents must be respected.

The key concern for the quantitative data study is that there should be no unanticipated
consequences for the original data subject. In order to reduce the risks of participant confidentiality
being breached, the data was anonymised and aggregated to ensure that individuals could not be
identified from the data (Polit et al, 2008, p. 95). The data consisted of the variables of gender,
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date of birth and a unique identifying number from the social care database, to enable the
researcher to establish whether a person had been admitted to the Lodge on more than one
occasion but was otherwise not used in the study.
In respect of the qualitative study, each participant was asked to sign a consent form and to confirm
their consent on the digital recorder at the start of the interviews. The details about the potential
participants for the narrative interviews were emailed to the researcher using a secure email and
all information about the participants was stored on a secure server. All the results were aggregated
and anonymised to ensure that the participant’s confidentiality was maintained at all times. The
name of the residential unit was also changed to enhance the confidentiality of the participants.
4.

Research participants must take part voluntarily, free from any coercion.

As noted above, according to the Data Protection Act 1998, implicit consent of the research
participants for the quantitative study as consent had already been obtained by the Lodge to collect
the data for monitoring purposes. Prospective participants for the qualitative study were
approached by the staff prior to the researcher visiting the Lodge, in order to establish whether the
individuals were willing to participate in the study to not, without having to feel uncomfortable about
declining their participation. Following discussion with the manager, all staff were advised that
participation in the research study was voluntary and that only individuals with adequate mental
capacity should be included. Each participant was asked to sign a consent form (see Appendix
IX) and the researcher checked each participants understanding.
On one occasion, a participant appeared to have full capacity but then proceeded to repeat herself,
without seemingly being aware of this fact. .The interview had already commenced and it may have
left the participant feeling uncomfortable if the research had been terminated suddenly. As a result,
the research was ended gently, in order to preserve the participants’ dignity without inadvertently
putting the participant under pressure to answer questions that may have been difficult to for them
to answer. The interview was included in the research study, on the grounds that including the data
did not increase the risk of potential harm, as the participant did not disclose intimate details about
themselves.
Another participant declined to take part in the research study, even though the staff had informed
the researcher that the individual verbally consented to take part. This participant was verbally
aggressive to the researcher, demanding why they were being bothered and retorted that they had
nothing to say. The researcher apologised and withdrew from the situation.
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5.

Harm to research participants and researchers must be avoided in all instances.

Research participants can be harmed in many ways by a research study including physically,
mentally and emotionally. The retrospective cohort study consisted of secondary data analysis of
data that had been collected as part of the routine data collection by the Local Authority and the
management team. It was not possible to collect the consent of every person whose data had been
collected prior to the study, due to the practical difficulties in locating all the individuals who had
been admitted.
The interviews were completed in the Lodge and in a supported Housing Schemes where there
were other members of staff were present and there were panic alarms in the room. Throughout
the research process, the researcher was aware of potential vulnerability of the research
participants. As a result, the researcher was careful not to comment on any of their experiences of
other health and/or social care professionals or services, even though some of the participants
wanted advice and guidance. The researcher was also aware of the potential risk of abuse and
avoided asking any personal questions about their property, address or financial affairs. The
researcher was polite to all the participants and ensured that the participants were listened to, that
they felt valued and that their wishes were respected. (Polit et al, 2008, p. 96).
6.

The independence of research must be clear, and any conflicts of interest or partiality must
be explicit. (Economic Social Research Council, 2012, p. 2-3)

The researcher was not involved in the care or assessment of any of the individuals within the
cohort study or the narrative interview study. The researcher knew none of the supervisors or
examiners in any capacity other than for academic purposes in the completion of the research
study. The research was self-funded resulting in no potential bias or influence from any external
funding sources.
4.4 Literature review
The first part of a research project is a literature review, in terms of learning about the topic and
exploring gaps in knowledge. A literature review is defined by Hart as:
the selection of available documents (both published and unpublished) on the topic, which
contain information, ideas, data, evidence written for a particular standpoint to fulfil certain
aims or express certain views on the nature of the topic and how it is to be investigated, and
the effective evaluation of these documents in relation to the research proposed.
(Hart, 1998, p.13)
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According to Ridley, there are a number of stages when undertaking a literature review, including
familiarising yourself with the library, identifying potential sources of literature, defining the topic,
sharing information with colleagues and keeping track of the literature results (Ridley, 2008, p.38).
During the process of undertaking this research project, access to electronic journals and eBooks
has changed several times, following changes in the University funding decisions and technological
developments. This has had an impact on the ability to search for texts and the ability to set up
alerts for new texts. For example, when a particular article has been selected, some of the
databases highlight more recent articles that have cited the selected article; other databases have
only limited access to some journals or articles within the journals. This is due to the wide range in
quality and usability of the software, as well as the amount of funding allocated to the databases.
The databases searched included: Wiley, Emerald, Jstor, Science Direct, Campbell library,
Cochrane library, CINAHL, Scirus, Social Care Online, Web of Science, BMJ, Economic and Social
Data Services. Other searches were completed using the Internet and Google Scholar, to identify
policy publications and research publications from other databases. There were a number of
articles and texts that were searched in the database as a result of ‘snowballing’ (Ridley, 2008,
p.40) which includes following up articles that are cited in the original articles.
The process of defining the topic and search terms was an essential part of the literature search.
A number of different searches were undertaken in order to meet the needs of various aspects of
the research, including the research methodology and literature reviews, as well as aspects of the
topic being studied. A complete list of search terms can be found in Appendix III, including the
inclusion and exclusion criteria. The search terms also ‘snowballed’, as new terms were found
within articles. The searches included both English and International texts, other than searches for
intermediate care. Intermediate care (including rehabilitation) for older people is relatively recent
concept, having been outlined in the National Service Framework for Older people (DH, 2001b)
although its roots can be found in the NHS Community Care Act (1990). The literature review
included books and journal articles from 1990 to 2012, both about the impact of rehabilitation and
the policy background. The literature search continued until the completion of the thesis, as new
publications and policy developments emerged during the lifetime of the research, as well as a
result of new ideas developing from the research results. All articles were stored using the free
software Mendely, which allows all the articles to be grouped and for sections to be highlighted.
4.5 Case study
The methodology for this research is a case study, as, according to Yin, (2009, p. 13), ‘case studies
can explore a ‘contemporary set of events, over which the investigator has little or no control.’ The
Lodge provides a clearly defined group, with pre-defined inclusion and exclusion criteria based on
82

the referral criteria of the Lodge. Within the group, the older people have a range of different needs
for rehabilitation and the population size is small (the Lodge works with between 70 and 80 people
each year).
Using a case study methodology enabled a more detailed exploration of outcomes within the
context of the services available from the perspective of the participants. Alston et al have
highlighted that ‘case study research is particularly important in social work settings because it
allows a typical case, client, event, group or other phenomenon to be studied in order to reveal
information which will aid the analysis of, and afford insights into, the wider target group.’ (2008,
p.197). Yin notes that there is a distinction between the ‘case’ and the ‘case study’; the case is the
focus of the research, whereas the case study is the substance of the research, including the
research question, theoretical perspectives, empirical findings, interpretations and conclusions
(Yin, 2003, p. xiv)
Case studies can be defined as ‘holistic’ where they are concerned with the investigation of a single
case, or ‘multiple’ where the study may compare one case with another, or may investigate subunits within an organisation (Robson, 2002, p. 182-3). A case can be defined as an individual (as
in medical case studies) or a case may include large numbers of people, for example when the
case study is concerned with a community or event (Bryman, 2001, p. 47-8). In this instance, the
case study is holistic, as the investigation is based on a single case, the population of the Lodge.
According to Yin, ‘the holistic design is advantageous when no logical subunits can be identified
and when the relevant theory underlying the case study is itself of a holistic nature’ (2003, p. 199).
Within the Lodge, there are no apparent subunits, and the theory of rehabilitation is holistic in
nature, as it includes all the participants and bio-psycho-social variables.
Holistic case studies are concerned with theory testing, but differ from experiments, as external
manipulation of the variables is not possible. (Robson, 2002, p. 182). Within holistic case studies,
Yin (1994) defines three types of case: the critical case, the unique (or extreme) case and the
revelatory case (Bryman, 2001, p.50). The critical case and the unique cases are both examples
of theory testing, as the critical case is based on a clearly specified hypothesis, and the unique
case is based on people or groups who respond unusually to an existing hypothesis. The third type
of case study is the descriptive (or revelatory) case study, where the intervention is the case, not
the individuals or targets exposed to the intervention. (Ovreveit, 2005, p.104). The aim of the
research study is to explore the process and impact of the Lodge, and falls within the descriptive
case study.
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According to Yin (1994, cited by Zucker, 2001) the case study design must have five components:
(i) the research question(s), (ii) its propositions, (iii) its unit(s) of analysis, (iv) a determination of
how the data are linked to the propositions, and (v) criteria to interpret the findings. The aim of this
research study was to explore the effectiveness of the rehabilitation service provided by the Lodge
and to explore older people’s understanding of rehabilitation. The research question is ‘What is the
impact of the Lodge on the rehabilitation of older people?’ The research objectives are:
(a) To explore whether older people’s functional abilities (measured using Barthel scores) will
improve as a result of staying in the Lodge and whether the variables of age, gender or
ethnicity have a statistically significant impact on these results.
(b) To explore whether older people are more likely to return home than enter residential
care as a result of staying in the Lodge and whether the variables of age and gender
affect these results.
(c) To explore older people’s understanding of the aims and objectives of the Lodge.
(d) To explore older people’s motivation to attend the Lodge.
(e) To explore the use of narrative as a methodology with older people who are receiving
intermediate care.
The case study includes a background literature review; a synthesis of the national and local policy
background to the development of the Lodge; a quantitative exploration of the process and impact
of the Lodge through a retrospective cohort design; and a qualitative exploration of older people’s
experiences, expectations and understanding of rehabilitation using narrative research. This
research study is based on an original methodology within the field of intermediate care, using a
case study approach, a retrospective cohort study and narrative interviews.
4.6 Limitations of case study research
The benefits of undertaking a case study are also some of the limitations of a case study. The case
study provides an opportunity to study a social phenomenon in its context (Alston et al, 2008,
p.199); this makes it difficult to generalise the results to other social phenomena or other contexts.
It is also not possible to generalise the results to the wider population, as the participants in a case
study are often a specific population. Whilst the results are not generalizable, the results from a
case study can echo the results from other studies.

4.7 Retrospective cohort study
This research comprises a retrospective cohort study, which can be defined as an ‘observational
study’ as the participants and their outcomes are observed, the participants do not receive a new
intervention and the data that is analysed has already been collected (Mann, 2003, p. 54).
Retrospective cohort studies are used to identify risk factors (Mann, 2003, p.65), by comparing the
outcomes of the sample with the general population, or by comparing the outcomes of groups
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within the sample. The benefit of a retrospective cohort study is that the data collection has already
been completed and may be extracted easily (Mann, 2003, p. 55). Another benefit of using a
retrospective cohort study is that there is unlikely to be any bias, as the data was collected before
the research study was designed (Mann, 2003, p.55). In this instance, the data for the study had
already been collated by the Team Administrator and contained many of the variables that were
required. There are some disadvantages in using a retrospective cohort study; including missing
or inadequate data, which could have been useful in identifying any confounding variables (Mann,
2003, p. 55, Shuttleworth, 2009).
The purpose of the retrospective cohort study was to explore the impact of the Lodge on the
outcomes for the older people, through the collection and analysis of data about the older people
admitted to the Lodge. For the purpose of this study, successful outcomes could be measured in
two ways; firstly, by the number of people being discharged into the community instead of
residential care or hospital and secondly, by comparing the functional ability of the older people
(measured by the Barthel score) at point of admission with their functional ability prior to discharge
(see Appendix IV).
Mahoney and Barthel developed the Barthel Index in 1965, as a simple measure of functional
ability before and after treatment (Bowling, 2001, p. 196). The Barthel Index has been shown to
have face validity (Collin, Wade, Davies and Horne, 1988, p.61); and concurrent and predictive
validity (Wade and Langton-Hewer, 1987, p.177). The benefits of using the Barthel Index are that
it is widely used and understood, as well as being a useful indicator of gross functional change
(Turner-Stokes, 2005, p. 5). The Barthel Index is only a crude measurement of ability or disability,
both because the scores are location-dependent (Rodgers, Curless, and James, 1993, p. 161),
and because there is a potential lack of sensitivity, as the Barthel Index measures observed
function, as opposed to potential function, and fails to include tasks such as meal preparation.
Recent research has found that there is strong inter-reliability of the Barthel Index between care
professionals; however, there are differences in certain areas, in particular feeding, transfers and
grooming (Formiga, Mascaró, and Pujol, 2005, p.656). Nonetheless, the Barthel index continues
to be the measure of choice for most rehabilitation settings, including the Lodge.

Data collection
The data collected comprised data that was routinely collected by the staff within the Lodge. The
data was stored within the internal IT systems of the Local Authority, in a password-protected Excel
spreadsheet. The Excel spreadsheet was subsequently uploaded into IBM SPSS, a statistical
software package to enable further analysis. IBM SPSS data files cannot be password protected;
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however, the data file was stored within a secure environment within the Local Authority’s
Information Services infrastructure, and could only be accessed via one of two password-protected
computer within the Civic Offices, as only two computers within the Local Authority have a licence
to operate IBM SPSS.

Data analysis
According to Phoenix et al, there is no one way to conduct a narrative analysis, instead ‘narrative
analysis can be described as a technique that seeks to interpret the ways in which people perceive
reality, make sense of their worlds, and perform social actions’ (2010, p.3). When analysing
qualitative data, the researcher needs to try to remain impartial; however, as Phoenix et al argue
that ‘epistemologically, no matter how hard we try, we cannot achieve theory-free observation or
knowledge as no one can be truly independent from their history, interests, pre-existing
assumptions, and so on’ (2012, p. 7). In addition, Stephens argues that Interviewers are not ‘neutral
bystanders and their direct contribution to shaping the narrative, as well as their representation of
a broader social world to which the narrative is oriented, cannot be minimised or ignored’ (2011, p.
67).
Each transcript was read through in its entirety, in order to gain a sense of the narrative. At this
stage, it is important to step back from the story and employ analytical procedures in order to
abstractly scrutinise and think about the narratives certain features, including the what, how and
when the narrative was told (Phoenix et al, 2012, p.4). The narratives were analysed using a
structural analysis, in other words the ‘overarching type of storyline’ (Reissman, 2008, cited in
Phoenix et al, 2010, p. 8). This type of structural analysis is thought to be appropriate for small
samples but would not be suitable for large samples (Riessman, 2008, p. 103).
Some preliminary codes were noted at this stage, as themes were developing. The transcripts
were then systematically coded into segments, a key element in qualitative data analysis (Strauss
and Corbin 1990, p.57-60; Miles and Huberman, 1994, p.56). An inductive approach was used to
create new codes as they emerged from the data, whilst focusing on particular segments that
related to the participant’s experience of the process of rehabilitation, as well as other events,
attitudes or behaviours. Once all the transcripts had been coded, they were re-analysed, in order
to determine whether any new codes (those that had been created with subsequent texts) could
also apply to the first few texts that were coded. Themes were developed from the codes, for
example, the theme ‘rehabilitation’ included all the codes that related to the experience of
rehabilitation including their goals, their understanding of rehabilitation. Some of the original codes
were merged with other codes, if there was no apparent meaningful difference between them.
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Data analysis
Data analysis can be described as ‘the process of extracting general meanings from a collection
of symbols representing observations.’ (Cournoyer et al, 2000, p.173) The data analysis was
completed in three steps, which included preparing the data for analysis, describing the data using
descriptive statistics and then analysing the data (using inferential data analysis):

Data preparation
The first step involved preparing the data for analysis (Engels and Schutt, 2005, p.337), including
checking the data for errors, and requesting any missing data from the Team Administration
assistant at the Lodge. A unique identifying number was assigned to each case, with each case
representing an episode of care within the Lodge (Miller et al, 2002, p. 30). There were a number
of potential variables within each case, and the Lodge Manager was consulted in order to clarify
the meanings and values of each of the variables. This process was useful in establishing which
variables could be used for the analysis (see Appendix XII).
One example was the variable ‘Package of Care’ (POC) which was not completed in over half of
the cases. Following discussion with the Manager, it was agreed that it would be unhelpful to use
this data in the analysis, as many of the costs were missing, and the cost of the care package may
not reflect the care needs of the older person, as different agencies can have different costs. The
costs of the care package at the point of discharge may not reflect the long-term care costs; in part,
due to the fact that some of the POC costs were inflated at the point of discharge as a result of the
short-term intensive rehabilitation support being provided by the rehabilitation assistants. It was
therefore not possible to explore the differences in the costs of care packages on admission with
the cost of care packages on discharge.
The original aim of the research was to include a range of variables such as ethnicity, postcode
and medical history; however in the event only the variables of date of birth, name, Barthel and
Mental Health score were available. The main reason for the lack of available data was that the
Lodge had moved from a paper-based system to an electronic system, and all paper-based records
had been scanned into the database. In order to gain the required information (such as postcode,
for example) each electronic file would have to be found within the database. This would have
taken up a considerable amount of the team administrator’s time, which the Manager did not feel
was appropriate. The alternative option was that the researcher carried out this work; however, the
researcher did not have access to the confidential database of service users.
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Each variable has different levels of measurement, for example gender is nominal or categorical
data, the Barthel Index is ordinal data and age is ratio data. Nominal data is data that can be
separated into different categories (e.g. colours) but there is no relationship between the
categories; for example, the colour ‘red’ is not greater in size, value or strength than the colour
‘blue’. Ordinal data is ranked data, but the steps between the ranks are not necessarily consistent
or meaningful; for example, when considering levels of social class, Social Class1 is ranked higher
than Social Class 4, but does not have four times the size, value or strength of Class 4. Ratio data
can be ranked in order in the same way as Ordinal data, however the difference between the ranks
is relevant; for example, a person who is 20 years of age is twice as old as a person who is 10
years of age. These different levels of measurement help to determine the different types of
statistical procedures that can be carried out (Miller et al, 2002 p. 59).
The first step was completed once all data had been entered into an SPSS datasheet, all the
missing values were specified as 999, and all of the variables and their values were named. The
data was also checked to ensure that there was internal consistency in the value ranges; in other
words, the values within each variable were consistent within the variable and between similar
variables (Miller et al, 2002, p. 53).

Descriptive statistics
A frequency chart and frequency table was generated for each of the variables: gender, age
(calculated by subtracting the date of admission from date of birth), source of admission, discharge
destination, length of stay and Barthel Index. The range for the variables of age, length of stay and
Barthel Index were also produced.
The second step of data analysis is the descriptive stage (or empirical stage), where the data is
summarised and described using frequency tables and charts. Frequency tables are produced in
order ‘to summarise data by counting the number of times each value or category of a particular
variable occurs’ (Miller et al, 2002, p.60). The central tendency was also explored, which represents
the ‘average or most typical value’ within the range of data values and can include the mean,
median and mode values (Miller et al, 2002, p. 63). In addition, the dispersion (or range) of the
data values was calculated, using range, variance and standard deviation.
The final step is the inferential stage, where hypotheses are tested in order to explore whether
there are any relationships between the variables and to ‘make judgments of the probability that
an observed difference between groups is a dependable one or one that might have happened by
chance in this study’ (Trochim, 2002). The variables were cross-tabulated, which is a statistical
method of combining two or more frequency tables, enabling the distribution of one variable for
88

each category of another variable (Engels et al, 2005, p. 523). The data was analysed to test the
research propositions (or hypotheses), and to explore whether there was a relationship between
some of the dependent variables and the independent variables. A dependent variable is a variable
that is ‘hypothesised to vary depending on or under the influence of another variable’ (Engels et al,
2005, p. 41). For this study, the dependent variables are the changes in Barthel Index score and
successful rehabilitation, which is defined by the discharge destination. An independent variable is
a variable that ‘is hypothesised to cause, or lead to, variation in another variable’ (Engels et al,
2005, p. 41).

Inferential statistics
Further analyses of the data were carried out, in order to determine whether older people’s
outcomes were statistically significant and whether there is a statistically significant difference
between the outcomes of certain groups within the sample. The statistical test determines whether
an observed difference is due to random factors or whether it is large enough to be ‘statistically
significant’ and due to the treatment factor (Dancey and Reidy, 2004, p.141). The most powerful
statistical tests are parametric tests, which assume that the data is normally distributed (Dancey et
al, 2004, p. 150). The data relating to the successful outcome of rehabilitation is not parametric, as
this is a dichotomous variable.
The Barthel score is an example of ordinal data (i.e. data that is categorical rather than numerical,
so that a score of four is not necessarily twice as good as a score of two). A comparative ‘t’ test
(paired samples) can be carried out on ordinal data to compare the outcomes of two groups if the
population is normally distributed (Dancey et al, 2004, p.206). If the resulting p-value of the
Levene’s test is less than 0.05, the differences in sample variances are unlikely to have occurred
based on random sampling (Miller et al, 2002, p.122). Whilst a t-test can measure the change
scores, it is not as reliable as an Analysis of Covariance, as there may be a correlation between
the change score and the baseline score (Dancey et al, 2004, p.465). When carrying out a pre-test
compared to post-test scores, it is useful to remove any effects of the pre-test or baseline score, in
order to remove any variations in the pre-test scores (Dancey et al, 2004, p.465). As a result,
ANCOVA provides a more powerful test of the hypothesis than difference scores (Dancey et al,
2004, p. 467).
Quantitative data is useful for measuring the outputs or processes within a service, and to measure
the outcomes or impact; however, quantitative data does not explain why people do certain things
(Miller et al, 2002, p. 8) or how they experienced the service provided. In order to explore the
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perspectives of older people who have attended the Lodge, qualitative research was undertaken
with a group of participants.
4.8 Narrative research
Narrative research falls under the umbrella of qualitative research, which can be defined as
research which explores how people ‘experience life,’ (Alston et al, 2008, p.10), and emphasises
the ‘socially constructed nature of reality’ (Denzin et al, 2008, p.14) through the analysis of text or
images. There are many ways of undertaking qualitative research, including discourse analysis,
interviewing, or using diaries for example (Silverman, 2006, p.19). For this study, narrative research
was chosen, in order to explore the ‘narrative’ of older people’s admission to the Lodge, and the
role of rehabilitation. According to Stephens, ‘narrative is a pervasive structure with which we
convey and comprehend the experiences and meanings of events, account for our own and other’s
behaviour, or reveal ourselves to others in the way in which we would like to be seen. In doing so,
we also reveal something of the operation of our social world’ (2011, p.63)
Narrative research has grown within ageing studies to the extent that narrative gerontology is now
a recognised discipline in itself (Kenyon, Clark and De Vries, 2001; Randall, 2007, cited in Phoenix,
Smith and Sparkes, 2010, p. 1). The word narrative is rooted in the Latin gnarus ‘knowing’ and can
be understood as a way of telling and showing (Phoenix et al, 2010, p.2). Life stories can provide
’insight into how a life has been lived, how it is lived, and how it can be lived’ (Ruth et al, 1996,
p.2). According to Phoenix et al:
This telling or showing often has such features as a point to it and characters embedded
within it along with a plot connecting events that unfold sequentially over time to provide in
relation to other people an overarching explanation or consequence (2010, p.2)
Through narrative, it is possible to place the person in the context of the situation and to understand
the world through their lived experience, and to understand the motivation for a particular course
of action. ‘It makes it much easier to sidestep social determinacy and take a stance toward
positions that might otherwise present themselves as the only possible reality. Narratives ‘have the
power, it is argued, to shape behaviour and expectation’ (Biggs, 2001, p. 304.) The use of narrative
‘can provide a sensitive research method in which stories about events and actions als o enable
the expression of identity in relation to the social world’ (Tuohy et al, 2011, p. 30). According to
Stephens, narrative research enables researchers to ‘reveal the embodied experience of illness
from the sufferer’s perspective, the social location of illness identities and the importance of social
relationships within professional health care. Furthermore, narrative approaches have broader
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applications in health matters such as understanding the workings of medical systems or the quest
for health and longevity in our society’ (2011, p. 62).
Narrative research appears to be a natural part of social work, as social workers hear and analyse
narratives of their client’s situations all the time as part of the assessment process (Reissman and
Quinney, 2005, p.395). Through narrative, social workers provide therapy for clients; have a forum
for reflective practice by practitioners; narrative can also be used as a social work research method
(Reissman et al, 2005, p. 396-7). According to Reissman, narrative ‘has a great deal to offer social
work, showing how knowledge is constructed in everyday life through ordinary communicative
action’ (Reissman et al, 2005, p.395). Narrative is different from other forms of discourse due to
the presence of ‘sequence and consequence; events are selected, organised, connected, and
evaluated as meaningful for a particular audience (Riessman and Speedy, 2007, p. 430). The
decision to select particular events to include in narratives and the way that the events are
described are the result of careful selection by the narrator, according to their values and beliefs:
Stories don’t fall from the sky (or emerge from the innermost “self”); they are composed and
received in contexts—interactional, historical, institutional, and discursive—to name a few.
Stories are social artefacts, telling us as much about society and culture as they do about a
person or group (Reissman, 2008, p.107)
In terms of understanding the process of ageing, ‘a narrative perspective is equipped to
acknowledge the inescapably idiographic and interpretive elements that are entailed in being
human and the intricate uniqueness of actual lives in time’ (Randall, 2007, p. 4). In addition,
‘through participating in constructing their narratives, people are effectively taking some
responsibilities for constructing their own identities’ (Fook, 2002, p.76). Frank noted in 1995 that
people who have experienced a negative event, such as an accident, loss or serious illness, need
to learn to think differently, by listening to their own story and absorbing other’s reactions to their
stories or narratives (1995, p.1). In this way, narrative holds ‘pedagogical and personal and social
transformative potential’ (Phoenix et al, 2010, p.3).

