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ABSTRACT
In this article, we explore issues within the aged residential care sector from
the perspectives of representatives of the workforce and the residents
themselves. Qualitative interviews were conducted with residents, nurses
and care workers at one residential care facility in Dunedin, New Zealand.
Care workers expressed a strong vocational ethic of care but also raised
concerns in the areas of wages, career progression, training, resources and
workload management. They offered opinions on how the sector could
improve on these issues and better support its carework employees. These
included increased wages, training programmes, in-house management of
equipment and allowing experienced care workers to have a stronger voice
in the sector. Opinions expressed by the participating residents supported
those made by the staff; they voiced concern on behalf of the care workers
in regard to wages, training and workload.

INTRODUCTION
Like many other developed countries New Zealand has an ageing
population which is expected to result in increased demand for residential
care facilities. In 2011 there were approximately 32,000 older people that
were cared for by such services. This number is projected to increase to
approximately 38,000 in 2016 and to 52,000 in 2026.1 The 85 and above
age group is the largest user of residential care facilities and their numbers
are projected to double between the years 2006 and 2016. Concerns
have been expressed about the potential impact upon demand for care.1,2
On top of anticipated increasing demand, those in care have become
more dependent. A recent Auckland based study conducted by Boyd et
al found that over a two decade period from 1988 there was a decrease
in the number of residents who were apparently independent (from
16% to 4%) and an increase of those highly dependent (from 12% to
21%). Dependency was quantified by considering factors such as mobility,
toileting and continence, orientation, memory and behaviour.3 An overall
increase in the dependency of residents puts more pressure on those who
are providing care.
These are worrying statistics in light of the current concerns around
the quality of aged care in New Zealand. ‘A Report into Aged Care’
commissioned out by the Labour and Green parties in conjunction with
Grey Power New Zealand4 uncovered some serious shortcomings in

how older people are cared for. These authors described aged care as
an “unregulated, desperately short staffed sector… [They] found a sector
fast reaching crisis point, struggling to meet the growing needs of an ageing
population and residents’ rising acuity levels. The result is that many older
New Zealanders are receiving substandard care.”4 This report, together
with the Aged Residential Care Service Review (ARCSR) uncovered many
fundamental issues and made a series of recommendations.1 These included
14 recommendations put forward by the ‘Report into Aged Care’ and 15
by the ARCSR which ranged from establishing an aged care commissioner
to having pay parity for the staff.1, 4
Many studies have aimed to quantify the quality of life (QOL) of residents
in aged care. Important factors such as leisure activities, family, relationships
and independence along with the quality of life of co-residents and physical
ability have strong correlations with QOL.5, 6 Marquis advocated that the
quality of care in rest homes should be focused on resident outcomes,
such as QOL, and not service outcomes, such as profit. Residential care
facilities in New Zealand are audited on a framework of standards set
out by the Ministry of Health.7 The standards included in the audit are:
consumer rights, organisation management, continuum of service delivery,
safe and appropriate environment, restraint use and infection prevention,
and control.8, 9 Facilities are given a score ranging from major shortfalls
through to commendable.8, 9 While all the factors included in the audit
will affect QOL there is no direct analysis on how the residents of that
facility perceive their own quality of life. A limitation to this is that currently
there is no standardised way of assessing one’s QOL.10 Some researchers
have developed their own measures based on other literature or based on
trends that emerged while interviewing participants.11, 12 More common
methods of assessing QOL are the Schedule for the Evaluation of Individual
Quality of Life (SEIQoL) or the simplified SEIQoL-Direct Weighting
approach.13, 14 Both methods have been used widely and utilised in many
different international settings but have not been universally adapted for
New Zealand.15, 16, 17
A recent study conducted in Spain by Rodríguez-Martín et al examined
what quality of care meant for residents of a care facility by conducting
a series of interviews.18 All participants considered the care staff to be a
vital aspect. Specifically, staff should be affectionate, kind, good mannered,
qualified and able to show personalised attention to detail when assisting
with care. Resident independence was also regarded highly. In particular
there should be no strict rules to living.18
As well as the aforementioned research regarding residents there has
been some exploration into the challenges that health care assistants and
nurses face in regards to working conditions and rates of pay in aged care.
According to a recent survey by the New Zealand Nurses Organisation
the most frequent source of dissatisfaction from the current staff was the
high staff turnover rate and co-worker absence.19 Factors that contribute
to staff absence and the high turnover, which in some facilities has been
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found to be as high as 43% over two years, may relate to the nature
of the work.19, 20 The challenge of providing basic personal care and
managing people with dementia combined with receiving near minimum
wage, feelings of under appreciation and limited job progression render
the sector unappealing to the labour market.19 In this article, we present
findings from a small qualitative research project exploring the perspectives
of long term residents and careworkers in one aged care facility on how to
sustain quality of care to the highest possible standards.

