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ABSTRACT 

The continuing care for older people is an important but often overlooked area 
of health care. This thesis is concerned with how care staff work with residents 
and their relatives in an NHS continuing care ward. It focuses on the care 
stafrs perceptions and responses to the losses experienced by the residents and 
their families in their care. The research is rooted in a work based education 
project and the theme of loss was chosen by the participating care staff who felt 
it was central to their work. They coined the phrase "living bereavement" 
meaning the complex responses and grief reactions of those experiencing and 
bearing witness to the multiple losses endured in continuing care environments. 

The literature review suggested that the body of knowledge related to loss in 
continuing care is fragmented and the research aimed to explore the 
relationship between some of the fragmented issues. For example, by blending 
social and psychological methods it was possible to research the interaction 
between' the cultural and emotional aspects of loss in continuing care. 
Psychoanalytically informed data collection and analysis strategies were built 
into the methods so that formulations could be made about the role of emotions 
and psychological defences in shaping the customs and practices on the ward. 

A key message from the thesis is that there is an intense emotional demand in 
care work related to loss and grief in continuing care environments. This 
demand consists of the care staffs own feelings as well as their experience of 
other people's emotional responses. I propose that care staff used psychological 
defences to avoid or gloss over aspects of the emotional demand that stirred up 
unbearable emotions and feelings that are usually considered unacceptable, 
particularly for people in care work. Social systems in the organisation of work 
supported the psychological defences and prevented any changes in working 
with emotions becoming custom and practice in the everyday work. 

The study makes its unique contribution by articulating the nature of the 
emotional demand, psychological defences and social systems that are related 
to having close contact with very dependent older people living and dying in 
continuing care environments. IMe thesis concludes by making specific 
recommendations about integrating the emotion work related to living 
bereavement for the participants in the study. Broader considerations are also 
suggested for similar continuing care environments such as care homes. 
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CHAPTER 1- INTRODUCTION: LIVING BEREAVEMENT 

IN A CONTINUING CARE WARD FOR OLDER PEOPLE 

I have taken on the central tenets of Menzies Lyth's (1959/1988) study and 

applied them to a particular area of work, the long-term care provision for 

dependent older people. Tlis has enabled me to develop an original thesis about 

the nature of the emotional demand of this work and the particular sets of 

emotions, psychological defences and social systems that dominate it. Although 

the principles are similar to Menzies Lyth's (1959/1988), this thesis differs 

because it comments on the distinct nature of dependent old age and the 

experience of caring for people in that particular stage of life. 

This thesis is concerned with a group of care staff working on a National 

Health Service continuing care ward for older people (Willow Ward). It 

focuses on the complexities of loss and grief in this type of care environment. 

The research is unique because it combines social and psychoanalytic methods 

in a particular nursing context. In Menzies Lyth's (1959/1988) seminal work, 

she researched the world of nursing. She used her expertise as a psychoanalyst 

to describe how social systems in nursing supported nurses (understandable) 

psychological defences. Casting an empathic light on the role of the nurse she 

described how nurses have unusually high levels of contact with people who, 

for example, were in pain or dying. She suggested that this stirred up feelings 

that had their roots in very early life. These primitive feelings involved the 

conflicts of love and hate, compassion and aggression and hope and despair. 

She argued that nurses not only had to deal with their own primitive forms of 

anxieties raised in the work but also the feelings of -other people such as 
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patients, relatives and colleagues. These people were seen to "push" their 

feelings into the nurses through a psychic communication inherent in the close 

contact of their work. Her suggestion was that the nurses protected themselves 

from such an overwhelming situation with psychological defences and that 

systems of working were developed to support these. 

The methodology differs from Menzies Lyths, because it not only focused on 

the exploration and development of participants in the field, but it also 

developed the researcher's capacity for a psychoanalytic approach to work with 

emotions. 'By combining participant observation (Fielding 2001) with 

psychoanalytic observation methods (Hinshelwood and Skogstad 2000) and the 

Tavistock approach to learning about emotions (Rustin 2003) the research 

method integrates a psychoanalytic and social methodology. 

Key messages from the research 

This research makes a unique contribution to the body of knowledge by 

developing a psychoanalytically informed understanding and technique in the 

specific context of continuing care for older people. It offers a model of how 

psychoanalysis can be used to promote a more sensitive approach to the long 

term needs of dependent older people and suggests how social systems can 

operate to prevent this. It is the conclusion of this thesis that for any 

developments -in the capacity for working with emotions in this field to be 

sustained, it is essential to address the deeply disturbing aspects of the work 

and support care staff at all levels to acknowledge their emotions. T'his includes 

those that may be perceived as negative (Department of Health 2006), but none 

the less exist. 
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The research explored the emotional component of the care stafrs work and 

their responses to it. It uncovered the psychosocial processes that inhibited their 

potential to use the research to develop their capacity for care that is more 

emotional y "in tune". 

The key messages of this research are: 

There is an intense emotional demand in care work related to loss and 

grief in continuing care environments. This demand ponsists of the care 

stairs emotional experience and responses. 

The fact that residents rarely "got better" and anxieties about 

lifelessness and non-existence related to working with people who were 

profoundly dependent were key elements in the emotional demand. I 

propose that care staff used psychological defences to avoid or gloss 

over aspects of the emotional demand that stiffed up unbearable and 

unacceptable feelings connected to these key elements. 

0 It was possible, using methods of containment, to facilitate care staff in 

understanding a fuller picture of the emotional aspects of their work and 

to develop their capacity for working with emotions. In this context 

containment refers to a specific type of relationship where emotional 

learning can take place. This will be explained further in Chapter Four. 
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e These new ways of working were prevented from becoming custom and 

practice in the ward by social systems that supported the psychological 

defences that avoided and glossed over aspects of the emotional 

demand that caused unbearable and unacceptable feelings. 

The social systems within the ward were replicated throughout the 

whole organisation. 

The research model that has produced these key messages reflects the 

researcher's background and interests in care for older people, social research 

and psychoanalytically informed approaches to nurse education and old age. 

The methodology was driven by psychoanalytic theory and technique and 

aimed to uncover aspects of care for older people that are often ignored or taken 

for granted. In order to do this, the research methods were 'designed to 

encourage the care staff to try out new ways of thinking about their work and 

offered them the opportunity to develop a greater sensitivity to the emotions 

contained in it. I have decided to call the research' model psychoanalytic 

participa I nt observation because the term encompasses the appropriate 

theoretical underpinnings and methods. The research model combines a 

psychoanalytic method of observation that fosters emotional engagement with 

an environment with participant observation that explores sociocultural aspects 

of a setting. 
Iý 11 
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BACKGROUND TO THE STUDY 

Ile quality of care being offered to older people has been subject to recent 

Government scrutiny and policy (Great Britain Royal, Commissionlon Long 

Term Care 1999; Department of Health 2001a; Department of Health 2006). 

The'emphasis on dignified care, particularly at the end of life has become a 

central driver for those planning and allocating resources (Department of 

Health 2006). The overarching aims of this work arc in keeping with these 

themes and the desire to modernisc the care for older people in order to deliver 

a more person centred service. It is important to this study not to underestimate 

the difficulties this involves and to acknowledge that these are the aims and 

desires of most individuals working in the speciality. 

Following changes in the continuing care policy, it is unusual for continuing 

care to be provided in an NHS hospital ward (Davies and Seymour 2002) and 

residents were only admitted to Willow Ward when their needs exceeded the 

local care homes' admission criteria. This might mean' that the resident 

population experienced an unusually high level of dependence and challenging 

behaviours compared with some continuing care facilities. Not all areas of the 

country have NHS continuing care provision; therefore level of health care 

provision has become more intense (Davies and Seymour 2002). The core 

principles of the thesis are likely to resonate with people who have experienced 

or witnessed loss and grief in residential or nursing home settings and I suggest 

despite Willow Ward's uniqueness, the findings of this study will be 

recognisable to many people who have been involved in the long-term care 

provision for older people. 
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The work based education project that preceded the research 

The research is rooted in a work-bascd education project. The original 

commission fýr this work was in 1997 and aimed to provide practice based 

education for the staff in the continuing care unit, with an emphasis on 

improving team work and skills in personal'and social care. The unit had a 

reputation for providing good physical care but the staff seemed to lack the 

interpersonal skills to cope with the complex emotional and social problems 

residents and their families presented with. The staff themselves suggested the 

focus of the education should be living bereavement. Although no definitions of 

this term were found in the literature at that time, a working derinition was 

established with the staff: 

"The feelings and behaviours demonstrated by residents and their 

carers [both formal and informal] following loss in the continuing 

care unit"' 

(Holman and Jackson 200 1, p99) 

The work-based education project aimed to be interdisciplinary, encouraging 

reflection on practice and links with theory. It involved educational strategies 

such as group work relating practical examples 'to theory and'supcrvised 

practice of clinicalwork such as care planning. From the start it was difficult to 

get all members of the team to attend and few disciplines other thannursing 

participated. People who declined to take part Or only attended once either said 

that continuing care was not an allocated aspect of their work or that they saw it 

as a nursesS group and therefore not relevant to them. Although the evaluation 
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of the programme failed to demonstrate measurable outcomes of change, the 

staff reported satisfaction with the process orientation of, the project work and 

felt it was important to have someone hear "their side oflthings! ý (Holman and 

Jackson 2001). The, project was regularly.. recommissioned and was the 

antecedent to the aims of the research reported in this thesis. 

From 2000 the project was coordinated by the continuing, care manager and 

involved registered nurses, nursing auxiliaries, a psychologist, an occupational 

therapy assistant, the hospital nurse researcher and myself. The two consultants 

in geriatric medicine with time allocated to continuing care agreed to the 

research and development projects taking place but declined to be involved. 

The activities of the project led by the continuing care manager were aimed at 

improving the personal and social skills of the care staff working on Willow 

Ward. It involved enabling more social contact for the residents, adopting more 

direct and effective communication practices'as well as trying to include more 

personal and biographical information from and about the residents in the care 

processes. Tle mechanisms of the practice development project were 

deliberately integrated into the ordinary work of the ward. For example the 

continuing care 'manager developed a more personal and individualised 

performance review system for staff and audited and developed care planning 

systems to develop the level of biographical detail known about the residents. 

The research project 

The data collection for the research started in 200 1. By this time there had been 

considerable organisational change related to the reduction of inpatient 

continuing care and the local demographic (Chapter Two). The Care for Older 
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People Unit became I part of the Primary Health Care Trust in April 2001 and 

the nurse managers who previously managed thc'thrce continuing care wards 

had left. One6ontinuing care ward became part of the Mental Health Trust and 

one was closed in'ordcr to be converted into an intermediate care ward. This 

left Willow Ward as the only continuing care ward in the Care for Older People 

Unit. The newly appointed manager for continuing care was also responsible 

for care assessments and developing services throughout the Primary Care 

Trust. Although the continuing care manager had other responsibilities, he was 

the lead clinician in Willow Ward and was referred to as the Charge Nurse of 

the ward. This custom isadopted throughout this thesis. 

It was agreed with the care staff on Willow Ward that the psychologist and I 

would co-facilitate a Reflective Work Group. The purpose of the Reflective 

Work Group was to support the change initiated by the Charge Nurse and help 

develop the care staffs capacity for understanding and working with the 

emotional demands of their work. The Reflective Work group became an 

important method of data collection and analysis in the research. In the 

Reflective Work'Group, the care staff were encouraged to discuss any aspects 

of their work they thought was important and relevant. Their initial suggestion 

that living bereavement was central was supported by the pervasiveness of loss 

and grief in the group sessions. My research commenced in 2001 and 

specifically aimed to Identify the emotional demand of living bereavement 

and to explore and develop care staff's capacity to work with It. Following 

the literature review, which will be discussed later, the following objectives 

were identified: 
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To explore care stafrs perspectives and emotional responses related 

., 
to loss in the continuing care ward. 

jo support and develop the participants' (including my,, o") 

capacity, for working with the emotions attached to loss 

To uncover, how.. the, emotional responses', impact on. th. e_overall 

social organisation of care. , -, ,,,, 1. ,ý ýýr ý; 

To recommend ways that the, overall social organisation of care 

could improve the capacity of its staff to work with the emotions 

linked to loss in continuing care. 

Concepts of loss and grief were central to this study and are applied to the 

specific and complex conditions of continuing care environments for dependent 

olderpeople. 

t 

The complexity of loss and grief 

I'lie concepts of loss and grief were considered an appropriate focus for the 

research because they care staff identified them as important. They are 

fundamental to issues of care because they are central to an understanding of 

the personal and social experience of being ill, dependent and dying (Robinson 

and McKenna 1998). 

The term loss is difficult to define as its use has different nuances and emphasis 

depending on the context. Robinson and McKenna (1998) suggest that an 

individual experiences loss only when they value the person, thing or 

experience that has been lost. It could be said that a loss has occurred when 

grief is a consequence (Robinson and McKenna 1998). The concept of loss is 
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fundamentally linked with the'process of grief (Cowles and Rodgers 1991; 

Jacob 1993). 

Terms such as bereavement and mourning ire often used interchangeably but 

they have -'evolved differently. Mourning is a term used to describe the 

processing of loss and is fundamental to the psychoanalytic pcrspcctive on the 

development of 'Personality (Milton et al 2004). Freud (1917) made the 

distinction between mourning and melancholia. Ile suggested people with 

melancholia experienced distinctive self punishing and persecutory fcclings 

which were the result of what might now be called abnormal grief and referred 

to as depression (Davenhill 2006). Mourning is the working through of loss 

and not necessarily related to actual death. Klein (1940) suggested the template 

for how we deal withAoss is formed very early in life. She claimed a baby's 

experiences of absence or separation from a loved person or object, typically a 

mother, are the foundations for the way loss is processed throughout life. This 

has implications for this study because it means the loss and grief experience in 

a continuing care ward is not just about external circumstances but also relates 

to how each individual's template for processing grief interacts with the 

external environment. 

The concept of bereavement is founded on attachment theory and'is a process 

of recovery from external loss such as a death of a loved one (Bowlby 1998; 

Parkes 1972) and grief is understood to be a dynamic process that follows the 

experience of loss often articulated as "working through" issues (Worden 

1983). More broadly speaking all three concepts (bereavement, loss and grieO, 

are individualised, pervasive and normal, involving a non-linear complex of 
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emotions, thoughts and behaviours (Cowles and Rodgers 199 1; Jacob, 1993). 

There is a wide range of emotional experiences that make up grief, whic4 can 

include anger, denial, yearning, sadness, relief, bitterness and despair (Scrutton 

1995). Bereavement theorists such as Parkes (1972) describes how processing a 

loss often involves shock or numbness at the initial stages. The bereaved person 

often goes through a painful sense of yearning and searching for the lost person 

and this can result in depression. The bereaved person's life can, feel like it is 

failing apart but the final phase of the process allows a gradual reorganisation 

of a person's thoughts and the depression subsides. This enables the individual 

to get back to their life having fully realised the extent of their loss (Scrutton 

1999). It has been suggested that people experience feelings and demonstrate 

behaviours as part of the bereavement process following death (Parkes 1998), 

divorce (Weiss 1998), loss of body parts (Maguire and Parkes, 1998), loss of p 

senses and cognitive function (Fitzgerald and. Parkes 1998), being made 

redundant (Fagin 1998) and following loss brought about by abrupt changes in 

whole communities (Marris 1986). 

Thompson (2002) says traditional bereavement theories have been criticised for 

not acknowledging the complexity of the grieving process especially its social 

dimensions. He argues that to describe the process in terms of phases or stages 

is too simplistic. He supports the notion that people oscillate between emotional 

states following a loss. Some feelings are attached to the loss whilst others are 

orientated to moving on and rebuilding. These competing forces produce a 

tension and complicated internal struggle for the bereaved. Klass and Walter 

(2001) are critical of how bereavement theories have been interpreted in 

clinical, practice. They suggest there. has been an overemphasis on "letting go" 
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rath er I than I an'acknoWledging the c101 ntinued importance of relationship bonds 

and the integration of the lost person into'the"survivor's ongoing life. 

Thompson (2002)'claims these broader perspective's are appropriate and more 

readily lend themselves to cultural and -socio-political understandings instead of 

the narrow psychological definitions of traditional bereavement theories. This 

is relevant to this study as'ageist attitudes affect how older people are perceived 

and affect the way resources are distributed. For example, assumptions that 

older people are less sensitive to loss (Scrutton 1999) or losses other than death 

don't count fit with Doka's (2001) social view that some experiences of loss 

and grief are less valued or "disenfranchised" in some societies. ' 

Sapey (2004) has argued that application of loss theories to disability have been 

oversimplified by adopting exclusively psychological dcfinitions. He suggests 

that too frequently non-disablcd people have focused solely on the individual's 

need to process what is automatically assumed to be a loss, rather than 

challenging stereotypical social assumptions-and practices that are prejudiced 

against people with disability and impairment. - Although Sapey (2004) 

emphasises the importance of social factors in understanding the experience of 

disability and impairment he also recognises that disabled people do experience 

distress and that an exclusively socio-political explanation can also be 

restricting. The social and emotional context is important to this study which 

perceives loss of health as a relevant factor in the grief experience'of continuing 

care (Holman and Jackson 200 1). 
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Ile notion that people, in continuing care settings might simply work through 

stages of grief is rejected here. The complexity of the individual's experience is 

seen in the context of social factors such as the relevance of ageism and the 

importance of organisational culture of continuing care environments. 

Traditional and'recent bereavement theorists offer a range of understandings 

about the feelings, behaviours and processes involved following loss. A broad 

spectrum of loss and grief are included in this study. This includes the varied 

reactions and experiences identified as relevant by the individuals involved in 

the study. 

Living bereavement 

The defining features of what the care staff in this study originally referred to 

as living bereavement have been refined in the thesis. It is suggested that there 

are two components to living bereavement. Firstly the actual grief experience 

of the multiple and concurrent losses endured by someone living through the 

end stage of chronic illness in a continuing care setting. Ibis relates to the 

person going through the end stage of the chronic illness and those who bear 

witness to the experience. This is an individualiscd grief like any other but the 

prolonged time frame, proximity to death and association with dependence 

caused by degeneration of physical and mental health can produce unbearable 

and unacceptable emotions which can provoke anxieties. The second 

component of living bereavement relates to the unconscious psychological 

responses people sometimes employ to gloss over or avoid feelings that are 

disturbing or raise anxieties. Living bereavement is defined in this research as 

the interrelationship of loss and grief experienced whilst living through the end 
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stages of chronic illness with the unconscious psychological glossing over or 

avoidance of feelings that are disturbing or raise anxieties. 

The experience of living bereavement impacts on residents, their families and 

care staff. The foci of this study are the perspectives of care staff and the 

development of their capacity for understanding and working with the 

emotional demand in their work. In this context, the emotional demand in this 

type of care work is understood to be both the care stail's own emotional 

experience and response as well as the feelings that get "pushed into them" by 

others, for example residents, relatives and other colleagues (Menzies Lyth 

1959/1988). There is evidence in this research that if living bereavement is not 

acknowledged and processed in continuing care environments, it can become 

ingrained in the customs and practices of the organisation, producing a culture 

that prevents care staff fulfilling their potential to provide care that is sensitive 

to emotions. 