Narratives as a research methodology
Narratives can be defined as ‘a basic and universal mode of human expression’ (Smith and
Sparkes, 2006, p. 327) and as ‘the oral versions of personal experience ‘(Labov and Waletzky,
1967, p. 12, cited in Holloway et al, 2007, p. 4). According to Smith et al, narratives ‘shape identity,
guide action and constitute our mode of being’ (2006, p. 170); however according to Sacks
narratives do not shape identities but are identities, as: ‘we have each of us, a life story, an inner
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narrative, whose continuity, whose sense, is our lives’ (Sacks, 1985, p.105). Leiblich et al concur,
stating that a person’s narrative is ‘created, told, revised and retold throughout life’ (1998, p. 7).
Other writers argue that the stories that people tell can be ‘illusory myths’, which can unconsciously
protect the narrator from fantasises or impulses, but can also ‘block access to reality’ (Freeman,
2002, cited in Smith et al, 2006, p. 177).
The use of narrative is thought to be particularly beneficial when working with older people, as it
allows older people to ‘recall how they overcame difficulties in the past and mobilise themselves to
confront current adversities’ (Wild et al, 2011, p. 8) Other researchers have noted ‘how older people
use storytelling or ‘life review’ and, in particular, narratives about loss and coping in the
‘construction or reconﬁrmation’ of a sense of self as resilient’ (Gattuso 2003, p. 172, cited in Wild
et al, 2011, p.8). The study of older people’s stories and narrative has been coined ‘narrative
gerontology’; enabling researchers to explore the inter-relationship between the stories that older
people relate and the facts of their lives (Kenyon et al, 2001, p. 4). According to narrative
gerontology, a person both ‘has’ a story to tell and ‘is’ a story; in other words stories are the way in
which people express and experience meaning in life (Kenyon et al, 2001, p.11).
Analysis in narrative is concerned with the sequence of events and the reasons for the sequences
(Reissman et al, 2005, p.394). Another way of understanding this is by considering narrative theory
as two distinct types; the first type is concerned with the facts of the story, what happened, and the
second type is concerned with the discourse, how it happened (Denzin 1997, cited in Smith et al,
2006, p. 184). The ‘story’ version of narrative theory focuses on ‘a sequence of events that have
entered into the biography of the speaker by a sequence of clauses that correspond to the order
of the original events’ (Labov, 1997). However, the importance of the personal experience is not
reflected in the accuracy of the facts that are being reported; instead, narratives reflect a person’s
experience and their analysis of that experience, including their role within the situation. This is
often the ‘how’ part of narrative theory as the factual information may be distorted in order to
preserve the integrity of the narrative, or to ensure the integrity of the narrator.
According to Labov (1972), narratives can be analysed by identifying several common elements,
including an abstract, orientation, complicating action and evaluation, resolution and a coda (cited
in Reissman, 1991, p. 45). Labov’s definition focuses on the linguistic elements of the narrative,
and does not consider the context and emotional content of the narrative, which can reflect the
narrator’s perception of their agency at that time. For example, the phrase ‘I was happy to go with
Bob’, suggests feelings of trust as well as positive choice, whereas the phrase: ‘Bob made me go
with him, I was terrified’ reflects feelings of helplessness and powerlessness, and a lack of agency;
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these emotions would be missed using Labov’s analysis, as the focus would be on the fact that the
person went with Bob.
Every narrative contains a ‘reportable event’, which consists of an unusual or unlikely event that is
the purpose or reason for the narrative (Labov, 2002, p.10). According to Labov, there must be a
cognitive process before the construction of a narrative, which involves identifying the reportable
event and then organising other causal events in a logical order to give the narrative meaning
(Labov, 2006, p.38). In the process of this research, the ‘reportable event’ was admission to the
Lodge, which may have been preceded by an episode of illness or an injury, all of which would
qualify as a ‘reportable event’.
It could be suggested that the narrative of admission to the Lodge will not have benefited from the
cognitive process to develop the narrative and that there will have been few, if any, opportunities
to refine the narrative. It is more likely, however, that the narrator will have repeated the narrative
to a number of different professionals, and that this will have refined the narrative whilst also
meeting the needs of health and social care professionals. In other words the narratives would
focus on particular facts that elicit the attention of professionals (for example ‘I fell’) and the
narratives would include phrases and terminology acquired through the re-telling, (for example the
names or purpose of drugs ‘I take water tablets…Frusemide’). The narratives of people who have
experienced several encounters with health and social care professionals are therefore likely to
have a number of key medical or social facts within them; the narratives are less likely to contain
information about other aspects of their lives (for example, their favourite holiday experience).
It is suggested that there is a difference between the first telling of a narrative and subsequent
recounts of a narrative, as each retelling will allow the narrator to improve the structure and refine
the necessary details within the narrative. In addition, all narratives are ‘co-constructed’ as ‘the
audience, whether physically present or not, exerts a crucial influence on what can and cannot be
said, how things should be expressed, what can be taken for granted, what needs explaining and
so on’ (Salmon and Reissman, 2008, p 80). The narrator will receive feedback from those around
them, which will influence the development of the narrative; whilst undertaking the research project
it is clear that the participants may have told their narrative several times to a range of health and
social care professionals. There are sections of narrative, which may be repeated or over-detailed,
reflecting the available audience’s ability to listen and understand the narrative.
It was anticipated that the narratives of the older people would include information about their
medical history journey (or journey of their experience of disease) as well as their social journey,
and the ‘human interaction in relationships’ (Reissman et al, 2005, p. 392). Through narrative, the
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older person will be able to recount these factors and their understanding of rehabilitation from
their perspective, ‘so that the significance of each event can be understood through its relation to
the whole’ (Elliot, 2005, p.3). Narrative is different from other form of research, because it includes
sequences and consequences as well as describing experience including transformation or change
(Squire, 2008, p. 42).

Data collection:
The original plan was to carry out multiple interviews, as it can take time for participators to build a
rapport with the interviewer, and to gain confidence ‘that telling stories about his or her experiences
is valid within the interview context’ (Hollway and Jefferson, 2000, p.44, cited in Elliot, 2005, p. 33).
In most cases, however, a rapport was established and it was not necessary to c onduct more than
one interview, except in the event that the first interview was interrupted.
In two instances, an interview was completed in the presence of family members, who were also
the main carers. The views of the carers were included as part of the interviews with the participants
as they offered an additional perspective on the older person’s life and views about the Lodge.
Care home residents have been described as ‘one of the most powerless groups in society with
few opportunities to gain control over their living circumstances.’ (Scourfield, 2007, p. 199); the
participants in this study were temporary care home residents and many were unsure about their
long-term future. As a result, participant’s views of the Lodge and rehabilitation may have differed
from the views of their family and carers, who may be more concerned about the risks for the older
person living at home. The views of the carers were included in the transcripts of the interview with
the participant, as part of the participant’s narrative, adding a greater perspective of the narrative
through confirming or challenging various aspects of the narrative.
Interviews were conducted at a time that was convenient to the participants, and lasted between
25 minutes and 90 minutes. The interviews were focused on hearing the participants’ experiences
of the being admitted to the Lodge, their understanding of rehabilitation and their relationships. All
questions were open ended and ‘directed towards eliciting extended answers to facilitate the
opportunity to tell extended stories’ (Riessman, 2008, p. 108).
According to Labov (1972, cited in Reissman, 1991, p. 45), a narrative interview should be the data
collected as an answer to one question with minimal prompts. All the interviews with the
participants began in the same way, by asking them how they arrived at the Lodge, which can be
understood as an event in an older person’s life, following a range of factors present prior to
admission. Some of the participants needed further probes to uncover the events and turning points
94

in their journey, whereas others were able to give a complete narrative. The participants were
asked two additional questions if they had not covered it in their narrative; namely their
expectations about rehabilitation and their motivation to be rehabilitated. Overall, the participants
were encouraged to share their story, in as much detail as they wanted to.
At the end of the narrative interview is the phase that has been defined as the ‘concluding talk’ part
of narrative interviewing (Jovchelovitch and Bauer, 2000, p.7). This part of the interview occurs
after the interview has been completed and can sometimes lead to more direct questions or new
disclosures. In the research study, some of the participants began talking at the beginning of the
interviews before the recording equipment was switched on and some of the participants continued
to share their views after the recording had finished. One participant wanted to talk about the
possibility of moving into a new flat and the cost of flats in the local area; reflecting a shift in the
focus of the narrative as well as a shift in role for the researcher. The researcher had a notebook
to note down any observations, emotions or comments that were made when the recording
equipment was switched off.
The researcher carried out all the recordings and all the transcriptions, enabling continuity between
the interviews and the analysis (Davidson, 2009, p. 43). Each interview was recorded using a digital
recorder, and then partially transcribed. Partial transcription was used, as some of the interviews
contained details which were not relevant to the research, for example when the interview was
interrupted by care staff, or when the participant went into considerable detail, for example the
location of a place of work. Some researchers argue that all transcriptions should be carried out in
full, but other researchers note that ‘only a small proportion of the message is communicated in
the actual words used’ (Hancock, 2002, p.14). Instead, the meaning attributed to the words can be
heard when listening to the recording; for example, the statement ‘he left’ could describe a positive
or negative event according to the perspective of the participant. Summary notes were taken with
respect to each interview, capturing any emotional content or other observations about the
interview. Once each narrative was transcribed and turned into text, data analysis could begin (Van
Maanen, 1988, p. 95).
The transcriptions were uploaded into Max QDA qualitative data analysis software. Max QDA is
one of many types of ‘Computer Assisted Qualitative Data AnalysiS’ (CAQDAS) software
packages, which allow users to code and retrieve and develop code-based theories (Lewins and
Silver, 2007, p.7). In the past, critics of CAQDAS software have suggested that it is more difficult
for a researcher to immerse themselves in the data compared to more traditional methods of
research using highlighters and paper; however other researchers note that it is easier to have ‘live
contact’ with the data, as the researcher can see the text at a touch of a button (Lewins et al, 2007,
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p. 10). In addition, CAQDAS software enables codes to be created, merged or renamed with ease,
without affecting the original transcript.
As with all electronic appliances, the safe storage of the data is essential. The data was collected
using a digital recorder, and then loaded onto a password-protected computer. Each person was
known by an ID number (generated during the quantitative data analysis), which negated the need
to use personal data. The benefit of using CAQDAS is that it keeps the project in one place, it is
transparent (as codes are date and time stamped) and it allows the data to be exported in different
formats, for example, frequency charts or code maps (Lewins and Silver, 2009). MaxQDA software
was chosen and a student licence purchased, as the uploading and manipulation of documents
into a project in MaxQDA is easier and quicker than other software packages such as Ethnograph
or Atlas ti. MaxQDA also offers the facility of using a Map and cross-tabulations, which are useful
when reflecting on the relative importance of a particular code. In view of all the benefits described
above, CAQDAS software was used as it facilitated and supported the analysis of the qualitative
research.
4.9 Conclusion
This chapter has provided an overview of the uniqueness of social research methods as a means
of studying human behaviour and the impact of social interventions on targeted populations. The
chapter has also provided an overview of the ethical issues that arose whilst the research was
being undertaken as well as the measures that were taken to address them. The chapter then
focused on the research methodologies adopted during this research, including case study
research, retrospective cohort study and narrative research. The limitations of the use of case
study, in terms of its generalisability and reliability have been explored, from a theoretical
perspective. The process of the data collection, data storage and data analysis of the quantitative
data in the retrospective cohort study as well as the qualitative data in the narrative research study
have been outlined in detail. An honest and in-depth description of the research methods enables
to research to be reviewed critically and ensures the integrity of the research findings.
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5. Results
5.1 Introduction
This chapter provides an overview of the results from the specific research methodologies utilised
in this research study. As outlined above, the research study contributes to knowledge as it
explores the impact of the Lodge in the rehabilitation of older people through the measurement of
change in Barthel score, the discharge destination of the older people and through narrative
interviews of older people to explore their perspectives of rehabilitation. The results from the
retrospective cohort are presented first, followed by the results from the narrative study, divided
into sections reflecting the research aim and the research objectives. The final part of the chapter
draws the results together in order to address the research question, aims and objectives in the
context of the literature review.
5.2 Retrospective cohort study
The data from the retrospective cohort study was analysed in order to explore the sample, in
particular the variables of gender, age and length of stay, as well as comparing the Barthel scores
on admission with the Barthel scores on discharge. The analysis was undertaken in order to
address the first two research objectives:
(a) To explore whether older people’s functional abilities (measured using Barthel scores) will
improve as a result of staying in the Lodge and whether the variables of age and gender or
ethnicity have a statistically significant impact on these results 5.
(b) To explore whether older people are more likely to return home than enter residential care
as a result of staying in the Lodge and whether the variables of age and gender affect these
results.
An additional analysis was undertaken in order to explore whether the number of older people
admitted to the Lodge had changed over the time of the data collection and/or their outcomes. The
results of the analysis have been collated and have been presented in the form of charts and
graphs.

Sample
The sample consisted of all the individuals who had been admitted to the Lodge and subsequently
discharged since it opened in August 2004, until the end of September 2009. There were 299
5

As noted in Chapter One, it was not possible to analyse the results according to ethnicity as this variable
was not collected.
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cases within the sample, which represented 283 people, as 15 people had been admitted to the
Lodge twice, and one person had been admitted three times to the Lodge (see Table 5). In the
analysis, the repeat visitors (see Appendix XVII) could have been excluded from the study
completely, or only the first or last visit could have been included. Alternatively, the visits could
have been combined into one visit (e.g. if someone was admitted for 10 days, then transferred to
hospital for three days before returning to the Lodge for a further 14 days; this could be summarised
as one visit lasting 24 days). The data regarding the repeat visitors was explored further in order
to establish whether they were similar to the majority of the sample.
Table 5: Number of admissions per person to the Lodge from 1/9/04 to 1/9/09
Single episode

Two episodes

Three episodes

Total

Number of people

283

15

1

299

Percentage

94.6%

5.0%

0.33%

99.93%6*

Within the sample of repeat visitors, the person who was admitted three times had a gap of four
years between the first and the second admission, and then was admitted to hospital for eight days
before being re-admitted to the Lodge. Two other people were admitted to hospital for five and nine
days, before being re-admitted to the Lodge. Of the repeat admissions who were not admitted to
hospital from the Lodge, eight of the repeat admissions were after a period ranging from four years
to four months, and five were for periods less than this, ranging from two months to one day.
Within the repeat population, four were men (25%) and 12 were women (75%), which reflects the
overall population of the Lodge (30% men compared to 70% women, see Table 7). The average
length of stay in the Lodge of the repeat visitors is 41 days in any one visit which is slightly less
than the average number of days (41.6) for the total sample of 299 episodes of care (see Section
4.6). The average age of the repeat visitors (at the time of admission) is 83 years, which is slightly
older than the average age (82.55, see Section 4.3). Of the total sample of 299 episodes of care,
the repeat visitors represent only 5.3% of the total sample, and of this sample, only 3% are repeat
admissions within three months or less 7.

6

Numbers do not add up to 100% due to rounding

7

According to National Indicator 125, successful rehabilitation has occurred when an older person has not
been re-admitted to hospital or a care home within 3 months of discharge.
http://www.auditcommission.gov.uk/localgov/audit/nis/Pages/NI125Achievingindependenceforolderpeoplet
hroughrehabilitationandintermediatecare.aspx
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Following this analysis, the data regarding repeat visitors was included within the sample, because
(a) it would be difficult to decide which admission should be included and which should be
excluded; and (b) there are a small number of repeat visitors. The data was analysed as if each
admission represented a single and unique case.
Age on admission to the Lodge
The majority of the people admitted to the Lodge were between 77 and 92 years of age (see Figure
10). Within the sample, five women (1.7%) were younger than 65 years on admission to the Lodge;
all the men were aged over 65 years on admission.
Figure 10: Frequency chart of older people’s age on admission

When comparing the age of men and women, the average ages for men (81.82 years) and women
(82.87 years) are very similar, although women are on average a year older than men within this
cohort. The mode is greater for women than men (89 years for women compared to 84 years for
men) and the range for women (between 58 years and 104 years, range = 46 years) is also greater
than the range for men (between 65 and 99 years, range = 34 years).
In comparison to the National Audit data, 98.3% were aged 65 or over in the Lodge compared to
92% of users nationally; and 39.8% were aged over 85 years of age in the Lodge compared to
42% nationally (DH, 2012, p. 49). The national mean age at admission to a bed-based intermediate
care service is 82 years, which mirrors that of the Lodge 82.55 years (DH, 2012, p. 49). Overall,
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the residents of the Lodge are more likely to be over 65 years of age, but less likely to be over 85
years of age compared to the national data; however, the average age is more or less the same.
Age coded
Within the sample 16.1% (N= 48) are aged 74 years or less, 38.5% (N= 115) are aged between 75
and 84 years, and nearly half (45.5%, N=136) are aged 85 years or more. As noted above, women
are over-represented in the 85 years and over category whereas men are over-represented in the
74 years and less category.
Gender
From the results, nearly 70% of admissions were for women compared to 30% of admissions for
men (see Table 6). This is slightly higher than the national figure of 66% of women admitted to
bed-based intermediate care services (DH, 2012, p. 49). This suggests that women are overrepresented in the Lodge compared to the local population of older people (aged 65 years and
over) where women make up 57% of the older population compared to 43% of men (see Table 1,
p. 9).
Table 6: Number of men and women admitted to the Lodge between 1/9/04 and 31/9/09
Male

Female

Total

Number

91

208

299

Percentage

30.4%

69.6%

100%

As noted above, five women were under the age of 65 years when they were admitted to the Lodge.
It could be suggested that the inclusion of these women in the totals has skewed the results.
However, when the five women were excluded from the analysis and the ratio of men to women
was recalculated, the results found that the overall percentage of men admitted to the Lodge was
30.9%, which remains less than the percentage of men (43%).within the age range of 65 plus within
the local population.
Number of days at the Lodge
The average length of stay for men and women was very similar (41.4 days and 41.6 days
respectively), although at least one woman stayed for much longer than expected (128 days).
Interestingly, the most common length of stay is exactly 42 days that represents the recommended
maximum stay of six weeks. This reflects the intermediate care policy guidance, which
recommends that the maximum stay should be six weeks (Roe et al, 2003, p. 342). These figures
are higher than national figures for the average stay in ‘bed-based’ intermediate care services in
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the UK, which was 27.5 days in 2011/12 (DH, 2012, p.43). However, according to the national data,
9% of people stayed 90 days or more in a bed-based service (DH, 2012, p.6), whereas those
staying longer than 90 days in the Lodge is only 2.3%.
Number of weeks at the Lodge
The data regarding the number of days was coded into number of weeks, with Week 1 consisting
of 0 to 7 days, Week 2 comprising 8 to14 days and so forth. The majority of admissions (44%)
remain at the Lodge for exactly 6 weeks or less, and 74% of all admissions remain at the Lodge
less than 7 weeks in total (see Figure 11).
Figure 11: Frequency chart of percentage of older people by duration of stay in weeks

Barthel Scores on admission
The majority of the participants have Barthel scores of between 10 and 17 when they are admitted
to the Lodge (N= 247, 82.6%). There are only a few participants who were admitted with Barthel
scores below 10 (N=22, 7.4%) with the lowest Barthel scores being 6 on admission. Previous
research has found that older people within long-term care have Barthel scores of below 5, for
example one study of older people in long-term residential care found the median Barthel to be 3
(Potter, O’Donnel, Carman, Roberts and Stott, 1999, p. 141) and another study defined a Barthel
score of 3.5 as ‘a severe disability (life dependence)’ (Tsai, Lu, Wallace, Chang, Chen, Huang,
Tsai, Lan, Sung, Liu and Yip 2015). It is not surprising, therefore, to find that the lowest Barthel
scores on admission to the Lodge are above 5.
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At the other end of the spectrum, 9.4% (N=28) of participants had Barthel scores of 18, 19 and 20
(see Figure 12) on admission. In these instances, the Barthel score is unlikely to be a useful
measure of improvement, as the participant had already achieved the maximum score of 20 or was
close to achieving the maximum score.
Figure 12: Frequency chart of percentage of older people’s Barthel scores on admission

When the data about Barthel scores is explored by gender, (see Table 7), the average score and
the median score for men is slightly lower (13.18 and 13 respectively) than those for women (13.77
and 14 respectively); but the minimum (6) , maximum (20) and range (14) are exactly the same.
Table 7: Summary of Barthel scores of all participants and by gender on admission
All

Men

Women

Minimum

6

6

6

Maximum

20

20

20

Range

14

14

14

13.59

13.18

13.77

Mode

12

11*

12

Median

14

13

14

2.98

3.36

2.79

Average

Standard Deviation

* Multiple modes exist – the smallest value is shown
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The standard deviation for men (3.36) is greater than for women (2.79), as women’s individual
Barthel scores are generally closer to the average Barthel score than the men’s individual Barthel
scores; in other words, women’s total Barthel scores are more closely clustered around the mean
than men’s total Barthel scores (Dancey, 2004, p. 73).
Barthel Scores on Discharge
The average Barthel scores for women on discharge (15.57) are slightly higher than the average
Barthel scores for men on discharge (14. 88). It would appear from the results shown in Figure 13
that the scores for all the people have increased, resulting in a negative skew, and a greater
number of people with Barthel scores above 15 than before. However, there are more missing
cases within the discharge data than the admission data (17 compared to 2).
Figure 13: Frequency chart of percentage of older people’s Barthel scores on discharge

Some of the missing cases are due to the fact that the person has died (and therefore technically
should have a Barthel score of zero) or the fact that the person has deteriorated and has been
admitted to hospital. However, the person’s functional ability may be unrelated to the original
reason for admission; for example, they may have sustained a fall or become unwell. As a result,
marking their Barthel score as zero may accurately reflect their functional ability at that time, but it
may not accurately reflect the impact of the rehabilitation they received.
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If all the missing data were entered as zero, the graph (Figure 14) would have two modes, one at
zero (as 17 people would be classed as scoring zero) and the other mode at 16. This may reflect
more accurately the results, showing an improvement in Barthel scores overall, but deterioration
in Barthel score for a few people; however, as noted above, it may also disguise the fact that some
people had made progress before they were re-admitted or died. Due to the uncertainty
surrounding the missing data, these cases have remained as missing rather than re-coding them
as zero for the purposes of this data analysis.
Change in Barthel scores
As can be seen from the results in Figure 14, a third of the participants had no change in Barthel
score (33.2%, N= 93), a few participants recorded a drop in Barthel score (5.7%, N=16) , but the
majority of participants (61.1%, N= 171) had some improvement in their Barthel score overall (there
was missing data for 19 cases).
Figure 14: Frequency chart of the percentages of older people and their change in Barthel

A paired samples t-test was used in order to establish whether there was a statistically significant
difference between the Barthel score on admission and the Barthel score on discharge (Miller, R
2002, p. 124). The results found that there was a statistically significant difference between the two
scores (t = -4.374, df = 296, p<0.001).
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Change in Barthel scores and gender
At first glance, there does not appear to be much difference between the changes in Barthel score
for men (average increase of 1.67) and women (average increase of 1.76). In order to determine
whether these differences were statistically significant, an independent samples t test was carried
out, comparing the overall change in Barthel score for men and women (Miller, 2002, p. 124).
The first part of this test is Levene’s Test for Equality of Variance, and in this case F= 0.270, and
p =0.640; as p is much greater than 0.05, these results show that equal variances can be assumed.
The t test results when equal variances are assumed was t= -0.289, df = 278, and p = 0.773; thus
the results are not statistically significant. In other words, there is no statistically significant
difference between the changes in Barthel score for men or women.
This result was verified using an ANCOVA8, which is a more powerful statistical test (Dancey et
2004, p. 467). As before, Levene’s test for Equality of Variance has been satisfied and equal
variances can be assumed. The results of the analysis indicate that there is no difference between
the change scores of men or women, as the results are not statistically significant, as the p value
is greater than 0.05 (F=1, 294, df =2.438, p >0.1).
Source of admission
Nearly 70% of people (N= 205) were admitted from hospital, compared to 16 % (N=48) from the
community and 15.4 % (N=46) from residential care. These figures echo the findings of the National
Audit, which found that ‘21% of bed-based service users had come from their usual place of
residence at home or in a care home (“step-up”), whereas (67%) came from an acute hospital
(“step-down”) and 5% transferred from A&E’ (DH, 2012, p. 50).
Discharge destination
As noted above, one of the success criteria for the Lodge was older people were successfully
discharged to the community rather than residential care. As can be seen in Figure 16, the majority
of older people were discharged directly into the community (60%, N=180). A further 14% of people
(N=42) were discharged to a ‘rehab flat’ (where the person would normally stay for a short period
in a self-contained flat as part of a sheltered accommodation scheme prior to be returned to the
community).

8

Analysis of Covariance
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Figure 15: Pie chart of percentage of older people according to their discharge destination

Of the remainder, 10.7% (N=32) of people were admitted into residential care, 13.4% (N=40) of
people were admitted to hospital, and 1.7% (N=5) died. These figures are comparable to those
published by the National Audit, which found that ‘bed based services reported that, on average,
the discharge destination of 66.5% of service users was home, 14.8% acute care, 9.5% went to a
care home and 3.0% died (unknown 5.6%)’ (DH, 2012, p.48). From these figures, it would appear
that the Lodge is very successful in returning people to the community; it is not possible, however,
to determine from this data (or the National Audit data) the long-term prognosis for these people.
Changes over the five years
The Lodge aims to offer rehabilitation services to as many people in the local area as possible
through a timely and effective discharge process resulting in all residents staying for a maximum
of six weeks. However, some residents had stayed for longer than six weeks, which reduces the
number of people able to access the service. In order to improve the amount of throughput, the
Manager changed the process of discharge planning, by requiring all residents to prepare for
discharge at four weeks rather than 6 weeks, irrespective of whether the total stay length may in
fact be six weeks. It was hoped that the earlier planning date would encourage all stakeholders to
prepare earlier and result in more timely discharges.
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Figure 16: Frequency chart of percentage of older people admitted to the Lodge by Year

In order to explore whether there were any changes in the total number of people admitted in any
one year, the data was coded into yearlong segments, from the 1st September to the 31st August.
There were 13 people admitted after the 31st August 2009, which falls outside of the ‘Year 5’
category, and these people were removed from the analysis to ensure that the data for each year
was consistent, making a total of 286 people included in this analysis. From the results, the number
of people who have been admitted each year has fluctuated slightly (see Figure 16), but these
fluctuations have also been affected by closures of the Lodge for refurbishment and restrictions on
the movement of people due to infections within the hospital and/or the Lodge (see Appendix XIV).
Table 8: Changes in numbers of beds available during 2008 and 2009
Date of change

Original number of beds

Number of beds after change

10/10/08

14

10

14/01/09

10

8

23/03/09

8

10

31/07/09

10

8

01/10/09

8

10

From 1/09/09

No admissions for about 2 months due to floor repair
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The number of beds available has also fluctuated from 14 at the outset down to only eight beds at
times. This will have had an impact on the apparent efficiency of the Lodge, as in some years there
will have been greater outputs than others (see Table 8).
From Figure 16, it would appear that despite fewer beds, there has been an increase in the bed
turnover in Year 5 compared to the previous 4 years. The Manager believed that this could be due
to shorter stays at the Lodge, but a Cross tabulation of Year by length of stay in weeks provides a
mixed picture (see Figure 17). Whilst the number of people staying for 6 weeks has declined over
Years 3, 4 and 5 compared to Year 1 and 2, there is an increase in the number of people staying
for four or five weeks as well as an increase in the number of people staying for longer than 6
weeks. It would appear from these results that the increase in throughput has occurred as a result
of earlier discharge for some residents, but it has not prevented some residents staying for longer
than 6 weeks overall.
Figure 17: Frequency chart of length of stay in weeks by number of people by year

108

The overall aim of the Lodge is to discharge people back into the Community rather than meet a
six-week target. When the data is cross tabulated Year by Category of Discharge address (see
Figure 18); the number of people being discharged successfully to the Community was the highest
in Year 1 (71% compared to 54% in Year 5), and the number being re-admitted to hospital was the
highest in Year 5 (23.5% compared to 8.6% in Year 1).
These results suggest that whilst the procedure of focusing on discharge at four weeks rather than
six weeks has been successful in encouraging some people to be discharged earlier than six
weeks, it has not resolved the problem of those people who stay longer than six weeks. In addition
it would appear that the Lodge is more likely to discharge people to the community rather than
residential or hospital care.
Figure 18: Frequency chart of number of people being discharged by category of
discharge address by Year

Source of admission
In order to explore the data further regarding the successful rehabilitation, the variables of success
and admission location were cross-tabulated. From the results, (see Table 9), the most successful
rehabilitations occur from people who have been discharged from hospital to the Lodge, and the
least successful rehabilitations occur for people who are admitted from residential care.
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Table 9: Source of admission by numbers discharged to the community
Source of admission

Discharged to the

Not discharged to the

Community

community

Community

54.2% (N=26)

45.8% (N=22)

Hospital

63.9% (N=131)

36.1% (N=74)

Residential

50.0% (N=23)

50.0% (N=23)

Total

60.2% (N=180)

39.8%(N=119)

Summary
The objectives of the research was to:
(a)

To explore whether older people’s functional abilities (measured using Barthel scores) will
improve as a result of staying in the Lodge and whether the variables of age, gender or
ethnicity have a statistically significant impact on these results

Overall, all age groups improve their Barthel scores by an average of between one and two points,
irrespective of their age or gender. From the results, the average Barthel scores on admission and
discharge decrease as people get older, but the average change in Barthel score remains similar
for all age categories, although women in the age band 75 to 84 years appear to be more
successful in improving their Barthel scores than the younger or the older participants. Women are
over-represented in the Lodge and have higher average Barthel scores on admission, even though
they are (on average) slightly older than the men. The variable of ethnicity was not included in the
Excel spreadsheet provided; as a result, it was not possible to explore the potential impac t of
ethnicity on the results.