METHODS

RESULTS
The mean age of the residents was 76.  They all identified as NZ European,
three were females and two were males. All the staff interviewed were
female with a mean age of 35. All the care workers identified as NZ
European while there were different ethnicities amongst the RNs.
Care Ethic
A key theme that emerged from the analysis was that participating staff
held a very strong ethic of care. All the staff interviewed asserted that the
primary reason they remained in aged care work was the enjoyment they
get out of their work.

Setting
This research was conducted in a hospital-care wing of a retirement village
complex in Dunedin.The participating retirement village is a modern facility
with specialist aged care for up to 120 residents.
Participants and recruitment
Consent processes were negotiated between the research team,
retirement village management and the University of Otago Human
Ethics Committee (HE13/08). All participants were asked to give consent.
Furthermore, it was requested by retirement village management that the
residents required consent from their next of kin. The facility manager
and clinical nurse leader were responsible for recruiting of participants.
Despite the negative attention the sector has received we entered the
facility with the assumption that there was nothing hidden to be uncovered
as the participating home had passed all audits. Five residents, five care
workers and three registered nurses (RNs) from the care facility were
invited to participate. To participate the residents had to be over 65 years
old, lived in the facility for over six months, could speak English, and without
deficits in cognitive function.  Cognitive function was not formally assessed,
instead the nursing staff made judgements relating to the residents ability
to participate. The care workers and nurses had to be over 18 years old,
worked in the care facility for more than 6 months and could speak English.
Qualitative interviews
The interviews were semi-structured qualitative interviews based around
predetermined open-ended questions.21 Semi-structured interviews were
used as they afford the interviewer the freedom to explore unanticipated
and de novo responses while not constricting to a set interview schedule.
The interviews were audio recorded. They took place in a private room at
the care facility and were conducted one-on-one. Family members of the
residents were free to attend as support and one resident chose to have
their family member present during the interview. The questions asked
focused on identifying issues in the provision of quality care and exploring
possible solutions from the perspective of the interviewee. Examples of
the questions included, “what are the challenges in providing good care?”
and “how could these challenges be overcome?”
Analysis
A general inductive approach, as described by David R. Thomas, was
employed to identify and code recurrent themes within the audio
recordings.22, 23 An innovative method of analysis was utilised so that the
audio files themselves formed the basis of analysis. After the interviews
were completed, recordings were listened to multiple times. Only selected
quotations were transcribed verbatim.22, 24 Quotations were selected if
the subject content could be categorised by a definable idea or related
to an emerging theme. Once the raw data had been converted to text,
quotations were read through multiple times and categories of emerging
themes were created. The text was broken up and coded into each
category. If the text segment reflected more than one common theme this
method allowed it to be coded into more than one category. Categories
were then refined to reduce overlap and reveal overarching themes that
would be included in discussion.
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“And the care that we do for the residents means a lot; that is
why we are here anyway… For me nursing is who I am. I am
passionate about my work. It’s not really about the money it’s what
I do.”
“I think it’s just my nature to give and care for people. It’s something
I’ve always enjoyed - helping people and feeling like you’re actually
valued for what you are doing.”

Against the obvious satisfaction that participating staff gained from their
work, they identified wages, training, workload, appreciation and access to
equipment as the primary challenges for careworkers and the aged care
sector.
Wages
Staff considered that the wage they received did not adequately reflect the
demands of the job and the effort they put into their care work. This is
a well-documented issue and a strong theme in all of the interviews. The
low wage contributed to feelings of lack of value and low job satisfaction
and a critical factor contributing to the high turnover of staff. Furthermore,
experienced more senior care workers were unsatisfied with the pay
increments they have received after such long service.
“They could pay us more; we are quite underpaid for what we do.
Sometimes you do wonder why you do it. I could get more money
standing out on the street holding a lollypop sign.”

A related concern expressed by some participants was that unsuitable
people were being employed within the sector. They suggested that
increasing the rates of pay would resolve many of the issues in aged care
via a follow on effect.
“If you put the wage up higher you’d get more people applying for
the jobs. That way you could be picky with the staff you want…
when you pay peanuts sometimes you get monkeys… Then it
would make a huge difference to patient care, you would just be
working with top-notch people who knew what they were doing. “
“The big thing to improve a lot of the places would be to pay
more. That would bring a lot more experienced people into homes
and the more experience that you have the more efficiently the
place is run... We do have a lot of experience and we leave and go
elsewhere because we are underpaid.”

Participating residents were also critical of the low wages paid by the sector
to care workers. One resident said:
“Pay, it is very poor… It’s almost like a voluntary job for the money
they get. It’s incredible what they do, they are off their own back…
It’s a shame really they just couldn’t get more pay.”
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Training

Appreciation

Staff members expressed a need for more accessible training and a more
educated workforce. As with the low wage there was a concern that the
low level of education required to enter the sector was attracting a cohort
of unsuitable individuals into caring roles.