Psychoanalysis and emotions 

The role emotions play in personal and social life is central to the loss and grief 

experience and the organisation of care work. Williams and Bendclow (1996) 

suggest emotions are fundamental to the research project because they are on a 

juncture between mind and body, nature and culture, public and private and of 

particular relevance to this study, they suggest emotions provide the 'link 

between personal trouble and public issues. She describes theoretical 

perspectives on emotions. She suggests a traditional understanding of emotions 

is that they are located within the individual and understood as inherent and 

natural. In contrast, they can be viewed as sociocultural constructions which are 

29 



always experienced, understood and named via sociocultural processes. 

Although she acknowledges the role played by discourse in constructing 

emotional experience, she takes the view that embodiment of emotion is vital 

because it is reflected, in the "ontological state of being and having a body" 

(ibid. p32). 

Lupton (1998) suggests psychoanalytic perspectives offer valuable insights for 

understanding unconscious aspects of emotions. She attributes this to the 

therapeutic and theoretical interest in delving below the surface of experience. 

She places a psychoanalytic understanding of emotion in the "emotion as 

sociocultural construction" perspective. Ibis is interesting as others have 

described psychoanalysis or at least Freud within the "emotions as inherenf' 

tradition (Hochschild 2003; Fineman 2005). Lupton (1998) justifies her 

suggestion by pointing out that although psychoanalysis is concerned with the 

treatment of individuals, psychoanalytic approaches to groups have been 

concerned with the political and cultural nuance. It could also be argued that the 

central role of the carer (typically mother) on the development of mind is an 

example of how internal world interacts with the external and therefore social 

environment. 

Perhaps the clearest link between psychoanalysis and the social and cultural 

aspects of life is in understanding organisations. Systems theory and 

organisation consultancy offer an understanding of how individuals' internal 

psychological processes and the organisation of the external environment are 

linked (Halton 1994). Hinshelwood and Skogstad (2000) argue that people 

form psychological defences to protect themselves from the anxiety connected 
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to difficult issues and feelings in their work. They identify three key ways this 

shapes the organisation: 

9 Specific anxieties are associated with particular types of work 

People cooperate with social systems that support their own 

unconscious psychological ddences 

9 The way personal anxieties are dealt with affects the culture of an 

organisation. 

This understanding of how emotions and unconscious psychological defences 

connected with them influence organisational culture, is fundamental to this 

research. According to Hinshelwood and Skogstad (2000) principles, the 

participants in the study (including myselo were likely to cooperate with social 

systems that support their unconscious psychological defences to avoid the 

emotions that arc the subject of the exploratory aspect of the research. It was 

therefore important to design research methods that were orientated to 

development and provided a framework for exploring unconscious processes 

including identifying when psychological defences were alive in the work. The 

links with the team of psychoanalysts who run the Psychodynamic Approaches 

to Old Age course at the Tavistock centre are fundamental to providing a 

system of supervision and development that ensured an authentic approach to 

unconscious aspects of the work such as psychological defences. This process 

is integrated throughout the thesis but explained more fully in Chapter Five. 

The psychoanalytic theory underpinning the thesis is discussed in Chapter 

Three and specific psychoanalytic terms have been identified in italics and are 

defined in a glossary of terms in Appendix One. 
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A combined social and psychoanalytic model 

Fineman (2000) argues against bolting together different "staun6hly defended" 

theoretical approaches to studying emotion, preferring theory that collapses 

individual, organisational and social distinctions from the outset and builds 

explanations that are interrelational. This study seeks to uncover the issues that 

exist at the margins of pre-existing concepts and favours Fineman's (2000) 

interdisciplinary eclecticism. By identifying relevant traditions that do not seem 

"staunchly defended" it is possible to blend methods to frame a cross-discipline 

and eclectic approach whilst still acknowledging areas of distinct difference 

(Fineman 2000). 

The research approach combined methods to explore the sqcial and 

psychological dynamic of experience. 'Mis was considered important because it 

was a way of generating understanding that addressed gaps in the body of 

knowledge. The combined approach also attempted to understand the 

complexity practitioners have to negotiate in their everyday work with a view 

to supporting development and possible change. For example, in this context, 

the issues that relate to personal experience of loss are interwoven with the 

social and environmental conditions for those living, working and visiting the 

continuing care ward. In the early stages of the work, staff identified significant 

losses for residents related to separation from their home and fi-om the wider 

community (Holman and Jackson 2001). Adjustment to this change may not 

only be about the resident's psychological ability to process grief but also 

whether the social organisation of the ward encourages relevant external links, 

in particular with residents' families. 
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Although the study was about staff and their ability to perform care, the 

combined methods approach needed to acknowledge a broad range of views. It 

was important to adopt a research gaze that not only saw staff as "Providers" of 

care for those experiencing loss, but also as the subjects of the experience. It 

was clear from the start of the work that the loss of intimate relationships 

through widowhood for example, was a significant factor for residents (Holman 

and Jackson 2001), but it became apparent that the nature and longevity of 

relationships between staff'and residents meant staff feel a sense of primary 

grief when a resident dies. The emotional demand of working with loss in 

continuing care not only'involvcs managing one's own experience but also the 

projected fcclings'of other people. Menzies Lyth (1969/1988), suggcstcd that 

such a lot of nursing work related to emotions involved care staff being on the 

end of other people's psychological prqjýctions and this also needed to be 

accounted for in the research design. 

Conversely, it was also important to develop methods that recognisc'that 

although the stafrs perspective on a situation was being explored, they were 

also the subject of the perspectives of others; such as rcsidents-and their 

families and other work colleagues. Using an example from the work-based 

education project, it is possible to see how a minor issue can trigger strong 

feelings reflective of a conflict in perspective: 

"An auxiliary nurse described how he was helping a very dependent 

resident wash and dress. The resident 'was unable to'express his 

individual needs verbally, but the nurse knew him well and was able to 
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provide careful personal care. 7lie nurse had spent a lot of time with 

the resident and spoke with pride about how he had helped the resident 

look smart. Later that day, the resident's wife came in to visit him. She 

approached the nurse and angrily complained that he had parted the 

resident's hair on the wrong side. The nurse saw this as a minor 

mistake... " 

Holman and Jackson (200 1, p 10 1) 

In the extract the nurse and the resident's wife had a different view of the care 

carried out by the nurse. The psychoanalytic approach offered the opportunity 

of understanding behaviour as a symbol of underlying emotion and possibly 

psychological defence. By encouraging the staff to explore both perspectives, 

greater understanding about how conflict arose and the possibilities for 

resolution could be achieved. In this instance, the nurse seemed frustrated and 

angry about the wife's lack of appreciation of his work. The group speculated 

about the wife's position. They said it sometimes felt like relatives feet guilty 

about not providing the care themselves or even jealous of the nurses' intimate 

contact with the residents. 

The developments made through the research were emotionally charged, 

repetitive and Icaming often seemed slow. It was central to the presentation of 

this thesis not to avoid the quality of these processes. This has meant some 

breaks with tradition in the structure of the findings chapters (Chapters Seven, 

Eight and Nine). The inclusion of flne grain detail of data and the integration of 

links with theory will substantiate the claim that this research was embedded in 

the principles of psychoanalysis. Throughout the thesis data are presented to 
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illustrate and support suggestions. In the data that records conversations in the 

field, I made notes after the events. I wrote down the words of the participants 

as I recalled them or I paraphrased the discussion. Participants' names have 

been changed to protect anonymity, but where possible I maintained 

appropriate naming and accents according to a person's cultural heritage. A 

feature of this study is the cultural diversity in the participants. I have tried to 

describe people's ethnicity as accurately as possible. It has not been possible to 

adopt a consistent approach in this. For example, I refer to white English people 

to identify people who originate fi-om England and were white. In contrast I 

sometimes refer to individuals as originating from countries outside the UK. 

This may mean some people who were bom in the UK but speak of their 

identity in terms of their cultural heritage may be misrepresented in the data. In 

general I have tried, to respect the participants' own perspective and use the 

most accurate descriptions available that arc relevant to the issues being 

discussed. 

OVERVIEW OF THE THESIS 

The observation methods based in psychoanalysis and sociological 

methodologies such as ethnography share a commitment to holism and 

exploring a broad view of "the landscape" before making analytic formulations 

(Hollway and Jefferson 2000; Murphy el al 1998). Hollway and Jefferson 

(2000) describe bow in their psychosocial interview method they tried to bear 

in mind the "whole story" whilst simultaneously being aware of first 

impressions, important emerging concepts and links between them. 
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It was important to the data analysis in this study that the researcher bad a good 

understanding of the background of Willow Ward, the area it was situated in 

and the historic development of the service. This provided important context to 

the current situation and enabled a preliminary understanding- of the cultural 

practices of the ward. In Chapter Two I have provided a detailed description of 

these features so that the reader can have a good grasp of the setting from the 

outset. I have included data extracts to support and inform the background 

discussion. T'his will contribute to the vivid description of the setting. 

It is important to give the reader a qualitative sense of Willow Ward and the 

people who visit, live and work there. Ibis understanding of personal lives 

within the social setting is true to the spirit of the research that sits with one 

foot in the affective domain and the other in the social. Equipped with this 

intimate knowledge of the setting, the reader will have enough reference points 

to evaluate the substance of analytic claims made later in the thesis and be able 

to judge where the thesis is relevant to their own particular work setting. 

In Chapter 11ree I have detailed the background to the psychoanalytic ideas 

that underpin the thesis. The foundations of psychoanalysis are described and 

related to the study. I will discuss the philosophy and theory I have used to 

frame my argument. Key psychoanalytic concepts that are central to the study 

are explained and placed in the context of the research. This chapter will be a 

comer stone for the psychoanalytically informed findings. Later, in the findings 

chapters I will be able to substantiate my claims in the context of these key 

concepts. This will validate my. findings and allow readers who are unfamiliar 

with psychoanalysis to judge the rigour of my use of the theory. 
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Tlie findings from the literature review substantiate my decisions about the 

focus of the research and the choice of methods. Chapter Four describes how a 

literature search and review was carried out. I will argue that there are splits in 

the body of literature related to loss and grief in continuing care environments 

and that these splits are dependent on the different methodologies employed by 

the researchers. This means that although practitioners were frequently 

criticised for not provided appropriate care, the full complexity of working with 

loss and grief in continuing care environments was rarely explored. The 

findings from the literature review and related psychoanalytic theory will be 

drawn on in the findings chapters. T'his will place my findings in a theoretical 

frame and allow a better flow of the thesis. 

In Chapter Five, I will describe the methods adopted'in the psychoanalytic 

participant observation. I will discuss the social and psychoanalytic observation 

methods used to generate, collect and analyse data. I will describe the 

Tavistock approach to leaning about emotions and how it forms the basis of the 

iterative data analysis process. I 'will specifically focus on the roles of the 

Reflective Work Groups carried'- out in' Willow Ward, the Tavistock 

Supervision Group (which included methods of supervision and education 

about emotions) and myself as a research instrument. I will describe how these 

formed a chain of containment that allowed access to data at different levels 

and enabled participants (including myselO to develop their capacity for 

working with emotions. Both work groups also offered opportunity for 

feedback either to the researcher in the Tavistock Supervision Group or the care 

staff in the Reflective Work Group. All participants could apply their new ways 
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of understanding and responding to emotions in their own practice area. in this 

way, the data generation, analysis, testing and feedback was cyclical throughout 

the research. 

Chapter Six is the introduction to the findings chapters. It outlines the main 

thrust of the arguments that will be set out in the findings chapters. In the first 

of the findings chapters (Chapter Seven), I will describe the themes that were 

evident in care stafrs perceptions of loss and grief in continuing care. I will 

discuss the emotional demands of their work related to a trajectory of living 

bereavement. By this I mean the complex and intense feelings they experience 

on behalf of themselves and others; for example residents, relatives and 

colleagues. I noticed aspects of the emotional demand that were either missing 

or glossed over in the care stafrs accounts. Adopting a psychoanalytic 

perspective I interpreted this as a sign that the feelings associated with aspects 

of the emotional demand were so difficult or disturbing that they remained 

hidden below the surface of experience. Applying the theory that people adopt 

psychological defences to protect themselves from anxiety provoking emotions, 

the links in the chain of containment embedded in the research methods were 

used to explore the emotional demand in order to gain a more complete picture. 

In Chapter Eight I illustrate this process and identify the techniques the care 

staff used to avoid or gloss over the unbearable and unacceptable elements of 

the emotional demand. 

In Chapter Eight I will make a detailed discussion of findings related to the 

emotional experience that was not usually spoken about and therefore remained 

hidden. I will argue that the care staff protected themselves from emotions such 
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as anger, hatred, envy,, guilt and despair. 'The'chapter is an in depth discussion 

of one Reflective Work Group which was selected because it illustrates the 

psychological defences I identified as significant Using the processes contained 

in the links of containment described in- Chapter Four. The discussion of data in 

such detail ývill give texture to the emotional experience and allow the reader to 

evaluate my interpretation of the care stairs bchaviours as psychological 

defences. These will be'clearly identified and I will 'suggest they link to the 

most disturbing aspects of the emotional demand that include the caring for 

profoundly dependent residents who experience the physical and mental 

degeneration of chronic illness, not having the reward and satisfaction of seeing 

people get better and close contact with people in states that are reminiscent of 

a primitive sense of non-existence. 

In Chapter Nine I will illustrate how the care -staff could develop some capacity 

for working with emotions. It will demonstrate how the participants (including 

myself) were able to use the containing features of the research to gain a more 

complete understanding of the emotional demand of the work and develop 

capacity for a sensitive approach to working with emotions. An in depth 

discussion of a case that continued over eighteen months illustrates the 
I 

developmental potential of the methods. I will argue that care staff had the 

potential to develop their capacity for working with emotions. 

In Chapter Ten I will suggest that although individuals were able to develop 

their capacity for working with emotions by using the containing function of 

- the research to learn and grow, this way of working did not become part of the 

custom and practice of Willow Ward. It is my suggestion that the situation 
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arose because there were social systems in operation that supported the care 

staff's psychological defences. These systems broke up the roles and 

responsibilities of the care staff and the different levels of activity and ability of 

the residents, which then formed a hierarchy. This process of separation 

prevented confrontation of conflicting feelings and allowed the unbearable and 

unacceptable aspects of the emotional demand to be pushed down the 

hierarchy. At the bottom of the hierarchy, with little importance attached to 

them it was possible to avoid and gloss over them. I propose that this system 

was replicated throughout the whole organisation and Willow Ward was most 

closely identified with the most disturbing aspects of the emotional demand. 

Ibis produced a situation where continuing care needs could be avoided and 

glossed over within the organisation. 

I have integrated the links between data and theory throughout the findings 

chapters. In Chapter Eleven I will assimilate the findings and make conclusions 

based on them and the discussion of literature. I will make recommendations 

that are specific to the case of Willow Ward and suggest that within the 

limitations of this in-depth qualitative study there are Principles that can be 

applied to other continuing care settings such as care homes. 
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CHAPTER 2- NHS CONTINUING CARE IN EAST 

LONDON: DISCOVERING A HIDDEN COMMUNITY 

This thesis is about the delivery of continuing care in a National Health Service 

ward in a Care for Older People Unit situated in a hospital complex that formed 

part of an East London Primary Care Trust. Whilst institutional continuing care 

is accepted as an essential and important component of contemporary life in the 

UK, (Great Britain Royal Commission on Long Term Care 1999), the way the 

institutions are organised has led to a situation where they remain separate from 

the rest of society and still little is known about their internal workings (I lockey 

and James 1993). This chapter will argue that social circumstances in East 

London have exacerbated the sense of isolation for an MIS continuing care 

ward (Willow Ward) and added to a sense of it being "out of sighV' and 

consequently out of the "strategic mind" when local policy decisions have been 

made. The rapid changes in the ethnic profile of the area have also meant there 

is an unusual situation. That is that the white English older people form a 

minority in a population dominated by a cultural group usually considered to be 

an ethnic minority in this country. This adds to the unknown quality of the 

ward. 

In this chapter, I will explain how the provision of continuing care for older 

people in the UK over the last hundred years has changed from a position 

where dependent older people were cared for in a workhouse to the current 

situation where frail older people are encouraged to live at home with support 

services or to move to a care home. I will argue that the historic events in East 

London have exacerbated difficulties in planning for the needs of older people 
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in the area. Firstly, the relatively few numbers of older people in the area has 

meant they have become 'an overlooked minority and secondly that the 

competing priorities in the rest of the population are so great that they 

overshadow any strategic planning for the continuing care needs for older 

people. 

Having made the case that little is known about the particular culture of 

continuing care for older people in Willow Ward I will give a detailed 

qualitative description of the people and the ward itselE Murphy et al (1998) 

suggest that holism is an important concern for the qualitative researcher; 

consequently a rich description of Willow Ward, its geographical situation and 

socio-political history is given so that the reader can gain a more complete 

understanding of the study context. It is impossible to encompass everything 

that goes on in the setting, so issues considered relevant to the study have been 

represented to enable the reader to evaluate this case in the light of their own 

experience and clinical practice (Sharp 1998). 

THE NATIONAL POLICY FOR CONTINUING CARE FOR OLDER 

PEOPLE 

In many ways the continuing care unit is an anomaly. It provides continuing 

c are in a homely environment, but it is situated in a hospital complex, therefore 

not at home or in a care home. It does not fit with the hospital's plans to target 

rehabilitation and stroke care in keeping with the principles laid down in the 

National Service Framework for Older People (Department of Health 2001a) 

and it is not subject to the registration regulations laid down in the National 
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Care Standards that apply to care homes providing similar care (Department of 

Health 2000b). Ilis situation has arisen because the demographics of the 

locality are out of step with the rest of the country and policy has frequently 

failed to make the intended impact, possibly due to the ongoing deprivation of 

resources in the area. 

Ii 

The roots of continuing care for older people 

The tradition of providing continuing care for Older People in East London has 

been shaped by social and political circumstances. The distinctive cultural 

qualities of this area have been captured in fiction throughout history, for 

example in the works of Charles Dickens (Palmer 1989). The Care for Older 

People Unit is in a locality where access to resources seriously affects the 

population's health, housing and vulnerability to crimel. 

Health and social care in the area'are rooted in impoverished circumstances. 

Services can be traced back to the time when the institution was a workhouse 

and all ininates were provided with meagre support in the harshest of 

conditions (www, aim25. ac. uk; Peace el al 1997). A lack of provision for those 

who were unable to support themselves financially in old age resulted in older 

people representing nearly half of those living in institutions (Peace'et al 1997). 