(b)

To explore whether older people are more likely to return home than enter residential care
as a result of staying in the Lodge and whether the variables of age and gender affect these
results.

From the descriptive statistics, it would appear that the Lodge is successful in supporting older
people to return home, as nearly 60% of older people were discharged to the community (see
Figure 19). In order to gain a better understanding of the impact of the Lodge on rehabilitation, a
further analysis comparing the various elements of the Barthel score as well as the overall total
score could be completed. This would enable managers to identify which areas of function the
Lodge has the most impact on. It would also be useful to compare these results with other
rehabilitation units, in order to compare the effectiveness of each unit. As already noted, there is a
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paucity of research exploring the impact of rehabilitation through an analysis of Barthel Index (or
other functional measures); this research adds to existing knowledge about the effectiveness of
intermediate care.
Limitations of the quantitative study
There are three criteria for research quality: reliability, replication and validity (Bryman, 2004, p.28).
Reliability and replication are criteria used for quantitative research and can be defined as the
ability to be able to repeat the research using the same measures (Bryman, 2004, p.28). The
quantitative research could be repeated using the same measure (the Barthel Index) which has
been proven reliable (Bowling, 2001, p. 196); however, the Barthel score might not be the best
measure due to its lack of sensitivity, as discussed above. For this particular research study, there
are two main limitations to this study, which can be summarised into two different categories,
namely data quality and discharge quality.

Data Quality
The issues around data quality relate to the fact that people’s journeys through the Lodge were not
all equal, as some people were repeat visitors (as highlighted above) and some people were moved
into another section of the Lodge for a few days, due to the fluctuations in the number of beds
available (see Table 8). Another potential confounding factor is the level of rehabilitation
intervention that each person received. In principle, each person is offered the same service, but
there will have been inevitable fluctuations in the quality and number of staff available, resulting in
different levels of rehabilitation intervention. In addition, whilst some people were recorded as
returning to the community, this can include a wide range of different environments, ranging from
purpose built flats and houses, sheltered accommodation as well as private homes. The distinction
between ‘community’ and ‘residential’ may appear to be clear to commissioners and managers,
but may be less clear to a casual observer, especially if the person receives a range of services to
support them within their own home.

Discharge quality
The data used within this study is accurate to the point of discharge, but there is no follow up data
to confirm the effectiveness of the intervention, as there is no longer a requirement for Local
Authorities to record or collate this data. Some people may have been discharged successfully into
the community, only to be re-admitted to hospital shortly after (although their readmission to
hospital may or may not be related to their rehabilitation). In the absence of follow–up data and in
the absence of inter-agency data collation, only the short-term impact of the rehabilitation unit can
be measured.
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5.3 Narrative research results
Narrative research was chosen as a method to explore older people’s perspectives of
rehabilitation and their motivation to attend the Lodge. The narrative research addressed the
following objectives:

(c) To explore older people’s understanding of the aims and objectives of the Lodge.
(d) To explore older people’s motivation to attend the Lodge.
(e) To explore the use of narrative as a methodology with older people who are receiving
intermediate care.

Each participant was invited to tell their story about their admission to the Lodge; some participants
were able to talk at length about the events and life course that they had undertaken, whereas
others were more reticent and needed prompting. In general, those people who were feeling
positive about their admission and their prognosis were more willing to share their story, compared
to those who were unsure or pessimistic about their future. This may reflect the extent to which
they had come to terms with their situation and their prognosis; alternatively, this could reflect their
levels of resilience.
Murray suggests that narrative analysis will contain four aspects: ‘the personal, interpersonal,
positional and ideological’ (2000, cited in Stephens, 2011, p.64). The findings from this research
echoes this view, as the themes that emerged from the analysis of the narratives (see Appendix
XVI), included the participant’s views of rehabilitation (personal), their relationships (interpersonal),
ageing (positional), and their understanding of caring and dependency (ideological). The
participants also talked about their experience of admission to the Lodge and their experience of
social work. Whilst the narrative methodology aimed to respond to the research objectives, the
qualitative nature of narrative allowed for themes outside of the research objectives to emerge.
These themes have been included in the results and discussion as they provide an opportunity to
more fully understand the older people’s perspective.
Sample:
The narrative interviews were conducted over a period of six months, during which time
approximately 30 people were admitted to the Lodge, of which 11 agreed to take part in the
research study.(see Appendix XV). The staff in the Lodge identified people who would be willing
to take part in the research, in particular people who had not been admitted for very long, in order
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to gain an understanding of older peoples’ experiences and expectations. This was to ensure that
the staff did not choose only those people who had made good progress, which could have
introduced bias into the sample. In order to ensure that the participants contributed voluntarily, the
staff asked the potential participants at least 24 hours prior to the researcher visiting. This
precaution was necessary to ensure that full and informed consent was obtained for each
participant. As noted above, each participant was provided with an information sheet (Appendix
X) and was asked to complete a consent form (Appendix IX). Several people were excluded from
the study despite having been identified by the staff as potential interviewees. These included
those people who did not appear to have the capacity to give informed consent, one gentleman
who declined to take part, and one lady who had poor sight and was very deaf (making it difficult
to assess her capacity or gain her informed consent).
Eleven people were interviewed, and two of the eleven people had a second interview. All
participants met the criteria of being ‘physically and cognitively able to be interviewed’ (Tuohy et
al, 2011, p. 32). Second interviews were conducted with two participants, in the case of one
participant, family members arrived making the interview difficult to complete, and in the second
case, the participant was not well enough to take part. The details about the participants can be
found in Appendix XV. Of the 11 people who were interviewed, there were four men and seven
women; all were White British. There was a wide range in social status within the participants, with
some people having spent their lives living in the local area in a rented council property whilst
others had travelled widely and could afford to own their own properties. All of the participants lived
alone; however, some of the participants had members of the family who lived locally and were
supporting them. One of the female participants had never married but all the other participants
were widows or widowers. On two occasions the carers of the participants were present and
contributed to the interviews (Anne and Ethel, see Appendix XV).
The average age of the participants was 84 years, which is slightly older than the average reported
in the retrospective cohort study; the men’s average age was 82.3 years and the women’s average
age was 85.6 (compared to 81.2 and 82.9 in the retrospective cohort study respectively). Ten of
the participants had made improvements in their Barthel by the time they were discharged (one
record was missing) which produced an average of 3.8 improvement overall. The male participants
had a reported average improvement of 4.5 whereas the women had an improvement of 3.3
overall; this result is higher than that of the retrospective cohort (men had an average increase of
1.67 and women had an average increase of 1.76).
The participants stayed for an average of 44 days, which is longer than the average of the
retrospective cohort study. It should be noted that the men stayed considerably longer than the
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women (55 days on average compared to 40 days for the women); however one woman was
discharged after 17 days as the Lodge was deemed not to be a suitable environment due to her
medical needs and one of the male participants was in the Lodge for 88 days. All the participants
were discharged into the community except two of the older women (aged 90 and 94 years) who
were discharged to a residential home and hospital respectively.
From the analysis of the quantitative data about the participants of the narrative research that was
undertaken, it is clear that the participants who were interviewed appear to have been more
successfully rehabilitated than those participants from the retrospective cohort study. However,
one of the participants was discharged to a residential unit and another was discharged to hospital
despite a reported improvement in her Barthel score. These results illustrate the importance of
gaining a holistic overview of the data, as there may be discrepancies or anomalies in the data.
Older people’s understanding of the aims and objectives of the Lodge
There are a number of themes, which reflect older people’s understanding of the Lodge,
including their views of the Lodge and their views about rehabilitation. Allied to their views about
rehabilitation, are their views about caring and dependency, as rehabilitation aims to reduce the
amount of dependency that an older person may have and reduce the level of caring they may
require. For this reason, the themes reflecting the participant’s views of social relationships,
dependency and caring have been included in this section.

Participants views of the Lodge:
The participants were generally sympathetic to the plight of their fellow residents; they were
discouraged by their experience of the communal living area:
What you see around you, it’s a little bit unkind , but you can’t have a decent conversation with
them. (Henry, aged 88)
When you go down to the television room …they have got the television on, but they are
nearly all asleep….so you can’t mix…you can’t talk to them because they are asleep…that’s
the most upsetting thing I have found…..I don’t know what’s the answer…but I don’t think it’s
right ..this sounds terribly rude…but putting someone like myself in an atmosphere like that….I
mean its soul destroying quite frankly. (Janice, aged 87)
I said to my daughter….I can’t sit around a wall, it would drive me loopy. (Ivy, aged 84)
For some older people, the Lodge appeared to represent everything that they anticipated and
disliked about residential care: in particular the plight of other residents, the lack of quality social
interactions due to the layout of the environment and the ill health of the other residents. Many of
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the participants chose to remain in their rooms on their own rather than sit in the communal lounge
surrounded by people with whom they could not communicate.

Rehabilitation
In ‘personal experience narratives’ people ‘use stories to work through and explain how this event
turned out, why it happened this way, what sort of self they were, and now are, in relation to the
events and why they behaved in certain ways’ (Stephens, 2011, p.64). The participants were all
asked what they understood by the term rehabilitation and their experience of rehabilitation. The
participants saw rehabilitation in terms of helping them to overcome adversity or regaining former
skills:
I am eager to get well again; I can feel myself not being able to do a number of things I should
be able to do ….like washing up. (Henry, aged 88)
I’ve been independent…I’ve always thought it’s not going to get the better of me you know.
(Ivy, aged 84)
…..to get better and to be able to go out like I used to in my wheelchair. (Ethel, aged 87)
I suppose it’s getting me used to sort of what I was before. (Anne, aged 70)
As can be seen from the quotes above, the participants were not looking for improvements beyond
their previous levels of independence, but they were hoping for a return to their previous levels of
independence in order to resume their lives at home. These findings reflect the aims and objectives
of the intermediate care service, which suggests that the service is meeting a need for older people
(DH, 2000b, p.13).

These quotes also reflect the participant’s determination to improve

themselves, by focusing on their strengths rather than focusing on their current problems (Saleeby,
2001, p. 103), as well as their ability to manage with support (Powell, 2007, p.1053). Many of the
participants had support from informal or formal care services and the participants were planning
to continue with this level of support following discharge. Some participants appeared to have a
good insight into their needs for rehabilitation:
I want to go back home but not before I am good enough to go back home. (Henry, aged 88)
I am not able to look after myself. (Janice, aged 87)
These participants recognised that it was no longer safe for them to remain at home with their
current levels of independence and welcomed the intervention and support. Some participants
seemed to perceive rehabilitation as a form of social contract:
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…you have got to try. (Ethel, aged 87)
It was not clear why participants felt that it was important to continue to strive to reach their goals,
other than it reflected social norms and values about independence and the sick role (Parsons,
1951, cited in Giddens, 2001, p. 159). It was not the presence or extent of ill health or disability
that mattered; what appears to matter is having a positive attitude and a willingness to work towards
goals. There appeared to be a difference between men and women’s attitude to their illness or
disability, as men tended to describe their symptoms as if they had an external source, whereas
women were more likely to describe their symptoms as integral to themselves, for example one
woman commented:
I have had arthritis for…must be 30 ...40 years...it is in the family, you know, my aunts and
uncles...everyone has it...it’s in the genes. (Kate, aged 80)
On the other hand, one of the men talked about the treatment he had received for the arthritis,
and describes the way the arthritis is ‘assaulting’ his body:
I had an operation on the spinal cord, and that aside, the after effects of it weren’t as good as
they had hoped it would be, they had already said, that he couldn’t cure it, but he could do his
best to prevent it getting worse. The trouble seemed to be arthritis in the little tunnel the spinal
cord goes through, and the arthritis was causing the spinal cord to flatten which was affecting
a lot of things, the worst was my hands which have never been the same since. (Henry, aged
88)
The people who are admitted to the Lodge are selected based on their levels of motivation and it
is therefore not surprising to find that the participants were all motivated. It is not known how many
other older people could have benefitted from this service despite being less motivated. Whilst the
participants were motivated to achieve their goals, some of the participants were not clear how
they were going to achieve their goals. There was a sense that the aims and objectives of the
rehabilitation unit were not clear, or contradictory:
I suppose they want me to be more independent but I don’t know what else I have to
do….made me wonder what they expect me to do. You know….they say do your own washing
up but I do that anyway ...I don’t know what else I can do. (Fay, aged 87)
Others were very clear about what their goals were, even though these goals might not be
tangible:
My aim is to get back to walking without a frame…be my jolly old independent self.
(Janice, aged 87)
Just to get her to toddle around the house, to get herself out at bed at night and into the
commode, the best we can do, that’s our goal. (Carer of Ethel, aged 87)
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From these results, some older people were very clear about the process and their desired
outcome and were very satisfied with the service provided. Other older people seemed to be less
clear about how the process of rehabilitation would enable them to achieve the outcomes they
desired; as other research has identified this can lead to frustration and dissatisfaction with the
service from some older people who find that intermediate care services do not meet their
expectations (Wilde et al, 2012, p. 586).

Social relationships and caring relationships
All the participants talked about their relationships with their families, friends, carers and staff within
the Lodge, reflecting the importance of social relationships in their lives. Nearly all the participants
talked about their experience of loss of partners, family members and friends, and their sense of
isolation as a result:
I live by myself, my daughter is a bit distant in Petersfield, she doesn’t drive, she has quite a
lot of problems of her own…..all my friends have gone, they have either fallen by the wayside
or died, what friends I have got are very nice people but they have problems of their own, they
will come round once in a blue moon or telephone. (Henry, aged 88)
Over the last 20 years, there has been a move towards identifying and supporting people who are
caring for others in the community. Some of the participants appeared to have a good
understanding of the concept of being a carer:
He was my carer, because I suffered with my nerves (Anne, aged 70)
I was with my mother for years…and prior to that she had a bachelor brother that she looked
after and he had a stroke and we cared for him over the years (Kate, aged 80).
However, the concept and role of ‘carer’ was not understood or accepted by all the participants,
and in many cases there appeared to be an assumption that in order to qualify as a carer, the carer
should live with the person they are caring for:
My younger son still works. The one at 60….he lives near London…he was transferred there
with his work. He was in the City…the older one lives in (a nearby town) and comes in
everyday... they are always here now my family have been good to me…..well I looked after
their children. (Constance, aged 94).
I am not her carer, although I do look after her (Carer of Ethel, aged 87).
She doesn’t exactly look after me because I live on me own…..but….my wife died and that
was it…..but she comes in…..well… not every day but every other day to see if I need
anything and to see if there is any shopping that I need and everything…she doesn’t…sort
of….. look after me in the sense that I need looking after…but she is pretty good…she comes
I would say in two or three times a week…does the odd things I want doing….that’s it.
(George, aged 81)
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In the first quote, there is a sense of delayed reciprocity, as Constance had provided childcare for
her grandchildren in order to support her sons, and was now receiving care from her sons in return.
Other participants suggested that caring was an implicit function within families which families
should take responsibility for:
In my day, you didn’t consider yourself as a carer, its was just part of the family…you did not
consider it as a burden as it was just something you did as a family. (Janice, aged 87)
Paradoxically, this participant was also clear that the responsibility for caring for her sister was not
her responsibility but her sister’s family:
I certainly wasn’t going to take on my nieces’ responsibility …I have not contacted my nieces
because they did not want to look after their own mother so they were not likely to want to look
after me… (Janice, aged 87).
For some carers, the role of a carer extended beyond the home into the hospital:
I looked after her while she was in (the local hospital) as well. (Carer of Ethel, aged 87)
For one participant, the unwillingness to ‘become a burden’ was nearly fatal:
I didn’t like to impose because she had a family of her own… it ended up with my
neighbour…apparently she said she hadn’t seen me for a couple of days…it ended up with
the police breaking in and rescuing me virtually. (Janice, aged 87)
There was evidence that carers can act as advocates for their relatives, for example, one carer
explained how they had confronted their doctor and insisted on further treatment for their relative,
which is how the participant was admitted to the Lodge:
The leg wouldn’t turn….I called the doctor and said you need to come and see Mum…he
came over to her and said I want to see how she stands…and he pulled her to feet…..you are
up now…its either walking or a nursing home….just like that…I said excuse me but my mother
wants to do it, she doesn’t want to be in that chair…I don’t take kindly to what you have just
said…And he said the best thing you can do is take one of those sleeping tablets and leave
her….well I was heartbroken…she only copped half of it…and I thought where do we go from
here? And I asked could she have some physio….and the doctor said I will see what I can
do… Rapid Response can come round…or we can send mum to the Lodge or the Hawthorn
unit…well I feel more comfortable with mum in the Lodge….and they arranged for a bed on
Monday….It’s heart breaking to see your parent like this……’ (Carer of Ethel, aged 87)
For another participant, their relatives were involved in advocating for their parent’s rehousing
request:
Yes, I want to go home, but my daughters don’t want me to go back home, unless I get a
flat….I am in for a one bedroom flat…but if they don’t come up, I shall have to go home, they
only let you stay here for six weeks….they won’t let you stay longer than that….I will have to
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go home to my house…see my daughters say that I might have to give the house up if I get a
flat. (Anne, aged 70)
Some carers appear to be more ‘risk adverse’ than the older people themselves and were trying
to encourage the older person to enter into residential care. For example the daughter of one
participant (who lives in sheltered housing is concerned about her mother’s welfare during the
afternoon, when her mother is unattended by either the warden (who is off-duty) or herself (the
daughter visits in the mornings) :
I want to go back to X (sheltered housing), but my daughter is still going to be worried about
who I talk to once she has gone…she rather thought that there would be somewhere more
residential…someone I can talk to once she has gone… (Fay, aged 87)
There was a tendency for carers to view participant’s circumstances as resulting from their
personality or personal attributes, rather than from a medical diagnosis or unfortunate event. For
example, carers described their relatives as ‘stubborn’ or ‘wilful’. As a result, carers tended to view
participants as having more choice than the participants appeared to believe that they had. In
contrast, the concept of caring within the community by paid formal carers was much clearer for
participants and there were no overtones of ‘responsibility’ or of ‘being a burden’; instead,
participants were more concerned about their eligibility for these services:
We had a lady or a girl, I don’t what you would call her, she acts like both and I had someone
from the Help the Aged, she’s been with us about 10 years, I suppose, she comes in Thursday
morning she comes for 2 hours, they are only allowed to come for 2 hours apparently, Lynn
got her to do a bit more privately for another 2 hours… (Henry, aged 88)
My carer would come…I have a cleaner I employ on Wednesday mornings, and while she
does my flat I go upstairs to the next floor up to have my hair done. (Fay, aged 87)
The participants appeared to be more comfortable talking about the relationship that they had with
people they employed directly, for example a cleaner, compared to the relationship they had with
carers. There is a sense that paid carers are a faceless and nameless army, providing unwanted
but necessary support.
I did have a carer in the morning and night….they used to come and dress me in the morning
and undress me at night…but its more awkward for them now because I have got a job to
move my arms. (Constance, aged 94)
I had some people from the Rapid Response came in, I hadn’t seen them before, I had a
different one every time. (Henry, aged 88)
From these results, it is clear that older people value their social relationships with family and
friends, and this can extend to people who provide support to the older people. However, whilst
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many older people value the support they receive from formal carers, there does not appear to be
the same quality of relationship, particularly in services where there are a number of different
carers.

Dependency and individual agency
The participants talked about the things they were no longer able to do or to manage, and shared
their frustration at not being able to achieve them:
I have been so fiercely independent… I can’t do much with these9, I can’t do buttons up, I can’t
do laces up, there are a number of things I can’t do. One of the things that has just reared its
head is that I have got a hell of a job to put my hearing aid in. I have had to call for somebody
–which is not the ideal...it’s amazing what I can’t do ……I can’t really read, before I was hardly
without a book in my hand….now I can’t read half a paper, I use a magnifying glass which
helps a bit but not as much as I would like, but I can only read the headlines of the
newspaper… I like to keep in touch with what’s going on. (Henry, aged 88)
I am housebound; I can’t go out unless someone comes with me. (Ivy, aged 84)
Others talked about the loss of their previous life or independence:
I won’t be able to go back to my home. (Constance, aged 94)
…anyway, they took me home but as I say…I just couldn’t look after myself…and I was
frightened. (Janice, aged 87)
Some of the participants talked about how they felt about their levels of dependency, and their
frustration about not being able to achieve independence:
I don’t like being beholden to people. (Fay, aged 87)
These negative emotions reinforced the motivation for some older people to achieve their goals
and increased their appreciation of the intermediate care services. As Townsend et al found in
earlier research, older people emphasised ‘keeping going’ and ‘keeping well in mind and body’, so
that they could retain functions and abilities for as long as possible’ (2006, p. 897).
Only two of the participants appeared to be familiar with the aims and objectives of the Lodge, and
this was because they had attended the Lodge previously. The other nine participants had not
heard about the Lodge, and did not seem to be active in the decision-making process regarding
admission to the Lodge:

9

The participant was referring to his hands
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I said ‘I’m not going to stay here like that, am I?’10 and they said ‘No, you will go home…..when
it’s ready for you to go home – you’ll go home’ ….I think one of my nurses got in contact with
here, and asked if I could come here –I think,,, I’m not sure…I’m not sure actually how –it was
something that they knew…..when I came here they knew I was coming here and two people
came and got me to here from East Dean Lodge, brought me in a car, you know, so it must
have been all arranged…on Monday a lady came here to East Dean Lodge.. a lady, and she
was from…she had an Australian accent and she apparently came from Australia, and she
talked to me and she told me I was coming here…….I don’t know whether the staff had got in
touch with the lady, but they…. She knew all about me…..she is in charge of me on that side.
(Anne, aged 70)
Two other participants who were not doing as well as they had hoped were unsure about their
future, as the decision as to whether they remained at the Lodge or not appeared to rest with the
staff rather than the participants:
… they said I could come here ….somebody said it was nice….I didn’t know nothing about
it…...but I just heard them say it was very nice.…and I thought seeing as I live in a naval flat I
would come here Well on top of all the operations for the arthritis I have got Parkinson’s
disease but I don’t know a lot about it, because it seems something that affects people in
different ways. So I was going downhill there – when I came here I could do…I could get up
on that walker 15 times…Now I can hardly get up at all. I just get up now and again if it’s….if
my body feels like it otherwise I can’t get up at all. So I was sort of saying why am I going
downhill….but nobody seems to know… This morning I couldn’t get myself up on the
walker….so they had to take me in the wheelchair, which of course they don’t like doing,
because I am supposed to be helping myself and I am going downhill…so I lost them I
think….so I think they are going to tell me to just go home or something…..but we will have to
just wait and see about that I don’t know what I am going to do now……..just got to decide
whether I am going to go or not I think they are going to tell me to just go home or
something…. I am just going to wait to see what they say…the alternative is some sort of rest
home. (Ivy, aged 84)
This participant had a negative experience of the Lodge and was discharged to the community with
an improvement in her Barthel score of 1 point. This apparent improvement in her Barthel score
and subsequent discharge to the community is not reflected in her experience; instead, from her
perspective, things have deteriorated rather than improved. This finding confirms the value of
seeking the perspectives of participants in order to determine whether an intervention is successful
or not.
Older people’s motivation to attend the Lodge
All of the participants were asked what motivated them to continue with the rehabilitation, and the
majority replied that they wanted to return to their home environment:
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The participant was referring to the other people in the nursing home
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I would like to go home, I am quite happy there, you know. (Ivy, aged 84)
Just because it’s my home. (Anne, aged 70)
Keep me going? If I can get into my garden. (Henry, aged 88)
I don’t like being here…even though in my flat I am on my own…I can see the sea….I can see
the hills at the back. (Daphne, aged 90)
These findings that older people would prefer to live in their own environment echo the findings of
earlier research studies, which underpin the guidance and policy of intermediate care (DH, 2008,
p. 2). Some participants appeared to be experiencing some depression following the death of their
spouse, which may be having a negative effect on their motivation:
I didn’t really feel like I was going downhill…..but I didn’t get over her for a long…....over a
year you know… it took a long time to get over it…she really looked after me…did everything
for me…. …she was a really good wife to me. (George, aged 81)
Another participant appeared to have become depressed as a direct consequence of their loss of
independence:
I just can’t do anything…I even have to have them come and wash me and dress me… I don’t
feel like going anywhere or doing anything…..Whatever I do it’s really hard!
(Constance, aged 94)
It was not clear whether the participants were receiving extra support to address their low mood,
as none of the participants reported any of the staff members being particularly motivating or
supportive. The majority of the participants seemed to value the feedback of their families, including
the presumed feedback from their deceased spouses:
I hope my daughter will see a difference when she comes. (Henry, aged 88)
My wife was always saying...pull yourself together...stop feeling sorry for yourself. (George,
aged 81).
Whilst the participants did not mention the rehabilitative approach of the care staff, this may be due
to the fact that the interviews were completed at an early stage of their rehabilitation, or due to a
lack of understanding about the aims and objectives of the intermediate care service, as found in
other research (Wilde et al, 2012, p.586).
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Summary
This research represents a original exploration of older people’s views of rehabilitation at the Lodge
through the use of narrative. Each of the participants had followed different paths into the Lodge
and had different rehabilitation needs as well as differing home environments. However, the
participants shared the same concerns about their future and the same concerns about the length
of their stay at the Lodge. The participants were all aware that they were ‘allowed’ to stay for six
weeks, but not all of them felt confident that they would be fit enough to return home within that
time. At the time of the interviews three of the participants were unsure whether they would actually
be able to return home at all; in fact, one participant was re-admitted to hospital, another was
admitted to residential care and the third participant was returned home but was awaiting a
residential care placement.
Whilst the participants knew that they were older people themselves, many did not perceive
themselves as old and none of the participants wanted to move into residential care. This may
reflect the stigma of ageing within the western society, where ‘stereotypes of older people are
essentially negative and reinforce institutionalized ageism’ (Corner, Brittain and Bond, 2004, p.5).
The desire to avoid entering into residential care appeared to be key motivator for the participants
to reduce their levels of dependency and to return home.
A fundamental concept to the success and sustainability of this aspiration appeared to be the
quality of the relationships with others who supported them whilst they were in their own homes.
Previously researchers have explored the concept of quality of life for older people, and have found
that the most important factor for self-reported quality of life was ‘social contact’, which usually
meant contact with ‘their family or children in particular’ (Farquhar, 1995, p.1443). Many of the
participants mourned the loss of relationships with family and friends and reported that they had
become more isolated as they had aged.
Some of the participants had formal carers and the participants seemed to accept the role of formal
carers, without expressing any concerns about the boundaries, roles or quality of this relationship.
One of the participants noted the limitations of the eligibility criteria of the cleaning service, which
they had been able to circumnavigate by purchasing additional time from the person. Another
participant expressed concern about the abilities of the carers to meet their needs due to their
increased disability; another participant noted that the carers from the Rapid Response team were
always different. However, the relationship between the participants and formal carers appeared
to be functional and pragmatic.
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The relationship with informal carers appeared more complex, with the participants having differing
views and expectations of their relatives. None of the participants, including the carers, were
comfortable with the term ‘carer’ and the concept of caring. The unwillingness of carers to accept
the label of ‘carer’ may result in many people not receiving support from Local Authority or other
agencies, as they might not regard themselves as eligible for a Carers Assessment. From the
participants’ comments, there seemed to be a tension between asking for support from their
relatives and becoming a burden. Many of the participants and carers appeared to believe that
‘caring’ involved at least daily personal care, rather than a broader understanding of caring which
includes shopping and monitoring. The extent of support provided by informal carers to the
participants varied from a few hours a month to several hours every day, including overnight care.
Whilst the participants all talked about their ideal goal of returning home, they did not mention goals
that they had agreed with staff at the Lodge. Admission to the Lodge was not described as a central
or turning point in their lives; instead, admission to the Lodge was described as part of the many
services that the participants had benefitted from, including the ambulance service and medical
services, echoing other research findings (Wilde, et al, 2012, p.586). The participants were
generally positive about the level of care that they received, although many were unhappy with the
communal room and the lack of opportunity to mix with others.
Limitations of the study
The research findings from qualitative research are often criticised for ‘lacking scientific rigour’
(Mays, 1995, p. 311) and ‘’merely’ subjective assertion supported by unscientific method’
(Ballinger, 2006, p.235). In particular, critics argue that the research findings from qualitative
research lacks validity, reliability and generalizability compared to quantitative research methods
(Robson, 2002, p.168). Qualitative researchers maintain that the quality of qualitative research
cannot be measured in the same way as quantitative research; for example, validity refers to ‘the
degree to which the research truly measures what it was meant to measure’ (Polit et al, 2006, p.
512). The strength of qualitative research is that it does not contain prescribed measures, instead
it contains subjective interpretations from both the researchers and the participants; as a result,
any research findings can only be described as ‘tentative statement opening upon a limitless field
of possible interpretations’ (Churchill, 2000, p.164). Reliability refers to ‘the degree of consistency
or dependability with which an instrument measures the attribute it is designed to measure’ (Polit
et al, 2006, p. 508); as noted above, qualitative research does not seek to use a specific measure,
and accepts that ‘identical circumstances cannot be re-created for the attempt to replicate’
(Robson, 2002, p. 168). The final aspect is generalizability; in other words, whether the findings
can be generalised from the specified sample to the wider population (Polit et al, 2006, p. 501);
however qualitative researchers are concerned with the specific experiences of a particular group,
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which often highlights the difference between their experience and the experience of the wider
population.
Instead, researchers have developed alternative methods for assessing the validity of qualitative
research, which Lincoln and Guba (1985) coined ‘reactivity, respondent biases and researcher
biases’ (cited by Robson, 2002, p.172). Reactivity refers to the way that the presence of the
researcher has an impact on the data collected (Robson, 2002, p.172). Respondent and
researcher bias occur when the respondent or researcher have preconceived ideas about the
person they are interviewing or observing, which alters the results (Robson, 2002, p. 172). The
researcher has considerable experience of working with older people in both the NHS and social
care environments, which will have had an impact on the data collected, as ‘each experience is
affected by the unique past of the learner’ (Boud, 1993, p. 10, cited in Beard et al, p. 21). From a
positive perspective, the researcher is comfortable in the Lodge environment and comfortable with
working with older people; this facilitated access to the Lodge and the interviews that were
undertaken. Through transference, the older people may have also felt comfortable about sharing
their story.
Whilst qualitative research is judged differently from quantitative research, qualitative research can
still be judged by the extent that it can be described as valid, in terms of the conclusions that are
derived from the research data (Bryman, 2004 p.28). According to Delmar:
While acknowledging that the study of phenomena expressed through people’s deliberations,
experiences, decisions and actions are contingent on time, space, relations, power and context
(including society and culture), there will be typical traits and recognisable patterns – it is the
experience from a similar situation that gives meaning. It is this recognisability that contributes
to the “generalizability” of qualitative studies. (Delmar, 2010, p.122)
In order to enable readers to be able to understand the way that codes have been developed, a
coding map has been included (see Appendix XVI); in addition, where appropriate, large sections
of transcription have been included in the findings to support the themes developed. This allows
the research findings to be corroborated, as the codes can be viewed in context, allowing a sense
of the message conveyed.
The research could have been enhanced by carrying out further interviews, which may have
uncovered new themes or ideas. According to some researchers, ‘you keep asking as long as you
are getting different answers’ (Baker and Edwards, 2012, p. 4); however, whether answers are
different or not can vary according to the coding applied to the answers. It could also have been
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detrimental to the research to have carried out lots of interviews, by reducing the depth and
richness of the sample, as other ideas may have taken precedent (Holloway et al, 2007, p.129). In
the case of this research, whilst the stories being narrated were very different, the codes were no
longer generating new themes, as data saturation had been reached.
It is also important to note that the results for this research would probably have been different if
the interviews had been carried out by another researcher, as the prior knowledge and experience
of the researcher will have had an impact on the narratives. For example, another researcher might
have asked for further clarification about some of the medical or social work terms. There may be
aspects of working with older people that the researcher is ‘blind’ to as:
‘it is generally agreed that what we ‘see’ when we conduct research is conditioned by many
factors one of which is what we already know about the subject being studied in terms of both
social scientific conceptualisations and as members of society’ (Bryman, 2004, p. 470).
In addition, the researcher’s professional background may have encouraged the older people to
tell a particular story that centred on their medical or social care history compared to another story
about their relationships or work experience. Different participants may also have generated
different results, as some ’people cannot always find a language for their experiences, or that
language might not be readily accessible to them’ (Leonard and Ellen, 2008, p. 54).
Finally, it is suggested that the participants may have given different responses had the interviews
been undertaken in their own homes. The participants seemed to view the researcher as another
member of staff and relayed their stories accordingly. Many of the participants had encountered a
number of health and social care professionals prior to their admission to the Lodge and would
have had the opportunity to enhance their stories.
Discussion
Narrative as a methodology with older people who are receiving intermediate care
One of the research objectives was to explore the use of narrative as a methodology, in order to
understand the benefits and challenges inherent with using this methodology. One of the
challenges was encouraging people to talk about their experiences, which was not always
successful. Some of the participants were reluctant to share their personal narratives whereas
others enjoyed having someone to talk to. Another challenge was facilitating the content of the
narrative as the participants were not asked any direct questions, apart from ‘tell me how you got
to the Lodge’ and ‘what do you understand by the term rehabilitation’. This approach allowed the
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participants to talk freely about a topic of their choice, which was not always relevant to the research
study. For example, one man talked at length about his work and his academic achievements,
which were very impressive but did not provide any insights into his views about rehabilitation.
One of the strengths of the narrative approach was that people talked about a number of issues,
which were important to them; for example, they talked about being old and their employment
histories. Some of the participants talked about their medical and social care needs that often
appeared to be well-versed narratives designed to meet the needs of the health and social
professional’s assessments. It was also important to reflect on the extent that narratives mirrored
the participant’s views of themselves and their histories as well as noting any significant events .
These themes of different types of narrative, becoming old, past employment and social services
are explored further below.
Types of narrative
The interweaving of the medical and social histories reflect the way in which both aspects affect
the wellbeing of older people with neither aspect dominating the narratives. As noted above, people
adjust to changes in their lives (including changes in their health or mobility) by telling their story,
by hearing their story and by experiencing others response to their story (Frank, 1995, p. 1). In the
majority of cases, the stories had obviously been told before, as the narrators were generally
devoid of emotion even whilst sharing painful experiences, for example the stories about the loss
of a child or partner focused on the factual elements of the date and cause of death rather than
their emotional state.
I had three children, but one died at 48…..my husband died in 1952, he was 57.
(Constance, aged 94)
In contrast, one participant became very emotional whilst talking about the loss of his wife:
Well she was in hospital for a while before she died ...but she died in hospital. It took me....
(sobs) .it just upset me…...it took me a long time to get over it ...we had been together for 50
years. (George, aged 81)
The degree of emotion shared by this participant reflected the fact that the loss was recent and the
widower is still actively grieving; this story is still new and very painful, compared to other narratives
that had become accepted. The narratives could be categorised as either ‘social’ or ‘medical’
stories, with the ‘social’ life stories focusing on relationships, marriage and employment; and
‘medical’ stories focusing on the life course of disease, for example the impact of arthritis and
Parkinson’s. The social life stories described the personal situation of the participant and the social
relationships they have; including why the participant is living where they live, and whom they live
with:
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I was with my mother for years...and prior to that she had a bachelor brother that she looked
after and he had a stroke and we cared for him over the years. (Kate, aged 80).
The medical stories included short acute illnesses or a fall, as well as the history behind a longterm condition.
I was losing a lot of weight and I was concerned about, so I went back to see him (the doctor)
and he said I’ll tell you what we will do, he said, a couple of times he said make sure you
come dressed in the same clothes and come in and we will weigh you and see whether you
have gained and lost. I went back and I had lost an ounce!
He said well I think we will wait for three months, and wear the same clothes and come back
and we will weigh you...and I said wear the same clothes for three months! Three months dirt!
...and he said, You know what I mean....he said I’ll put you on this tablet whose name I can’t
pronounce; is two words and the second word is oxthala I think or something like that...and he
said ‘That should ease the circulation, I think the circulation is the culprit, I don’t think it’s
getting around the body, what with the whiteness of your hands, and things’, and my nails, I
can’t get to cut my nails. I took those tablets for one day, and I am trying to think...by this time
I had well deteriorated. (Henry, aged 88)
Most of the participants had elements of both their social and medical stories, particularly when
there was no obvious underlying medical condition leading to their admission to the Lodge:
I fell yes….my children are very good, you know, they clubbed together and bought me a
commode for Christmas, but the bedrooms are very small because it was only a single bed, so
there was only a certain place that it would go, you know....as my bed was here against the
wall….and by the bed was a chest of drawers there and a little drawer there and a little table
...well the only place it would go was over there between the chest of drawers and the
radiator, so I was sitting on the edge of the bed, just about to get up ,and I put my foot out like
that when and I slipped off the bed as I went from the bed I fell onto my knees, and from my
knees I fell forward and hit my head on the chest of drawers and got two gorgeous black eyes
for about two or three weeks...they went yellow in the end, but my daughters said we won’t let
you forget that Mum because we have got pictures on our mobiles...the two of them....so that’s
how I fell, and the next thing I knew I was going to come up here! (Constance, 94)
There were two carer’s stories within the sample; these stories were different from participant’s
stories, even though the facts remained the same. The carer’s narratives were included in the data
as part of the participants’ narratives, in order to provide further depth to the older person’s
perspective. Carer’s stories tended to focus on the participant’s medical stories, but through the
perspective of ability or disability, rather than medical diagnoses:
After the stroke, we have been looking after Mum; she went down to the kitchen and broke her
femur down the same leg so we went down to the hospital. After we had finished at the
hospital, we took her to (an intermediate care service). We than got a call saying that they
needed to talk to us, they then told me that she couldn’t stand on her leg, she was too weak
for physiotherapy weighing just 6 stone so we took her back and I would build her up strong
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ready for it. It was hard work; she was not walking at all. I said I think we are being forgotten,
social services came in and they told me about this place. (Carer of Ethel, aged 87)
The carer expressed feelings of frustration due to the perceived lack of support from other agencies
and the apparent lack of effective interagency working, but seemed to accept the decline in her
mother’s health and mobility. There was a sense that whilst the carers knew that the health of the
participants was fragile, they felt frustrated by the response of the local community care services,
and felt the need to advocate for them.
Observations about old age
The participants made several comments about their experience of ageing and their views of older
people. Some people acknowledged that they looked older:
I look old enough to have been in the war! (Henry, aged 88)
Others acknowledged that their bodies were ageing:
I don’t like the way my body is reacting as an old person, but I am glad my mind is still sharp.
(Kate, aged 80)
When you are 80, you haven’t got the same strength, have you? (Ethel, aged 87)
I’m getting older all the time and not as...shall we say, not as efficient as I was…I am not
surprised at my age to have some sort of problem. (Daphne, aged 90)
Many of these observations about old age appeared to reflect acceptance of the ageing process
and the loss of strength and agility. However, one participant commented that their health had
improved as they had aged:
Actually I am in better health now than when I was younger. (Janice, aged 87)
Whilst the participants acknowledged that they were older and that they were less agile than they
used to be, many of the participants did not identify themselves as ‘old’; instead they saw
themselves as different from other older people, for example:
My sister keeps nagging me to play bowls, but bowls is for old people...I’m not doing that!
(Brian, aged 80)
I have got all the sympathy in the world for elderly people because I was with my mother for
years… I didn’t feel old until I went into hospital…..You see some other poor souls and you
think how lucky you are. (Kate, aged 80)
There is a sense of contradiction, as whilst the participants acknowledged the physical signs and
processes of their own ageing; they appeared to be reluctant to be classified as an older person.
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This dichotomy between the reality of the participants ageing and the perception of themselves as
ageing differently appears to be a strategy that enables them to perceive themselves as not being
the same as other older people and therefore not having the same negative attributes accorded to
stereotypes of older people.
Identity through work
Even though the participants had all retired many years ago, the three male participants described
their work as being part of their identity; for example, one man was in the Navy for around 7 years
about 50 years earlier, but still identified himself with the Navy:
I joined as a boy just before 17, and I was invalided out at 24 or 25 with an ‘in determinant
stomach ulcer’ – that was a right racket……..my nearest and closest friends all live
away…they are all or mainly ex-Navy, I was hoping to find some ex-Naval types here,
something to discuss, there were four chaps in the dining room a couple of days ago, typical
matelots, noisy, enjoyed life, ... I thought I would make myself known to them but next morning
they had gone…all four of them. (Henry, aged 88)
Another participant had worked as a milkman:
It (the house) went with the job(milkman), that’s how I got the house...with the job…the house
went with the job…..when the job packed up the job I had to get out of it. (George, aged 81)
One participant had worked as an engineer, and described his work role as if he retired very
recently, even though he was 80 and probably retired about15 years ago:
I am a director of World Bank….they approached me and asked me to become financial
advisor to the government... (Brian, aged 80)
Interestingly, none of the female participants described their work in the same way; they mentioned
it in passing, or talked about their employment history as if it was immaterial:
I was always been in business, my husband and I we had several restaurants,….and a
hairdressing business…my parents were in groceries when I was born so we had a grocery
business…..that was in Swindon…We moved to this City in 1947, and I have been in
business, been a busy person all my life as you might say! I have been in the Civil service…
What else did you want to know? (Fay, aged 87)
I worked all my life…I am not married…I worked all my life…I worked in the British
Telecom….opposite the stations…...we all moved up to Canterbury…I retired from
Canterbury…I even got a medal! Whether I wanted it or not, I got a medal…but that was 22
years ago…...but then I started work at 14 you see. (Kate, aged 80)
I worked all the time. I was brought up to work and I had my first job at 12…..I did 20 years
voluntary work for the Council (Ivy, aged 84).
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I didn’t work after I married – my husband wouldn’t allow it… I did commercial work with my
mother. (Daphne, aged 90)
Social services
Although social workers are part of the multidisciplinary team working at the Lodge, they did not
appear to feature in the rehabilitation experience of the participants. Part of the role of social work
is to advocate for their clients, to ensure that their views are heard and respected. As discussed in
the section, ‘Dependency and Individual Agency’, the majority of the participants were unaware of
the existence of the Lodge prior to their admission, and many did not seem to be active participants
in the decision-making process about being admitted to the Lodge. When participants did refer to
social workers, they were described as a service, rather than individual professionals:
I kept on asking at the hospital if someone from social services would come and …the social
services came in last week, but I haven’t seen anybody since… I am waiting for social
services to come back to me to see what they can recommend. (Janice, aged 87)
Whilst this participant did not identify a particular person who had visited, they seemed to value the
advice and support from social services. Social services appear to be perceived by the participant
as having useful and appropriate knowledge, which would enable this participant to make a
decision about their future living arrangements. This is confirmed by the observation by another
participant, who again was not identified by name, but appeared to have useful advice for the
participant:
Social services came in and they told me about this place. (Ethel, aged 87)
These observations contrast with participant’s observations about other professionals, som e of
whom were known by their first name; for example one participant described his relationship with
the physiotherapist, who wanted the participant to spend more time out of bed:
We have a lovely boy here, (name of physiotherapist), and I have a constant battle with him
about lying on the bed…..he keeps checking on me! (Brian, aged 80)
The conspicuous absence of social workers in participants’ narratives reflects the lack of interaction
between the participants and social workers. There are many reasons for this: firstly, social workers
are based in a separate building, and may only have one client to visit within the Lodge; in
comparison, the physiotherapist will be working with several clients and will spend more time at
the Lodge. Secondly, the lack of relationship may also be because the participants were
interviewed within a short time of their admission, prior to their first meeting with the social worker.
Finally, as noted above, the focus of social work has been on crisis intervention instead of early
intervention and prevention.
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5.4 Research aim
The aim of the research was to explore the impact of the Lodge on the rehabilitation of older people,
through the analysis of quantitative data (by measuring the improvement in their Barthel scores,
whether the participants had been discharged to the community or residential care and whether
the variables of age, gender or ethnicity have a statistically significant impact on these results), as
well as the analysis of narratives of older people who took part in the research study.
The results of the research have found that the outcomes are generally positive for older people,
with older people gaining functional ability (as measured using the Barthel Index) and being more
likely to be discharged back into the community rather than into residential care or hospital. From
these results, the Lodge is providing an effective service that meets the aims and objectives of an
intermediate care service, as outlined in the National Service Framework (DH 2001b, 2002). The
results from the narrative study found that from the perspective of older people, rehabilitation is a
valued intervention, helping older people to achieve independence. Again, these results reflect the
research findings that underpin the recent policy developments in the field of adult social care and
intermediate care services; in other words that older people want to remain in their own homes and
to receive appropriate support to help them overcome any challenges or unmet needs (DH 2001b,
2002, 2008, 2010).
5.5 Research objectives
The research findings for each of the research objectives are summarised below:
(a)

To explore whether older people’s functional abilities (measured using Barthel
scores) will improve as a result of staying in the Lodge and whether the variables of
age, gender or ethnicity have a statistically significant impact on these results

The research was concerned with exploring the impact of the Lodge on the outcomes for older
people, which were measured by their Barthel score and discharge destination (within the
community as opposed to residential care). The overall results from the Lodge are positive, with
the majority of participants (61.1%) improved their Barthel score as a result of staying in the Lodge.
It is not possible to confirm whether this improvement is sustained following discharge, as there is
no follow up data to compare. Both men and women had average improved Barthel scores at the
end of the intervention of intermediate care, but when the data was analysed further, there were
no significant differences between the improvements for men and women.
It was noted that average Barthel scores declined with age, although the improvements in Barthel
were similar across the age bands. This reflects other research findings, for example Yu and
Richmond found those participants who were older and who had low levels of function were less
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likely to be able to regain their function and return home (2005, p.234). As noted above, differences
in ethnicity could not be analysed, as the variable of ethnicity was not available from the dataset
provided.
In the future, it could be useful to establish whether certain aspects of the Barthel score are key
indicators for a successful rehabilitation, or whether there is a minimum threshold of Barthel score,
below which any change is unlikely to result in a discharge into the community. This could be useful
to ensure that those older people who would benefit the most from the rehabilitation service are
admitted to the Lodge. In addition, several people were admitted to the Lodge with Barthel scores
of 18 and above; these people were not (according to their scores) able to improve very much, as
they have already nearly reached (or reached) the maximum score of 20. The findings from the
quantitative study suggest that men are less able to maintain their independence (as measured by
their Barthel scores) than women into old age. This was evidenced by the fact that men had similar
Barthel scores to women, but overall the men who were admitted to the Lodge were younger than
the women. In other words, on average, women are able to maintain a higher Barthel score than
men into old age. These findings reflect both national and local figures about the overall reduced
life expectancy for men compared to women (Office of National Statistics, 2010a, 2010b).
From the qualitative results, there were echoes of previous research findings, about the health
related behaviour of men and their ability to develop new social relationships (Annandale et al,
2011). For example, only one of the men had a clear understanding about his medical history, and
had a close relationship with his GP. Another man commented that his wife had had the ability to
make new social connections, which he felt unable to; and most of the men appeared to rely on
their employment as a source of social friendships. As the sample of older people was very small,
only three men were interviewed, so it is not possible to make any generalisations from these
findings about the causative factors of lower life expectancy amongst men; nonetheless these
results echo other research findings (Annandale et al, 2011).
Resilience
Another possible explanation for the higher Barthel scores for women may be due to higher levels
of resilience in women compared to men. The factors within the resilience scale (as developed by
Wagnild and Young (1990, 1993) cited in Alex, 2010, p.421) could be summarised as a positive
mental attitude, which is characterised by a calm acceptance of events and personal limitations
combined with a willingness to overcome adversity and take on new challenges. Amongst the
participants within the qualitative research, more women demonstrated a positive mental attitude
than men did; in particular, women appeared to be able to recover from the loss of relationships
and develop new relationships (Blane et al, 2011, p.5). In fact, two of the women had become
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friends as they had shared the same hospital ward and subsequently transferred to the Lodge
together. This finding echoes other research findings about the importance of developing new
relationships in the resilience of older people (Blane et al, 2011, p.5).
Relationships
From the reported experiences of the interview participants, women appear to have a better quality
of relationship with their children and/or with their neighbours or peers than men. Men were more
likely to report a distance between themselves and their children as well as a loss of a social
network, whereas the women were more likely to report regular contact with their children and
friendships within their home environment. Men were more likely than women to identify
themselves by their work or career, even though they may have retired decades prior to their
admission to the Lodge. Most of the women who were interviewed had also worked, but the women
seemed to attach less importance to their work; this may be due to the perception that their roles
in work had less status or value, or it may reflect the perception that their roles within their families
were more important than their roles in work.

Gender and admission to the Lodge
Women are over-represented in the Lodge, and the average age of women was greater than that
of men, reflecting other research findings about the over-representation of women in residential
care homes (Banks et al, 2006, p.47). This could be due to gendered and ageist views of older
women in the community, in other words carers and services for older people perceive older
women as needing more support or as being more frail or vulnerable than men in the community
(Fried et al, 2001). Ironically, this view may be compounded by the ‘help-seeking behaviour’ that
researchers believe extends women’s life expectancy compared to men (Annandale et al, 2011).
On the other hand, older women may be over represented in the Lodge because they are more
ready, willing and able to undertake rehabilitation than men. It would be interesting to compare the
ratio of female and male participants in the Lodge with other intermediate care services for older
people, in order to gain a better understanding of whether the over-representation of women
reflects their resilience, or the impact of gendered and ageist attitudes about the perceived frailty
of older women (Fried et al, 2001).
(b)

To explore whether older people are more likely to return home than enter residential
care as a result of staying in the Lodge and whether the variables of age and gender
affect these results.

From the descriptive statistics, it would appear that the Lodge is successful in supporting older
people to return home, as nearly 60% of older people were discharged to the community (see
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Figure 20). All of the participants who were interviewed were very keen to return home rather than
residential care; in fact, avoiding admission to residential care and returning home were the key
reasons that participant gave for undertaking rehabilitation.
Despite the fact that the participants did not want to enter residential care, the majority of them
reported that they were very satisfied with the quality of care they were receiving at the Lodge,
even though the Lodge is based in a residential care home environment. As noted by Warren,
many older people will improve with appropriately trained staff (1943, p. 822). However, some
participants did not like the environment of the Lodge, in particular the layout of the lounge and
some of the other residents. One participant commented that it took a long time to see a
physiotherapist, as they were admitted just before a bank holiday weekend, a time when the
physiotherapy service only attends to urgent cases. Another participant commented that they were
more active in their own home than in the Lodge, as they preferred to spend their time in their room
rather than mixing with the other residents. In addition, whilst services that were provided enabled
the participants to remain within the Lodge (for example, a mobile hairdresser visited regularly),
some of the participants would have liked to have visited their local hairdresser instead. These
observations demonstrate how much older people value the opportunity for rehabilitation, even
though this particular intermediate care unit may not have met every person’s needs.
(c)

To explore older people’s understanding of the aims and objectives of the Lodge.

The participants appeared to be clear about their personal aims and objectives (for example to
avoid entry to residential care or to be able to access their garden), it was not clear whether these
aims and objectives reflected those of the Lodge. Some of the objectives will be contemporaneous
with those of the Lodge, whereas others will reflect the personal aims and objectives of the
participant. These results echo the findings of other research, which advices that ‘understanding
service users’ and carers’ own priorities for recovery and the aspects of daily life that they consider
central to their independence appears fundamental to successful re-ablement’ (Wilde et al, 2012,
p. 589). From the results of the quantitative research, the majority of the participants were
successful in increasing their Barthel scores, which suggests that the participants were able to
benefit from the rehabilitation services of the Lodge and achieve their objectives of increased
independence. All of the participants in the qualitative research expressed a desire to return to
their previous level of independence and to return to their own home although some of the
participants were unsure whether they would be successful. These findings reflect the definition of
rehabilitation developed by Netuveli, in that rehabilitation is about being able to overcome adversity
and return to a previous level of functioning (2008, p. 987).

135

The participants appeared to view the Lodge as some form of test, which if they passed, would
enable them to return home. From the interviews, there is not a sense that the participants were
clear about specific goals or aims which would enable them to return home; instead, the
participants appeared to be reliant on the views of the staff within the Lodge to determine whether
they were ready to return home. This does not reflect the principles of person-centred planning, as
advocated by O’Brien (1992), in other words working in a collaborative manner with older people
rather than adopting a paternalistic approach, which was advocated by the review of intermediate
care services in 2002 (DH, 2002). Nonetheless, all of the participants appreciated and valued the
support of the staff within the Lodge.
The Lodge is an intermediate care service managed by the Local Authority rather than the NHS,
which should result in an emphasis on social aspects of rehabilitation rather than medical.
However, there appeared to be very few social activities for the participants, and few opportunities
to engage in social activities outside of the Lodge within their local community, for example some
older people could have attended their local church, their local luncheon club or supermarket. Many
of the participants preferred to stay within their own rooms during the day instead of visiting the
communal day room resulting in little social interaction or activity for some. Whilst not all older
people want to take part in social activities, some participants may have benefitted from developing
or maintaining connections with their local community.