Care workers viewed care work as a skilled vocation and reported that
it is easy to feel unappreciated and inadequately recognized by the sector.
They expressed the desire to have a stronger voice in local decisions made
about equipment requisitions, social events and resident care plans. They
considered that this perceived lack of value also contributes to the high
turnover of staff and a high absence rate.

“I do think that the [lack of] qualification is a big [issue] because
anybody could walk off the street into here. And the people we
get! …There are people who work here that shouldn’t be. They
are lovely people but they don’t know how to care for the elderly.
There’s a lot to learn about different ways of dealing with residents
in different situations. I think it needs to be more education based.”

Many of the staff held the view that increasing the amount of training
and making training more accessible would improve the quality of care
residents receive.
“A lot of the training they have here is through meetings and
lectures and we haven’t been able to attend.They have been when
we are working and we have to go out for all the bells. I know you
can’t get everybody all the time but try to vary the timetable a
little bit so you can go when your shift is over or your day off. You
have to be educated on some of the protocols, [on the] different
cares, [such as] aged care and dementia. Just make it easier for
people to attend.”

Residents were unanimous that care workers should have a higher level of
competency before they enter the job and are given responsibility.

“I don’t think staff are appreciated. I believe [the care workers]
are the back-bone of the entire industry and our opinion matters.
If there is an issue we are not asked our opinion, [as if] we’re not
really here, we just do the hard work and that’s it.”
“We do have a lot of experience but we leave and go elsewhere
because we are underpaid and undervalued. We have a lot to
offer.”
“I think appreciating staff [is a solution]. People are not going to
come in and work extra shifts if they are not appreciated.”
Equipment and resources
An issue identified by many of the staff was the need for facilities to invest
adequately in the specialised equipment required in aged care facilities.
“Here we spend an awful lot of our time looking for things such
as shower chairs. It would make it easier if those things were more
readily available and we were able to find them easily.Then our job
will go more smoothly.”

Solutions
“Well they do teach them but perhaps a bit more attention to
that… You don’t feel very good with someone new because you
have to explain to them and that takes a bit of time. I suppose
they have to learn but you’d expect them to be taught what to do.”

Workload
The workload pressure experienced by care workers was a key concern
for most participants. Aged care facilities can be busy and stressful working
environments. Our participants felt it was often a struggle to meet the
diverse needs of high demand residents.
“This is one of the busiest jobs I’ve had, there is no down time. We
are on the go as soon as you walk in the door to when you leave.”
“Sometimes we don’t have time to do the little things like finger
nails, cleaning out their drawers or making sure their wardrobe is
nice and tidy. The little things behind the scenes that need to be
done but that get neglected as we don’t have time.”
“I think that even when we do have full staff we don’t have enough.
Even when we have what we are supposed to it is not enough.”

Some of the residents interviewed also expressed their opinion that the
facility was short staffed and that the workers had an unrealistic workload.
“Not enough staff… More staff will solve a lot of the problems.”

Many of the staff interviewed offered solutions on how to make care
workers’ workload more manageable and how to improve the care
received by residents.
“I think perhaps working in pairs, because you get through the
residents a little bit quicker and it makes your workload easier.
Bedding, bathing and things like that, it would be easier with two
people as some [of the residents] can be quite heavy.”
“This morning I had to answer the phone as well as train somebody,
plus do my cares.They could take [a responsibility] off or lessen my
group so I don’t have so many people to get up. So I have more
time to train somebody.”
“We [the care workers] don’t have meetings with the nurses to
discuss our residents fully. We don’t have a lot of contribution to
their care plans. I think sometimes an RN should actually [carry out
a care routine with] a resident before they are doing their care plan
to know what their resident would like. They don’t actually do the
person but they write the paper work up and tell us what to do.”

One nurse participant suggested the scope of practice for registered
nurses was too narrowly defined in the aged residential care sector. She
considered that registered nurses’ professional competencies were not
being well utilised resulting in delays for residents who required medical
attention. She suggested that if nurses had a wider scope of practice
residents would receive more prompt resolution to some of their health
and clinical concerns.
“Even up until now I still have that funny feeling that I am not doing
my level best when I see things and I can’t do anything about them,
because somebody else is supposed to do it. That makes it difficult
for me but I am learning to let go. So that’s one of the constraints
that I have… I’m not allowed to fly.”
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RESULTS

achievable ways in which to address some of the issues raised.