Although the conditions of the then infirmary were improved when it was taken 

over by the military authorities in the First World War, it was not until the 

National Assistance Act of 1948 and the formation of the National Health 

Service that legislation was introduced to develop health and social care 

provision for all (www. aim25. ac. uk; Davies andSeymour 2002). " 

1 Local health report not referenced to protect anonymity 
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The infirmary became one of a group of hospitals providing the local 

community with medical care including Care for Older People 

(www, aim25. ac. uk . Continuing care provision was introduced through the 

National Assistance Act (Davies and Seymour 2002) and made a distinction 

between those needing continuous nursing care and those requiring care or 

supervision. The latter group were entitled to care in local authority residential 

homes and the others could get continuous nursing care in long-stay geriatric 

wards in NHS hospitals or fund themselves in a private nursing home (Davies 

and Seymour 2002). 

These policy changes produced shifts in attitudes about old age. Harper and 

Thane (1989) argue that it was the twenty years following the Second World 

War that consolidated "old age" as a phase of life. They suggest social factors 

such as mandatory retirement and the gradual increase in representations of the 

older age group at that time (in 1901,3.5% over 65 and in 1951,12% over 65) 

began to reinforce the image of older people as having legitimate needs but also 

increased the perception of them as a burden. 

Despite the apparent increase in resources aimed at social and health care these 

remained austere times for ordinary people (Palmer 1989). Young and 

Willmott's (1957) study of family life of East Londoners in the 1950s draws a 

picture of close-knit families with minimal resources. The family usually 

revolved around a husband and wife, plus the wife's family and the husband's 

family. They described a situation where although the women's role in the 

family was changing it remained central to the everyday running of households. 

Townsend's (1963) argued that the problems of old age that required state 
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intervention were due to social isolation rather than illness. lie described East 

London families supporting their older relatives at home. Although some older 

people did receive care in hospitals, residential homes and state funded 

domiciliary support, these people's situations were not representative of the 

local population. People required institutional care or support in their homes 

when they had no access to family - particularly female relatives. In Townsend 

(1963) study this position was presented as an organic phenomenon and he saw 

the solutions to the problems of old age as focused on social policy aimed at 

improving housing and support directed at keeping the family together. ' 

At the same time these studies were carried out, housing policy was aimed at 

reducing overcrowding and improving basic amenities such as electricity 

supplies and sanitation. A central principle was to build better housing in the 

suburbs of the city to encourage people to move away from the poorer 

conditions of places like East London, but this reduced the size of the 

population and was a significant factor in the changes in kinship ties 

(Townsend 1963; Palmer 1989). The older people on Willow Ward would have 

provided care for their elderly relatives as described by Townscnd (1963). 

However, many of their peers and their own families had moved out to the 

suburbs as Townsend (1963) described, leaving them reliant on public health 

care. 

A move to home care and care at home 

Throughout the 1960s and 70s there was a slow increase in different types of 

supportive housing such as sheltered housing and private nursing homes and a 

steady development of community services, however there was no coherent 
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overarching policy framework linking health and social care strategies (Peace et 

al 1997). Consequently medical and social services aimed at older people 

emerged separately and care practices became fragmented and the level of 

institutional care was criticised for lack of attention to people's social and 

psychological well-being (Bond and Bond 1987; Peace et al 1997). The 

Griffiths Report of 1988 criticised the lack of resources for community care and 

was followed by the NHS and Community Care Act of 1990 that aimed to 

improve flexibility and choice by introducing a culture of contracting 

arrangements for continuing care (Victor 1997). The system entailed social 

services assessing and managing individual cases and purchasing packages of 

care for them from a range of service providers (Davies and Seymour 2002). 

This system has been adapted by both Conservative and Labour Governments 

to include health and social care provision in care homes. Although the funding 

systems have evolved, the principle that most continuing care for older people 

should not take place in a hospital environment is the current ideology. 

The policy decisions of the late twentieth century were based on the assumption 

that the numbers of older people would rapidly increase and consequently there 

would be a big demand for institutionalised continuing care. Across the country 

demographic change meant older people were outnumbering younger people 

and privately funded nursing homes was a growth industry (Peace el al 1997). 

In East London this was not the case. 

Immigration, urban development and the trend for people to move away from 

poorer areas to the suburbs reduced the total population of the area, but 
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increased the proportion of younger people (Palmer 1989,1). Although there 

has been a shift in policy towards community care and a sharp reduction in 

NHS long-stay facilities, the development of privately funded institutional care 

is modest in the area. Since the closure of a larger neighbouring MIS geriatric 

hospital in 1990 (www. aim25. ac, uk all MIS institutional continuing care was 

moved to the Care for Older People Unit in the study. In keeping with the 

policy changes, the philosophy of Willow Ward is to provide'care for those 

individuals whose needs are so complex that they cannot be met in the care 

home environment or in the person's own home. The MIS continuing care 

service has been reduced and there is a sense that it is a minority speciality 

which is not a signiricant part of the local health care strategy. 

A LOW PRIORITY IN THE LOCAL AREA 

Indicators of poverty such as unemployment, income deprivation, low levels of 

education, and poor standards of housing suggest this area of East London is 

one of the most socially deprived in the country. The make up of the population 

is complex and subject to rapid change. Patterns of immigration and social 

mobility have a significant impact upon the age and ethnicity of the people in 

the area. According to the 2001 Census, the borough has a small, dynamic 

population (196,106) that is ethnically diverse and relatively young. There is a 

significantly higher proportion of people aged between 20-34 (37%) and a 

much smaller proportion of older people than the rest of the country; 9% of the 

local population were aged over 65 in the 2001 Census compared with 16% of 

England and Wales. Just under half of the population in the area (48%) belongs 

to ethnic communities other than white. One third of the population (34%) is 

1 Local health report not referenced to protect anonymity 
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from Bangladeshi heritage making it one of the largest single ethnic minority 

communities in London 1. 

Life expectancy at birth for people living in this area is 72.7 for men and 78.9 

for women. This is 3.2 years and 1.7 years lower than England as a whole and 

means male life expectancy is in the bottom fifth of all areas in the country. 

The most common cause of death is circulatory disease followed by cancer. ' 

Tle death rate due to coronary heart disease, stroke and related disease is well 

above that for England and Wales. Poverty and deprivation along with high 

incidents of certain diseases in particular ethnic groups e. g. diabetes in the 

Asian community are said to account for this. 1 

The Health Inequalities Fund (HIF) and the health and illness strategies set out 

in the most recent local health report reflect priorities focused on the dominant 

groups in the population. For example matemal and child health, life 

expectancy, circulatory disorders, cancer, mental health, accidents and 

infectious diseases are highlighted as important areas in relation to health and 

illness. The issues of old age are alluded to in aspects of the HIF and health 

strategy, for example, primary care and life expectancy, but are not addressed 

as a specific issue. When the needs of older people are specifically addressed, 

for example in the local "Health Improvement and Modernisation Programme 

,2 2003/2006" , the expressed priorities are to develop a service that helps to 

maintain independence, and reduces the incidence of heart disease and strokes 

and there is no mention of continuing care needs. 

1 Local health report not referenced to protect anonyinity 

2 Local H IMP not TefeTcnced to pTotect anonymity 
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These priorities are appropriate for the large proportion of the local population 

and have influenced the developments in older people's services in the Care for 

Older People Unit. In 2000 one of the continuing care wards was closed and 

converted into an intermediate care unit and in 2003 a stroke and rehabilitation 

unit was opened. The combined services are now referred to as "Older People 

and Rehabilitation Services". The fact that the continuing care unit is small and 

a low priority means it is invisible in the local strategic plans and occupies 

minimal space in the specific plans for older pcople's- services. 

The hidden population of Willow Ward 

The longevity of the residents and the tendency for specialities such as the Care 

for Older People to attract an immigrant WOrkforce'has had an impact on the 

age and ethnicity profile of the residents and work force on Willow Ward 

(Ward 1993). The older residents were mainly white English people, but there 

were' individuals with diverse cultural backgrounds. In the care staff most 

people were from ethnic minority groups with the senior nursing positions and 

people in other disciplines mainly having an English heritage. 

A breakdown of the ethnic profile of the area by age shows that there are not 

only smaller numbers of older people but also the majority of the older 

population is made up of white people. As the substantial numbers of middle 

aged Bengali people grow older, this is likely to change. Although the majority 

of residents in the data are white and English, some were from diverse cultural 

backgrounds such as African countries like Nigeria and Somalia, Caribbean 

Islands such as Dominica and Montserrat, and some people of Bengali, Irish, 

Scottish and Jewish heritage. 
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Piecing together the residents' backgrounds 

An understanding of an older person's life history has been considered an 

important therapeutic resource for some time (Coleman 1990). Although 

various attempts at implementing. a systematic approach to finding out about a 

resident's life history were made during the data collection period, the personal 

information about residents' lives tended to be accessed in fragments from 

varied sources: residents and their families' stories, staff s knowledge and 

conversations, care plans, documents and photographs. Consequently 

knowledge of individual residents' backgrounds is often patchy, but an attempt 

at an understanding based on what is known is important to the context of the 

study and offers a representation of this group's collective background. 

The oldest resident in the unit during data collection was aged 97 at her death in 

2002, which meant nearly a hundred years of living history was contained in 

the resident population. Each individual resident had a unique cultural 

background and personal biography, but living in East London meant the 

effects of immigration were a common feature of their life histories. Those 

living on Willow Ward were representative of the long history of immigration 

in the area (see Table One). Palmer (1989) suggests East London's high level 

of immigration in the past was largely due to the position of the East London 

docks and the casual labour they provided. As other methods of international 

travel such as airplanes were developed, communities were not just settling 

close to the place of disembarkation but also joining established populations 

and accessing work and the cheaper housing of East London (Palmer 1989). 

50 



Residents' country of origin 
Country of origin 
cultural heritage Numbers of resident admitted 

2001 2002 2003 Total 
England 29 15 17 61 
Jewish 8 1 2 11 
Bangladesh 4 1 5 10 
Caribbean 3 1 0 4 
Ireland 2 0 1 3 
Mixed race 0 0 3 3 
Somalia 0 0 1 1 
Chinese 1 0 0 1 
Unknown 5 1 2 8 

52 19 
1 

31 102__ 
Table 1: Country of origin / cultural heritage of residents admitted 2001-2003. (Vata 

provided by the PCT Senior Information Analyst. Local source not identified 
to protect anonymity. ) 

Palmer's (1989) account describes Irish and Jewish communities as the oldest 

immigrant populations in East London. In terms of the residents' lifespan, those 

living in East London at the time would have witnessed or been part of huge 

increases in the numbers of Jewish immigrants before the First and Second 

World Wars. At that time, the Jewish residents of Willow Ward were small 

children. Ileir parents were part of a group ot people who developed trades 

I and industries such as clothing and established the Jewish quarter in the East 

End (Palmer 1989). For example, Sarah was a Jewish resident on Willow 

Ward. She was bom in 1916 and did not remember the First World War. She 

did remember her childhood in the East End with affection. Later she married 

but did not have children. Her husband was a jeweller and she shared his 

passion for jewellery. She recalled how she had known her husband from an 

early age: 

51 



Resident Sarah: "He lived in the same street as me. We played 

together when we were littler, he knew my brother and although he was 

a bit younger than me we became sweethearts and that was itfor life. 

Field notes 1.6.01 

The First and Second World Wars had a devastating effect on the structure and 

people of East London. The bombings changed the landscape and forced people 

to move away from the area. Cyril was a resident on the ward who had lived all 

his life in the local area. A conversation with Cyril, his wife Phyllis, and his 

brother-in-law Frank revealed their experiences of wartime: 

"As Phyllis was talking she stroked and held Cyril's hand to include 

him. She talked about her mother and how she used to have a cellar and 

if there were anything to be hustledfrom the docks it would go in her 

cellar. She said that during the blitz the skies and the docks were 

constantly alight. Frank [her brother] and she remembered looking up 

into the sky and seeing planes fighting and they watched bits ofplane 

fallingfrom the sky" 

Field notes: 3.4.02 

During the three-year data collection period, there were eleven Jewish residents 

admitted to Willow Ward and three Irish people. During the data collection 

period, sixty-one of the one hundred and two admissions to Willow Ward were 

from a white English background making them the largest ethnic group of 

elders on the ward (see Table One). Ile Jewish, Irish, and white English 

residents of Willow Ward had remained in, or returned to the area. The post 
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war years however, not only saw the start of white East Londoners moving out 

to the suburbs but also the Jewish and other minority communities such as the 

Chinese resettled in areas such as North London and China Town (Palmer 

1989). 

The white East Londoners'on the ward were working class and had lived in the 

local area all their lives. Tley had names and lifestyles symbolic of their era 

and backgrounds: Queenic had worked hard to bring up her two children on her 

own after her husband had been killed during the war, Harry used to be a 

pigeon fancier and had a catalogue of all the birds he had raced, according to 

Bill's friend he had been a bit of "wide boy" in his day and was handy with his 

fists and Maud was so proud of the photograph of her boys who were now all 

black cab drivers. Cyril and his wife Phyllis were typical of this group. She 

recalled how life used to be and observed that her own children had moved 

away: 

"Phyllis [Resident Cyril's wife] was reminiscing about how good 

things used to be. How everyone lived locally and knew each other. She 

said about how People used to be proud to be from the East End She 

said people who left to go to Essex and Dagenham became snobby and 

didn't want to come, back She said even their own children say they 

couldn't live in the East End. 

Field notes 3.4.02 

The population who remained in the East End witnessed another change in the 

ethnic profile of the area. The country needed to rebuild and redevelop itself, so 

there was recruitment of people from the British colonies of the time and the 

1950s and 1960s saw a peak in immigration. Black and Asian people came to 
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Britain and settled in port communities such as Cardiff, Liverpool and East 

London (Blakemore and Boneharn 1994). In the study, there were four 

residents admitted to Willow Ward who originated from the Caribbean, three 

were mixed race, one was from Somalia and one Chinese person (see Table 

One). Some Willow Ward residents who immigrated at this time settled in East 

London and grew old there like resident Constance. She was discussed in a care 

plan meeting: 

"We discussed Constance [resident] and reviewed her notes. She is an 

82 year old lady who grew up in Montserrat. She came to this country 

in. the 50s and was a cleaner in this hospital until she retired. Gloria 

[auxiliary nurse] says one of the other cleaners upstairs recognised 

her. She had a partner who died and three sons. One is 
I 
in America, one 

Is estranged but lives in London and the other died but no one has 

found out how. " 

Field notes 14.3.02 

In other cases residents had spent much more of their life in their home country 

and immigrated at a later time to join the younger members of their families 

who were, by then, established in the UK. Mrs Begurn was one of ten Bengali 

people admitted, (see Table One). Mrs Begum's grandson, who was in his early 

twenties, said his grandparents came over in the 1980s when they retired. I 

recorded the following notes after a period of participant observation: 

"Later I went to see Mrs Begum who was very unwell. Her husband 

and grandson were there. The older man was in full Muslim dress 
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appropriate for a Bengali man. The younger man was dressed in a 

more English style. 7he grandson uplained what a lovely woman his 

grandmother was and he had known her all his lye. Ile talked about his 

grandparents' relationship with each other with a lot of affection. Mr 

Begum did not seem to understand English and sat quite still resting 

both hands on his walking stick 

Field notes 22.3.02 

Mr and Mrs Begum senior had lived in East London for about twenty years but 

had come to live in the UK relatively late in life. Amina had come from 

Somalia as an elderly woman and hid been in the country for less than five 

years. Her husband had more than one wife and as she had got older she had 

lost status in her family, she joined her only son who was established with a 

family in East London. Her admission to the unit was very frightening and 

strange to her. 

Nursing auxiliary Wei-Kong: "Amina is a Somali woman who was 

admitted a couple of months ago. She is Muslim and observes Muslim 

diet and dress. glen she first came here she said she didn't mind me 

caring for her as a man. Then on one occasion she was in her room 

with her son and someone asked me to help move her up a chair and 

she refused my help completely. " 

Reflective Work Group 16.7.03 

The admission data suggested that over -half of those admitted to the unit 

(61/102) had white English backgrounds and had lived most of their lives in the 
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local area. The other residents came from a range of ethnic backgrounds. The 

resident popu lation was varied and complex. Looking back, all the residents 

had individual histories and individual identities. In their current situation they 

shared the end stage of their lives with each other. 

Piecing together the stafrs backgrounds 

ne care staff had a different age and ethnicity profile to the residents. There is 

a tradition of immigrant workers in public services such as health. The National 

Health Service is the biggest employer of people from black and ethnic 

minorities in Britain and specialities such as the Care for Older People attract 

minority groups (Ward 1993) so it is not surprising many of the care staff have 

a cultural heritage that originates overseas. Some came to the country in the 60s 

and 70s as children, For example the following emerged in a conversation with 

a member of the care staff: 

"Nursing auxiliary Patience said that she could not remember what it 

was like when she first came here from Jamaica, she was just a little 

girl. She had always lived here but goes back home to visit as much as 

she can. Her Mother used to go on the visits too, but she was getting 

too tired to travel very much now, 

Field notes 6.2-02 

Some of the staff came to the country as young adults and made a life for 

themselves without the support of their families. Nursing auxiliary Gloria 

originates from Ghana. She and her husband came to London and settled. Her 

children are established in this country and she notices cultural differences 
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between them and her family in Ghana particularly when they visit. Ile 

following data was taken from a conversation that took place in the staff room: 

Nursing auxiliary Gloria: "My children get spoilt here; they don't like 

it when we go home and they have to be quiet and do what the adults 

say. They won't go therefor birthdays now because even Y* It's the 

children's birthday the adults play their music and dance and the 

children end up sitting out. 77iey don't like it. [Laughing] 

Field notes 8.5.02 

Others came specifically to train to be nurses. For example Paula and her sister 

came from the Philippines to train to be enrolled nurses. According to Ward 

(1993), this was a typical situation for overseas nurses at the time who were 

perceived to be more appropriate for the second level training and indeed many 

worked in low status work such as the Care for Older People. Unlike her sister, 

who also worked on the unit until she retired, Paula converted to be a 

Registered Nurse and worked as a senior staff nurse until she retired during the 

data collection period. She told me her plans for her retirement: 

Staff nurse Paula: Ym planning a big holiday back home afier I 

retire. Then I might come back and maybe do a bit of agency nursing. 

Then I'll spend time between here and home. Probably not here in the 

winterl "I 

Field notes 23.5.03 
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Other nurses came to convert their overseas qualifications or to train to be 

Registered Nurses. A few had left their country to escape persecuting political 

regimes. For example Wei-Kong came to London in the 1980s as one of the 

"Vietnamese boat people". In his own country he had been a doctor, but had 

settled in East London and worked as a nursing auxiliary. I asked him in a 

Reflective Work Group why he hadn't tried to work in medicine here, 

"Wei-Kong explained how hefirst came to the country. He had to go to 

immigration and queuefor a very long time. Hen he got there hefelt 

humiliated because he didn't speak any English and the people couldn't 

understand him. He said hefelt so embarrassed He went to work in the 

geriatric hospital, which he liked The people were nice andfriendly 

and he stayed there until they moved to Willow Ward. 