One participant was unhappy at the level of medical care available, as she experienced side effects
from her medication that were distressing and difficult to manage. Ideally, the participant would
have been able to manage their own medication; however, this creates new challenges in an open
environment, as other participants (or their visitors) could gain access to the medication. Another
participant was frustrated as a physiotherapist had not visited that day and they had received daily
visits from the physiotherapist whilst in hospital. Intermediate care services based in the NHS may
have been more appropriate for these particular participants; alternatively, the staff within the
Lodge could have received additional training in order to meet these needs.
(d)

To explore older people’s motivation to attend the Lodge.

From the results of the qualitative research, most of the participants were unaware of the Lodge
prior to admission, and did not appear to be actively engaged in the decision-making process. In
general, therefore, the participants were not motivated to attend the Lodge in particular, apart from
two participants who had previously been admitted to the Lodge, and had found it to be beneficial.
However, all the participants reported that they were motivated to undergo rehabilitation. Following
admission, most of the participants appeared to be engaging well with the services within the
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Lodge. For one participant, however, (whose disability was limiting the extent to which they could
participate in the rehabilitation) there was a sense that they had lost the support of the staff, or that
staff had disengaged from her. This finding suggests that the motivation and support for
rehabilitation derives primarily from the individuals, rather than from the staff themselves. In other
words the staff are supportive when the older people are able to follow their plan, but are perhaps
less skilled in supporting older people to accept their own limitations and develop a new plan.

There appeared to be little difference in levels of motivation between participants who had had an
acute onset of ill health or injury compared to an exacerbation or deterioration of an existing longterm condition. The participants appeared to be realistic in their goals, and accepting of their
personal limitations, whilst still wanting to live as full a life as possible. As a result, their personal
goals varied from being able to return home, being able to access their garden and being able to
go out with support. These findings reflect previous research exploring the views of older people
being discharged from hospital (Trappes-Lomax et al, 2006; DH 2006, 2010).

(e)

To explore the use of narrative as methodology with older people who are receiving
intermediate care

The use of narrative proved to be an effective means of gaining older people’s perspective of
intermediate care, within the context of their own lives.There are a number of themes that
emerged from the data from the narrative interviews, which are summarised below:
Old age and identity
The participant’s narratives provided ‘insights into the specific cultural rules for reacting and
interacting and for claiming or avoiding identities’ (Bruner, 1990, cited in Stephens, 2011, p.63). In
general, the participants did not readily identify themselves as old, reflecting ageist views within
contemporary society in the UK (and other societies) where youth is privileged (Davies, 2008,
Gergen et al, 2003). As Townsend et al notes,
It is evident that society has no single normative view of ‘a good old age’, but instead o ﬀers
polarised caricatures – on the one hand, the persistent, invasive and negative images that
associate old age with ill-health, mental decline, disability and passivity, and on the other
hand, the anti-ageing images of the consumerist society. At the same time, older people
themselves, at a personal level, cope with their own ageing’ (2006, p. 898).
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The older participants (85 years and over) appeared to be more accepting of their older age than
others, reflecting the findings of Clarke et al (2013). Younger participants seemed to avoid activities
and past-times that are associated with older people, preferring to see themselves as ‘different’.
This attempt to avoid conforming to stereotypical views reflects ageist attitudes in society, resulting
in people defining and perceiving themselves as different from other older people, despite being of
similar (or sometimes more advanced) age (Bodner, 2009, p. 1005). The use of ‘us’ (not old) in
relation to ‘them’ (older people) is a’ narrative device which can contribute to the construction of
older adults as ‘social others’ and can reinforce marginalisation and stigmatisation’ (Holstein and
Gubrium, 2000, cited in Phoenix et al, 2012, p. 14). However, the results from the quantitative study
challenged ageist attitudes about the ability of older people to undergo effective rehabilitation, as
older people improved their Barthel scores almost as much as younger people did (see Appendix
XI).
Many of the older people talked about the loss in their lives, in particular the loss of friends and
families, as well as the loss of their employment, independence or functional ability. This process
of loss has also been seen as a way of older people disengaging with society, although it could be
suggested that society disengages with the older people by failing to provide opportunities for older
people to develop new relationships (Cummings et al, 1960, p. 34).
The participants not only resisted being described as ‘old’, most of them were also very factual
about the presence of any disabilities, pain, or disease. Two of the men provided very full accounts
of their illnesses or conditions and the impact of these on their functional ability. The female
participants, on the other hand, tended to name their conditions and minimise the impact on their
lives, echoing previous research findings (Clarke et al, 2013, p.345). Williams used the term
‘normalisation’ to describe the
‘process of bracketing off the impact of illness, so that its effects on the person’s self-identity
remain relatively slight, or of treating the illness or treatment regimen as ‘normal’ in order to
incorporate it more fully into the person’s identity and public self’’ (2000, p. 44).
The participants did not generally elaborate about the difficulties that they were experiencing; for
example, the participants did not discuss difficulties with food preparation, bathing or toileting.
Instead, one participant noted that he was having difficulty with doing up buttons, and many of the
participants described general difficulties with mobility, without conceding that these difficulties had
reduced their independence.
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The participants talked about their experience of working, but none of the participants disclosed
any concerns about their pensions or welfare benefits, despite research identifying older people’s
vulnerability to poverty (Townsend, 1981, p.5). In fact, none of the participants mentioned any
financial concerns or difficulties, irrespective of their employment history, nor did they talk about
any entitlements to state benefits. This may be because the participants were in a residential
environment instead of in their own environment; or it may be due to the lack of financial concerns.
One participant claimed to have worked in the financial industry and another reported that they had
several hundred thousand pounds in their account.

Some researchers suggest that the use of narrative has enabled the participants to actively reauthor their life-course events, which ‘can support certain forms of ageing identity’ (Gubrium and
Holstein, 2003, Holstein et al, 2000; Kenyon and Randall, 1999). For some of the participants, their
admission to hospital had challenged their previous identity of an active able person to that of an
old person needing care; the participants seemed to be in the process of changing their perception
of their identity, and adjusting to their new reality.
The reluctance of the participants to dwell on the difficulties they were experiencing may also have
been because they were surrounded by people in similar situations, or those whom they perceived
as worse off than they were. Riessman (2003) notes that narratives do not reveal an ‘essential’
self, but rather, ‘a preferred version of self which is appropriate to the social context of the telling.
These preferred selves may include a myriad of different identities such as a masculine man,
feminine woman, heterosexual man or general good sort’ (cited in Stephens, 2011, p. 65). Each of
the participants portrayed themselves as agents of their own destiny, until recent events had
resulted in admission to hospital or residential care. The participants described their social
relationships and changes in their social role, tragic events and their medical histories from the
perspective of someone who coped with these situations within culturally accepted norms, values
and beliefs.
These dominant discourses have been called ‘meta-narratives’ or master narratives, ‘which provide
subject positions or moral identities, for the speakers and those in their social networks’ (Gray
(2001) cited in Stephens, 2011, p. 67). Papadopoulos notes, ‘for as much as individuals construct
stories, stories also construct individual identities. Moreover, stories form communities around
them that share the same meaning and belief systems which they convey’ (1999: 330). According
to other researchers, there is a societal tendency to silence older, frail adults regarding their
physical and social distress, rather than listening to their stories. (Clarke et al, 2013, p.359)
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The experience of illness threatens identities, disrupts biographies and puts moral positioning
in question. Narrative has been a very useful tool for highlighting these issues from a social
perspective. In particular, narrative research has revealed the dominance of medical
constructions of illness in medicine at the cost of understanding the person who is living with
illness in the much broader world of their social relationships. (Stephens, 2011, p.70)
Social work
The case study methodology allows a close inspection of assumptions within the intervention of
rehabilitation (Hodkinson and Hodkinson, 2001, p.6). These assumptions are implicit within the
practice of each health and social professional, and reflect the culture within these professions.
The primary assumption of the Lodge is that older people can improve their functional ability, with
support from physiotherapists, occupational therapists and support workers who adopt an
‘enabling’ approach. The role of social workers within the multi-disciplinary team is to provide
support for older people on discharge and to arrange residential care placements or care packages
as required and providing support and encouragement to older people to ensure that their
rehabilitation is effective.
There are also assumptions of good practice within social work for older people, including, ‘a range
of skills in dealing with change, complexity in relationships and the continuing need to protect the
status of older people as individuals (McDonald, 2010, p.34). It is good practice to involve older
people in decisions that affect them; however, the majority of the interview participants were not
actively engaged in the decision to be admitted or transferred to the Lodge. Other research results
echo this finding, that older people are generally unaware of the role and function of rehabilitation
services (Wilde 2012, p. 589). Instead, from the participant’s perspective, admission to the Lodge
was the result of a discussion with a nurse or other professional; in some cases, the participants
were completely unaware of any discussion.
Using a social systems theory and ecological theory, social workers are able carry out ‘holistic
assessments using empowering and anti-oppressive methods’ (Teater, 2010, p.32). However, from
the researchers’ previous experience as a social worker for the Lodge, social workers within the
Lodge are often limited in the quality of their assessment, for a range of different reasons. Firstly,
social workers can only work with the information that they have been given; some older people
are so anxious to return home that they may forget or minimise any challenges they were
experiencing. Secondly, social workers are limited in the time and resources available to them;
pressures from the agency and growing demand have resulted in social workers being encouraged
to complete assessments in a timely manner. Thirdly, social workers are unlikely to be able to
make contact with all the members within one person’s support network, in order to discuss the
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needs of the older person on discharge. Finally, the assessment will often focus on the resources
available rather than the needs of the older person in a wider sense (Teater, 2010, p.33). It is
suggested that these factors have an impact on the social workers within the Local Authority,
reducing the amount of time available for social workers to work with the participants and other
residents in the Lodge.
One of the values believed to be integral to good social work practice is the ability to develop a
rapport and relationships with people (Ruch, Turney, and Ward, 2010, p, 7). Few of the participants
mentioned a social worker at all, suggesting that social workers were not viewed as an important
aspect of their rehabilitation. This may be because the role social workers have is ‘unclear and
variable’ (McDonald, 2010, p. 41), in other words the role that social workers play in a multidisciplinary team is uncertain. Whilst rehabilitation is viewed from a medical and/or physical
perspective, there is growing evidence of the benefits of ‘social rehabilitation’ (DFC, 2008, p.2)
which are not being fully recognised in the Lodge. The benefits of social rehabilitation include
promoting and supporting social networks as well as strengthening existing relationships in order
to promote resilience (Hillier, 2007, p. vii). These social networks could include occupational
charities (such as the Royal Air Force Benevolent Fund) , as male participants, in particular, were
more likely to identify themselves through their work or career, even though most of the women
reported that they had undertaken considerable amounts of paid and voluntary work.
Social care services on offer are usually reactive in their approach aiming at avoiding admission or
discharge delay and much more rarely are concerned to provide proactive services to prevent
deterioration in patients’ circumstances or condition. Intermediate care is viewed as early
intervention and prevention, as part of the role of an intermediate care team is to prevent hospital
admission. However, the intermediate care team are often called upon at the point of potential
hospital admission. For two of the participants, a more proactive approach towards supporting men
who are bereaved may have prevented their admission to hospital, as in both cases, these men
had slowly deteriorated over the year since they had become widowed. These two instances seem
to confirm other research findings about the impact on older people who become social isolated
and emotional lonely following the loss of a person with whom they have a strong attachment
(Luanaigh and Lawlor, 2008, p.1214). Finally, social workers, like other health care professionals,
are increasingly reliant on standardised checklists and assessment procedures, where the need to
record information becomes a replacement for the care itself and the need for engagement and a
more holistic assessment. (Calnan et al, 2013, p. 477).
One of the aims of intermediate care is to facilitate hospital discharge, in order to reduce the levels
of delayed discharge. Interestingly, none of the participants talked about feeling pressure to leave
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the hospital, even though the majority of the admissions were from hospital, and the participants
would have been admitted to the Lodge as they were unable to return home, ergo at risk of
becoming a delayed discharge (if they had not already been identified as such). Instead, there
seemed to be an acceptance that the health and social care professionals would arrange the
necessary services and placements, although some participants talked about the fact that they
were not ready to cope at home. The lack of social worker intervention suggests that from the
participant’s perspective, social workers are not involved in the hospital discharge process.
Narratives and social work
Social work, along with many other professions is concerned with gathering information about
people in order to determine a course of action that will meet the needs of that person most
effectively. Social work with older people has less legal structure and process than social work with
children and families or social work within the field of mental health (McDonald, 2010, p. vi);
however social work with older people is a more ‘highly politicized activity and one which requires
a personal, reflective approach to individual biography’ (McDonald, 2010, p. 3). It is important to
reflect on the narratives, as ‘narratives do not merely refer to past experience but may help create
experiences for their audiences and move them to respond in different ways’ (Mattingly et al, 1988,
p. 8). As people report their biographies, or narratives, there is a tendency for people to develop
their narratives to meet the needs of the enquirer, rather than their own needs. This was evident
in the narrative research section, where participants tended to report their ‘sick role’ narratives
(including their medical history, previous assessments of social care needs and prognosis) rather
than their biographical narratives (which included their relationships and work history). The
narratives tended to focus on facts related to medical history, and the impact of this medical history
on the participant’s ability to meet their own needs, or the level of support required by relatives or
friends.
Reflecting on the nature of the narratives, it is clear that the participants were attuned to the
requirements of medical and social care professionals. The narratives are also likely to meet the
needs of the participants, by reframing their experience to reflect cultural norms and expectations.
For example, the participants tended to emphasis their efforts at self-management or their desire
to be independent; in addition, the majority of the participants had a positive outlook despite
significant difficulties in their mobility. This was evidenced by the participants talking about their
aspirations to return home and their previous level of activity as well as their ambition to avoid entry
into residential care. The decision-making processes about returning home did not appear to have
been discussed with the older people; instead, it appeared that decisions were made without the
older person being involved. This reflects the difference between the older person having personal
agency (making their own decisions) compared to co-operating with others in the hope that the
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desired outcome is reached (Interpersonal agency, Smith et al, 2000, p. 458) There appears to
have been missed opportunities to engage with the older person to support them in determining
their future (DH, 2011, p. 52). As other researchers have found, ‘narratives have the power to
potentially (re)shape the ways in which ageing is experienced and represented’ (Phoenix et al,
2012, p.2).
It is likely that in the process of sharing their narratives, older people have experienced a range of
responses to their narratives. Martin notes that ‘stories are performative: through them we initiate,
suggest and call for responses’ (2007a, p. 54). The participant’s narratives have been shaped and
developed by these responses, which will reflect cultural norms and expectations. Discourses
about ageing in Western society are dominated by the view that ‘the body is in the process of
systemic and systematic decay’ (Phoenix et al, 2012, p.3); the majority of the participant’s views
of their bodies reflected this view. According to Frank, ‘there is a danger that people can become
the stories that they tell – for better or for worse’ (1995, cited in Phoenix et al 2012, p.3). It is
important that social workers support older people in the development of their stories so that older
people are able to place their experience in context and to develop acceptance, understanding and
goals. Social workers also need to challenge older people who seem reconciled to their narrative
fate of inevitable decline, as these ‘reduce the possibility of self-renewal as one grows older’
(Freeman, 2000, p.83). According to researchers, people are more likely to achieve their goals if
they are clear about their goals and are optimistic about achieving their goals (Locke and Latham,
2005, p. 265).
Narratives can also have an impact on those listening, as people can become ‘acquainted with
people and situations that they were not previously aware of’ (Randall et al, 2008, p. 137). For the
listener, this can increase their awareness of different situations and encourage people to reflect
on their own lives and choices (Phoenix et al, 2012, p. 18). Social workers encourage people to
tell their narratives and share their experiences, in order to carry out their assessments. The impact
of listening to the narratives of those in pain, distress or fear can result in social workers feeling
stressed or burdened with the emotional distress of the narrator. For social workers working in the
field of older persons, the narratives enable social workers to connect with their own experiences
where there are similarities and to disconnect where there are differences (Phoenix et al, 2012, p.
15).
This process of connecting and disconnecting affects the way that people think, know and perceive
(Frank, 2010, p.48); for example, it can make us more appreciative of our own good health or good
fortune. However, the nature of the participants’ narratives tended to focus on individual facts rather
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than providing opportunities to connect; it is suggested that these ‘sanitised’ narratives of medical
history allow the listener to collect the necessary information, without engaging with the participant
at a reflective or emotive level. However, older people have reported that they ‘value the
opportunity to share their narratives’ (Powell et al, 2007, p. 1043), and according to McDonald
‘understanding culture, life history and older people’s sense of their place within the community is
unlikely to be capable of being condensed into a checklist, and needs a narrative approach properly
to analyse within a theoretical framework the accumulated wisdom of older people (2010, p. 65).
Research has found that older people and their carers can be left feeling powerless, anxious or
frustrated by poor quality assessments and by the lack of written details of the assessment
(McDonald, 2010, p. 65). Tanner et al note that:
Listening to an older person’s narrative would help a social worker carrying out a community
care assessment by: drawing out the impact of past life experiences on present
circumstances; encouraging a rounded consideration of relationships and social networks;
allowing an older person to be seen holistically in her or his social context; giving her or him
the opportunity to express their hopes and fears; provide an understanding of and respect for
her or his unique situation and characteristics and an appreciation of issues of diversity
(2008, p. 232-3).
Social workers need to be able to listen to the narratives of older people and to respond
appropriately, recognising the ‘complexities of emotion, which though technically within our
capacity to imagine, surpass what we have actually experienced in the past’ (Randall et al, 2008,
p. 137, cited in Phoenix et al, 2012, p. 9). However, narrative approaches also require effective
support through supervision; instead of each ‘case’ being presented as a sanitised narrative the
social worker should be supported to reflect on the impact of narratives on their practice and
thinking. As Thompson notes, social workers need to work with ‘authenticity’, by recognising the
degree of freedom and choices that individuals have in their own lives and the impact of the social
workers own preconceptions and views. (2005, p. 127). Social workers need to be able to
recognise when elements of ‘denial, projection and displacement’ feature in their relationships with
older people and within their organisation (McDonald, 2010, p. 102).
The context of the narratives has an impact on the content of the narratives (Phoenix, 2010, p.4).
The participants were all interviewed in the Lodge shortly after admission; as a result, they had
presumably spoken to a number of health and social care professionals prior to admission, which
is likely to have encouraged them to have developed a concise version of the events that lead to
the admission. It is suggested that whilst the participants were aware that they were not being
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interviewed by a member of the health or social care team, they were still influenced by their recent
experiences (admission and discharge to hospital) and by the environment of the Lodge.
Independence and caring
Research has identified several key factors that are important to older people in maintaining their
independence, including financial security, information and good health (Henwood et al, 1998, cited
in Qureshi et al, 2000, p. 5). According to Stephens, ‘to be ill or disabled in Western society is to
risk being seen as a non- functioning member of society and not a virtuous citizen, thus, disabled
narrators must work harder to position themselves as a good person’ (2011, p.66). All of the
participants emphasised the efforts they made to overcome their illnesses or disabilities, by
confirming their desire to be independent, based on a medical model of disability (Goble, 2004,
p.33). The participants all expressed a desire to return home despite the challenges they faced,
which reflects other research findings (Allen, 2001, p. 90) about the resilience of older people
(Browne et al, 2009, p.225).
All the female participants described themselves as being carers or being cared for reflecting the
findings of other research exploring gender and caring (Fine, 2012, p.11, Bernard et al, 1993, p.
173). Interestingly, none of the women had recently been carers (in other words, within the last 6
months), whereas two of the women described themselves as being actively cared for by their
husband and previous husband. The men described their experience of receiving care from their
wives, but none of them had recently been cared for. These findings reflect other research findings,
which highlight the fact that women carry out a disproportionate amount of care; women ‘are both
carers and in old age are the majority of the cared-for’ (Lewis, 2007, p. 273).
Whilst the potentially detrimental impact of prolonged caring (on both physical and mental health)
has been well documented (Carers Scotland, 2011, p.1), the caring role may have also contributed
to women’s resilience. As a carer women retain a sense of being valued and having a purpose,
which may extend beyond an average working life; reducing the likelihood of depression as a result
of a ‘perceived lack of a role in life’ (McDonald, 2010, p. 17). One of the participants talked about
the amount of support she had provided as a grandmother caring for her grandchildren; as a result
she felt entitled to receive some reciprocal care as described by Kittay (1997, p. 7)
Within the narratives, there were participants who had been carers as well as those who had been
receiving care from their partners; interestingly, all the participants were single at the time of being
admitted to the Lodge. Not all of the carers were female and within the sample of eleven
participants, two women had received care from their former partners. However, of the eleven
participants, three participants had lost their partner (who had also been their carer) within the year
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prior to being admitted to the Lodge. Research has found that bereavement of a carer is a ‘common
precipitating feature for entry into residential care’ (McDonald, 2010, p. 98); in this case, the
participants were admitted to hospital and residential care prior to being admitted to the Lodge.
These participants could have benefitted from a preventative service to support them in their own
homes; instead, two of the participants deteriorated until they were admitted to hospital. As some
researchers have noted, ‘social care services on offer are usually reactive in their approach aiming
at avoiding admission or discharge delay and much more rarely are concerned to provide proactive
services to prevent deterioration in patients’ circumstances or condition’