The issues in aged care are well publicized because of the attention the
sector receives from the media. Absent from the body of literature are
the opinions of those on working on the front line of the sector and the
opinions of those living in care facilities. Our findings suggest that care
workers, nurses and residents can make a contribution on how to improve
working conditions of staff and quality of care received by residents. Their
key message to the sector concerns the provision of a better wage and a
recognised training pathway for care workers.  They also identified a need
for greater recognition of the value of care working to the sector and input
in decision making, better access to resources, notably equipment, and an
improved, better managed work load.
The Waitemata District Health Board (DHB) has recently established a
dedicated Gerontology Nurse Specialist (GNS) team to try and address
some of the issues of aged care in their region.25 The GNS team collaborates
with residential care facilities to help them build a functional relationship
with the DHB and to offer extra support for the aged care workers. One
such initiative the team has established is a clinical hotline that nurses can
ring for extra guidance. Since the establishment of the GNS team there
have been lower rates of hospital admissions from the care facilities and
a lower turnover of staff.25 As well as establishing their own GNS team,
the Canterbury DHB has started a Gerontology Acceleration Program
(GAP).26 GAP is aimed at mid- to senior-level Canterbury nurses and
provides them with a framework of clinical skills relevant to aged care. The
aim of this initiative is to develop aged care nursing as a career choice and
to strengthen the competency of the workforce.26 Similar initiatives have
been started by the Taranaki and Midcentral DHBs aimed at supporting and
strengthening the nurses’ role in aged care.27, 28 Such programmes would
address one of the issues raised by an RN interviewed in this study. That
extra support and training may widen RNs’ scope of practice and allow
them to resolve more health concerns without the need for a GP visit or
hospital admission. The reduction in staff turnover that resulted from the
implementation of the GNS team would also address issues raised in this
study, including the inconsistency of care.
Care workers expressed the greatest dissatisfaction with the work
conditions of care work, more so than the RNs. Residents expressed
satisfaction with the care they received and were appreciative of the staff.
They particularly complimented the staff on their attentiveness towards
their carers and the friendly, cheerful manner in which they go about their
tasks. It is a testament to care workers’ vocational ethic that the residents
reported such a high standard of care. It also suggests that personal
dissatisfaction with the sector is not reflected in the care they provide.  All
residents were aware of the challenges that their care workers face and
many expressed solidarity with care workers. We found that the RNs were
more content in their role than the care workers. Overall, they did not raise
the same concerns regarding pay and working conditions. Perhaps this
reflects the positive societal value associated with the nursing profession
and the gains made for the nursing sector over the previous decade by the
New Zealand Nurses Organisation.
While some aged care organisations offer training programmes for care
workers, these do not have the recognition that a nursing degree carries,
nor is there a career path associated with current training options. The
competencies of care work are not formally recognized in a national
tertiary qualification.The nature of care work means care workers are able
to develop a familiarity or intimacy with their residents that surpasses that
of nurses and managers and this represents a wealth of knowledge that can
contribute greatly to the resident care plans and the running of a facility.
The initiatives described above to improve aged care target registered and
enrolled nurses.26, 27, 28 Experienced care workers represent an untapped
resource for the organization of care work.

LIMITATIONS
Sample size was a limitation in this study. Due to time constraints 13 people
from the same facility were interviewed.  We argue that these findings are
likely to be generalizable to the sector within New Zealand.The issues and
solutions that emerged are consistent with the existing literature and there
was strong internal concordance among our relatively small sample but
further research is required in order to claim that saturation was reached.1,
4 ,19, 20
In addition, the majority of questions asked were designed to elicit
responses in relation to the industry as a whole.
The retirement village manager hand-picked the residents and staff to
be interviewed potentially introducing selection bias. Those that were
interviewed may have been selected due to their contentment or high
level of satisfaction with working or living in the facility and those who were
vocally discontent may have been avoided, although the responses would
tend not support this claim.
It is possible that the results were influenced by social desirability. Studies
have shown that older people have the highest degree of social desirability
and acquiescence which may have influenced the answers to some of the
research questions.29 Furthermore, social desirability may have influenced
the answers the staff gave resulting in responses that intended to please the
interviewer or protect colleagues and the image of the facility.

CONCLUSION
It is the care workers who are largely responsible for the residents’ quality
of life, yet it seems there is little infrastructure in place to assure their own
quality of work life. They remain in the sector because of a strong vocational
ethic of care towards their residents which renders them vulnerable to
potential exploitation by the aged care sector. From the interviews it was
apparent that all the staff and many residents could identify issues and
contributed ideas on how to improve on the shortcomings of the industry.
Perhaps the most important finding of this study is the need to strengthen
the voice of care workers on the front line so that we can future proof
quality care of the current aging cohort.
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The solutions offered by our participants echo those put forward in the
Report into Aged Care, such as pay parity with other ‘unskilled’ professions,
minimum staffing levels mandated in regulation and government funded
training to all aged care staff.4 In addition, our interviewees suggested
that morning and evening care routines could be run more efficiently by
rostering the use of equipment and sharing responsibilities. These are
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