Field notes 19.11.03 

The typical nurse on the unit was a middle aged woman who has worked in 

continuing care for a long time and who is from an ethnic minority group. Two 

staff nurses and one nursing auxiliary retired during the data collection period. 

Except for the continuing care manager, only one of the permanent care staff 

was male. The nursing staff cultural heritage is rooted in Bolivia, the 

Caribbean, China, England, Ghana, India, Nigeria, the Philippines, Sri Lanka, 

Vietnam and Zimbabwe. By contrast, the continuing care Charge Nurse was the 

only white English male and under forty. Ile other staff group who were 

consistently present on the ward were domestic staff. TIree women worked as 

domestic staff on the unit. Twowere older: one who originated from the 

Caribbean and the other an Eastern European Jewish woman. The younger 

woman had more recently emigrated from Eastern Europe. 
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Other professional disciplines had clinical time allotted to the unit, for example, 

there were two consultant physicians in the Care for Older People. Both 

consultant Geriatricians were men and younger; one was English, the other 

Indian. Other regular multidisciplinary team members included a psychologist 

who originated from the Channel Islands, an occupational therapy assistant and 

me, the nurse researcher, who both originated from England. The junior 

doctors who visited the ward and other professionals in physiotherapy, speech 

and language therapy are not allocated to the ward and arc referred to on a case- 

by-case basis. 

Cultural diversity In Willow Ward 

The residents on Willow Ward were mainly from a white English heritage, with 

some individuals from other ethnic backgrounds. They were cared for by a staff 

group who were mainly from a black African and Caribbean heritage with 

some individuals from other ethnic backgrounds. 

The cultural differences between the care staff and residents in Willow Ward 

had to be acknowledged and worked with. 7bc concepts of life history and 

relationship-centred care are important in institutionalised care for older people 

(Ashburner et al 2004). The lack of shared heritage between staff and residents 

presented complex situations. The staff regularly experienced ethnocentric 

comments and attitudes. Ilis ranged from affectionate stereotyping: 
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Nursing auxiliary Wei-Kong: "He always calls me "Charlie 

Chan " 

Researcher Cheryl: How do youfeel about that? 

Wei-Kong: Oh I don't mind. It makes him laugh and he knows me. I'm 

not even Chinese [laughing] " 

Reflective Work Group 27.9.01 

To racial abuse: 

Nursing auxiliary Gloria: "You heard Molly [resident], what she call 

us. You black whores, you black this and that. 

Reflective Work Group 3.4.02 

The staff accepted this as part of their work and dealt with it on a daily basis. 

The issues of difference were managed, but they were not straightforward. Staff 

often said they did not mind residents being abusive because they "can't help 

if', in other words the insults were laughed off and lost their potency. In 

contrast, issues of difference between staff and relatives were far more likely to 

cause anger in the staff. For example in the following extract the care staff felt 

the behaviour of two young Bengali girls was offensive. The care staff were 

offended by what they perceived as a lack of respect: 

Nursing auxiliary Celia: "Mr Choudhury's two daughters [Cheryl's 

note: 71ese are young Bengali girls in their teens and Celia is a 

Nigerian woman probably in her 50s] asked me to clean up Mr 

Choudhury. They said he had been sick arfier his feed. I went to clean 

him up but the girls were shouting at me. It wasn'tfair, they're so 

disrespec(ful. I don't know what they're saying. 
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Nursing auxiliary Mina: They are like that. The mother and eldest 

sister are ok but these two. They wave their hands [making a gesture]. I 

think it is something rude in their country. [Cheryl's note: We discussed 

what it meant and as none of us werefrom the same culture as them we 

could only speculate that the movement looked dismissive]. 

Rcflective Work Group 24.7.02 

The circumstances of Willow Ward brought together a group of individuals to 

form a unique community made up of people who had varied and diverse 

backgrounds. They had to negotiate their differences in order to make 

relationships that were mediated by profound dependence and a need for care 

over relatively long periods of time. These circumstances were not explicit in 

the national policy agenda or recognised in their local interpretation 

(Department of Health 2001a, 2) adding to the sense that the people in the unit 

were hidden away and that work of caring for this group of elders by this group 

of workers was poorly understood. 

OPENING THE DOORS TO WILLOW WARD 

It is easy to recognise the issues, described in the local health report in the 

environment surrounding the Care for Older People Unit. The high road that 

runs close to the hospital is typical of a busy urban landscape: the untidy tube 

station, smell of car fumes and sounds of sirens are facts of life. Facilities 

reflect the youthfulness of the area, the dominant Bengali community and the 

East End mots in trade, poverty and diversity. The take away shops and grocery 

stores are always open, sell Halal food and are run by members of the local 

' Local key aims and targets not referenced to protect anonymity 
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Bengali population. At certain times of the day the young students from the 

local college seem to dominate the pavements; walking in groups and talking in 

the many different accents from their varied cultural backgrounds. Local' 

amenities include: a library that specialises in local history, a cinema, an urban 

park, gastro-pubs, a sub post-office, co-op store, charity shop and Bengali 

restaurants. Further down the high road it gets busier still with the people going 

to and from the mosque, supermarket, clothing retail outlets, general hospital 

and the market., 

In contrast, the area on the other side of the Care for Older People Unit is 

mainly residential. Some roads are lined by rows of Victorian town houses; 

whilst other areas are dominated by social housing such as more modem red 

brick buildings with their regulation windows and hard wood front doors or 

large blocks of flats with external balconies running the full length of each floor 

that are characteristic of the 1960s era. A few smaller businesses seem to thrive 

in these areas, often under the railway arches. On occasions these seem to be 

arranged according to broad ethnic group such as the African and Caribbean 

mechanics at the garage and the white assistants at the garden centre, whereas 

other businesses seemed to have a range of accents and appearances that make 

it impossible to characterise them by cultural background. 

The hospital is situated between the residential area and the high road. During 

the data collection period, buildings on the hospital site were upgraded to 

accommodate the new Primary Care Trust. Some of the old large Victorian 

blocks and subsidiary buildings that had been clinical and staff accommodation 

or had lain empty, were either demolished or adapted into offices for the 
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administration staff, education facilities, offices and clinical rooms for the 

range of clinical departments such as Psychology, Ophthalmics and Chiropody. 

Taking a look at the unique community downstairs 

The inpatient wards and the day hospital that form the Care for Older People 

Unit are housed in the main hospital. Willow Ward had previously been one of 

two continuing care wards on the ground floor, but one had been converted into 

an intermediate care unit. Two mental health wards arc also'situatcd on the 

ground floor. The administration offices for the Care for Older People Services 

are located on the first floor. This included managcment and the medical 

consultant ofticcs plus their support staff. There arc also four rehabilitation 

wards and a stroke unit located on the first and second floors. 

There was a sense that the continuing care unit was separate from the Test of the 

older people's services. In Willow Ward, the more acute wards, management 

and medical offices are collectively known as "upstairs" and Willow was 

frequently referred to by those stafting the rehabilitation wards as "downstairs". 

Security doors at the entrance to Willow Ward reinforced the feeling that the 

continuing care unit was cut off from the outside environment. Staff had a code 

number, which allowed them to enter. Visitors and non-permanent me I mbers of 

staff had to buzz and wait for a staff member to press a release button to allow 

them entry. 

The lack of representation of continuing care in the formal documentation, the 

geographical position of the ward and the steady reduction of numbers of long- 

stay beds might lead to the conclusion that Willow Ward was being "Pushed" 

into the margins, but this was ýot the complete picture. The staff also played an 
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active role in keeping them-selves separated from the rest of the services. The 

nurses preferred to take their breaks in their own staff room rather than going 

64upstairs! ' to the communal facilities. They had to fight very hard for this and 

felt it was important because they wanted a place of their own and going 

upstairs reduced the length of their breaks (RWG 17.4.02). This separation of 

the unit from the rest of the services was an important feature of the unit that is 

relevant to the findings of this study (Chapters Nine and Ten). 

The tension between homely and hospital 

The ward itself had been designed to provide a homely atmosphere. The colour 

scheme was light and bright, the pretty curtains matched the duvet covers. 'Me 

residents' sleeping areas allowed privacy and natural light. The rooms came off 

the corridor and were arranged in a kind of cul-de-sac fashion. Each of these 

areas was similar but geographically separate. The residents shared bathroom 

and toilet facilities and the individual bedrooms were designed so that the 

hospital garden was easily accessible to most residents. Some residents had a 

room each whilst others shared. Each resident was provided with a bed, 

armchair, table, wardrobe and portable television. Some residents brought in 

personal effects such as small items of furniture; radios and pictures that made 

the rooms feet more personal. 
. 

Despite the thoughtful design, the sense of a hospital ward prevailed. For 

example the colour scheme, decor and the black and white photographs of 

"East Enders" holidaying or hop picking in the 1950s were supposed to bring 

individuality; but the lack of diversity and the wear and tear from constant use 

produced the unmistakeably uniformed and worn look of care institutions. In 
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addition, there was no disguising the purpose of the unit, which was to care for 

very dependent older people. In the residents' rooms evidence of care such as 

kidney dishes, plastic gloves and aprons, urinals, special beds, thickening 

powders for drinks, call bells and wheel-chairs tended to dominate the 

environment and personal effects, such as ornaments, family photographs and 

birthday cards seemed to disappear into the background. 

The procedures required for caring for large numbers of dependent people had 

an effect on the environment. There was a need to balance the creation of a 

homely environment and the logistics of communal care. As regulations and 

technical aspects of care advanced there was an impact on the use of space in 

institutional care. Manual handling equipment, drinking water bottles, special 

mattresses and other therapeutic equipment all needed to be stored, and 

defending space for "non-essential" aspects of care such as discussion, art 

therapy and residents' personal items became more difflcuýlt. A telling symbol 

of this process was observed a short time after the occupational therapy 

assistant left: 

"When I came on the ward today I noticed the cabinet that June 

[Occupational therapy assistant] had set up to display the residents' art 

work had become completely hidden by the boxes of PEG feed 

[artificial nutrition] that had been delivered in the last couple of weeks. 

It seemed so sad that all June's work with the residents has just 

disappeared, " 

Field notes 30.7.03 
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The conflict between the sense of homeliness and the care function of the unit 

is observable in the environment but rooted in tensions about the status of the 

residents as frail dependent older people. 

The residents' profound dependence 

The changes in policy directed at moving Care for Older People away from 

NHS hospitals and towards community care and care homes had a direct impact 

on the level of dependence and needs of the client group admitted to Willow 

Ward. 7be assessment process was designed to ensure that only people with 

complex needs and profound dependence were cared for in the NHS continuing 

care unit. Ile effects of this policy were observed by staff. 

Nursing auxiliary Patience: "We [pointing to hersetrand NA Meenal 

would be willing to take residents out as long as we had enough time to 

organise [their own] child care. But one of the staff nurses would have 

to organise the dial- a- ride bus. 

Staff nurse Elizabeth: But who would you take there's only Robert 

[resident] who can go out really and he's not well enough to go far. 

Our residents aren't well enough to enjoy going out. All the good 

residents go elsewhere. 

Piktience: It was nice when we used to take people like Rebecca 

[deceased resident] and Mary [deceased resident] to the park and on 

trips. 

Reflective Work Group 13.9.01 
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Frail, dependent older people have become marginaliscd from society, often 

being kept out of sight (Hockey and James 1993). Examples are given here of 

how issues of dependence mediated the residents' relationships with those 

around them. Although the importance of seeing the person beyond their care 

needs was acknowledged, on meeting some of the residents it was sometimes 

hard not to be shocked by their dependence and to focus on their frailty: 

"We [researcher and student nurse] went to help Mary [resident] get 

out of bed. I have seen Mary before in quizzes and although she 

appears to not be able to speak, I know she Is'thoughtful and able to 

communicate to people who know her. She has very little hair, she is 

pale and her skin is almost transparent. She Is crooked - her head Is 

bent over and she looks up at you as tf she is looking over glasses. She 

dribbles all of the time. Ifind her appearance shocking ... 
'A bit like a 

zombie in a horrorfilm. 

Field notes 29.5.01 

As with the example above, the provision of intimate care such as washing a 

iI interaction person or feeding someone was a different experience from socia 

and the provider of care was made aware of the recipient's vulnerabilities 

during the former. 

There were usually between five and ten residents who were so frail they 

needed to stay in their rooms. They either stayed in bed - often on electrical 

airbeds designed to prevent pressure sores or sat out for short'pcriods in their 

armchairs next to their beds. Staff often put on the television or music for these 

residents although they frequently appeared to be sleeping rather than engaging 
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with their surroundings. When residents bad little ability to communicate, and 

few or no visitors, it was very difficult to get to know them. However, care 

provision could provide some form of connection: 

"I looked afier Ted this morning. He's a big man, who was, very stiff 

and difficult to get to move. He spends most of the day in his bed or in 

the armchair in his room. He had little comprehension but he could say 

V was hurting him when I tried to straighten his arms and at one point 

hefollowed my instructions to straighten his legs when I was washing 

him. " 

Field notes 1.6.01 

Seven residents were recorded in the data as preferring to stay in their rooms, 

not because they were too frail to sit in the communal areas, but because they 

or their families preferred privacy. When residents were more alert and engaged 

with their surroundings it was easier to get to know their personalities and 

preferences, even if they had communication difficulties. Robert was 4 resident 

who had lived in East London all his life. He had a stroke and was admitted to 

the unit in his late sixties. He preferred to stay in, his own room. He had no 

visitors and despite bouts of depression and physical disabilities had made 

relationships with staff, being known for his love of classical music, short 

temper and sense of humour: 

Nursing auxiliary Geeta: "I get a. bit scared of, Robert [resident] 

sometimes, he has such a. temper, but yesterday he wanted something 

and he pointed out on his communication board. I thought he wanted to 
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ask June [Occupational therapy assistant] about getting his lottery 

ticket but she had gone, so I had to get Steve [Charge Nurse] to see if 

he could understand. In the end I got his chicken and chips from the 

canteen and he was happy with that. 

Rcflective Work Group 27.9.01 

It seemed easier for care staff to make relationships beyond care needs when 

residents had less mental frailty and could communicate in some form. The 

impact of the residents as a group was Nt when people came together in the 

communal sitting room. Sometimes the sitting room felt like a pleasant area 

where residents came for meals, to watch television, sit with their families and 

other residents or to watch entertainers. 

"Kath [an entertainer] was selling up her accordion and taking her 

position whilst Jack [who accompanied her] sat to the side... When 

Kath got going she approached Betty [resident] which made Betty 

much more sociable. On one occasion Betty sang a solo Into the 

microphone and we [staff and residents] clapped. Betty was much more 

comfortable taking the lead rather than watching. There was a real 

flavour of the old Betty - the landlady. 

Field notes 24.4.02 

At other times in the day however the room was quite still and less animated. 

With no staff or family to stimulate interaction residents fell asleep. On these 

occasions the sound of the television dominated, although no one was watching 

it: 
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"After the group I walked through the ward to say hello. Iput my head 

in the sitting room. I could see the domestic in the kitchen washing up 

and the telly was on really loud, but otherwise there was little 

movement. Eight residents were in the room and all of them had their 

heads dropped as they slept. Five people were all in the large 

supportive armchairs Steven [Charge Nurse] had ordered. They had 

their feet up and blankets over their knees. Mary and Nellie were in 

their wheel chairs and Ben was sat at the table sleeping, I turned the 

telly down a bit but no one noticed. 

Field notes 10.10.0 1 

The sitting room could have quite a different atmosphere if one or more 

resident became agitated and confused. On these occasions the noise and sense 

of distress could be very disturbing: 

"The residents in the sitting room were, Irene and Sarah, who were 

drifling in and out of sleep. Biddy and Mary were watching television. 

Muriel was sitting slightly behind everyone else. Muriel has the type of 

dementia where she is constantly worried. She was calling out as if she 

were seeing things. She was leantforward in her chair, ha? f crying, ha? f 

talking. Sometimes she rocked backwards and forwards. It was 

distressing to see. I sat down and went to hold her hand but she pulled 

away. Sometimes she let me hold her hand and sometimes I rubbed her 

back orput my arm around her. None of these things made a difference. 
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She continued to callfor help, when I asked her what she wanted she 

said, "Mummy". " 

Field notes 28.2.02 

The residents' mental and physical disabilities not only resulted in practical 

care needs but also mediated their relationships and affected how others 

perceived them both as individuals and as a collective group. The pattern of 

where residents spent their time became established and the routine and 

activities involved in achieving the pattern'is relevant to the thesis. This will be 

discussed in detail in the findings chapters (Chapters Nine and Ten). Another 

significant factor in the research was the presence of residents' relatives. The 

ongoing nature of the care meýnt relatives were often a significant factor in the 

ward relationships and activities. 

Residents and their families 

Townsend (1963) suggests that in the 1950s people accessed state help in old 

age when they did not have a family particularly females. 17his was 

sometimes the case in Willow Ward, but many families had extended kinship 

ties similar to those described in the 1950s. The reasons people were admitted 

to the NHS continuing care unit always involved them being dependent on 

nursing care over prolonged periods. Some residents had no visitors and no 

living relatives or they had become estranged from their families. Irene was an 

Irish resident who was well known in the area and had lived a long time in 

NHS continuing care: 
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Nursing auxiliary Maria: "We have known herfrom way back. In the 

old hospital she used to go to the psychiatric wards. She lived on the 

streets and in the Salvation Army. "en she was young she went to 

prison and she lost her baby, sometimes she cries for her baby now. 

She's always had alcohol problems and she can get aggressive but she 

is very loving. " 

Reflective Work Group 6.12.02 

Even when residents did have close female relatives their relationships were 

often more complex than the situation described by Townsend in 1963. 

Although Enid (resident) had been cared for by her daughter for many years 

prior to her admission theirs was not a straightforward relationship. Enid's 

daughter had found her mother very difficult and bossy throughout her life. 

This got worse as her mother developed dementia following Parkinson's 

Disease. She said she was pleased not to have to care for her mother anymore 

and said it caused a dreadful strain on her family and now her husband was ill. 

She had cared for her mother out of a sense of duty rather than desire, but she 

had not passed this on to her own daughter. She elaborated in one conversation: 

Enid's daughter: "My name is Enid, my mother and my grandmother 

were called Enid. I hated the name so I didn't call my daughter it and 

her daughter's namedAbigail. I hope it never comes to it, but I've told 

her I don't want her to look a . 
fter me when I'm old' 

Field notes 3 1.5.01 
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The issue of providing care for dependent family members is complicated by 

the pre-existing relationship whether it was negative as in Enid's case gr 

positive as in the case of Rosie's sister. Family ties may be strong but the desire 

or ability to provide practical and emotional support such as visiting was 

stressful. Rosie's sister told me her feelings about visiting during a 

conversation in the sitting room: 

Rosle's sister: "We all grew up together round here you know Rosic 

was always so lively, it breaks my heart to see her like this. I can't bear 

to see it and the others [looking around the sitting room at the other 

residents and spoken in a hushed voice]. 