(Bywaters, McLeod,

Fisher, Cooke, and Swann, 2012, p.465).
Care and caring is thought to be ‘fundamental to all our experience’ (Sheldon et al, 2009, p. 341,
Lewis, 2007, p. 280); and there is a difference between formal and informal carers. Whilst the
majority of older people rely on informal carers, some older people receive care from formal (or
paid) carers. From the perspective of the participants, many were reluctant to be seen as relying
on the support of their family, as they did not want to appear to be a burden, echoing the findings
of other research (Sheldon et al, 2009, p. 341, Townsend et al, 2006, p. 891, Henderson et al,
2002, p.671, Biggs, 2001, p. 315). Whilst some older people may minimise the extent of caring that
their relatives do for them, the majority of older people wanted to be cared for by people who care
about them; or by people they care about. This distinction applied to both formal and informal
carers, as some formal carers had been visiting over a long period, and were spoken about with
the same fondness as informal carers by the older people. At the heart of the caring relationship
were the notions of commitment, trust and loyalty, which were developed over a period of time
(Daly et al, 2000, p.238, Fine et al, 2005, p.602) From the older people’s perspective there did not
appear to be any tension between those providing care to the older people and the older people
themselves as has been noted by some researchers (Keith, 1992, p.172); instead the older people
seemed very grateful for the support they received.
From the perspectives of older people, it would seem that the quality of caring is influenced by the
quality of the relationship between the carer and cared for; which is usually (although not
exclusively) found within relationships with informal rather than formal carers Gabriel et al, 2004,
p.19). The quality of the caring relationship could reflect the levels of attachment (as described by
Bowlby, 1969) between the carer and the older person. As described above, the absence of at
least one reliable attachment figure, such as a partner, can result in emotional loneliness
(Luanaigh, 2008, p.1214). Older men are more at risk of emotional loneliness, as generally women
carry out the work of maintaining informal social networks within families (Scott et al, 1995, p.158,
Davidson et al, 2003, p.82). From the narratives, many participants talked about their connections
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with family, carers and work identity, which appeared fundamental to their emotional and mental
well-being (Blane, 2011, p. 6). It is perhaps through these connections or relationships that older
people achieve social role valorisation, by being more than just a dependent person or just another
older person.
In view of the research evidence of the benefits for older people in feeling valued and supported,
the Lodge could include a number of measures that would enhance this aspect of the rehabilitation
for older people. Trappes-Lomax et al have noted that older people value the support of residential
care services, but that these services are difficult to do well (2002, cited in Stevenson and Spencer,
2002, p.29) For example, the Lodge could be enhanced by involving the older people in the dayto-day running of the Lodge as they would do if they were at home, including shopping, food
preparation, laundry, receiving telephone calls and answering the door. In addition, there could be
opportunities to engage local communities with the older people, by creating or sustaining existing
support networks through attending local church services, luncheon clubs and other activities
(Trappes-Lomax, 2002, cited in Stevenson et al, p. 29). This ‘gatekeeping’ approach of identifying
existing community services has been found to be effective in reducing social isolation and
loneliness in older people (Findlay, 2003, p. 653). There are other interventions, such as
intergenerational projects, which have been found to offer opportunities for older people to feel
valued and part of their local community (Glass Freedman, Carlson, Hill, Frick, Ialongo, McGill,
Rebok, Seeman, Tielsch, Wasik, Zeger and Fried, 2004, p. 103). Whilst the provision of these
services could be enhanced, the Lodge forms nonetheless an essential part of the intermediate
care services (as outlined in Figure 6), providing an invaluable opportunity for older people to regain
their independence.
Another aspect to independence is economic independence; in other words the ability of older
people to sustain themselves. Whilst poverty in old age, particularly for women is well-documented
(Lewis, 2007 p. 271, Tanner et al, 2008, p. 19), none of the participants voiced any concerns about
their financial status. Some participants voiced concerns about their future housing situation, as
two participants were facing the prospect of entering residential care, and another participant
needed to move, as her current property was inaccessible due a number of steps to the front door.
As noted earlier, the participants appeared to have come from a range of socioeconomic
backgrounds with some participants owning their own properties and others being council tenants.
These differences did not appear to have an impact on the participants, as none mentioned any
financial concerns or any concerns about for any future purchases, for example a holiday or a new
roof. In addition, none of the participants were concerned about the potential cost of care in the
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future; this may be because they were unaware of the possible costs, or it may reflect their resilient
acceptance of life’s challenges.
5.6 Conclusion
In this chapter, the findings from this original research study have been presented in a range of
formats, according to the type of research undertaken. As outlined in earlier chapters, the research
was undertaken using a case study approach as the population of the Lodge represents a unique
group of people within the context of contemporary intermediate care policy and practice. The
findings from the retrospective cohort study, a quantitative study, have been presented using
frequency charts, graphs and pie charts. The data has also undergone further statistical tests, as
appropriate, in order to determine whether the results are statistically significant. The results from
the qualitative study have been analysed and the resultant codes have been grouped thematically.
One of the objectives of the research study was to explore whether a narrative approach would be
effective in exploring older people’s views of rehabilitation and this approach has yielded some
interesting results. Wherever possible, quotes have been used to enable the reader to observe
how codes and themes have developed from the data, to ensure an honest and transparent
approach to the presentation of the data findings.
The results confirm the effectiveness of the Lodge in providing successful rehabilitation for older
people, as on average their Barthel scores increase and the older people are more likely to return
to live in the community. However, despite these apparent successes, the older people who were
interviewed were not clear about the aims and objectives of the Lodge. There was also a lack of
acknowledgement about the role of social workers within the intermediate care team. The views of
the older people echoed the results from previous research studies about their wish to remain
independent whilst struggling to cope with feelings of loneliness and isolation. The chapter
concludes with a discussion of the results in the context of existing literature as well as
consideration about the limitations of the findings.
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6. Conclusion and recommendations
6.1 Introduction
This chapter draws together the findings from this original research study and provides some
context to the findings within the contemporary literature review in Chapter 2 and Chapter 3. This
includes both policy and practice in the development and delivery of intermediate care services as
well as research evidence of the effectiveness of intermediate care services. The research findings
develop existing knowledge of intermediate care as the research study has explored the impact of
the Lodge, a small residential unit for older people, on the rehabilitation of older people through the
analysis of both quantitative and qualitative data. This is an original study, which develops existing
knowledge in the field of intermediate care, where there is currently a paucity of research. The aim
of this research was to explore the impact of the Lodge on the outcomes of older people and has
used a case study approach of a specific population of older people within the Lodge. The research
included an analysis of Barthel scores as part of a retrospective cohort study and narrative
research. Finally, the success of the Lodge was measured in terms of the percentage of older
people who returned to the community as opposed to entering residential care.
6.2 Intermediate care services
The aim of this research was to the explore the impact of the Lodge on the outcomes of older
people, by comparing the functional abilities of older people on admission with their functional
abilities on discharge, as well as their discharge location, i.e. whether the older people were
successful in being able to return home. The provision of intermediate care services has been
driven by the proportionate increase of older people in society coupled with a number of
(sometimes conflicting) policy drivers, in particular the promotion of independence amongst older
people (which is implicitly defined in terms of need for health or social care services) and the
promotion of the personalisation agenda, which aims to give older people the power to commission
social care services to meet their needs. The publication of Our Health, Our Care, Our Say (DH,
2006) outlined the drive for older people to have more power and control over access to services,
in particular services which provide support to older people and preventative services (2006, p.7).
Intermediate care services were introduced in the National Service Framework for Older People
(2001) in order to prevent unnecessary hospital admission and to facilitate a timely discharge for
older people. These services were premised on the understanding that intermediate care services
would be effective and reflect the wishes of older people in the local area. Since 2001, the Delayed
Discharged Act, 2007 has been ratified which gives hospitals the power to impose fines on Local
Authorities who fail to support a timely discharge (Delayed Discharges Act, 2007) and there has
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been a continual growth in the development of welfare pluralism to meet the needs of older people
in the community. The methodology for this research was a case study; according to Yin, there are
at least four applications for a case study model: ‘(i) to explain complex causal links in real-life
interventions; (ii) to describe the real-life context in which the intervention has occurred; (iii) to
describe the intervention itself and (iv) to explore those situations in which the intervention being
evaluated has no clear set of outcomes’ (Yin (1994) cited in Tellis, 1997). In this study, the case
study approach was used to explore the impact of the Lodge on older people’s outcomes and to
explore their perceptions of rehabilitation. This study extends existing knowledge in the field of
intermediate care, through the original use of a retrospective cohort study and narrative research
methodology as well as being a study of a specific population group.
The research found that the Lodge was successful in improving the functional abilities of older
people, and that the majority of older people were able to return to their home environment.
According to the findings of this research study, the Lodge is an effective intervention in promoting
older people’s rehabilitation, as measured by the change in older people’s Barthel scores, although
the long-term benefits of the intervention are not known. There are gender differences in the
number of men and women admitted to the Lodge as well as gender differences in the outcomes
of the participants.
Women are over-represented in the Lodge compared to the local population, in other words there
is a greater percentage of women admitted to the Lodge than the percentage of women in the local
community. This may be due to socially constructed gendered stereotypes about the frailty or
weakness of older women compared to men, resulting in women being perceived as more
vulnerable in the community and therefore being more likely to be admitted to the Lodge compared
to men. On the other hand, it may be a result of women expressing more help-seeking behaviour;
or that women are more likely to engage positively with the rehabilitation as they accept the process
of ageing (Clarke, 2013, p. 346). Traditionally, women are perceived as the caregivers within a
family (World Health Organisation, 2014) and feminists have highlighted the negative impact of
caring, in particular women’s greater risk of poverty (Council of the European Union, 2009, p. 12).
However, the caring role may actually serve as a protective factor, resulting in increased resilience
for women and enabling them to develop new relationships (Arber, Davidson and Ginn, 2003, p.2).
There are differences between the Barthel scores of men and women on admission, suggesting
that men are not able to maintain their functional abilities into old age to the same extent as women.
The difference between men and women’s Barthel scores may be due to the same factors that
impact on men’s longevity making it shorter than women’s (on average); these factors include
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negative life-style behaviours, less help-seeking behaviour and greater risks of occupational health
disorders (Annandale and Hammarström, 2011, p. 577). Older men are also hypothesised to be
more likely to experience loneliness as they are thought to be less adept at maintaining social
networks compared to women. (Scott and Wenger, 1995, p. 158, Davidson, Daly and Arber, 2003,
p. 82). The factors which result in women having a longer life expectancy than men are probably
the same factors which result in women within this sample being better than men at retaining their
independence (as measured by the Barthel score) into old age.
From the findings in the narrative interviews, older people appreciate the support of the Lodge and
are motivated to improve their functional abilities. This finding is to be expected in view of the
eligibility criteria of the Lodge, as only those older people who are motivated to return to their former
levels of independence are admitted. However, the older people’s views seemed very positive even
when they were experiencing medical problems and an uncertain future. The main driver to the
participant’s motivation to improve their functional abilities was valuing being independent, living
within their own homes and avoiding admission to residential care. From a policy perspective, the
notion of independence is defined as living within the community rather than in residential care.
Many of the older people required considerable support from formal and/or informal carers to
maintain their independence in their own home, which could almost be defined as residential care
within their own home. Nonetheless, the participants reported that they appreciate the benefits of
their own home, for example being able to access the garden or the view from a particular window.
None of the participants articulated that they feared being disempowered within a residential care
setting, although the participants did report implicitly that they felt disempowered in the admission
process and about their future.
The participants identified aspects of residential care that they did not like; in particular being in the
company of other older people who were unable to engage in social conversations. The
participants also noted that they did not like the layout of the dayroom, which consisted of a line of
chairs against a wall with a television in the centre. As a result, many of the participants chose to
remain in their own rooms, which reduced the opportunities for the participants to socialise with
their peers. Some of the participants noted that they were more reliant on care staff within the
Lodge than they were at home as they had fewer opportunities to exercise or to meet their own
needs, for example, by being responsible for their own laundry. For some partic ipants, the
environment of the Lodge was therefore experienced as detrimental to their rehabilitation as they
spent a number of hours sitting waiting for interventions.
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For some older people, their independence is reliant on a historical complex relations hip between
caring and dependency, which goes beyond meeting practical needs; this relationship could be
described as an attachment or emotional connection. Some older people had a reciprocal
relationship with their family members, whereby family members who had been cared for by the
older person (or members of their family) were now expected to provide care for the older person.
In other situations, where the older person had lost contact with their family members, the older
people had developed strong relationships with other formal or informal carers. Understanding
these relationships and older people’s expectations of these relationships requires a nonjudgemental approach, empathetic listening and other social work skills.
Within the sample of older people who were interviewed, several of the older people had
deteriorated slowly over time; this deterioration may have been avoided by timely early intervention
and prevention services. For example, some of the older people were bereaved after long and
supportive marriages, and were struggling to adjust to living on their own. For other participants,
greater support within the community may have prevented an admission to hospital. For example,
one participant was discharged from hospital without any support even though she was unable to
meet her own needs; severe weather had exacerbated the difficulties faced by this participant until
a further admission to hospital was required. Whilst older people continue to report that they want
to remain in the community, it would appear that there is still a gap in preventative services
available for older people who require additional support.
Social workers were identified as having a key role in effective intermediate care services; however,
the role of the social worker appeared to be invisible to the participants. Some of the participants
talked about staff that were particularly helpful or kind, in particular the care staff, the GP, nurses
and physiotherapist, but none of the participants identified a social worker being involved in their
care. One participant talked about ‘the social services’ but did not identify a particular person; this
may reflect the changing role of contemporary social workers as care managers whose primary
focus is on short-term work arranging and reviewing care packages.
6.3 Recommendations
There are a number of recommendations arising from the findings of this research study,
including:
(i)

Further research into the Barthel Index scores in order to establish a better
understanding of the aspects of functional ability that are affected by the rehabilitation;
for example, whether the rehabilitation service improves the walking ability or feeding
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ability of older people. A greater understanding of the impact on Barthel scores could
enable a more accurate assessment of older people in need of rehabilitation and help
to clarify the aims and objectives of the Lodge. For example, a successful
rehabilitation may hinge on a small improvement in older people’s mobility, rather than
improvements in dressing or feeding. This would ensure that rehabilitative services
are targeted to meet the needs of older people, and that those older people who
would benefit the most from the service are admitted.
(ii)

The use of other measures to help to identify older people who would benefit from
rehabilitation; for example, the use of the resilience scale might help services to target
services more effectively, and to develop services to meet identified needs.

(iii)

Social workers have a unique opportunity to explore the individual goals and quality of
social relationships of older people through the process of assessment compared to
other professionals. However, it would appear that social workers are not featuring as
an important aspect of rehabilitation team, as the participants did not mention them as
individuals. This is a lost opportunity for social workers to advocate and support older
people who would benefit from an intermediate care service, as well as signposting
older people to support services within the community that could enhance their social
rehabilitation.

(iv)

Some of the participants reported a gradual decline following the death of their
spouse, which could have been prevented with appropriate support within the
community. There appears to be a need for bereavement counselling and practical
support for those who lose a spouse, in order to help them adjust psychologically and
emotionally to their loss, as well as ensuring that the older person has the necessary
skills to meet their needs.

(v)

Some of the participants reported a lack of social rehabilitation, through the
development and support of links with local services and local activities, for example
attending their local luncheon club, going shopping, visiting a hairdresser or attending
their local church. Through the increase in the involvement of the participants in their
local community, participants would have the opportunity to maintain or establish
social networks and relationships. These social networks could provide on-going
support for older people following their return home.
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(vi)

Further research is needed to explore the gender mix within the Lodge. Women are
over-represented in the Lodge, and women tend to be older than men when they are
admitted. The over-representation of women may be due to gendered ageism through
the perception of their increased vulnerability or frailty. Alternatively, men might be
under-represented in the Lodge due to gendered ageism, as men are perceived to be
physically and emotionally stronger; alternatively, it may reflect some men’s
reluctance to make changes or undergo rehabilitation.

(vii)

Men who are admitted to the Lodge are generally younger but have less functional
ability than women. In order to improve the life expectancy and functional ability of
men to match that of women, preventative interventions and strategies need to be
developed, to improve health, wellbeing and functional abilities of all men in the
community.

6.4 Conclusion
The findings and recommendations of this original study develops existing research knowledge of
intermediate care, highlighting the need for social work interventions to be based on sound
research-based theories and evidence-based practice, whilst continuing to advocate and support
vulnerable people in society. The aim of this research was to explore the evidence of effectiveness
of intermediate care through the analysis of changes in Barthel score and through the analysis of
older people’s views of their experience of intermediate care. The findings from this research reflect
the views of the Chief Social Worker for Adults who advocates the use of evidence based practice,
clear theoretical models for working and quality supervision to ensure that social workers
understand their role and the rationale for the intervention (DH, 2014, p.7). This is particularly
important in a contemporary environment where ‘social workers in adult services are working with
greater complexity, increasing demand and higher expectations’; in the face of these challenges,
social worker workers need to demonstrate that they have a key contribution to make to improving
outcomes in adult services. (DH, 2014, p. 22). As noted in the research findings, one aspect which
is fundamental is to ‘create a clear narrative about the specific contribution of social work to wider
adult social care priorities, particularly the added value it can bring, including financial, social and
cultural change to values and behaviours in working with people, carers and communities .’ (DH,
2014, p.24). The findings from this research highlight the vital role that social workers contribute to
society, by providing appropriate and timely support to vulnerable people at a time of need. As
noted by the Chief Social Worker for Adults: ‘social workers have a vital role in delivering the kind
of personalised integrated care and support centred on prevention and wellbeing, which is at the
heart of the Care Act 2014’. (DH, 2014, p. 7).
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7. Reflection
Reflection has been defined as the ‘continual re-evaluation of personal beliefs, assumptions and
ideas in the light of experience and data, and the generation of alternative interpretations of those
ideas and data’ (Dewey (1938, 1938), cited in Knott and Scragg, 2010, p.5). The notion of reflection
is associated with the work of Schön, who argued that professionals are taught knowledge from
scientific rigour (which Schön termed ‘technical rationality’), whereas practitioners come across
situations that are messy, indeterminate situations’ (Schön, 1984, p. 22). According to Camilleri,
however, it is ‘axiomatic that all action is theory driven’, in other words ‘knowing, caring and doing
are bounded up with each other in a complex interaction’ (1999, p. 32). Schön’s models enable
professionals to explore the separate elements of ‘knowing, caring and doing’, through reflectionon-action and reflection-in-action (1984, p.26). Reflection-on–action is defined by Fitzgerald
(1994) as:
‘….the retrospective contemplation of practice undertaken in order to uncover the
knowledge used in a particular situation, by analysing and interpreting the information
recalled. The reflective practitioner may speculate how the situation might have been
handled differently and what other knowledge would have been helpful’
(Quoted in Rolfe, 1997, p.94).
Reflection–in-action on the other hand ‘refers to ‘thinking on our feet’, adopting an imaginative and
creative approach to practice by thinking about what is happening while it is happening and forging
the most appropriate way forward’ (Thompson 2005, p. 176). Ultimately, all professionals need to
be able to reflect on their actions (knowing, caring and doing) throughout their practice, in order to
learn and develop their practice. Critical reflection has been described as:
the core difference between whether a person repeats the same experience several times
becoming highly proficient at one behaviour, or learns from experience in such a way that he
or she is cognitively or affectively changed’ (Boyd and Fales,1983 p.100).
Reflection is a relatively new concept in social work (Thompson, 2005, p 146); however, social
work incorporates many of the features of reflection within its practice. In social work, knowledge
is gained from many sources, including ‘taught’ knowledge from academic institutions and
experiential learning from practice and life events; this results in the ‘complex interaction’ of
knowledge and skills (Camilleri, 1999, p. 32). There are a number of models of reflection that have
been developed to help practitioners carry out reflection, including Gibbs reflective cycle (1988),
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Johns model (2002) and Borton’s framework (1970), which has been further developed by Rolfe,
Freshwater, and Jasper (2001). Each of the reflective frameworks have a similar structure; firstly
exploring the events or critical incident that prompted the reflection; secondly an exploration of the
emotional experience and theoretical beliefs that underpin the experience, and finally a
consideration of different ways of working in the future. By following these steps, reflection can be
‘a means of identifying and freeing oneself from false consciousness’ (Freire, cited in Rolfe et al,
2001, p. 27) and developing new ways of working.
Within the reflection, there are ‘critical incidents’, which are defined as ‘…any episode of experience
that has a particular meaning to the observer, practitioner or any other person taking part in them’
(Jasper, 2003, p. 13). Critical incidents often produce ‘an awareness of uncomfortable feelings or
thoughts’ (Atkins et al, 2003, p. 1189, cited in Jasper, 2003, p. 14); although critical incidents are
not always negative, they can be generated as a result of positive experiences. These critical
incidents can occur at any time during the process being undertaken, and as such will be included
where relevant throughout the reflection. As part of the process of completing the Professional
Doctorate, I have undertaken reflection and become aware of a number of critical incidents
throughout. For the purposes of this reflection, John’s model was chosen, as it has five steps that
allow a structured and analytical approach to reflection. Each step will be considered in turn below:
1.

Phenomenon

The experience for reflection is the process of completing a Professional Doctorate in Social Work
that began in October 2005 and finished in 2013. The process has involved being part of a student
group, completing assignments, undertaking some research and completing this thesis as part of
the process.
2.

Causal

Underpinning my decision to undertake a research project was my experience as a health and
social care professional and my learning about evidence-based practice as part of the Masters in
Social Research Methods. Whilst research ethics ensure that no harm should happen to research
participants, no such ethical guidelines appear to apply to a wide variety of well-intentioned
services; instead, many of these services appear to operate from the maxim that well-intentioned
services produce good outcomes. In reality, ‘it has long been known that good intentions do not
guarantee good outcomes or, indeed, only neutral outcomes; they can lead to harmful effects’
(McCord 2003, cited in Munro, 2010, p. 126). My motivation to undertake the research was based
on a desire to understand the impact of a social work intervention, to undertake a unique piece of
research that contributes to existing knowledge and to develop my knowledge and understanding
of the research process; as well as achieving the highest level of academic study I could.
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3.

Context

I had several different options with regards to undertaking further study; to undertake either a PhD
or Professional Doctorate part-time; or to undertake a PhD full-time and receive some funding.
Each option had different challenges and benefits, including levels of control over the research
project and the topic I studied and the amount of income or funding available. There were some
opportunities to undertake PhD’s fulltime but many of them would have required relocation or long
commutes; either of these options would have had a potentially detrimental impact on my family. I
also spent some time reflecting on my own motivation and my own doubts about being able to
complete this level of study. This process of weighing up potential benefits with potential costs is a
classic step in the process of change, and is defined as a decisional balance (Miller et al, 2002a
p.15). In the end, I decided to apply for a Professional Doctorate in Social Work at the University
of Portsmouth, in part because I received a financial incentive as I was working in the University at
the time, as well as being local and easy to access.
The first two years of the Professional Doctorate were based on written assignments, which is a
method of assessment that I am comfortable with, although the level of work was challenging.
During these two years, a number of colleagues dropped out of the course for a range of different
reasons and their actions made me re-visit my motivation for undertaking the course; each
departure felt like a critical incident, as it made me question my decision to remain on the course.
After completing the first two years I was at the stage of designing a research project, which felt
like embarking on a rollercoaster ride; once I had started, I would be taken on a journey which
would be in turns terrifying, exhilarating and uncomfortable; a journey over which I had little control
with many unexpected twists and turns.
4.

Reflection

I spent a long time deciding on the research topic; my original idea was to explore the potential
role of social work within a paediatric diabetes team. I was advised that I should feel passionate
about the topic I chose in order to sustain my interest through the long months of writing up. I felt
very passionate about diabetes, as my daughter had been diagnosed as having Type 1 Diabetes
in August 2006 and was struggling to control her blood glucose levels. From my exploratory
research into the topic of diabetes self-management, I learnt that the NHS services fails to meet
the needs of teenage girls with diabetes, as nationally this group have the poorest levels of blood
glucose control. I was interested in learning more about the management of diabetes in children,
and considered interviewing the members of my local support group. Access to the data in this
instance would not have been difficult; however, it would have had a significant impact on my
relationship with others in the group.
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I was also fortunate enough to attend a conference organised by Diabetes UK, where I listened to
a presentation by a researcher, who found that the quality of the relationship between parents and
their children affected the amount of control a child had over their diabetes (for example, Sander,
Odell, and Hood, 2010). I realised that to embark on this journey may also involve some very
personal revelations about my strengths and weaknesses as a parent, as well as the quality of my
relationship with my daughter. Whilst I recognised that the topic of diabetes was important to me,
the personal importance of the findings might actually prevent me from finishing my studies, as the
possible research findings could become too uncomfortable.
At the time of my reflection, I was working for NHS Direct, and discovered some areas that would
be interesting to research, in particular the processes around the safeguarding of children. At the
time, a recent audit had revealed wide regional variations in the management of calls where there
was a potential child protection concern and NHS Direct would have welcomed my project. As a
result, the second study I considered was the management of child protection concerns within NHS
Direct, where I was employed at the time as a researcher. As an employee, I would have had
access to taped recordings of calls to NHS Direct where possible child protection concerns were
identified. I would also have been able to meet with senior managers to explore the strategic and
operational policies and processes. However, my contract with NHS Direct was only temporary,
and once the contract ended, I would have found it very difficult to gain access to the data I
required.
My manager at the time wisely pointed out that whilst I worked for NHS Direct I would receive
support and access to participants; but that this access would be more limited if I worked for a
different organisation. This highlighted the issue of the potential blocks to data, beginning with the
way that the person (or their data) is defined, as there are different access rules according to
whether the person is defined as a patient, client, pupil, parent, resident or consumer. For example,
whilst all data in the UK is managed according to the Data Protection Act 1998, there were no
ethical committees governing access to children’s educational data, whereas there are strict rules
and guidelines about access to NHS (health) and social care data.
I decided to look within the field of social care and met my previous manager at a seminar at the
University of Portsmouth. My manager was an invaluable source of support and guidance when I
was a student social worker and then as a practising social worker. Most of my career as a health
and social care professional has been in the field of older people, and I have found it be very
rewarding; partly because some older people can ‘remember pre-NHS days and are eternally
grateful for what they receive ‘(Squires, 2002, p. 69). I am also very aware that these older people
voted and paid for the welfare state in its infancy, and are therefore, in my opinion, entitled to
benefit from its services. A study about the Lodge seemed ideal, as I knew the team who worked
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in the Lodge, and I had a good relationship with the Team Manager (my former manager).
However, access to the data was still problematic, as I did not have access to the social care
database, and would need to rely on the kindness of the administration assistant. At this point, I
could see myself moving forward and being able to write a research proposal.
The next phase was concerned with writing a research proposal. The aim of my research was
twofold: firstly, to explore the notion of rehabilitation and the impact of the Lodge Rehabilitation
Unit, and secondly to successfully complete the requirements of the Professional Doctorate in
Social Work. According to Robson:
Researchers must be careful to choose an approach that is relevant to the research question
or topic at hand rather than being driven by the method. Most importantly, they must be
ongoingly reflexive about their reasons for the research, their role in the research, the needs
of research participants and the importance of the relationships that are developed in the
research context. (Stephens, 2011, p. 75)
The uniqueness of the Lodge appeared to lend itself to a case-study approach, as the population
of the Lodge were distinct from other populations. Within the constructs of the case-study, I wanted
to use both quantitative and qualitative methods, in order to gain experience of both methodologies.
Once the research proposal had been completed, it then had to be approved by two different ethics
committees, to ensure that no harm would come of the participants as a result of the research. The
research proposal was accepted, with a few minor amendments and confirmation of my Criminal
Records Bureau clearance. Whilst I did not intend to harm the participants, I was aware that good
intentions are not enough to protect participants; and that participants could be harmed
inadvertently. The notion that I should do no harm persisted each time I visited the Lodge.
Accessing the Lodge itself was not easy, as there were security buzzers to negotiate, and it was
not always easy to identify possible research subjects. The staff within the Lodge identified various
people who had recently been admitted, and sent me an email to let me know their names.
However, it was not always easy to find them within the Lodge, as they were in different lounges,
and occasionally moved rooms. Because of room changes, the names on the room doors did not
always reflect the name of the person who was residing in the room. Having identified some
potential research participants, the next challenge was to find a convenient time to conduct
interviews, as the participants often had visitors, or therapy, or wished to remain within a noisy day
room. Some of the participants were not appropriate to interview, and some participants were
reluctant to be interviewed. It was at this point that I was particularly mindful of not doing any harm,
as I could have encouraged participants to take part against their will, or taken advantage of people
who did not have capacity to make decisions.
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The majority of the older people appeared comfortable with telling me their stories and obviously,
those who did not want to participate were excluded from the study. I felt sad whilst I listened to
some stories, partly due to the nature of the story and partly because my approach as a researcher
seemed more respectful than some of the professionals that were working with the older people.
As a professional, older people had some degree of control over the types of interventions I could
arrange; however, as a researcher, the older people had far more power to decline my attention. I
was not sure that all the older people appreciated the shift in the power balance; instead some
older people appeared to view me as another member of staff (for example, some older people
asked me to carry out tasks for them which were appropriate for a member of staff but not a visitor).
On more than one occasion, I was challenged by staff in the Lodge about the purpose of my visit,
which made me feel like an intruder. The challenges made me question the aims and objectives of
my research, particularly as it was unlikely that any of the participants would directly benefit from
the findings. Equally, following each successful visit with a completed interview, I felt like I had
been bestowed with an important gift. As mentioned above, the participants were all willing to take
part in the research, and all agreed to a follow up interview. However, this proved to be a very
challenging task, as I did not want to be perceived as harassing the participants by making multiple
calls to them, or put them under any pressure if I did manage to speak to any of them. In the event,
the majority declined when I contacted them following discharge.
5.

Learning

The process of completing the Professional Doctorate has been a learning journey. I have learnt
that in order to achieve success in research, there are several essential ingredients. The first part
is having a clear sense of purpose and a robust set of aims and objectives, as it is easy to be
overwhelmed by background reading and the range of research methodologies. The second part
is having access to the data and/or participants; the best research proposal will not be successful
if there is no data to collect. The final aspect is being enthusiastic and interested in the research
area, to ensure the motivation to complete the task. Alongside my learning about the research
process, I have learnt more about social policy and community care, as well as notions of caring
and dependency. My objective was to contribute to research knowledge, through an original
research design using a specific population who were receiving a specific intervention of
intermediate care within a local authority setting. The research included a quantitative analysis of
Barthel scores and a narrative analysis of older people’s perspectives of intermediate care with
narrative research. In the process of completing the Professional Doctorate, I had the opportunity
to develop my research skills and the importance of narrative within social work.
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Appendix I: Age and Gender of local residents (2009)*
Age group

Persons

Men

<1

2,600

1,300

1,200

1-4

9,300

4,700

4,600

5-9

9,900

5,100

4,700

10-14

10,100

5,200

4,900

15-19

14,500

7,400

7,100

20-24

25,300

12,900

12,400

25-29

20,300

10,300

10,000

30-34

13,900

7,100

6,800

35-39

13,600

6,800

6,800

40-44

13,700

6,800

6,900

45-49

12,900

6,300

6,600

50-54

10,900

5,400

5,500

55-59

9,400

4,700

4,700

60-64

9,600

4,800

4,900

65-69

7,200

3,600

3,600

70-74

6,300

2,900

3,400

75-79

5,400

2,300

3,100

80-84

4,200

1,600

2,500

85-89

3,000

1,000

2,000

90+

1,500

500

1,000

203,500

100,800

102,700

Total**

Women

*. Reproduced from Council website, data from Population Estimates Unit, National Statistics. CROWN COPYRIGHT
2010 Data source withheld to ensure anonymity
**Note: Totals may not sum due to rounding
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Appendix II: A selection of the Policy Guidance
1990

Community Care in the Next Decade and Beyond: Policy Guidance
(London: Department of Health)

1992

Memorandum on the Financing of Community Care in the Next Decade and Beyond:
Policy Guidance (London: Department of Health)

1997

Better management , Better Care: The Sixth Annual Report of the Chief Inspector
(London: Department of Health)

1997 Better Services for Vulnerable People (London: Department of Health)
1997 The New NHS: Modern, Dependable (London: Department of Health)
1998

Modernising Social Services: Promoting Independence, Improving Protection, Raising
Standards (London: Department of Health)

1999 Caring about Carers; A National Strategy for Carers (London: Department of Health)
2000

The Government’s response to the Royal Commission on Long Term Care
(London: Department of Health)

2001 The National Service Framework for Older People (London: Department of Health)
2001

Fairer charging Policies for Home Care and other Non- Residential Social Services:
Guidance for Councils with Social Services Responsibilities (London: DH)

2001 NHS Funded Nursing Care: Practice Guide and Work Book (London: DH)
2001 Continuing Care: NHS and Local Councils’ Responsibilities (London: DH)
2001 Intermediate Care (London: DH)
2002

Focus on the future: Key Messages from Focus Groups about the Future of Social
Work training (London: Department of Health)

2002 Fair Access to Care (London: Department of Health)
2002 The Single Assessment Process for Older People (London: Department of Health)
2003 The Community Care (Delayed Discharges etc.) Act 2003
2003

Fairer Charging Policies for Home Care and Other Non-residential Social Services:
guidance for Councils with Social Services Responsibilities (London: DH)

2003 Discharge from hospital: Pathway, process and practice. (London: DH).
2003 Direct Payments Guidance (London: Department of Health)
2003

Care Homes for Older People: National Minimum Standards and Care Home
Regulations (London: Department of Health)

2003 Domiciliary Care: National Minimum Standards (London: Department of Health)
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2003

LAC (2003)14: Changes to Local Authorities charging regime for community
equipment and intermediate care services (London: Department of Health)

2004 The Community Care Assessment Directions (London: Department of Health)
2005

Independence, Well Being and Choice: Our Vision for the Future of Social Care for
Adults in England and Wales (London: Department of Health)

2006

A New Ambition for Old Age: Next Steps in Implementing the National Service
Framework (London: Department of Health)

2006 Our health, our care, our say: Making it happen (London: Department of Health)
2006

Making it Happen: Pilots, Early Implementers and Demonstration Sites – Health and
Social Care Working in Partnership (London: Department of Health)

2006 About Dignity in Care (London: Department of Health)
2007 Charges for Residential Accommodation – CRAG Amendment no. 26, (London: DH)
2007

Putting People First: A shared vision and commitment to the transformation of adult
social care. (London: DH).