IfJoan [her older sister] didn't come so open I suppose I'd have to. But 

I know she's all right cos Joan tells me and my girl comes In every now 

and then, but Ijust can't do It. Do you think I'm callous? 

Field notes 1.6.01 

Although a minority of residents had no visitors, many kept in touch with their 

families. Patience had occasional visits from her nephews but her son who lived 

in America kept in contact by telephone and she received one visit from him 

during the data collection period. Sarah had no children and her friends and 

family had died, but she had a weekly visit from someone from Jewish visiting 

service. She told me what Sarah used to be like as we walked out of the ward 

together one day: 

Sarah's Friend Natalie: "She-'[Sarahj never recoveredfrom when her 

husband died. 7ley'd been togetherfor so long. I used to visit her in the 
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residential home and then carried on when she came here. We became 

friends 

Field notes 19.11.03 

At any one time there were a small group of residents (3-4) who had visitors 

from someone every day. These visitors became part of the ward population 

and frequently seemed to need a lot of care and attention themselves. These 

relationships were usually close, for example, husband and wife or mother and 

son. Often the attachment between the visitor and the resident was complicated: 

Nursing auxillary Gloria: "Emma's [resident] son comes in everyday. 

He's not quite right. He always brings her lots of things - magazines 

andfruit and stuff. But she never says thank you and she can be rude to 

him in front of us, but he keeps on coming. He's always very chatty, 

talking with everyone. I don't know how he'll cope when she dies. 

Reflcctivc Work Group I o. 1 o. o I 

There is an assumption that people from non-western cultures are more likely 

to care for their elders, but the 'continuing care needs for people from varied 

cultural backgrounds were found to be complex in this study. There were 

residents from Affican, Bengali and Caribbean heritage on the ward, but the 

issues related to family care were often similar to those white people who had 

lived in East London all their lives. Sometimes the severity of the resident's 

dependence meant it was very difficult to care for a person at home. Also the 

person whose role it was to care had to be willing and able to do so. When 
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Bruce had a stroke his elderly sister could not provide the level of practical care 

he needed but still cared about him: 

Nursing auxiliary Angela: "Bruce is from Dominica and speaks 

French like Patience [nursing auxiliary]. She speaks to him In his own 

language. He has had two wives and both of them died. Ills sister visits 

regularly. He loves her being here and doesn't like it when she goes. Ile 

has three nephews all big boys who visit regularly. 

Reflective Work Group 6.2.02 

Staff noted the large numbers of visitors in Bengali families and the fact that 

relatives wanted to stay for long periods, sometimes overnight: 

Nursing auxiliary Angela: "Sometimes there are so many people in 

his room we can't get in. And one of his sons doesn't go home till really 

late. The night staff have asked him not to stay over because that can't 

go onfor ever. 

Reflective Work Group 8.10.03 

The kinship networks were more varied than those described by Young and 

Wilmott (1957) and were a product of the rapid social changes in the local area. 

The people who visited the residents of Willow Ward not only provided 

support and care for their relative or friend, but they Contributed to the well 

being of the unit as a whole. They witnessed in area that was predominantly 

"out of sight" of the majority of people and they brought a flavour of the local 

population to people who could be cut off from the external environment. 
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SUMMARY 

Ile historic development of East London, the changing ethnic profile of the 

area and the national policy promoting community care and independent care 

homes has marginalised the NHS continuing care services. This chapter has 

discussed how the uniqueness of Willow Ward led to a situation where it was 

invisible to national and local policy makers, unknown to the local community 

and isolated from the other staff and patients in the hospital. It provides a rich 

description of the context of this study in order that the reader can judge the 

relevance of the findings to their own experience and area of practice. For those 

readers who do not recognise the context it provides an insight into the hidden 

world of NHS continuing care. This is an area that presents some of the greatest 

challenges for residents and staff and a community that is often marginalised 

from the Test of society. 11iis issue is known (Hockey and James 1993), but the 

complexity of NHS continuing care in London, in particular, is not described 

elsewhere. 

I have provided a description of Willow Ward and some of the significant 

features including its unknown quality, the lack of strategic planning for 

continuing care in the locality, the ethnic profile of residents and care staff and 

the customs and practices of Willow Ward life. These aspects are important to 

the main thesis and will be returned to in the findings chapters. 

I have already stated that the research was informed by psychoanalytic theory 

and technique. In order to orientate the reader to the relevant theoretical 
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I framework I -will give an overview of significant historic psychoanalytic 

perspectives and relate them to the current issues of the research in Chapter 

Three. Having read Chapters Two and Three the reader should be equipped 

with an intimate knowledge of the study location and the theory that drives the 

method used to research it. 
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CHAPTER 3- THEORETICAL PERSPECTIVE: 

EXPLORING PSYCHOANALYTIC APPROACHES TO 

INDIVIDUALS AND ORGANISATIONS 

This chapter locates the research theoretically by showing how I have used 

psychoanalytic technique and theory to further an understanding of nursing 

work related to complex loss and grief in continuing care for older people. The 

reasons for adopting this theoretical approach rather than having ontological 

roots in sociology will be analysed. I will outline key psychoanalytic concepts 

such as a psychoanalytic understanding of emotional growth and psychological 

defences because they underpin the central thesis of this study. I will describe 

containment and psychoanalytic approaches to organisations and link them to 

the research design and suggest that psychoanalysis offers a framework for 

understanding how emotions and responses to emotions can shape social 

customs and practices. I will discuss in more detail bow I have applied the 

framework to the research methods in Chapter Five. 

RATIONALE FOR ADOPTING A psycHOANALYTIC APPROACH 

My background is in nursing care for older people, and it was important to me 

that this research not only articulated the problems in the speciality but also 

offered a creative response to them. I have chosen to view emotion work 

through a psychoanalytic lens because it offers a constructive approach to 

working with emotions in an area of health care that is frequently criticised for 

the way it relates to its clients (Batty 2006). T'he psychoanalytic processes were 

well evaluated in the early work and seemed appropriate considering the 
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complexity of loss in continuing care identified by the staff (Holman and 

Jackson 2001). The research model has allowed the development of insights 

and understandings that could be useful to participants in the research as well as 

producing knowledge that could be shared outside the setting (Menzies Lyth 

1969/1988; Hinshelwood and Skogstad 2000). 

I decided to locate the study in a psychoanalytic 'theory rather than ihe 

sociology of emotion because I wanted to prioritise the experience of fccling, 

both in terms of a legitimate research topic and a means of data generation 

(Hunt 1989). Fineman (2005) argues that psychological and psychodynamic 

researchers locate, emotion "in" the individual, which is different from those 

studies more closely wedded to socially constructed emotions which'suggest 

that whatever people "have" inside is overlaid and made meaningful by 

external factors such as culture and social interactions. Hochschild (2003) for 

example suggests the management of feelings is central to certain types of work 

and emotional labour has become a feature of the modern work place. Her 

central tenet is that there is a cycle of emotional exploitation of workers who 

are expected to perform their feelings in order to carry out their work in 

compliance with company policy or the ý espoused philosophy of the 

organisation. I do not contest this position but tried to explore a different aspect 

of the emotional experience and how it related to the social context. Lee 

Treweek (1996) for example applies flochschild's (2003) concept of emotional 

labour in her study of residential care. She suggests care staff ordered and 

monitored residents'ý emotions because they I were experienced as dangerous. 

This is a fitting conclusion to make fi-om her study, but it does not attempt to 
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describe the "texture" of the emotions or explain the psychological impact they 

might have. 

It was of primary importance to this study to try to articulate the quality of the 

emotional experience in order to have a more empathic understanding of the 

complexity of the care staff's work. This understanding seemed appropriate if 

any development in the way participants worked with emotions was to take 

place. A psychoanalytic perspective offered explanations about why people 

behave in certain ways in relation to their feelings and prioritises being 

emotional rather than doing emotions (Milton et al 2004). 

The roots of psychoanalytic and sociological research about emotions are some 

distance apart, yet as the disciplines have grown there are some branches that 

have become close. Hochschild (2003) discusses the differences between the 

organismic and a sociological interactionist perspective of emotion. She locates 

the psychoanalytic tradition, and specifically the work of Freud, in the 

organismic model. For Hochschild (2003) psychoanalytic theory views 

emotions as having an existence separate from one's environment. She suggests 

this perspective sees emotions as instinctual and emanating from within a 

person. In contrast interactionists are concerned with how the external 

environment shapes emotions and the social rules that govern the way feelings 

are labelled, assessed and managed. A psychoanalytic theorist might be 

concerned with uncovering the experience of a feeling whereas an interactionist 

is interested in the social meaning that psychological processes take on. 
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However, over time some researchers have come to draw on both perspectives. 

For instance, in the articulation of her own perspective, Hochschild (2003) 

argues that we can learn from the interactionsts about how feelings are 

managed and also how they influence thoughts and actions. She suggests we 

can learn about the feelings that are managed using an organismic perspective. 

Tleodosius (2006) suggests that Hochschild (2003) makes her closest links 

with psychoanalytic theory in her discussion of surface acting and deep acting. 

This is when people present what they are supposed to feel in a given situation. 

T'his can involve choosing to express one emotion over another (surface acting) 

or working on internal emotions to produce a feeling (deep acting). Ilochschild 

(2003) draws on psychoanalytic understanding and suggests the unconscious 

mind acts as a mediator between instinctual feelings and the individual's 

understanding of the social significance of the feeling (Theodosius 2006). The 

values attached to emotions are socially determined and affect how feelings are 

interpreted and expressed, which are described as feeling rules. Theodosius 

(2006) argues that studies underpinned by this understanding of emotions focus 

on the visible and socially expressed emotions which is limiting. She proposes 

using psychoanalytic techniques to access less overt emotional experience. 

The focus of this study was an exploTation of the internal WOTId of Willow 

Ward, but the multifaceted power dynamic where care staff were both 

powerless and powerful was a vital consideration in the development of an 

ethical and applied methodology. Although I have adopted a method consistent 

with what Hochschild (2003) refers to as an organismic perspective where 

feelings originate from within, the importance of structural power and emotions 

is taken very seriously. The findings from this study suggest the care staff were 
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able to learn about emotions and could deveiop a capacity for emotionally 

sensitised care. In practice however this did not become the custom in the 

everyday work. Adopting Hochschild's (2003) view of emotional labour, it 

could be argued that the care staff can do complex emotion work, but chose not 

to. This might have been because the feeling rules that govern this type of care 

environment affected the emotional labour. For example the lack of status and 

financial reward attached to providing emotionally sensitive practical care were 

symbolic of the feeling rules that shaped the organisation. 

I agree with Hochschild (2003) that emotion work is paid work and is 

associated with social structures such as class, gender and cthnicity. This 

research is similar to Hochschild's (2003) model because it links the 

occupational status of the care staff to the social systems that supported the 

unconscious avoidance of emotional pain (Chapter Ten). In this study emotions 

relate to the social environment because they drive individuals to behave and 

think in certain ways that minimise emotional pain and this has the potential to 

shape the cultural practices of an organisation (Hinshelwood and Skogstad 

2000). These cultural practices in the work place are influenced by the power 

linked to the occupational status of those within the organisation (Hochschild 

2003). However, this research differs significantly from Hochschild's (2003) 

model because it views the avoidance of emotion work as unconscious and 

associated with the emotional pain caused by anxiety and conflict. This study 

also places a great emphasis on the quality of emotions involved in the personal 

interactions that were fundamental to the work. 
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I was originally commissioned to work with the'continuing 6are unit by 

managers of the older people's services. The prevailing view of the unit at that 

time was consistent with the critique that care in continuing care environments 

is routinised and that there are inadequacies in the stairs personal interaction 

with residents (Hockey and James 1993). Lee Trcwcek (1996) articulates the 

power held by care workers. She suggests care workers lack strategic power, 

but are very powerful in their relationships with residents. She argues that 

emotional skills are harnessed by workers to allow them to get through their 

difficult work and create order in care homes. Ibis draws attention to the 

complexities behind the aims of this study where care staff were both powerful 

and subject to the power of others such as the managers and senior members of 

staff. The motivation was to explore the emotional world of staff but this is 

inextricably linked with the power dynamic within and between significant 

groups. This had ethical implications for the methodology which will be 

discussed in Chapter Five. 

PSYCHOANALYTIC CONCEPTS THAT ARE CENTRAL TO THE 

THESIS 

This study did not seek to provoke specific procedural change but explored the 

pýychodynamic culture of an organisation. The aim was to explore the 

emotional demand of loss and grief in A continuing care ward and to develop 

care staffs capacity to work with the emotional component of their work. It 

was important to this study to take into account the states of mind of the 

participating staff and the psychological defences that were likely to . be alive in 

the work. The process of testing out new ways of thinking and relating was 

83 



designed to develop the staff group's capacity for emotional learning and 

emotion work. Ile psychoanalytic frame offered the opportunity to understand 

the relevance of staffs state of mind when considering the care for dependent 

older people and to recognise when psychological defences were alive in the 

work. 

A psychoanalytic understanding of development 

Psychoanalysis is one brand of psychotherapy that has been developed to 

provide a range of therapeutic approaches to treat mental health problems for 

individuals, couples, families, groups and organisations (Milton et al 2004). 

Psychoanalytic therapies are based on the idea that unconscious thoughts and 

feelings are central to our state of mind. Key figures such as Sigmund Freud, 

Melanie Klein and Wilfred Bion have described how intemal conflicts 

produced by bodily impulses and moral demands have to be mediated by using 

psychological defences (Milton el al 2004). They stress how early 

relationships, even before a baby has Icarnt to speak, with a carer (typically a 

mother) influence the formation of an internal template that affects 

relationships and motivations (Waddell 2002). An understanding of how the 

template develops is important to this study because it underpins our psychic 

learning and development throughout life. Its relevance to forming 

relationships and facing the necessary psychological discomfort provoked by 

internal change make it fundamental to this study of nursing work in a 

continuing care environment. 

According to the psychoanalytic view, a baby's needs to fee4 (take in) and 

defecate (expel) arc significant to emotional , development. The physical 
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processes involved in the ordinary care of the baby are packed with 

psychological meaning. The physical acts of caring are therefore also 

psychological communications. Ile baby projects (expels) feelings into his or 

her mother and introjects (takes in) her responses (Davcnhill 2006). Taking into 

the sclf is described as introjection and expelling from the self is ten-ned 

projection. These psychological interactions between a person's internal and 

external world are present throughout life. The quality of such interactions in 

very early life are fundamental to the growth of personality and can influence 

ongoing psychic development (Davenhill 2066). 1 do not wish to deny the 

importance of older people's adult experience or status, but an interesting 

feature of this study is the emotional communication between care staff and 

very dependent people via the practicalities of personal care. In this study 

personal care will be viewed as work that has both practical and emotional 

significance. 

Tle concept of mourning is central to the psychoanalytic view of development. 

It is not necessarily related to an actual death, but to the sense of separation and 

loss experienced by a baby when things that symbolise warmth, goodness and 

safety are removed (Milton et al 2004). From an early age a pattern is formed 

in our minds that relates to how we tolerate the discomfort provoked by 

absence and loss and this affects our relationships and personal growth 

throughout our lives. Ile formation of a person's internal world is dependent 

on an individual's capacity to experience the pain of grief and intcrnalise the 

lost person (object), or idea (Waddell 2002). 71e foundations of this 

perspective were set out in two seminal papers; Freud's 1917 paper "Mourning 

and Melancholia7' and Klein's 1940 "Mouming and its Relation to Manic- 

Depressive States". 
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Freud suggested that mourning could be worked through so that the sense of the 

lost object (person) can be incorporated into a person's inner world (Davenhill 

2006). He described what he thought had happened when a person was in a 

deeply melancholic state. He noticed particular aspects expressed by the 

melancholic including a devastating loss of self, relentless self-castigation and. 

self-hatred. Couve (2006) suggests this is referred to in modem mental health 

care as psychotic depression or manic-depressive psychosis. Freud concluded 

that this was an unconscious hatred of a significant person who had been taken 

into the self (introjected) and then because of a sense of persecutory guilt, the 

person with severe melancholia or depression directed all their punishing 

feelings in on themselves instead of toward the significant other (Couve 2006). 

Klein developed her ideas following Freud. She provided insights into 

depression as both an extreme psychotic -condition and, significantly, as an 

ordinary part of human development (Couve 2006). 

Segal (1973) explains that for Klein the patterns of working through loss in 

order to grow are established as a small baby tries to negotiate a raw experience 

of living. The baby wants to keep an idealised safe and protective sense inside 

itself and keep out internal and external objects that feel harmful and 

frightening. This state is typified by an anxiety that bad things (objects and part 

objects) will invade and take over the baby. This is dealt with in early life by 

separating all bad and frightening representations in the mind from the safe and 

good ones. IMis is called splitting (Waddell 2002). Klein called this state of 

mind the paranoid-schizoid position. 
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Having negotiated the raw experiences of life, by organizing thcm'lntý good and 

bad, the small baby is left tdoccupy an idealised world in which terrifying bad 

things are completely disowned by projecting them elsewhere (Segal 1973). 

Psychological development is dependent on the ability to process the loss of 

this idealised state and tolerate more frightening aspects of the self and external 

life. This state of mind involves facing some harsh realities and is referred to as 

the depressive position. If the baby has received adequate care, he or she Will 

have developed a secure enough sense of self to tolerate the ambivalence 

experienced through the work of the depressive position and achieve a more 

integrated view of the world. Ile infant needs to be able to experience both the 

love and the hatred felt for his or her mother to do this. Couve (2006) explains 

that when psychological growth goes well the infant is able to bear frustration, 

for example, when the mother is absent and this increases his or her capacity to 

feel separate, and be separated from his or her objects (carers). Ile suggests the 

psychic task of the depressive position is to gradually bear the guilt related to 

the hatred one has felt in order to engage in reparation. 71is can only come 

about when depressive guilt can be faced rather than retreating into omnipotent 

defences. COuve (2006) points out that the work of mourning is difficult 

because the loss invokes the conflicts of the depressive position. 

The relevance of loss in continuing care is complex. Loss is important on many 

levels. The volume of external loss experienced by residents is significant. Loss 

of possessions and separation from family for example can have a profound 

effect (Scrutton 1995). It is also important to consider residents' ability to 

process internal loss. They may be vulnerable to depression and the presence of 

concurrent losses may have stirred up latent losses (Cadby 1996). 'Suffering a 

87 



degenerative condition such as dementia may also have an impact on a person's 

ability to work throug4 internal processes (Waddell 2000). 

The Oedipus complex goes hand in hand with Klein's working out of the 

depressive position (Britton 1989). It refers specifically to the recognition of 

the parental sexual relationship and involves giving up the idea of total 

possession of one's mother. This leads to a profound sense of loss, which, if not 

tolerated, can become a sense of persecution. Britton (1989) explains that as 

part of-his or her development the child learns that the parental relationship is 

sexual and therefore different from the parent-child relationship. If the loss and 

envy provoked by this knowledge is intolerable for the child he or she may 

harbour a sense of grievance or self-denigration. Ile Oedipal situation is 

resolved when the child relinquishes his or her sexual claim on his parents by 

accepting the reality of the sexual parental couple. Waddell (2000) discusses 

the case of an older woman with dementia who seems tormented by jealousy 

having become convinced that her recently widowed friend was waiting for her 

to die so she could move in with her husband. Waddell (2000) suggests this can 

be viewed in psychoanalytic terms as a difficulty related to tolerating triangular 

relationships that are rooted in the Oedipal situation. She gives this as one 

example of psychoanalytic interpretation of anxiety in the last stage of life but 

suggests the fractured mental states of older people with debilitating illness 

such as dementia can be usefully compared with the raw experience of small 

babies. Ibis makes it hard for frail older people to work through emotional 

dilemmas such as unresolved Oedipal situations. 
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Klein did not refer to a staged approach to development; she suggested we 

oscillate between the depressive and the paranoid schizoid position throughout 

life. The understanding of these states of mind and their centrality to the 

potential for growth is therefore important to this research. The depressive 

position is not presented as an ideal state which is reached when one achieves a 

certain turity but a dimension of being that one moves in and out of 

depending on internal and external factors. In the depressive position, one is 

able to contemplate the world in a more balanced and multidimensional way 

and to accept "what we can have and what we can't have" (Milton et al 2004). 

The contrasting state of mind is often described as primitive and chaotic. In this 

state, one views the world in terms of good or bad and disowns any of our own 

"bad" qualities. In this state we lose the ability to see the other person's point of 

view and give ourselves an exaggerated sense of importance (Waddell 2002). 

Waddell (2002) suggests that being aware of the autonomy of others and being 

able to acknowledge people's complex natures is part of an adult state of mind. 

In this state of mind, separateness from others is felt as bearable and not 

catastrophic. She argues that it is normal for human beings to fluctuate in and 

out of this mature state depending on the circumstances of their lives. On some 

occasions they are likely to regress to the protection of the confusion of a more 

infantile place. In the study setting there was a lot of emotional stress. The 

nature of a relationship that has care for dependent, sick and dying people at its 

heart, provokes high levels of anxiety (Hinshelwood and Skogstad 2002) and a 

dependent older client group have specific psychic challenges. In her 

discussion of the growth of personality Waddell (2002) discusses all stages of 

life including the adult world, the later years and the last years. She suggests 
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that the preoccupation with mental and physical decline and the fact that death 

itself is becoming more imminent challenges a person's capacity to sustain a 

mature state of mind in the last decades of life. An understanding of Klein's 

positions as potential states of mind is essential, because the requirement for 

self-examination in this research and the substantive topic of nursing work with 

dependent older people are emotionally charged and may provoke participants 

to retreat into a defensive more infantile place. 

Psychological defences 

For internal growth to take place in individuals, groups and organisations, 

people have to be able to find out about themselves and the world around them. 

Milton el al (2004) suggest we also' need to protect ourselves from 

overwhelming feelings and frightening contradictions that come with the 

territory of self-discovery. T'hey suggest that people use unconscious 

Psychological defences in order to maintain a balance between the reality we 

can bear and the need to preserve psychic equilibrium. Issues central to this 

study: old age, death, dependence and care are likely to provoke difficult and 

unacceptable feelings for those involved and defence mechanisms need to be 

understood in order to gain a clearer picture. 

Repression is a central defence where unbearable feelings are pushed fi-orn a 

conscious level. Sometimes repressed material can find a way out in the form 

of a coded disguise. Well-known examples of this are jokes or errors in speech 

known as "Freudian slips" (Milton et al 2004). A reaction fonnation is when a 

repressed feeling comes out in an opposite form such as when someone finds 

themselves being overly kind to a person they really don't like and negation is 

90 



when someone draws attention to something repressed by stressing its 

irrelevance (Milton et al 2004). For example someone who says: "It's not that I 

mind getting old" might deep down be very afraid of ageing. Projection is a 

defence that involves locating a feeling or part of the self in another and 

denying (unconsciously) a reality in order to gain relief from the fccling 

(Milton et al 2001). Craib (2001) described projective Identy1cation as a 

Klcinian modification of projection. He suggested that this not only involves 

locating the feeling in the other person but also calling out that particular 

feeling in them. I have adapted his example from psychotherapy. An example 

from a nurse patient interaction would be when a dependent patient insists the 

nurse carries out practical tasks, such as helping with washing, by following a 

detailed routine. In this way it is the nurse who experiences the firustration of 

being dependent and controlled. 

The defence of splitting involves projection. Ile person avoids the pain of 

internal conflict by dividing feelings into different elements (Craib 2001). 

Splitting often involves the polarizing of an idealised. and denigrated other. It is 

a strange phenomenon that the day nurses in hospitals often complain about the 

"bad behavioue, of the night staff even though most nurses do day and night 

shifts. The projection of anxieties about poor practice' into one split off group 

avoids the doubts and worries about the consequences of inadequate care that 

arc likely to exist in all staff. 

The use of psychological defences is an appropriate fonn of psychic protection. 

In terms of developing an understanding of work practices resistance to 

considering what might be going on under the surface and rationalising an 
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alternative explanation. Unconscious processes have to be taken account of if 

work is going to progress in a different direction and this involves being able to 

let go of previously held views and examine established patterns of 

psychological defences. It is necessary to tolerate a level of psychological 

discomfort in order to try out new ways of thinking that allow emotional 

development. 

In summary, for emotional development to take place people need to be able to 

tolerate facing difficult truths that may create in them a disturbing state of 

mind. Individuals need to be able to think about themselves, their feelings and 

their own potential for psychological defensiveness. They need to tolerate the 

separateness and loss of the comfort of old ways and previously held beliefs. 

Ilese are difficult endeavours, made more difficult by external anxiety and 

stress, such as staff providing care for dependent, frail and dying older people. 

PSYCHOANALYTIC CONCEPTS THAT ARE CENTRAL TO THE 

RESEARCH DESIGN 

In Chapter Five I will describe how I developed the psychoanalytic participant 

observation used in this study. I will describe how methods developed in the 

psychoanalytic tradition such as the use of work groups and psychoanalytic 

observations were combined with social observation to generate data. I will 

show that although I am a nurse researcher, robust structures for psychoanalytic 

supervision and appropriate learning about taking in and feeding back 

interpretations have ensured that data analysis and formulation of meaning is 
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within a psychoanalytic frame. In the next section I will explain the key 

psychoanalytic concepts that inform the TcseaTch design. 

The creative function of containment 

The potential for psychic development in early life is dependent on the 

interactions between the internal and external world of the individual baby. A 

mother's capacity to stay in touch with these processes in her baby is called 

containment. Waddell (2002) describes containment as the relationship between 

mother (container) and herbaby (contained). She suggests the mother is the 

receptacle for the baby's impulses and emotions, which are fragmented in the 

early stages of life. Referring to Bion's (1962) concept of revcric, shc explains 

that when a mother can be unconsciously emotionally engaged with her baby's 

disparate and confused sensations she may be able to: 

savour them if calm and loving, or to modulate them Y'distressed 

and hating, and to hand them back to him in recognisable and now 

tolerableform 

(Waddell 2002, p34) 

The way a mother responds to her baby's feelings and'the baby's gradual 

introjection of the dynamics of their relationship results in the formation of an 

internal template of the personality. The container's ability to understand and 

honestly articulate what is understood is both creative and formative and has 

the potential to develop'a sense of self that can be intemally held (Waddell 

2002). 717he container/containment relationship is significant for this study 

because the potential for growth in this way is life-long if the appropriate 
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external container is available. This has implications for the development of 
I 

individuals, groups and organisations. 

In psychoanalytic psychotherapy a containcr/contained relationship is fonned. 

The therapeutic setting is arranged to promote a holding environment. 

Regularity of time, space and the therapist's focus on the client rather than 

allowing his or her own issues to be present are designed to make the 

boundaries of a therapy session feel secure (Milton et al 2004). The client is 

encouraged by the therapist's lack of directive talk to speak widely and freely 

(free association). The therapist pays attention to the content of what the client 

is saying but equally importantly allows his or her self to be open to the 

emotional atmosphere of a session. Craib (2001) described the therapist's 

attempt at being a blank screen onto which the client projects all his or her 

unconscious fantasies. These projections are referred to as transference 

feelings. The therapist notices the quality of the emotional dynamics in the here 

and now and relates them to the client's life in the present or the past. 

Milton et al (2004) explain how the therapist tries to hold on to the client's 

uncomfortable and distressing feelings as well as his or her own and tries to 

bear them and understand them. It is important that the therapist tries to resist 

dissipating the feelings or pushing them back to the client. The therapist thinks 

about the feelings in order to find a helpful way to talk about them. It is then 

possible through interpretation to help the client make links and new insights 

about what is going on for them, thus completing the creative and formative 

process of containment (Waddell 2002; Milton et al 2004). 
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Whilst therapists attempt to be blank screens for the clients' transference 

feelings they also have to pay attention to the feelings stirred up in themselves. 

This is referred to as counter-transference (Craib 2001). Ideas about the 

significance of these counter-transference feelings have developed 

considerably. Heimann (1950) reinforced that counter-transference feelings arc 

not a matter of the therapist's own feelings getting in the way, but an emotional 

response to what is going on for the client or in the session. Craib (2001) 

rcf: rring to Bion's (1961) suggestion that countcr-tmnsfcrcncc feelings in 

groups have a distinctive "manipulative" quality suggested that in the therapy 

situation counter-transference is identifiable, normal and useful. Winnicott's 

(1949) paper about hate in the countcr-tmnsfcrcnce demonstrated the 

importance of the therapist's attention to his or her own feelings. Winnicott 

(1949) suggested that, particularly with psychotic clients, no matter how much 

the therapist loves the client there will also be feelings of hatred. The more the 

therapist can be aware of them the less likely they are to influence the 

therapist's motivations and the more they are acknowledged the more the client 

will be able to bear his or her own feelings of hate. 

Dartington (1994) suggests transference and counter-transference are not 

unique to the therapy situation and points out that patients often have 

transference feelings about and provoke countcr-transference feelings in nurses. 

Hinshelwood and Skogstad (2000) make a similar case relating to observers 

and organisations. An example of this from this research relates to what Halton 

(1994) describes as the exploitation of the natural boundary between insiders 

and outsiders which every institution has. Willow Ward'has locked doors to 

protect the residents' personal items from being stolen. In order to gain access 
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visitors need to press a bell and wait for a member of staff to activate a switch 

that unlocks the door. This in itself is unremarkable, but at the beginning of the 

research I found waiting for the staff to let me in would make me angry, which 

I later understood as counter-transference. These feelings indicated there might 

be issues related to maintenance of the boundary between those inside the ward 

and those outside. The relevance of. the boundary between Willow Ward and 

the rest of the hospital was confirmed by other data as the research progressed 

and has become a significant feature of the thesis (Chapter Ten). 

Tte principles of the therapeutic relationship can be applied to psychoanalytic 

work with couples, groups and organisations. Barnes el al (1999) claim that 

holding structures employed in group work are similar to when working with 

individuals. 'Me person responsible for the psychodynamic administration of 

the group: therapist, coordinator or leader needs to pay attention to the 

structures that provoke a holding environment. Holding refers to providing a 

sense of security and trust through manipulating the external environment. For 

example, making sure there is a regular time and space for the group to meet 

and then adopting a relationship where the group members are the focus with 

the coordinator adopting a non-intrusive stance and withholding his or her 

personal details. Ile coordinator attempts to employ the same techniques and 

understandings as in individual therapy in order for the group to be creative and 

have the potential to provide containment for its members. Depending on the 

type of group, the coordinator may choose to adopt practices and group 

procedures to make the group a more robust container. This is particularly 

important as powerful psychological defences can easily preoccupy a group and 
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distract it from its purpose. Obholzer (1994a) stresses that this is a common 

assumption affecting group and organisational behaviour. 

Psychoanalytic approaches to researching organisations 

Miller and Trist and their colleagues at the Tavistock were interested in the 

tensions between an individuals and a group or organisation (Miller 1993). 

They saw the individual as both a product of and contributor to the group 

(Miller 1993). The development of this understanding about organisation was 

influenced by Lewin's (1951) field theory as well as Bion's (1961) work about 

group relations. They developed a theoretical framework called the open 

systems theory (Miller 1993). It assumes that like all living organisms, a group 

or organisation needs to exchange materials with its environment (Roberts 

1994a). A closed system will not survive because it cannot do this. Ibis makes 

understanding and managing the boundary to an organism a priority (Miller 

1993). An illustrative example of this exists in Menzies Lyth (1987/1988) study 

of a long stay unit for children. She observed the undue business created by an 

open door that allowed access to the external hospital grounds. People not 

related to the unit would use it as a short cut to other departments. By 

restricting access to those within the children's unit it created a more robust and 

holding boundary akin to the security of home. 

Another important aspect of understanding an open systems theory is the 

concept of primary task. Ibis is the central purpose of having the group or 

organisation. This seems straightforward, but often an organtsation has many 

stated purposes and yet some groups within it operate in ways that are contrary 

to it. if a group is in the sway of unconscious drivers it might engage in activity 
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that is irrelevant or counter to the primary purpose. This is called anti-task 

behaviour (Roberts 1994a). 

Bion (1961) suggested that being in a group was inherently difficult for human 

beings and could provoke infantile states of mind. He set out the conscious and 

unconscious elements of group behaviour that Obholzer (1994b) describes as 

the counterparts in groups of the paranoid-schizoid and depressive positions in 

individuals. Bion (1961) called them the work group and the basic assumption 

group. The work group is a state of creative group functioning focused on the 

primary task (Milton et al 2004). In this state people contribute actively, 

sharing perspectives and responsibilities appropriately (Barnes et al 1999). In 

contrast, the basic assumption group is a state inwhich a group is in the grip of 

unconscious processes. In this state the group is focused on unconscious 

assumptions that distract it from its creative work (Obholzer 1994b). Bion 

(1961) formulated the basic assumptions as dependence, pairing andfight or 

flight. 

Bames et al (1999) describe these assumptions as metaphors for the 

psychological defences provoked by anxiety in the job or work undertaken by 

the group. Iley explain that people in a group or team act as if they all share 

the common assumption that they are there for something else. For example a 

group in dependence basic assumption will behave in a way that assumes its 

unofficial aim is to gain help and security from a powerful leader. It will expect 

its leader to act as their protector and not to face them with the challenges of the 

true purposes of their work (Stokes 1994). 

98 



A psychoanalytic understanding of groups and organisations was important to 

this study in two ways. Firstly it providcd a rationalc for organisational 

behaviour and secondly the methods of data generation, collection and analysis 

occurred in groups. I had to be aware of how unconscious drives can motivate 

groups and I had to learn techniques to contain and articulate emotions and 

processes as they occurred in the Reflective Work Groups. Ile experiential 

learning in the Tavistock Supervision Group enabled me to do this. 

Action research studies relating to group defences and their impact on the 

social systems in organisations dominate the early research and practice in the 

Tavistock Institute (Neumann 2005). Menzies Lyth (1959/1988) was one of a 

group of psychoanalysts who developed an understanding of how large groups 

such as organisations can be treated as psychic entities. She developed a 

methodology for psychoanalytic consultation for organisations which she saw 
j 

as action research and applied the notion of psychological defences to the 

whole social system. A well-known example from Menzies Lýth's (1959/1988) 

study was the way nursing work was allocated. She suggested that by allocating 

tasks to nurses rather than expecting them to'provide care for individual 

patients, nurses' contact with patients was less intimate which protected them 

from the painful feelings provoked by getting close to patients. At the time this 

method of allocation was accepted as an efficient way of org a4nising work and 

typical of hospital culture. 

Menzies Lyth (1969/1988) describes a type of action research which is a 

therapeutic endeavour aimed at helping the organisation function in a healthier 

way. She refers to herself as a consultant but uses the terms researcher and 
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consultant interchangeably. She suggests the analytic process is complex and 

dependent on both the researcher's clinical and sociological acumen. Miller 

(1993) describes his methodology as a sociotherapeutic relationship with the 

organisation and its members. He suggests the long-term solutions to the 

management of change cannot depend on manipulative techniques. T'hey must 

depend on helping the individual understand and manage the boundary between 

his inner world and the realities of the external environment. In this research I 

have tried to adopt a relationship with the study setting that reflects these 

principles. The methods and skills I have developed have been designed to 

form a creative or therapeutic relationship with Willow Ward in order to 

encourage greater understanding and support for the management of the 

boundary between the care staff's internal world and the external stresses of 

their work. 

Hinshelwood and Skogstad (2002) describe how they used Menzies Lyth's 

(1959/1988) anxiety-defence model and the observation methods developed at 

the Tavistock to develop a method of psychoanalyticl observation of 

institutions. They have used these methods and structured supervision strategies 

to facilitate non-psychoanalysts to make a psychoanalytic observation of their 

own place of work (Hinshelwood and Skogstad 2002). They argue that with 

appropriately controlled structures in place this is complementary, but different 

from, organisational consultancy or action research method. Hinshelwood and 

Skogstad (2000) identify three key ways that the organisation is shaped by 

anxiety and defences. Firstly specific kinds of anxiety are connected to 

particular types of work. Secondly people co-operate in aspects of the social 

systems to support their own defence systems and are in fact attracted to certain 
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roles and work in order to do so and lastly the way organisational and personal 

anxieties are dealt with affects the culture of the organisation. 

A key feature of this type of observation is that the researcher remains separate 

from the practical aspects of the setting. The emphasis is on an emotional 

involvement rather than a practical one (Ilinshclwood and Skogstad 2000). The 

participant observation methods in this study have more practical involvement 

than usual for a psychoanalytic observation. My relationship with the 

organisation was closer to Menzies Lyth's (1969/1988) therapeutic stance, but 

used the mechanisms of supervision and containment intrinsic to Ilinshelwood 

and Skogstad's (2000) methods of observing organisations. 71c systematic 

observation of health care institutions has enabled Ifinshclwood and Skogstad 

(2002) to take a position on unconscious culture. They argue that culture is a 

psychosocial process where anxiety and defence are recogniscd in defensive 

techniques and culture is formed as a result of collective unconscious emotional 

states.. These are expressed as defensive aspects and assumptions in a social 

group (Hinshelwood and Skogstad 2002). In this version of the social world 

emotions have a key influence on the practices that formulate an organisational 

culture. Ibis understanding of individuals and organisations underpinned the 

decisions made about the approach to the study. 