2007

The National Framework for NHS Continuing Healthcare and NHS-funded Nursing
Care. (Revised July 2009). (London: DH)

2008 Lord Darzi (2008) Our NHS, our future: Next stage review. (London: DH)
2009

Fairer contributions guidance: calculating an individual’s contribution to their personal
budget (London: Department of Health)

2009 Care, Support, Independence: Shaping the future of care together. (London: DH)
2009 The operating framework for the NHS in England 2010/11 (London: DH)
2009 Use of Resources in Adult Social Care (London: DH)
2009

Transforming Community Services: Ambition, Action, Achievement – Transforming
Services for People with Long Term Conditions. (London: Department of Health)

2009 Raising the Profile of Long Term Conditions Care: A Compendium of
Information(London: Department of Health)
2009 Intermediate Care – Halfway Home: Updated Guidance for the NHS and Local
Authorities(London: Department of Health)
2010

Improving care and saving money: learning the lessons on prevention and early
intervention for older people (London: Department of Health)

2010

Ready to go? Planning the discharge and the transfer of patients from hospital and
intermediate care

2014 Care Act
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Appendix III: Literature search
The terms were used individually and combined with other terms.
Terms for Literature review (Inclusion)
rehabilitation
older
elderly
people
intermediate
care
dependency
interdependence
outcome
barthel
effective (ness)
gender
women
burden
role
resilience
Terms for research methodology (Inclusion)
methodology
case study
social work
narrative
research
quantitative
qualitative
analysis
data
literature review
literature study
evaluation
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Exclusion criteria
Studies completed in non-English speaking countries, due to cultural, political
and policy differences
Disease specific studies, due to the focus on the disease process rather than
the concept of rehabilitation
Rehabilitation studies that were concerned with younger people rather than
older people, as the focus of the rehabilitation was to support a return to work
or training, which is not the primary aim of rehabilitation for older people
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Appendix IV: Barthel Index
BOWELS
BLADDER

GROOMING
TOILET USE
FEEDING

TRANSFER

MOBILITY

DRESSING

0 = Incontinent
1 = Occasional accident ( 1 per week)
2 = Continent
0 = Incontinent or catheterised & unable to manage
1 = Occasional accident (max 1 x per 24 hours)
2 = Continent for over 7 days
0 = Needs help
1 = Independent, face, hair, teeth, shaving.
0 = Dependent
1 = Needs some help but can do something.
2 = Independent (on and off, dressing, wiping).
0 = Unable
1 = Needs help cutting, spreading butter etc.
2 = Independent.
0 = Unable
1 = Major help (1-2 people, physical).
2 = Minor help (verbal or physical).
3 = Independent
0 = Immobile
1 = Wheelchair independent including corners etc.
2 = Walks with help of 1 person (verbal or physical).
3 = Independent (but may use any aid, e.g. stick).
0 = Dependent
1 = Needs help but can do half unaided.
2 = Independent

STAIRS

0 = Unable
1 = Needs help (verbal, physical, carrying aid).
2 = Independent up and down.

BATHING

0 = Dependent
1 = Independent

Total
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Appendix V: Description of the Lodge
The Lodge and is owned and run by the Local Authority and is managed by the Adult Social Care
Directorate. The Care Quality Commission rated the Lodge as a two star service in 2008; which
means that the service is described as ‘good’ (see Table 10):
Table 9: Care Quality Commission grading’s (used between 2000 and 2010)
3 stars – excellent service
2 stars – good service
1 star – adequate service
0 star – poor service

The Lodge is arranged over two storeys and is broadly divided into five units, one that provides
intermediate care to older persons returning to live independently in the community, (known as the
Lodge Rehabilitation Unit). In the past, the service accommodated older people needing long-term
care, but has not accommodated anyone needing long term care for several years, as the service
is moving towards providing short term and respite care.
Each wing of the home has a dining and sitting area as well as a large communal lounge. All
bedrooms are single occupancy. Outside the building there are lawns, shrubs, a seated
recreational space and a patio off the Lodge, which are all accessible to those using frames or
wheelchair dependent. Boundary fencing and CCTV provide security around the building that
monitors the entrances and some external areas.
‘Fees at the home range from £185 to £421 per week depending on the service provided.’ (Care
Quality Commission, 2008).
The Lodge is on the first floor of the two-storey building, and residents share the communal living
area with other residents within the Lodge. Access to the Lodge for visitors is through a bell or
buzzer system, and the staff speak to each visitor before they enter into the building. The members
of staff within the Lodge who work in the rehabilitation unit have received additional training to
encourage older people to maximise their independence and meet their daily living needs. In
addition, staff from the local Rehabilitation and Re-ablement Team (formerly known as the
Community Rehabilitation Team) work with the residents of the Lodge during Monday to Friday,
and provide physiotherapy, occupational therapy, as well as social work.
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The services that residents receive are tailored to their needs, and the balance of services provided
can vary accordingly. The staff within the Lodge try to engage the residents in activities which can
be related to seasonal or topical events (for example Easter Bonnet making or the Royal Wedding)
as well as regular activities using the Nintendo Wii. Residents are encouraged to sit in the
communal living room in order to socialise with the other residents, watch television or listen to a
presentation.
Within the Lodge, residents usually stay a maximum of six weeks which is free to the residents
(although if residents stay longer than 6 weeks, they may have to pay towards their stay). The aim
of the Lodge is to prevent inappropriate hospital admission and to discharge residents to their own
home or supported accommodation rather than residential care.
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Appendix VI: The Nuremberg Code
1. The voluntary consent of the human subject is absolutely essential. This means that the
person involved should have legal capacity to give consent; should be so situated as to be
able to exercise free power of choice, without the intervention of any element of force, fraud,
deceit, duress, over-reaching, or other ulterior form of constraint or coercion; and should
have sufficient knowledge and comprehension of the elements of the subject matter
involved as to enable him/her to make an understanding and enlightened decision. This
latter element requires that before the acceptance of an affirmative decision by the
experimental subject there should be made known to him the nature, duration, and purpose
of the experiment; the method and means by which it is to be conducted; all inconveniences
and hazards reasonable to be expected; and the effects upon his health or person which
may possibly come from his participation in the experiment. The duty and responsibility for
ascertaining the quality of the consent rests upon each individual who initiates, directs or
engages in the experiment. It is a personal duty and responsibility which may not be
delegated to another with impunity.
2. The experiment should be such as to yield fruitful results for the good of society,
unprocurable by other methods or means of study, and not random and unnecessary in
nature.
3. The experiment should be so designed and based on the results of animal experimentation
and a knowledge of the natural history of the disease or other problem under study that the
anticipated results will justify the performance of the experiment.
4. The experiment should be so conducted as to avoid all unnecessary physical and mental
suffering and injury.
5. No experiment should be conducted where there is a prior reason to believe that death or
disabling injury will occur; except, perhaps, in those experiments where the experimental
physicians also serve as subjects.
6. The degree of risk to be taken should never exceed that determined by the humanitarian
importance of the problem to be solved by the experiment.
7. Proper preparations should be made and adequate facilities provided to protect the
experimental subject against even remote possibilities of injury, disability, or death.
8. The experiment should be conducted only by scientifically qualified persons. The highest
degree of skill and care should be required through all stages of the experiment of those
who conduct or engage in the experiment.
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9. During the course of the experiment the human subject should be at liberty to bring the
experiment to an end if he has reached the physical or mental state where continuation of
the experiment seems to him to be impossible.
During the course of the experiment the scientist in charge must be prepared to terminate the
experiment at any stage, if he has probable cause to believe, in the exercise of the good faith,
superior skill and careful judgment required of him that a continuation of the experiment is likely to
result in injury, disability, or death to the experimental subject
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Appendix VII: The Declaration of Helsinki:
Ethical Principles for Medical Research Involving Human Subjects
Adopted by the 18th WMA General Assembly, Helsinki, Finland, June 1964
and amended most recently by
64th WMA General Assembly, Fortaleza, Brazil, October 2013
Preamble
1. The World Medical Association (WMA) has developed the Declaration of Helsinki as a
statement of ethical principles for medical research involving human subjects, including research
on identifiable human material and data.
The Declaration is intended to be read as a whole and each of its constituent paragraphs should
be applied with consideration of all other relevant paragraphs.
2. Consistent with the mandate of the WMA, the Declaration is addressed primarily to physicians.
The WMA encourages others who are involved in medical research involving human subjects to
adopt these principles.
General Principles
3. The Declaration of Geneva of the WMA binds the physician with the words, “The health of my
patient will be my first consideration,” and the International Code of Medical Ethics declares that,
“A physician shall act in the patient's best interest when providing medical care.”
4. It is the duty of the physician to promote and safeguard the health, well-being and rights of
patients, including those who are involved in medical research. The physician's knowledge and
conscience are dedicated to the fulfilment of this duty.
5. Medical progress is based on research that ultimately must include studies involving human
subjects.
6. The primary purpose of medical research involving human subjects is to understand the
causes, development and effects of diseases and improve preventive, diagnostic and therapeutic
interventions (methods, procedures and treatments). Even the best proven interventions must be
evaluated continually through research for their safety, effectiveness, efficiency, accessibility and
quality.
7. Medical research is subject to ethical standards that promote and ensure respect for all human
subjects and protect their health and rights.
8. While the primary purpose of medical research is to generate new knowledge, this goal can
never take precedence over the rights and interests of individual research subjects.
9. It is the duty of physicians who are involved in medical research to protect the life, health,
dignity, integrity, right to self-determination, privacy, and confidentiality of personal information of
research subjects. The responsibility for the protection of research subjects must always rest with
the physician or other health care professionals and never with the research subjects, even
though they have given consent.
198

10. Physicians must consider the ethical, legal and regulatory norms and standards for research
involving human subjects in their own countries as well as applicable international norms and
standards. No national or international ethical, legal or regulatory requirement should reduce or
eliminate any of the protections for research subjects set forth in this Declaration.
11. Medical research should be conducted in a manner that minimises possible harm to the
environment.
12. Medical research involving human subjects must be conducted only by individuals with the
appropriate ethics and scientific education, training and qualifications. Research on patients or
healthy volunteers requires the supervision of a competent and appropriately qualified physician
or other health care professional.
13. Groups that are underrepresented in medical research should be provided appropriate
access to participation in research.
14. Physicians who combine medical research with medical care should involve their patients in
research only to the extent that this is justified by its potential preventive, diagnostic or
therapeutic value and if the physician has good reason to believe that participation in the
research study will not adversely affect the health of the patients who serve as research subjects.
15. Appropriate compensation and treatment for subjects who are harmed as a result of
participating in research must be ensured.
Risks, Burdens and Benefits
16. In medical practice and in medical research, most interventions involve risks and burdens.
Medical research involving human subjects may only be conducted if the importance of the
objective outweighs the risks and burdens to the research subjects.
17. All medical research involving human subjects must be preceded by careful assessment of
predictable risks and burdens to the individuals and groups involved in the research in
comparison with foreseeable benefits to them and to other individuals or groups affected by the
condition under investigation.
Measures to minimise the risks must be implemented. The risks must be continuously monitored,
assessed and documented by the researcher.
18. Physicians may not be involved in a research study involving human subjects unless they are
confident that the risks have been adequately assessed and can be satisfactorily managed.
When the risks are found to outweigh the potential benefits or when there is conclusive proof of
definitive outcomes, physicians must assess whether to continue, modify or immediately stop the
study.
Vulnerable Groups and Individuals
19. Some groups and individuals are particularly vulnerable and may have an increased
likelihood of being wronged or of incurring additional harm.
All vulnerable groups and individuals should receive specifically considered protection.
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20. Medical research with a vulnerable group is only justified if the research is responsive to the
health needs or priorities of this group and the research cannot be carried out in a non-vulnerable
group. In addition, this group should stand to benefit from the knowledge, practices or
interventions that result from the research.
Scientific Requirements and Research Protocols
21. Medical research involving human subjects must conform to generally accepted scientific
principles, be based on a thorough knowledge of the scientific literature, other relevant sources of
information, and adequate laboratory and, as appropriate, animal experimentation. The welfare of
animals used for research must be respected.
22. The design and performance of each research study involving human subjects must be
clearly described and justified in a research protocol.
The protocol should contain a statement of the ethical considerations involved and should
indicate how the principles in this Declaration have been addressed. The protocol s hould include
information regarding funding, sponsors, institutional affiliations, potential conflicts of interest,
incentives for subjects and information regarding provisions for treating and/or compensating
subjects who are harmed as a consequence of participation in the research study.
In clinical trials, the protocol must also describe appropriate arrangements for post-trial
provisions.
Research Ethics Committees
23.The research protocol must be submitted for consideration, comment, guidance and approval
to the concerned research ethics committee before the study begins. This committee must be
transparent in its functioning, must be independent of the researcher, the sponsor and any other
undue influence and must be duly qualified. It must take into consideration the laws and
regulations of the country or countries in which the research is to be performed as well as
applicable international norms and standards but these must not be allowed to reduce or
eliminate any of the protections for research subjects set forth in this Declaration.
The committee must have the right to monitor ongoing studies. The researcher must provide
monitoring information to the committee, especially information about any serious adverse
events. No amendment to the protocol may be made without consideration and approval by the
committee. After the end of the study, the researchers must submit a final report to the committee
containing a summary of the study’s findings and conclusions.
Privacy and Confidentiality
24. Every precaution must be taken to protect the privacy of research subjects and the
confidentiality of their personal information.
Informed Consent
25. Participation by individuals capable of giving informed consent as subjects in medical
research must be voluntary. Although it may be appropriate to consult family members or
community leaders, no individual capable of giving informed consent may be enrolled in a
research study unless he or she freely agrees.
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26. In medical research involving human subjects capable of giving informed consent, each
potential subject must be adequately informed of the aims, methods, sources of funding, any
possible conflicts of interest, institutional affiliations of the researcher, the anticipated benefits
and potential risks of the study and the discomfort it may entail, post-study provisions and any
other relevant aspects of the study. The potential subject must be informed of the right to refuse
to participate in the study or to withdraw consent to participate at any time without reprisal.
Special attention should be given to the specific information needs of individual potential subjects
as well as to the methods used to deliver the information.
After ensuring that the potential subject has understood the information, the physician or another
appropriately qualified individual must then seek the potential subject’s freely-given informed
consent, preferably in writing. If the consent cannot be expressed in writing, the non-written
consent must be formally documented and witnessed.
All medical research subjects should be given the option of being informed about the general
outcome and results of the study.
27. When seeking informed consent for participation in a research study the physician must be
particularly cautious if the potential subject is in a dependent relationship with the physician or
may consent under duress. In such situations the informed consent must be sought by an
appropriately qualified individual who is completely independent of this relationship.
28. For a potential research subject who is incapable of giving informed consent, the physician
must seek informed consent from the legally authorised representative. These individuals must
not be included in a research study that has no likelihood of benefit for them unless it is intended
to promote the health of the group represented by the potential subject, the research cannot
instead be performed with persons capable of providing informed consent, and the research
entails only minimal risk and minimal burden.
29. When a potential research subject who is deemed incapable of giving informed consent is
able to give assent to decisions about participation in research, the physician must seek that
assent in addition to the consent of the legally authorised representative. The potential subject’s
dissent should be respected.
30. Research involving subjects who are physically or mentally incapable of giving consent, for
example, unconscious patients, may be done only if the physical or mental condition that
prevents giving informed consent is a necessary characteristic of the research group. In such
circumstances the physician must seek informed consent from the legally authorised
representative. If no such representative is available and if the research cannot be delayed, the
study may proceed without informed consent provided that the specific reasons for involving
subjects with a condition that renders them unable to give informed consent have been stated in
the research protocol and the study has been approved by a research ethics committee. Consent
to remain in the research must be obtained as soon as possible from the subject or a legally
authorised representative.
31. The physician must fully inform the patient which aspects of their care are related to the
research. The refusal of a patient to participate in a study or the patient’s decision to withdraw
from the study must never adversely affect the patient-physician relationship.
32. For medical research using identifiable human material or data, such as research on material
or data contained in biobanks or similar repositories, physicians must seek informed consent for
its collection, storage and/or reuse. There may be exceptional situations where consent would be
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impossible or impracticable to obtain for such research. In such situations the research may be
done only after consideration and approval of a research ethics committee.
Use of Placebo
33. The benefits, risks, burdens and effectiveness of a new intervention must be tested against
those of the best proven intervention(s), except in the following circumstances:
Where no proven intervention exists, the use of placebo, or no intervention, is acceptable; or
Where for compelling and scientifically sound methodological reasons the use of any intervention
less effective than the best proven one, the use of placebo, or no intervention is necessary to
determine the efficacy or safety of an intervention
and the patients who receive any intervention less effective than the best proven one, placebo, or
no intervention will not be subject to additional risks of serious or irreversible harm as a result of
not receiving the best proven intervention.
Extreme care must be taken to avoid abuse of this option.
Post-Trial Provisions
34. In advance of a clinical trial, sponsors, researchers and host country governments should
make provisions for post-trial access for all participants who still need an intervention identified
as beneficial in the trial. This information must also be disclosed to participants during the
informed consent process.
Research Registration and Publication and Dissemination of Results
35. Every research study involving human subjects must be registered in a publicly accessible
database before recruitment of the first subject.
36.Researchers, authors, sponsors, editors and publishers all have ethical obligations with
regard to the publication and dissemination of the results of research. Researchers have a duty
to make publicly available the results of their research on human subjects and are accountable
for the completeness and accuracy of their reports. All parties should adhere to accepted
guidelines for ethical reporting. Negative and inconclusive as well as positive results must be
published or otherwise made publicly available. Sources of funding, institutional affiliations and
conflicts of interest must be declared in the publication. Reports of research not in accordance
with the principles of this Declaration should not be accepted for publication.
Unproven Interventions in Clinical Practice
37.In the treatment of an individual patient, where proven interventions do not exist or other
known interventions have been ineffective, the physician, after seeking expert advice, with
informed consent from the patient or a legally authorised representative, may use an unproven
intervention if in the physician's judgement it offers hope of saving life, re-establishing health or
alleviating suffering. This intervention should subsequently be made the object of research,
designed to evaluate its safety and efficacy. In all cases, new information must be recorded and,
where appropriate, made publicly available.
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Appendix VIII Ethical Approval

School of Health Sciences
Lucy Birchwood

and Social Work

Early Years Excellence Administration Centre

University of Portsmouth

Flying Bull Lane

James Watson Hall (West)
2 King Richard 1st Road

Buckland

Portsmouth PO1 2FR

Portsmouth

United Kingdom

PO2 7BJ

T: +44 (0)23 9284 4440
F: +44 (0)23 9285 4402

2 September 2009
Dear Lucy
Rehabilitation of older people: a case study of the ‘The Lodge’ (Ref: 09-06)

Thank you for your response to the School of Health Sciences and Social Work (SHSSW)
Research Ethics and Peer Review Committee.
Committee members would now like to give a favourable opinion.
Best wishes,

Dr Rebecca Stores
Chair of SHSSW Research Ethics and Peer Review Committee
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Appendix IX: Consent form
Rehabilitation of older people: A case study, the Lodge
Name:

Please read the following statements and tick to show your agreement before completing
the consent section at the bottom of this form.


I understand that taking part in this research is voluntary.



I have read the Participant Information Sheet which outlines the aims and objectives of the
research.



I have had the opportunity to ask questions about the research.



I consent to the interview being taped



I understand that the information I provide will be used for the research.



I understand that the results of the research may be published in different ways



I understand that I will not be personally identified unless I agree to this.



I understand that I may withdraw at any point during the research by contacting a member of
staff at the Lodge, or Lucy Birchwood

Tel: XXXXXX
If you are willing to take part, please complete the consent section below
Yes

No

I agree that all the information provided by me can be used for the
research study.
Signature of Participant ………………………………………………………
Date…………………
Signature of Person taking Consent……………………………………………
Date…………………
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Appendix X: Information sheet
Research Study Information Sheet
Rehabilitation of older people: a case study of the Lodge

This sheet has been designed to answer any questions you may have about the research study
and what you will have to do if you agree to take part. Below are some questions and answers
that may be helpful.
Q: What is the purpose of the research study?
The purpose of the research study is to explore people’s experiences, views and expectations of
the Lodge.
Q: Why have I been selected to take part?
You have been selected to take part because you have been admitted to the Lodge.
Q: Do I have to take part?
It is completely up to you whether or not you wish to take part. If you decide to take part you can
withdraw from the study at any time without giving a reason. If you decide not to take part it will
not affect any of the care and support that you are receiving from the Lodge.
Q: What will happen if I decide to take part?
If you are happy to take part, and are satisfied with the information and explanations about the
research, you will be asked to sign a consent form. You will be given a copy of the information
sheet and signed consent form to keep for your records.
Q: What do I have to do if I agree to take part?
If you agree to take part a researcher will come and visit you to carry out an interview with you.
The interview will take about an hour, though this depends on how much you would like to share.
We will ask you about your experiences of being admitted to the Lodge, about any concerns you
may have had, and your expectations of rehabilitation. The interview will be tape recorded (with
your permission), so that nothing you say is overlooked.
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You will be asked if you are willing to take part in a second interview after your discharge from
the Lodge. In this interview you will be asked about your experience in the Lodge, and your views
about rehabilitation. This interview will also be tape recorded (with your permission). All the
tapes and information about the interviews will be kept in a locked filing cabinet and will be kept
according to data protection procedures outlined by the Data Protection Act 1998.
Q: What are the possible benefits of taking part?
Although, there are no direct benefits for you in taking part, your experiences and views may help
other people in the future, as the findings from this study will be reported to the Local Authority.
Q: What possible problems could there be for me taking part in this research?
There should not be any problems as a result of taking part in this research, however sometimes
talking about certain issues can make people feel a bit upset. Please remember, if there are any
questions that you don’t like you don’t have to answer them and you can stop taking part at any
time without having to explain why.
Q: What if there is a problem?
If you have any concerns or wish to complain about any aspect of the study, please talk to a
member of staff at the Lodge, or contact any of the people listed at the bottom of this sheet.
Q: Will my participation in this research project be kept confidential?
Your participation and your interviews will be kept confidential. When the findings from this study
are published, your details will be anonymised to make it very difficult for someone to recognise
your views or personal situation. The only occasion when your participation may not be kept
confidential is in the event of a disclosure during an interview which suggests that you or
someone else is in danger. In this situation the researcher will have to tell someone, but will talk
to you about it first.
Q: What will happen to the results of the study?
The results from the study will form part of a report to the Local Authority. The results may be
published in a number of other mediums.
Q: Will I hear about the results of the study?
You will receive a summary of the study containing the main messages from the study, and you
will be notified when the final thesis is completed.
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Q: Who is organising the research?
The study is being conducted by Lucy Birchwood, as part of a Professional Doctorate in Social
Work, at the University of Portsmouth.
Q: Who has reviewed the proposal for this study?
The proposal has been reviewed by the local Adult and Children’s Services Research
Governance Panel and School of Health Sciences and Social Work Ethics Committee at the
University of Portsmouth.
If you have any further questions, please contact:
Lucy Birchwood, Lead Researcher 0XXXXXX
Dr Kieron Hatton, Head of Social Work 0XXXXXXX
Dr Graham Mills, Professional Doctorate Course Leader
Team Manager, The Lodge XXXXXXX
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Appendix XI: Data used for Figure 11 and 16.
Number of weeks on the Lodge (Figure 11)
Cumulati

Valid

Valid

ve

Frequency Percent

Percent

Percent

Less than one week

3

1.0

1.0

1.0

1 - 2 weeks (7- 13 days)

11

3.8

3.8

4.9

2 - 3 weeks (14-20 days)

15

5.2

5.2

10.1

3 - 4 weeks (21-27 days)

19

6.6

6.6

16.8

4 - 5 weeks (28- 34 days)

26

9.1

9.1

25.9

5 - 6 weeks (35 - 41 days)

45

15.7

15.7

41.6

6 - 7 weeks (42 - 48 days)

109

38.1

38.1

79.7

7 - 8 weeks (49 - 55 days)

12

4.2

4.2

83.9

8 - 9 weeks (56 - 62 days)

16

5.6

5.6

89.5

9 - 11 weeks (63 - 76 days)

15

5.2

5.2

94.8

11 weeks and over (77 days plus)

15

5.2

5.2

100.0

Total

286

100.0

100.0

Number of people admitted to the Lodge by year (Figure 16)

Valid

Frequency

Percent

Valid Percent

Cumulative Percent

1

58

20.3

20.3

20.3

2

55

19.2

19.2

39.5

3

52

18.2

18.2

57.7

4

53

18.5

18.5

76.2

5

68

23.8

23.8

100.0

Total

286

100.0

100.0
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Appendix XII: Variables within the data provided
Variable Name

Comment

Swift No.

This is the number of the client on the database that is used by adult
social care services

Name

Clients name – this variable was used to see if any of the older people
had been admitted to the Lodge on more than one occasion (1 person
was admitted 3 times, and 16 people were admitted twice)

Date of Birth

Clients date of birth

M or F

Gender (Male or Female)

Date Admitted
Date Discharged
Admitted From

A new variable of ‘Length of stay’ was calculated using these two
variables
A new variable was created called ‘Successful rehabilitation’ which
was based on the discharge destination being the community.

Discharged To
Emergency admission

Just over 5% of the total number of people were identified as being
‘Emergency Admissions’ – this variable was not used within the
analysis due to the small number of people within this subgroup.

POC Prior (Cost)

There was data for around half of the people who were admitted

POC After (Cost)

There was data for just over half of the people who were admitted

F/U SW Y/N

Around 75% of the people had Social Work follow up

F/U Therapy Y/N

Just under 70% of people had Therapy follow up

Barthel Before

Only 2 Barthel scores were missing from the variable Barthel before;
however 24 Barthel scores were missing from the ‘Barthel After’
variable (which represents 8% of the total). These scores were
missing because the person had been re-admitted to hospital or died.

Barthel After

A new variable was created which was ‘Change in Barthel’, which was
calculated by subtracting Barthel After from Barthel Before.
Waterlow Before

5 (less than 2% of the total) of the Waterlow scores had not been
completed

Waterlow After

19 (around 6% of the total) of the Waterlow scores had not been
completed

Cognition Before

34 (around 11% of the total) of these scores were missing

Cognition After

57 (around 19% of the total) of these scores were missing
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Appendix XIII: Variables used in the data analysis
Variable name

Content

Age

Each person’s age was calculated by subtracting their
date of admission to the Lodge from their date of birth
and then rounding up to the number of years.