In Chapter Five I will explain how the research methods were containing and 

enabled the care staff to explore their own emotional experience. I will describe 

how psychoanalytically informed participant observation explored the 

individuals' emotional response to the work in continuing care and how this 

impacted upon the cultural practices of care. 
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SUMMARY 

In this chapter, I have set out the theoretical basis for understanding the issues 

that are central to this study. I have chosen to use a psychoanalytic frame 

because it not only offers a means of understanding social processes that 

influence work with emotions in organisations, but it can also be used to 

enhance development and growth. I have described key psychoanalytic 

concepts that are relevant to how I have viewed individuals, and groups and 

how factors such as loss and psychological defences have an impact upon 

capacity for development. I have argued that a psychoanalytic understanding of 

culture in organisations is a useful way of understanding how the affective 

experience of individuals relates to the social context of organisations. T'hese 

theoretical positions will be applied and referred to throughout the practical 

processes of this research. 
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CHAPTER 4- LITERATURE REVIEW: THE 

COMPLEXITY OF LOSS IN CONTINUING CARE 

INSTITUTIONS 

Entry to continuing care involves many losses. For instance, there is the loss 

created by separation from home and local community. This loss is important 

for its own sake, but is also part of a complex system of losses around the older 

person's own health, attachment to others and proximity to their own death. 

This chapter analyses the findings of a literature review undertaken on loss in 

continuing care institutions. It suggests that research undertaken in continuing 

care institutions, such as care -homes, can ignore the complexity and 

multiplicity of loss, depending on the methodological approach taken (e. g. 

qualitative field methods, survey research and intervention studies). It argues 

that different methodologies fragment and We some aspects of loss in these 

settings. For instance, some methods capture the individual emotional 

component, whilst others focus solely on the social dynamic. This 

fi-agmentation and hiding of aspects of loss makes research findings of limited 

value to those working in practice. In effect, the findings of the review suggest 

that the decisions underpinning individual research designs and theoretical 

frameworks have led to an incomplete picture of loss in continuing care 

institutions. 

When developing the aims and objectives of this study it was important to have 

a raised awareness of this tendency so that the research could examine the 

relationship between concepts that were divided in theory but, merged in 

practice. This would enable the study to uncover new understandings of loss 
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that could be applied usefully to the continuing care setting. The chapter 

concludes by making it clear that this research aims to explore conceptual 

boundaries and justifying the decision to adopt a specific focus on one group of 

participants: the care staff. 

METHOD 

A search of the literature was carried out in December 2002 and repeated in 

July 2006. Hart's (1998) framework was used to review the literature. It aimed 

to find out what literature was available to describe and explain loss in 

continuing care institutions for older people. Articles were selected using the 

following criteria: items that focused on loss, gdef, bereavement or mouming 

in the specific context of a continuing care unit for older people. Items that 

focused on other contexts of care such as hospitals or a person's own home 

were omitted from the search'. However, if there was a comparison of a 

continuing care unit with another context of care, or if a continuing care unit 

was referred to as part of a total population, the paper was selected. The 

electronic databases used: CINAHL, Medline, Psycbinfo, Nursing Collection, 

Embase, IBSS and Cancerlit were searched over the last twenty-six years. 'Mis 

time span allowed all classical references to be located along with the most up 

to date findings. The range of electronic databases was chosen to include items 

related to health, sociology, psychology, psychiatry, palliative care, end of life 

care and gerontology. 

. Search terms were combined to forni three expanded categories: 

* loss, grief, bereavement and mourning 
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nursing home, residential care, care home, continuing care, long term 

care and long stay 

derivatives of old, elderly, geriatric and gerontology. 

The search was further refined by combining these three categories together. 

The process was made more manageable by breaking the databases into blocks 

and then systematically searching each block using the relevant terms. The 

blocks of databases were formed according to time. Each search block was then 

saved electronically (including abstracts). In total, 136 abstracts were selected 

and categorised according to content and research methodology. At this point, 

items that only partially met the selection criteria or those that did not contain 

original data and analysis were set aside and the remaining research papers (49) 

were reviewed according to Bums and Grove (1997) guidelines for comparing 

and analysing research papers, alongside Hart's (1998) framework for 

argumentation analysis. Studies were then grouped according to their 

methodological approach (qualitative field methods, survey type research and 

intervention studies). 

FINDINGS FROM QUALITATIVE FIELD METHODS 

Nineteen of the studies used qualitative field methods, such as in-depth 

interviews, focus groups or participant observation. Within this section, the 

majority (13) used interviews and two of these adopted a grounded theory 

approach to the data (Matthiesen 1989; Sandberg el al 200 1). Interviews ranged 

from being located in a specific methodology such as story telling or 

phenomenology and analysing data from a very small sample (Running 1997; 
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Newson 2003; Pilkington 2005) to Gladstone's (1995) work, where interviews 

with a large sample (161) were based on Likert type questions. Others describe 

their studies as ethnographies (Kelly 1991; Starck 1992; Costello 2001; 

Marquis et al 2004; Moss et al 2005). 

None of the studies aimed to provide a view of all losses in continuing care 

institutions, although some of them assumed loss to be an important aspect of 

institutional life for older people (Starck 1992; Wilson and Daley 1999). 

Depending on the methodological approach used, different studies uncovered 

different dimensions of loss. This was due to the restrictions imposed by the 

studies' fragmented foci, such as the limitation of single perspectives, ignored 

temporal component and constraint of context. 

Limitation of single perspectives 

When individual interview or focus groups were used to generate data, there 

was a tendency to focus on only one perspective, for example, residents (Engel 

et al 1998; Newson 2003; Bickerstaff et al 2003; Pilkington 2005), spouses 

(Gladstone 1995; Sandberg el al 2001), daughters (Matthiesen 1989), close 

family members (Marquis et al 2004) and staff and residents (Bell 1984; 

Wilson and Daley 1999). Although Bell (1984) and Wilson and Daley (1999) 

compared residents' attitudes towards talking about dying with those of the 

staff, and some studies explored relatives' views about residents (Moss et al 

2005) and staff (Marquis et al 2004), no studies considered the combined 

perspectives of staff, residents and family. As a result, a comprehensive 

understanding of the staff, resident and resident's family dynamic in continuing 

care settings was not uncovered. 
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Ignored temporal component 

Admission to a nursing home is reported as a monumental change for residents 

and their families. It is the beginning of something new. However, for staff, 

nursing home life is continuous, with shift patterns and working practices 

remaining the same from week to week. Ignoring the temporal component in 

research probably reflects what goes on in practice. Each of the studies 

concentrated on different aspects of the loss experienced in continuing carý 

institutions, for example, admission to a nursing home (Matthiesen 1989; 

Sandberg et al 2001), the loss experienced whilst living in the nursing home 

(Gladstone 1995; Moyle et al 2002; Pilkington 2005), and the end of the 

nursing home experience (dying) (Engel et al 1998; Moss et al 2005). 

However, there were no studies describing the experience and relationship 

between these different phases. Nor were there any studies that looked at the 

temporal divides for staff and residents.. 

Constraint of context 

In the five studies labýlled as ethnographies, the contextual unit of analysis was 

different for each study. This ranged from multiple sites (including a continuing 

care ward) (Costello 2001; Moss et al 2005), through to the study of a single 

nursing home resident (Kelly 1991). Ile constraint of context is likely to 

influence the data collection methods used and, in turn, the types of loss that 

can be explored. Costello (2001) used a combination of participant observation 

and interviews with patients, nurses and physicians and spccirically focused on 

caring for dying patients. Starck (1992) did not use participant observation. 

Instead she made a series of visits to interview staff and residents of one 
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nursing home. Her study analysed participants' accounts of residents' suffering. 

Kelly's (1991) open-ended interviews with a single participant allowed her 

subject to express deep anxiety and yearning for the loss of her dead husband 

and also anger and sadness at losing her home and community. Kelly's study 

articulates the most complete version of loss in a nursing home from a 

resident's perspective, however it is one individual's account and there is no 

explanation of how the respondent's experiences were dealt with by the nursing 

home staff. The stairs experience of loss is thus ignored. 

By contrast, Costello (2001) focuses on work practices and behaviours between 

nurses, physicians, patients and patients' families. However, despite the 

study's focus on caring for the dying, it ignores the emotional aspects of loss. 

By not exploring the emotional component of loss, potential misunderstandings 

can arise. For instance, Costello's (2001) work suggests that nurses tend to 

focus on the physical care rather than emotional care due to a lack of skills and 

their own emotional anxiety about death. It could be argued that physical care 

(e. g. bathing a patient, combing hair or dressing the resident) can be performed 

in d way that simultaneously expresses emotional care. However, Costello's 

broad contextual focus mitigates against any interpretation of feelings 

contained in actions observed. I 

The methodological approach and data collection methods thus constrain what 

can be stated about the nature of loss and as a result aspects of it remain hidden. 

For instance, Starck's (1992) ethnographic findings relate tol an inventory of 

loss and suffering identified by nursing home staff. She constructs a typology 

of resident behaviour and staff response. The findings are conceptualised from 
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the stafrs perspective and despite it being primarily a social study the 

categories seem to relate to a world that includes emotions. T'he focus on stafrs 

behaviour as social action tends to omit their feelings and their impact on the 

provision of care. In contrast, Pilkington (2005) phenomenological study relates 

to a heuristic interpretation of residents' loss. These findings arc conccptualised 

from the residents' perspective and arc exclusively in an affcctivc domain with 

no reference to the social aspects of living in a care home. 

Starck (1992) uses the language of her respondents without making judgements 

about them. She suggests the care staff classify residents by their behaviour as: 

attention seekers (including overt complainers and covert complainers) and 

sufferers (including quiet sufferers). The nursing home stairs response is 

articulated as the "caretaker response" and includes' three behavioural 

categories'(placates, -cajoles and ignores). ' tier' central finding is that work 

around suffering is not acknowledged in the home, but she has classiricd the 

care staff s behaviour without trying to find about'the emotions related to it. 

Pilkington (2005) expresses the views of the residents but synthcsises it via a 

phenomenological process. Her main finding is that for the elders she 

interviewed in the residential care: 

"Grieving a loss is aching solitude amid enduring cherished 

affiliations, as serene acquiescence arises with sorrowful curtailment. " 

Pilkington (2005, p241) 

By'focussing on feeling and using emotional language Pilkington (2005) 

produces a much more sympathetic view of the respondents. It is noticeable 
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that Pilkington's (2005) respondents make no reference to anger or resentment 

which is inconsistent with bereavement theories (Parkes 1998). Some 

investigation into the participants' social world, for example their family 

relationships may have revealed other aspects of their emotional world. 

Similarly, an investigation into the emotion underpinning Starck's (1992) 

respondents" use of social categories may have revealed a more complex 

version of their perspective. 

It is interesting to note that Starck does not refer to death or dying as a loss or 

an aspect of suffering. She makes no comment about the absence of dying in 

her data and it is therefore difficult to gauge whether death really was not a 

feature of loss and suffering or whether Starck's (1992) work reflects the 

hidden nature of death and dying in nursing homes. In contrast, Pilkington's 

sensitive interviews with older people reported their feelings about the loss of 

loved ones and their own impending deaths. By focussing on different groups 

and either the social or emotional perspectives the body of knowledge fails to 

acknowledge the multiplicity and complexity of loss. 

FINDINGS FROM THE SURVEY TYPE RESEARCH 

The same issue can be seen in relation to survey type research. Fourteen of the 

papers reviewed were quantitative surveys ranging from a bereavement study 

using established grief tools and statistical tests (Lesher and Bergey 1988; 

Pruchno et al 1995; Rudd et al 1999) to a basic descriptive analysis of 

questionnaires (Murphy et al 1998). The survey type studies either measured 

bereavement or grief in relation to a resident in a nursing home (Lesher and 
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Bergey 1988; Pruchno et al 1995) or measured the cffcct of having a family 

member in a nursing home on, the bereavement experience (Herth 1990; Moss 

et al 1993; Rudd et al 1999; Carr et al 2001). Hanson et al (1997), Murphy 

(1998) and Tolle et al (2000) analysed the quality of bereavement services in 

nursing homes, whereas Robbins et al (1992), DcPaola et al (1994), Sumaya- 

Smith (1995), Lopez McCurdy (1999) and Rickerson cl al (2005) measured the 

effect of working in a nursing home on staff. Findings suggest that losses are 

hidden in relation to qualitative method, but in the review of quantitative 

research there was less diversity, a bias towards death, acknowledgement of 

complexity, a need to focus on wider perspectives and an apparent focus on 

emotional response. 

Less diversity 

Within the review of qualitative studies it was possible to see how method 

within a particular paradigm fi-agmcntcd what was studied and affected what 

was discovered about loss in continuing care institutions. However in the 

review of quantitative studies there was less diversity in approaches and 

findings. For instance, seven of the fourteen surveys used the psychological 

theory of bereavement as their conceptual framework (Bowlby 1998). It is 

interesting that none of these studies have used a more current psychological 

model such as Klass and Walter (2001). ne most recent bereavement models 

place higher importance on the social context of grief and prefer to articulate 

living with a loss rather being solely focused on letting go of the lost person or 

object. This may have more to offer the specific context of continuing care. 

III 



Bias towards death 

In the quantitative studies other biases were apparent. For instance unlike in the 

qualitative studies, death was the primary loss described, along with attachment 

(Sumaya-Smith 1995) and anticipatory loss (Caff et al 2001). However, the 

complexity of loss related to health, home and separation from family was 

largely absent. Nonetheless, there was some acknowledgement of the unique 

nature of the bereavement experience in the context of continuing care. 

Acknowledgement of complexity 

Rudd et al (1999) tested the respondents' experience of daughters' grief due to 

separation by their mother going to live in a nursing home, with the covariates 

of severity of dementia, spirituality and age. They showed that place of care 

and gender were the most powerful predictors of all the components of grief. 

Carr et al (2001) explored the impact of death forewarning (living with the 

expectation of death) on grief resolution. They found the established 

bereavement measures to be limited and tested for more components of 

bereavement (intrusive thoughts, anxiety, shock, anger, guilt and yearning). 

They found when a person had stayed in a nursing home it had an impact on 

some of the surviving relatives' grief resolution. They also found that death 

forewarning increases the anxiety levels of the bereaved spouses. 'Mey state 

that the harmful effects cannot be explained by couple communication styles, 

spouse's age at death or whether the spouse lived in a nursing home. They 

suggest further research should focus on why death forewarning has an effect. 

Possible explanations for why daughters' bereavement were effected by their 

parent living in a care home but spouses were not, could relate to the difference 

112 



between spouse's and daughter's perceptions. It could also be that a more 

detailed analysis of living in a nursing home is required to explore what factors, 

including death forewarning, have an impact upon'the cxpcricnce after death. 

Need for wider perspectives 

The unit of analysis in the survey type studies tendcd to bý individual research 

subjects. There were few studies where a continuing care institution was the 

unit of analysis (Lesher and Bergey 1988; Rudd et al 1999). Typically 

continuing care was a variable that was tested in its impact on bereavement of a 

person whose relative had died. Lesher and Bergey's (1988) paper was the only 

paper in this group to explore the residents' perspectives. The focus of the 

study was the residents' bereavement following the death of an adult child. 

Four studies targeted the experience of the staff - predominantly nursing staff. 

For instance DePaola el al (1992) analysed the impact of death anxiety on staff 

in continuing care institutions and Robbins et al (1992) studied nursing home 

managers' perception of care assistants and the care assistants, perception of 

their own death anxiety related to the practical care of a dead person. 7be 

context was a residential care home and they found that the staff were 

encouraged to deal with painful feelings with stoicism and denial. They found 

young workers were particularly vulnerable to death anxiety, but levels of 

anxiety were similar in all ethnic groups. 

Ethnicity was also acknowledged in Lopez McCurdy's (1999) study. 71is study 

was primarily about nurses' coping with residents' difficult behaviours and one 

of the categories included racist slurs. The issue of race and cthnicity of the 
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staff is rarely mentioned in any of the other types of studies. In fact there are 

few details of the staff as individuals, in terms of their personal background, 

career profiles or perspectives on their work with residents. 

Focus on emotional response 

Despite the relatively narrow focus of survey-type research (e. g. on death and 

bereavement) and unlike the findings generated from the qualitative field 

methods, there was a definite focus on the emotional response (e. g. coping 

styles of widows (Herth 1990)). Indeed, DePaola et al (1992) compare 

attitudes to death of nursing home staff with workers in non death related jobs. 

Contrary to expectation they found that non-death related workers had higher 

levels of death anxiety than nursing home staff. They suggest that it could be 

that nursing home work desensitises staff to death or that staff with low death 

anxiety levels actively select to work in nursing homes. Rickerson et aý (2005) 

suggest care staff experienced a range of grief symptoms when a resident died. 

They found the longer and closer the relationship between staff member and the 

older person being care for, the more grief symptoms the staff member 

experienced when the older person died. Unlike DePaola et al (1992) they did 

not find evidence that care staff became desensitised to death. 

The social circumstances that may have led to staff being desensitised to death 

or not were not explored so it is hard to evaluate whether this links to the 

criticism that nursing staff lack the skills to talk about death with residents and 

their families. It is worth noting, that the qualitative work found relatives also 

tended to avoid talking about death with residents (Moss et al 2005), but 

residents seemed to be able to discuss openly with researchers their own fears 
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and desires about dying (Laufer 2000; Pilkington 2005). In addition, the 

temporal factor is important. In the qualitative work the focus was on 

admission, living in a nursing home and dying in a nursing home. However, 

quantitative studies of bereavement expand the period of loss to after the 

residents' deaths. This was missing from the qualitýtive work. The importance 

of this is evident in Pruchno et al's (1995) work, which identiried that the 

bereaved person's perceptions of nursing home care affected their grief 

resolution. 

However it should be noted that, whilst the quantitative studies focused on 

emotional responses, they often omitted the personal and organisational. factors 

that impact on staf'f, s relationships with residents and their families. 

INTERVENTION STUDIES 

The remaining sixteen papers in the review reported on evaluations of 

interventions aimed at improving the therapeutic environments with specific 

reference to loss. ' There was a tendency for these papers to either use multi- 

methods (Bacr and Hanson 2000) or to discuss a qualitative analysis of one or 

more (up to a maximum of four) case studies of the practice initiative being 

evaluated (Cadby 1996; Froggatt 2001; Davidson el al 2003). Five of the 

initiatives were psychotherapy based (Beck 1983; Kaplan and Gallagher- 

Thompson 1995; Cadby 1996; Laufer 2000; Porter 2000). Three were related to 

staff education or practice development programmes about loss (Drysdale et' al 

1993; Holman and Jackson 200 1; Ashburner et al 2004) and two wcre 

education and practice development initiatives, aimed at introducing palliative 
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care principles to nursing homes (Baer and Hanson 2000; Froggatt 2001). The 

remaining four papers did not set out to have loss as a major theme in their 

work, but nonetheless issues of loss were raised as a consequence of their 

initiatives. In some cases loss was a theme, for example, Chichin et al's (1994) 

programme to help Jewish Elders plan their own funeral and Wadensten and 

Carlsson's (2003) formation of guidelines to help staff facilitate personal 

development in old age. The merger of a nursing home and a residential care 

home on the other hand stiffed up a surprising grief response in staff, for 

example staff missed their particular identities and uniforms (James and 

Dewburst 1995). 

Diversity of approach 

There seemed to be less uniformity of approach in the intervention studies in 

terms of methodological stance. Often there were exceptions to methodological 

trends and mixing of theories and techniques. This may be because research 

that tries to influence practice has to be less conventional in its approach, in 

order to account for the messiness of the context. 