Age coded

Gender
Change in Barthel
score

Length of stay (days)

The participants ages were coded into three bands; the
first band consists of the ‘young old’ (aged 65-74 years),
the ‘old old’ (75 to 84 years), and the third band is the
‘oldest old’ (85 years and over), as described by Johnson
and Barer (1997, p.3).
Male or female
A new variable of ‘Change in Barthel score’ was created
by subtracting the Barthel score on discharge from the
Barthel score on admission.
Number of days between the date of admission to the
Lodge and the date of discharge. The length of stay at the
Lodge is one measure of the cost of the rehabilitation
intervention provided by the Lodge. Rehabilitation
services are not usually more than 6 weeks in duration
(British Geriatrics Society, 2004), and in many instances
the length of stay can be considerably shorter.

Length of stay
(weeks)

Length of stay (days) / 7

Barthel Index score
at the point of

Barthel score (0-20)

admission
Barthel Index score
at the point of

Barthel score (0-20)

admission
Change in Barthel
score
Source of admission
to the Lodge
Discharge address

Success

= Barthel score on discharge – Barthel score on
admission
Coded into Residential care (including residential care
homes and nursing homes), Hospital or Community
(including private addresses, warden controlled
residences and sheltered housing).
Coded into Residential care(as above), Hospital or
Community (as above) Rehab Flat (a temporary address
in a warden controlled residence) or Died
Coded into ‘Yes – Discharged into Community’ or ‘No –
Not discharged to the community’ The aim of the Lodge
is to discharge people back to the community, whether
they were admitted to the Lodge from residential care,
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Year of operation

hospital or the community. The data sheet provided has
information about the first destination from the Lodge;
either hospital, residential or community. Only discharges
coded to the Community are presumed to be successful,
and a new variable was created, ‘Success’, which
recoded the ‘Discharge destination’ into ‘successful
discharge’ (all those who were discharged to the
community) or ‘unsuccessful discharge’ (all those who
were not discharged to the community). There are also a
number of people who are admitted to the rehabilitation
flat, which has been coded as ‘unsuccessful discharge’
within the results above, as not everyone who is admitted
to the Rehab flat will return to the community.
There is an expectation that people will be admitted to the
Lodge for no longer than 6 weeks, in keeping with the
aims and objectives of intermediate care. The Lodge
Manager had a hypothesis that the average length of stay
had decreased over the years, as a result of practice
changes within the Lodge. In order to explore whether
there had been any changes in the length of stay, the
data was first separated into 5 categories, each
representing a period of a year:
Year
Year
Year
Year
Year

1–
2–
3–
4–
5–

1st September 2004
1st September 2005
1st September 2006
1st September 2007
1st September 2008

to 31st August 2005
to 31st August 2006
to 31st August 2007
to 31st August 2008
to 31st August 2009
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Appendix XIV: Output from SPSS
Age on admission – descriptive
Descriptive Statistics
N

Range

Age on Admission

299

Valid N (listwise)

299

Minimum

46

Maximum

58

Mean

104

82.55

Std. Deviation
7.924

Age on admission – frequency
Age on Admission
Cumulative
Frequency
Valid

Percent

Valid Percent

Percent

58

1

.3

.3

.3

59

1

.3

.3

.7

60

1

.3

.3

1.0

62

1

.3

.3

1.3

64

1

.3

.3

1.7

65

3

1.0

1.0

2.7

66

3

1.0

1.0

3.7

67

4

1.3

1.3

5.0

68

3

1.0

1.0

6.0

69

1

.3

.3

6.4

70

5

1.7

1.7

8.0

71

5

1.7

1.7

9.7

72

6

2.0

2.0

11.7

73

8

2.7

2.7

14.4

74

5

1.7

1.7

16.1

75

8

2.7

2.7

18.7

76

8

2.7

2.7

21.4

77

13

4.3

4.3

25.8

78

9

3.0

3.0

28.8

79

7

2.3

2.3

31.1

80

17

5.7

5.7

36.8

81

9

3.0

3.0

39.8

82

9

3.0

3.0

42.8

83

11

3.7

3.7

46.5

84

24

8.0

8.0

54.5

85

17

5.7

5.7

60.2

86

19

6.4

6.4

66.6
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87

17

5.7

5.7

72.2

88

12

4.0

4.0

76.3

89

20

6.7

6.7

82.9

90

10

3.3

3.3

86.3

91

10

3.3

3.3

89.6

92

11

3.7

3.7

93.3

93

6

2.0

2.0

95.3

94

2

.7

.7

96.0

95

3

1.0

1.0

97.0

96

2

.7

.7

97.7

98

2

.7

.7

98.3

99

4

1.3

1.3

99.7

104

1

.3

.3

100.0

299

100.0

100.0

Total

Age on admission by gender
Descriptive Statistics
Gender
Male

Female

N

Range

Age on Admission

91

Valid N (listwise)

91

Age on Admission

208

Valid N (listwise)

208

Minimum

Maximum

Mean

Std. Deviation

34

65

99

81.82

7.727

46

58

104

82.87

8.006

Age coded (Figure 10)
Age coded
Cumulative
Frequency
Valid

74 and under

Percent

Valid Percent

Percent

48

16.1

16.1

16.1

75-84

115

38.5

38.5

54.5

85 and over

136

45.5

45.5

100.0

Total

299

100.0

100.0
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Age coded by gender
Agecoded * Gender Crosstabulation
Gender
Male
Agecoded

74 and under

Count
% within Agecoded

75-84

85 and over

30

48

37.5%

62.5%

100.0%

38

77

115

33.0%

67.0%

100.0%

35

101

136

25.7%

74.3%

100.0%

91

208

299

30.4%

69.6%

100.0%

Count
% within Agecoded

Total

Count
% within Agecoded

Total

18

Count
% within Agecoded

Female

Gender
Gender
Cumulative
Frequency
Valid

Male

Percent

Valid Percent

Percent

91

30.4

30.4

30.4

Female

208

69.6

69.6

100.0

Total

299

100.0

100.0

Number of days in the Lodge
No. of days on unit
Cumulative
Frequency
Valid

Percent

Valid Percent

Percent

1

1

.3

.3

.3

2

1

.3

.3

.7

4

1

.3

.3

1.0

7

2

.7

.7

1.7

9

1

.3

.3

2.0

11

1

.3

.3

2.3

12

3

1.0

1.0

3.3

13

5

1.7

1.7

5.0

14

2

.7

.7

5.7

15

2

.7

.7

6.4

16

2

.7

.7

7.0

17

2

.7

.7

7.7

18

2

.7

.7

8.4
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19

1

.3

.3

8.7

20

4

1.3

1.3

10.0

21

3

1.0

1.0

11.0

22

2

.7

.7

11.7

23

6

2.0

2.0

13.7

24

3

1.0

1.0

14.7

25

1

.3

.3

15.1

26

3

1.0

1.0

16.1

27

2

.7

.7

16.7

28

4

1.3

1.3

18.1

29

7

2.3

2.3

20.4

30

3

1.0

1.0

21.4

31

2

.7

.7

22.1

32

6

2.0

2.0

24.1

33

5

1.7

1.7

25.8

34

4

1.3

1.3

27.1

35

8

2.7

2.7

29.8

36

7

2.3

2.3

32.1

37

3

1.0

1.0

33.1

38

6

2.0

2.0

35.1

39

2

.7

.7

35.8

40

11

3.7

3.7

39.5

41

11

3.7

3.7

43.1

42

85

28.4

28.4

71.6

43

7

2.3

2.3

73.9

44

4

1.3

1.3

75.3

45

4

1.3

1.3

76.6

46

2

.7

.7

77.3

47

5

1.7

1.7

78.9

48

4

1.3

1.3

80.3

49

3

1.0

1.0

81.3

50

4

1.3

1.3

82.6

51

2

.7

.7

83.3

52

1

.3

.3

83.6

54

2

.7

.7

84.3

55

1

.3

.3

84.6

56

7

2.3

2.3

87.0

57

2

.7

.7

87.6
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58

1

.3

.3

88.0

59

2

.7

.7

88.6

61

2

.7

.7

89.3

62

2

.7

.7

90.0

67

2

.7

.7

90.6

70

2

.7

.7

91.3

71

4

1.3

1.3

92.6

72

2

.7

.7

93.3

73

1

.3

.3

93.6

74

1

.3

.3

94.0

75

1

.3

.3

94.3

76

2

.7

.7

95.0

77

2

.7

.7

95.7

78

2

.7

.7

96.3

81

1

.3

.3

96.7

82

2

.7

.7

97.3

83

1

.3

.3

97.7

85

1

.3

.3

98.0

93

1

.3

.3

98.3

95

1

.3

.3

98.7

98

1

.3

.3

99.0

101

1

.3

.3

99.3

104

1

.3

.3

99.7

128

1

.3

.3

100.0

299

100.0

100.0

Total

216

Number of weeks in the Lodge (Figure 11)
Number of weeks on unit coded
Cumulative
Frequency
Valid

Percent

Valid Percent

Percent

1

5

1.7

1.7

1.7

2

12

4.0

4.0

5.7

3

16

5.4

5.4

11.0

4

21

7.0

7.0

18.1

5

35

11.7

11.7

29.8

6

132

44.1

44.1

73.9

7

22

7.4

7.4

81.3

8

17

5.7

5.7

87.0

9

9

3.0

3.0

90.0

10

4

1.3

1.3

91.3

11

13

4.3

4.3

95.7

12

6

2.0

2.0

97.7

13

1

.3

.3

98.0

14

3

1.0

1.0

99.0

15

2

.7

.7

99.7

18

1

.3

.3

100.0

299

100.0

100.0

Total
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Barthel scores on admission (Figure 12)
Descriptive Statistics
N

Range

Barthel Score On Admission

297

Valid N (listwise)

297

Minimum

14

Maximum
6

Mean

20

Std. Deviation

13.59

2.984

Barthel Score On Admission
Cumulative
Frequency
Valid

Valid Percent

Percent

6

2

.7

.7

.7

7

3

1.0

1.0

1.7

8

5

1.7

1.7

3.4

9

12

4.0

4.0

7.4

10

24

8.0

8.1

15.5

11

28

9.4

9.4

24.9

12

42

14.0

14.1

39.1

13

32

10.7

10.8

49.8

14

34

11.4

11.4

61.3

15

36

12.0

12.1

73.4

16

30

10.0

10.1

83.5

17

21

7.0

7.1

90.6

18

8

2.7

2.7

93.3

19

9

3.0

3.0

96.3

20

11

3.7

3.7

100.0

297

99.3

100.0

2

.7

299

100.0

Total
Missing

Percent

999

Total

Barthel scores on Admission by gender
Descriptive Statistics
Std.
Gender
Male

Female

N

Range

Barthel Score On Admission

90

Valid N (listwise)

90

Barthel Score On Admission

207

Valid N (listwise)

207

Minimum

Maximum

Mean

Deviation

14

6

20

13.18

3.361

14

6

20

13.77

2.794
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Barthel Scores on Discharge (Figure 13)
Descriptive Statistics
N

Range

Barthel Score On Discharge

282

Valid N (listwise)

282

Minimum

17

Maximum
3

20

Mean

Std. Deviation

15.37

3.201

Barthel Score On Discharge
Frequency
Valid

Missing

Percent

Valid Percent

Cumulative Percent

3

1

.3

.4

.4

5

1

.3

.4

.7

6

1

.3

.4

1.1

7

1

.3

.4

1.4

8

2

.7

.7

2.1

9

6

2.0

2.1

4.3

10

10

3.3

3.5

7.8

11

12

4.0

4.3

12.1

12

25

8.4

8.9

20.9

13

16

5.4

5.7

26.6

14

29

9.7

10.3

36.9

15

18

6.0

6.4

43.3

16

44

14.7

15.6

58.9

17

38

12.7

13.5

72.3

18

28

9.4

9.9

82.3

19

27

9.0

9.6

91.8

20

23

7.7

8.2

100.0

Total

282

94.3

100.0

999

17

5.7

299

100.0

Total

Barthel scores on discharge by gender
Descriptive Statistics
Std.
Gender
Male

N
Barthel Score On

Range
83

Minimum

Maximum

Mean

Deviation

14

6

20

14.88

3.720

17

3

20

15.57

2.945

Discharge

Female

Valid N (listwise)

83

Barthel Score On

199

Discharge
Valid N (listwise)

199
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Change in Barthel (Figure 14)
Descriptive Statistics
N

Range

Change in Barthel

280

Valid N (listwise)

280

Minimum

21

Maximum

-12

Mean
9

1.74

Std. Deviation
2.419

Change in Barthel
Cumulative
Frequency
Valid

Missing
Total

Percent

Valid Percent

Percent

-12

1

.3

.4

.4

-5

2

.7

.7

1.1

-3

2

.7

.7

1.8

-2

4

1.3

1.4

3.2

-1

7

2.3

2.5

5.7

0

93

31.1

33.2

38.9

1

41

13.7

14.6

53.6

2

37

12.4

13.2

66.8

3

30

10.0

10.7

77.5

4

27

9.0

9.6

87.1

5

17

5.7

6.1

93.2

6

9

3.0

3.2

96.4

7

6

2.0

2.1

98.6

8

1

.3

.4

98.9

9

3

1.0

1.1

100.0

Total

280

93.6

100.0

999

19

6.4

299

100.0
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T-Test
Notes
Output Created

02-Oct-2011 11:16:34

Comments
Input

Data

W:\RMT\Early Years\Early Years and
Childcare Service\Personal
Folders\Lucy\Lucy\THE LODGE\THE
LODGEMASTER.sav

Active Dataset

DataSet1

Filter

<none>

Weight

<none>

Split File

<none>

N of Rows in Working Data File
Missing Value Handling

Definition of Missing

299
User defined missing values are treated as
missing.

Cases Used

Statistics for each analysis are based on
the cases with no missing or out-of-range
data for any variable in the analysis.

Syntax

T-TEST PAIRS=BarthelPre WITH
VAR00003 (PAIRED)
/CRITERIA=CI(.9500)
/MISSING=ANALYSIS.

Resources

Processor Time

00 00:00:00.015

Elapsed Time

00 00:00:00.032

Paired Samples Statistics
Mean
Pair 1

N

Std. Deviation

Std. Error Mean

Barthel Score On Admission

13.59

297

2.984

.173

Barthel Score On Discharge

14.59

297

4.593

.266

Paired Samples Correlations
N
Pair 1

Barthel Score On Admission &

Correlation
297

.528

Sig.
.000

Barthel Score On Discharge

221

Paired Samples Test
d
Paired Differences

Pair 1

Barthel Score On

Deviation

-1.000

f

Sig. (2-tailed)

95% Confidence Interval of the Difference

Std.
Mean

t

Std. Error Mean

3.940

Lower

.229

Upper

-1.450

-.550

-4.374

296

.000

Admission - Barthel
Score On
Discharge

Change in Barthel coded
ChangeinBarthelcoded
Frequency
Valid

Missing

Positive change

Percent

Valid Percent

Cumulative Percent

171

57.2

61.1

61.1

No change

93

31.1

33.2

94.3

Negative change

16

5.4

5.7

100.0

Total

280

93.6

100.0

999.0

19

6.4

299

100.0

Total

Change in Barthel by gender
Descriptive Statistics
Gender
Male

Female

N

Range

Change in Barthel

82

Valid N (listwise)

82

Change in Barthel

198

Valid N (listwise)

198

Minimum

Maximum

Mean

Std. Deviation

14

-5

9

1.67

2.223

21

-12

9

1.76

2.501
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Change in Barthel by gender – t test
Group Statistics
Gender
Change in Barthel

N

Male
Female

Mean

Std. Deviation

Std. Error Mean

82

1.671

2.2225

.2454

198

1.763

2.5006

.1777

Independent Samples Test
Levene's Test for
Equality of
Variances

t-test for Equality of Means
95% Confidence Interval

F
Change in Equal
Barthel

Sig.
.270

t
.604

-.289

df

Sig. (2-

Mean

Std. Error

tailed)

Difference

Difference

of the Difference
Lower

Upper

278

.773

-.0919

.3182

-.7182

.5345

-.303 169.08

.762

-.0919

.3030

-.6901

.5063

variances
assumed
Equal
variances

4

not assumed

Change in Barthel by gender – ANCOVA (Analysis of Covariance)
Between-Subjects Factors
Value Label
Gender

1.00

Male

2.00

Female

N
90
207
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Descriptive Statistics
Dependent Variable:Barthel Score On Discharge
Gender

Mean

Std. Deviation

N

Male

13.72

5.367

90

Female

14.97

4.170

207

Total

14.59

4.593

297

Levene's Test of Equality of Error Variances a
Dependent Variable:Barthel Score On Discharge
F

df1

2.112

df2
1

Sig.
295

.147

Tests the null hypothesis that the error variance of the dependent variable is equal across groups.
a. Design: Intercept + Barthelprescale + Gender

Tests of Between-Subjects Effects
Dependent Variable: Barthel Score On Discharge
Type III Sum of
Source

Squares

df

Mean Square

F

Sig.

1777.331 a

2

888.665

58.497

.000

170.981

1

170.981

11.255

.001

1679.509

1

1679.509

110.554

.000

37.038

1

37.038

2.438

.119

Error

4466.373

294

15.192

Total

69488.000

297

6243.704

296

Corrected Model
Intercept
Barthelprescale
Gender

Corrected Total

a. R Squared = .285 (Adjusted R Squared = .280)

Gender
Dependent Variable:Barthel Score On Discharge
95% Confidence Interval
Gender

Mean

Std. Error

Lower Bound

Upper Bound

Male

14.055 a

.412

13.244

14.866

Female

14.826 a

.271

14.293

15.360

a. Covariates appearing in the model are evaluated at the following
values: Barthel Score On Admission = 13.59.

Univariate Analysis of Variance

Between-Subjects Factors
Value Label
Agecoded

N

1.00

74 and under

48

2.00

75-84

114

3.00

85 and over

135

Tests of Between-Subjects Effects
Dependent Variable:Barthel Score On Discharge
Type III Sum of
Source

Squares

df

Mean Square

F

Sig.

1840.156 a

3

613.385

40.813

.000

211.381

1

211.381

14.065

.000

99.864

2

49.932

3.322

.037

Barthelprescale

1548.327

1

1548.327

103.021

.000

Error

4403.548

293

15.029

Total

69488.000

297

6243.704

296

Corrected Model
Intercept
Agecoded

Corrected Total

a. R Squared = .295 (Adjusted R Squared = .288)

Agecoded
Dependent Variable:Barthel Score On Discharge
95% Confidence Interval
Agecoded

Mean

Std. Error

Lower Bound

Upper Bound

74 and under

15.002 a

.565

13.890

16.114

75-84

15.178 a

.364

14.463

15.894

85 and over

13.952 a

.336

13.290

14.614

a. Covariates appearing in the model are evaluated at the following values:
Barthel Score On Admission = 13.59.
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Source of admission
Admitted From
Cumulative
Frequency
Valid

Community
Hospital

Valid Percent

Percent

48

16.1

16.1

16.1

205

68.6

68.6

84.6

46

15.4

15.4

100.0

299

100.0

100.0

Residential
Total

Percent

Discharge Destination (Figure 15)
Discharged To
Cumulative
Frequency
Valid

Community

Percent

Valid Percent

Percent

180

60.2

60.2

60.2

40

13.4

13.4

73.6

5

1.7

1.7

75.3

Residential

32

10.7

10.7

86.0

Rehab flat

42

14.0

14.0

100.0

299

100.0

100.0

Hospital
Died

Total

Changes over years (Figure 16)
Year
Cumulative
Frequency
Valid

Total

Valid Percent

Percent

Year 1

58

19.4

20.3

20.3

Year 2

55

18.4

19.2

39.5

Year 3

52

17.4

18.2

57.7

Year 4

53

17.7

18.5

76.2

Year 5

68

22.7

23.8

100.0

286

95.7

100.0

13

4.3

299

100.0

Total
Missing

Percent

999.00
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Successful rehabilitation
Success

Frequency
Valid

Percent

Valid

Cumulative

Percent

Percent

Discharged to the Community

180

60.2

60.2

60.2

Not discharged to the Community

119

39.8

39.8

100.0

Total

299

100.0

100.0

Successful rehabilitation by admission address
Admitted From * Success Crosstabulation
Count
Success
Not discharged

Admitted From

Community
Hospital
Residential

Total

Discharged to

to the

the Community

Community

Total

26

22

48

131

74

205

23

23

46

180

119

299

Changes in bed numbers
(Notes from spread sheet provided by the Admin Assistant)
Beds reduced from 14 to 10 on 10/10/08. Beds reduced to 8 on 14/01/09. Beds increased from 8 to 10 on 23/03/09.
Beds reduced from 10 to 8 on 31/07/09.
Beds increased from 8 to 10 01/10/09.
VU closed from w/e 29/08/09 for substantial floor repairs (? 2 months) - NO ADMISSIONS
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Appendix XV: Participants in narrative study
Participants
ID No.

Age

Brief description of
family situation

Days
on
unit

Discharge
address

Change in
Barthel

Anne

70

Recently widowed
(husband was carer),
close to daughters

46

Rehab Flat

+6

Brian

80

Contact with GP, some
40
contact with daughter
who lives in France

Community

+3

Constance

94

Widow of many years,
contact with GP, some
contact with sons

38

Hospital

+2

Daphne

90

Widow of many years,
contact with
neighbours

84

Residential

Not recorded

Ethel

87

Widow of many years,
daughter is main carer

20

Community

+2

Fay

87

Widow of many years,
contact with GP, some
contact with sons

17

Community

+3

George

81

Recently widowed
(wife was carer), some
contact with daughter

41

Community

+2

Henry

88

Recently widowed
(was carer for wife),
contact with GP, v.
little contact with family

86

Community

+4

Ivy

84

Widow of many years,
daughter is carer but
lives 20 miles away

27

Community

+1

Janice

87

Divorced for many
years, lives with exhusband (who is also
her carer), close
contact with son

49

Community

+6

Kenneth

80

Lives alone, some
contact with neighbour,
no contact with family

39

Community

+9
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Appendix XVI: Coding system
Themes

Example of codes that were

Example text which was

attributed to the theme

coded with one of the
themes

Agency

Care in the community

They decided/I don’t know

‘this lady came to see

who decided/older person

me…I don’t know who

informed of admission

asked her to come…’

Carer/care in the community/

‘I have carers that come

girl/cleaner/carer/Rapid

every day’

Response/different carer/not
knowing who is visiting/not
wanting to be a burden to
carers
Caring within the family -

reciprocal caring /caring while

‘well, I looked after their

mum was in

children when they were

hospital/definition of a

young…’

carer/carer stress/support
from family/family
duty/looking after
Definition of rehabilitation

Get back to normal/get back

‘I want to go home when I

on my feet/as good as I can

am ready…I am not ready

be/return home/self

yet’

assessment
Dependency

Frustration/loss of
independence/relying on
others/burden/responsibility/
expectations/roles

‘My nieces were not
prepared to look after their
own mother so they are
hardly likely to come and
look after me’

Identify through work

Career/pride/status/sense of

‘I thought the other chaps

belonging/sense of worth

were matelots and I
thought I would make
myself known to them’
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Motivation for rehabilitation

Not wanting to enter

‘I don’t want to sit around

residential care/wants to go

a wall’

home/wants to be back to
normal/positive in the face of
adversity
Observations about old age

Ageing/Difficulty with

‘I’m not as efficient as I

memory/not able to do things

used to be’

that I used to/better health
than
younger/isolation/difficulty of
living on your own
Participants views of the
Lodge

Physio/nice/caring/supportive/
encouraging/ fellow
resident/communal room

‘A…the physio..…he really
good….he comes to see
me every day to check on
me’

Relationships and loss

Loss/death/daughter/son/loss

‘I lost one son when he

of

was 45 to cancer, I lost my

parents/bereavement/friends

husband 16 years ago…’

moved
away/widow/relationships
with carers/relationships with
other residents
Social services

Social services visited once/

‘They came to see me but I

waiting for visit from social

haven’t seen them since’

worker/might have been
social worker
Themes from narratives

Story of loss/story of

‘I had a fall, and then I

marriage/story of mental

was worried about going

health/story of naval

outside…especially when

career/story of illness/story

all the snow came..’

of falls
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Appendix XVII: Repeat Visitors
ID

1

Gender

M

2

M

3

F

4

F

5

F

6

F

7

F

8

F

Age

Date

Date

admitted
84

Admission

Discharge

No.

Barthel Barthel Time between

discharged address

address

Days

Pre

Post

admissions

Sep-04

Oct-04

Hospital

Community

42

12

17

4 years

88

Jan-09

Feb-09

Hospital

Hospital

20

7

7

8 days in hospital

88

Feb-09

Mar-09

Hospital

Community

30

11

13

92

Jul-05

Aug-05

Hospital

Community

32

20

20

92

Dec-05

Jan-06

Residential

Hospital

44

13

NK

77

Mar-06

Jul-06

Residential

Community

128

13

16

78

Dec-07

Jan-08

Community

Community

21

16

17

71

Aug-07

Oct-07

Hospital

Community

56

12

12

72

Sep-08

Nov-08

Hospital

Rehab flat

41

10

16

87

Nov-04

Dec-04

Community

Community

42

17

18

90

Feb-07

Mar-07

Hospital

Community

45

15

16

96

Jul-09

Sep-09

Residential

Community

35

13

13

96

Sep-09

Oct-09

Hospital

Community

30

10

16

77

Nov-07

Jan-08

Residential

Hospital

42

14

14

77

Jan-08

Mar-08

Hospital

Community

56

11

14

76

Sep-08

Nov-08

Hospital

Community

42

19

19

77

Jun-09

Jun-09

Hospital

Hospital

23

11

11

4 months

5 months

11 months

2 years

3 weeks

5 days in hospital

6 months

9

M

10

F

11

F

12

F

13

F

14

F

15

F

16

M

65

Aug-06

Oct-06

Hospital

Community

42

14

14

65

Oct-06

Nov-06

Hospital

Community

45

14

14

89

Dec-05

Feb-06

Hospital

Residential

49

15

16

90

May-07

Jun-07

Hospital

Community

34

10

11

85

Sep-08

Nov-08

Hospital

Community

41

16

16

86

May-09

Jun-09

Hospital

Community

20

14

16

73

Oct-07

Nov-07

Community

Community

13

15

16

73

Nov-07

Dec-07

Community

Community

36

12

16

75

May-09

Jun-09

Community

Hospital

32

13

11

75

Jun-09

Sep-09

Hospital

Residential

75

10

15

84

Sep-05

Oct-05

Residential

Community

42

16

18

84

Dec-05

Jan-06

Hospital

Rehab flat

22

17

18

95

Dec-04

Jan-05

Community

Rehab flat

44

9

12

95

Jan-05

Feb-05

Community

Residential

17

15

12

99

Jan-09

Feb-09

Hospital

Community

50

12

13

99

Mar-09

May-09

Residential

Residential

73

10

14

10 days

1 year
6 months

3 weeks

9 days in hospital

2 months

1 day

2 weeks
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