All the psychodynamic interventions except one were focused on individual 

residents' perspective and related very little to the organisation. Only 

Ashburner et al (2004) used a psychodynamic approach to develop the customs 

and practices in care delivery. The remaining psychodynamic studies 

concentrated on the psychological growth of individuals. Porter's (2000) 

account of drama therapy related to losses experienced by two male residents. 

These losses included bereavement, loss of sexuality and youth. The paper 

details the therapeutic approach and suggests that participants achieved some 
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resolution. In contrast much of the work that had the organisation as a central 

aspect included analysis of relationship issues and personal perspectives (James 

and Dewhurst 1995; Froggatt 2001). The psychodynamic interventions were 

emotion orientated as one might expect (Beck 1983; Cadby 1996; Porter 2000), 

but so were the education and managerial programmes. For'cxampic Drysdale 

et al's (1993) education programme, aimed at residents' family members, 

allowed time for expression of feeli ; ngs within the teaching programme. 

Similarly James and Dewhurst's (1995) managerial intervention, joining two 

continuing care units, prioritised the emotional impact upon the staff. Whilst 

Costello's (2001) ethnography, Froggatt's (2001) analysis rcmaincd focused on 

the social dynamic with little reference to emotion, Ashburncr et al's (2004) 

action research keeps emotions in the foreground. With a focus on onc aspect 

of loss, loss of personhood, Ashburner et al (2004) had success in promoting 

more person-centrcd care practices such as taking residents' life histories, by 

acknowledging the emotional needs of the care staff as well as the residents. 

There was some evidence of temporal dimensions in the intervention studies. 

However, no intervention work focused on admission except reference to new 

residents in Drysdale et al's ý1993) education programme for relatives. Two 

papers were about end of life care (Baerand Hanson 2000; Froggatt 2001) and 

two had living with loss as the central'theme I (Holman and Jackson 2001; 

Ashburner et al 2004). It does seem that acknowledging dying in a nursing 

home is difficult but recognised as important in the literature (Froggatt 2001), 

but caring for people's emotional loss during admission, death and after death 

seems not to be addressed at all. Perhaps these phases are only evident from an 

117 



outsider's perspective. Froggatt (200 1) highlights the lack of definition of death, 

in nursing homes. 

This review of the literature suggests that both admissions and exits (death) in 

continuing care institutions are largely ignored. This may be due to a lack of 

focus on organisational issues, which might capture, for example, that shift 

work often means that individual staff members might miss the death of 

resident and the admission of a new resident on the staffs days off. 

The intervention work is suggestive of heterogeneity in the resident population: 

some residents benefiting from dramatherapy (Porter 2000), others having 

profound needs or needing palliative care (Froggatt 2001; Ashburner et al 

2004). This detail and apparent diversity is not available in the other 

methodologies or in other studies about groups of respondents, for example, 

staff and relatives. 

CONCLUSIONS FROM THE LITERATURE REVIEW 

Although continuing care for older people is well established, the increase 
lin 

the ageing population means the speciality is growing. However, the inability 

of research to capture the multiplicity and complexity of loss in continuing care 

settings means that loss remains hidden, with practitioners unable to capture its 

meaning and devise appropriate interventions. In all three sections of the 

literature when the unit of analysis was the individual resident, resident's 

family member or member of staff there was more likely to be an emotional 

component to the research. However, this meant that work with emotions 
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tended to be accounted for from only one perspective. When work accounted 

for the interaction between all groups it tended to report ex6lusivcly on the 

social dynamic and omit the emotional component'of loss. Similarly, work that 

studied the nursing home organisation tended to make an analysis of social 

processes and omit the emotional world. 71icre were methodological trends in 

this. 

Not only does this review suggest that there arc divisions between groups of 

people and their social and emotional worlds in continuing care institutions, it 

also proposes that there is'tcmporal fragmentation. Groups of studies include 

research about preadmission to nursing home, ac , tual admission, living with loss 

in a continuing care unit, the living / dying experience, as well as dying and 

grieving the dead. However, none of the studies acknowledge the whole of this 

time frame. In particular this means that the losses incurred through'admission 

to continuing care, living in continuing care and dying in continuing care units 

are analysed separately and the complexity of their relationship has yet to be 

fully explored. 

Respondents'and researchers cope with the painful, messy and overwhelming 

nature of loss in this context in similar ways. T'hey adopt specific perspectives 

and focus on one issue in isolation. This is practically useful as it enables 

coping with the problems of life and also the research process in a manageable 

way. The consequence of this is a frigmentation of the experience. In this body 

of work these fragments'are operationalised in the following ways: ' 

9 separating the individual from the organisation 
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9 separating temporal phases: admission, living in a nursing home, dying 

and after death 

9 separating the social and emotional world 

9 separating each group of participants' perspective 

* separating death as the principle loss from the complex and multiple 

losses experienced through living in a nursing home. 

Researchers in the literature review drew boundaries to their studies in order to 

produce valid findings. This is academically sound and a practical necessity, 

but the consequence of this has been that the overall body of knowledge is 

fragmented and there has been a tendency for some dimensions of loss to 

remain hidden. 

A missing component from the stock of literature is an in-depth understanding 

from the perspective of staff. I have suggested that when qualitative studies 

focus on staff it tends to relate to a social dynamic and frequently is critical of 

care stafIrs performance and does not demonstrate any real empathy for their 

perspective (Starck 1992; Costello 2001). The quantitative studies identified the 

care staffs feelings but without any real understanding of the particular social 

context. This made it difficult to evaluate the relevance of findings to a 

practical situation (DePaola 1994; Rickerson et al 2005). Ashburner et al 

(2004) had success in implementing a more person-centred approach to care by 

adopting a psychodynamic approach. They focused on the emotional world of 

residents and staff in a social context. They suggested future studies need to 

pay closer attention to the psychodynamic processes in order to account for the 

role of strong angry feelings in mediating relationships within the home. 
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Following the findings of the literature review, it is appropriate to focus on the 

care staffs perspective and to prioritisc the role of emotions in the social 

context. The examination of the boundaries bctwccn the fragmcntcd concepts 

and phases that exist in the literature is also important to this study. The 

primary drive is to achieve a more complete understanding in order to 

acknowledge the reality of the care staffs work with a view to making more 

helpful interventions and recommendations. 

STUDY AIMS AND OBJECTIVES 

Ile literature review has led to a heightened awareness of the need to adopt 

different methodological approaches in this context so that the complex 

relationships between time, people and the culture of organisations can be 

uncovered. The study design avoids oVCrsimplirication by using methods that 

cross the boundaries of sociology and psychology. It aims to explore all aspects 

of loss from the time a person is admitted to continuing care, through to the 

bereavement following their death so that the multiplicity of grief is 

acknowledged. The study is designed to explore the relationship between 

emotions and social practices involved in care, with a view to making a positive 

contribution to the development of the speciality and the particular study 

setting. The research therefore includes psychoanalytic participant observation 

in order to capture the complexity of loss in continuing care environments. 

The aim of this research was: to Identify the emotional demand of living 

bereavement and to explore and develop care staff's capacity to work with 

It. The objectives were: 
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L9, 
To explore care stafrs perspectives and emotional responses related 

to loss in the continuing care ward. 

9 To support and develop the participants' (including my own) 

capacity for working with the emotions attached to loss 

To uncover how the emotional responses impact on the overall 

social organisation of care. 

To recommend ways that the overall social organisation of care 

could improve the capacity of its staff to work with the emotions 

linked to loss in continuing care. 

SUMMARY 

I have described the systematic process of searching the literature related to loss 

in continuing care. In this chapter I have argued that the literature tends to be 

fragmented because there are patterns in the methodological decisions made by 

researchers. I have suggested that there is an absence of literature that examines 

the care stafrs perspective. This is the justification for the study's emphasis on 

them. The study aims have been developed to address some of the splits in the 

body of knowledge in order to acknowledge the complexity of loss and grief in 

the continuing care setting. 
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CHAPTER 5- METHODOLOGY AND METHODS: 

PSYCHOANALYTIC PARTICIPANT OBSERVATION 

This chapter reflects my personal journey in developing a research model that 

is suited to exploring complex situations and concepts where participants are 

likely to be psychologically defensive. It provides containment for anxiety 

which enables a deeper exploration of feelings and can provoke development in 

the capacity to work with emotions. My personal teaming has been influenced 

by my background in social research, psychoanalytically informed approaches 

to education and personal development and my past clinical experience as a 

ward manager in an NHS continuing care unit. 

Researchers have studied how care staff work with emotions in the care for 

older people. Psychoanalysts have acted as organisational consultants (Miller 

1993; Roberts 1994b) and other researchers have analysed how care staff 
I 
manage their emotional work by using sociological methods (Starck 1992; Lee 

Treweek 1996). This study is unique because it combines these approaches. 

One distinct feature of the methods was that the researcher's own development 

in psychoanalytic understanding and technique was important to the study. The 

use of myself as a research instrument not only included paying attention to my 

own thoughts and feelings as part of a therapeutic approach to group work but 

also as primary data through participation in care practices that provoked the 

emotional responses being examined. 

The literature review uncovered a tendency for research to focus on either the 

cultural aspect of the organisation or the emotional response of individuals 
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(Chapter Four and Holman et al 2004). 71is splitting in the body of knowledge 

missed the opportunity to examine the complexity of the link between the 

personal and the wider social context which seemed so fundamental to the 

issues the staff were grappling with (Williams and Bendelow 1996). Ashburner 

et al (2004) described how getting closer to residents stimulated unwelcome 

feelings in the participants of their study. They suggested that there was a 

tendency for some feelings to be displaced rather than acknowledged. It was 

considered important in this study to develop a method which tried to capture 

emotional experiences that were usually kept hidden by such tendencies. 

This chapter concerns the development of psychoanalytic participant 

observation aimed deliberately at exploring the juncture between the 

psychological and social domains that staff have to negotiate in order to 

provide care related to loss and grief. My role as a psychoanalytic participant 

observer included actual involvement in care and I recorded field notes about 

my own social, and emotional experience. Many data were generated in a 

discussion group that took place on the ward and focussed on the care staffs 

perspective on their work. This group is referred to as the Reflective Work 

Group. The methods draw heavily on the Tavistock approach to learning about 

emotions (Rustin 2003) combined with participant observation methods rooted 

in the ethnographic tradition and informed by psychoanalytic understandings 

(Fielding 200 1; Hunt 1989). The chapter argues that psychoanalytic participant 

observation can inform research and development, particularly in organisations 

where staff are expected to cope with high levels of anxiety and stress. I 

suggest that strategies were deliberately built into the research that contained 

anxiety and examined psychological defences whilst at the same time 
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promoting emotional learning (Rustin 2003). Ile study maintained a critical 

edge by identifying the limitations imposed on the work by the structural 

hierarchy, power dynamics and psychological defences that affect the 

organisation (Hochschild 2003; Menzies Lyth 1988). Tbe next section 

discusses the methods used in the psychoanalytic participant observation. 

PSYCHOANALYTIC PARTICIPANT OBSERVATION 

The research methods are founded on a psychoanalytic understanding that 

given the right conditions it is possible to explore aspects of emotional life that 

lie below the surface of experience (Milton et al 2004). In individual 

psychoanalytic psychotherapy this involves a particular kind of relationship 

between the therapist and the client. Tlie therapist is responsible for 

maintaining distinct boundaries in the therapy sessions and the structure of the 

therapy is designed to maximize a feeling of being psychologically held 

ýMilton el al 2004). The therapist tries to learn about the client by not only 

paying attention to what the client says but also the emotional atmosphere of 

the session. The therapist pays attention to his or her own feelings and 

understands them in the context of the client's state of mind. in psychoanalysis 

a particular quality of feelings provoked in the therapist is assumed to be- a 

response to the client's unconscious inner world and is called a counter- 

transference (Craib 2001). Paying attention to counter-transference feelings is 

an essential tool in trying to formulate hypotheses about what is going on for 

the client. Any interventions made by the therapist are aimed at drawing the 

client's attention to an aspect of the psychodynamics of this situation either 

related to the here and now or connected with the past. 
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The timing and mode of such interventions are crucial to maximise growth 

(Milton et al 2004). Menzies Lyth (1969/1988) describes a similar process 

when exploring the setting in action research or organisational consultancy. She 

used free association groups and discussion with key individuals to get to know 

the organisation. She also paid attention to the emotional experience and 

described the importance of the timing of feedback to enhance a therapeutic 

effect. She suggests it is especially important to resist action that can be counter 

therapeutic, for example, being drawn into action rather than examining the 

emotional experience. 

In this study I not only explored the emotional atmosphere via the containing 

processes of work groups but I also got involved in the practicalities of the care 

giving procedures in the participant observation. This is unusual in 

psychoanalytic approaches. Hinshelwood and Skogstad's (2000) participant 

observation methods advocate an emotional participation rather than a practical 

one. T'his enables the researcher to avoid being drawn into defensive actions 

and fully concentrate on their internal experience. In contrast, Hunt (1989) 

describes how she used her own emotional response in her "psychoanalytic 

anthropology" about policing in an American city. She included the recording 

of her own feelings as data and described how they informed the 

psychoanalytic interpretations she made. She used her own relationship to the 

field and the feelings and responses she had to it as primary data. 

In this study I have engaged in practical participation and used psychoanalytic 

supervision strategies to examine when I ha've been drawn into defensive 
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thinking. The data set includes my observations of cultural practices, my own 

thoughts and feelings about my participation and the comments made in 

psychoanalytic supervision. For example, on one occasion I recorded helping a 

resident wash and dress in the morning. She became very distressed and angry 

and I seemed unable to contain her fcclings. I rccountcd in a psychoanalytic 

supervision session how I felt useless and tried to think what I could have done 

differently. It was pointed out to me in the psychoanalytic supervision that I 

may have been receiving the resident's fcclings of inadequacy related to her 

high levels of dependence. In this way the practical participation provided data 

about emotions that were provoked by the relationship between the residents 

and their carers. 

In the first eighteen months of the data collection period I engaged in the 

practical participant observation and co-facilitatcd the Reflective Work Group 

with the psychologist. This group met fortnightly for one hour and participants 

discussed issues related to the residents. The purpose of the group was to give 

participants the opportunity to express how they felt about their work and to try 

and understand some of the emotional complexities of it. In the second half of 

the data collection period my role changed and I carried out very few 

participant observations and acted primarily as the Reflective Work Group 

facilitator. The experience in the Reflective Work Group was different at the 

end of the data collection period from when the research started. By the end of 

the data collection period a predominantly emotional participant observation, 

rather than a practical one, produced the data. In this study the change in my 

role is taken as a feature of the developmental aspect of the work. As my 

understanding of psychoanalytic technique and theory developed so did those 
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aspects of the methodology. Ile strength of this approach is that it has allowed 

me as a nurse researcher to use my own primary experience of the field as data. 

IMis has enabled me to make a comparison of my perceptions of my emotional 

and cultural experience of providing care for dependent older people with the 

care stafrs. This contributed to the formulations I made in the Reflective Work 

Groups and the overall thesis (Chapters Seven, Eight and Nine). The 

comparison between the psychoanalytically informed explorations of culture 

and the data generated in the containing atmosphere of the Reflective Work 

Groups is a unique feature of the methodology. 

In the next section I describe the methods used and argue that the supervision 

and learning provided by a team of psychoanalysts at the Tavistock Centre is 

central to the quality of the research. Links with the Psychodynamic 

Approaches to Old Age course at the Tavistock allowed me to develop a robust 

approach to the psychoanalytic treatment of the methods used to 'generate, 

collect and analYse data. 

METHODS OF DATA GENERATION 

I have incorporated the Tavistock methods of learning about emotions 

described by Rustin (2003) into the research methodology. There are six 

specific methods that make up the Tavistock approach: infant and young child 

observation, work discussion, personal analysis, clinical supervision, group 

relations events and linking theoretical and practical explanations (Rustin 

2003). 1 describe'how the methods used in this research are congruent with the 

principles underpinning the Tavistock methodology. This approach has enabled 
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me to clarify the emotional requirements necessary for working with very 

dependent older people and to propose a model that promotes learning about 

emotions. 

Rustin (2003) suggests this is an appropriate focus for research exploring 

emotions in the work place. Ile describes how the Tavistock approach to 

leaming about emotions enables professional workers to understand and 

contain their own and their clients' anxiety in the work situation. In the context 

of this research I learrit to understand and contain my anxious fcclings. Here 

my clients were the participants in the study, particularly the care staff who 

attended the Reflective Work Groups. Rustin (2003) argues that the Tavistock 

methods are reliant on the learner having an actual experience of situations, 

events and people involved and there is a focus on the ordinary rather than 

exceptional as learning opportunities. T'llis is consistent with the participant 

observation and Reflective Work Group in the research. 

Participant Observation 

Fielding (2001) suggests ethnographic methods such as participant observation 

can provide insights into the symbolic clues to the embedded culture that may 

remain undisclosed in a group discussion or spatially tucked away, out of sight 

of the observer. Hunt (1989) suggests that being involved in the fieldwork can 

produce conflicting feelings in a researcher which provide clues to unconscious 

elements of experience. When in the field, I was not only mindful of external 

symbols in customs and practices but also used my own fcclings as symbolic 

clues to the emotional experiences that might lie beneath the surface 

experience. 
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Although I have worked as a nurse in a similar situation, the newness of this 

particular context and a relatively long time away from practice meant that I 

was able to adopt the position of an interested leamer. This was congruent with 

the discovery nature of qualitative research and assumed humility on the part of 

the researcher (Murphy et al 1998). Fielding (2001) suggests the way the 

researcher learns the culture is to get involved in the natural setting in order to 

understand the participants' symbolic world. He suggests researchers need to 

learn about customs and practices that have symbolic meanings. These 

meanings are articulated through patterns of behaviour that are distinctive to 

them. I got involved in the natural setting by participating in the ordinary 

activities of the ward. My lack of recent experience in clinical practice also 

meant the intense contact with the residents and the customs and practices of 

care often had a big emotional impact on me. Hunt (1989) emphasises the 

importance of culture shock moments. These can stir up feelings connected to 

anxieties rooted in the researcher's past. It was important to the study to 

examine my subjective experience and seek useful explanations., My role as a 

research instrument will be discussed later in this chapter. 

Over the three-year data collection period one hundred and forty-seven hours of 

fieldwork were recorded. Of those hours, ninety-eight included participation 

that involved contact with staff, residents and residents' families and forty-nine 

were Reflective Work Groups with care staff (see Table Two). 
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Hours of data collected by participant observation & Reflective Work 
Groups 

Year Year Year Total 
1 2 3 

Participant observation involving 
contact with staff, residents and 39 55 4 98 
their families 

Reflective Work Groups I1 22 16 49 

Total 50 77 1 20 IR I 
Table 2: Modcs or data couction recordcd in hours 

The periods of participant observation lasted between one and six hours. Iley 

occurred at different times of the day and were aimed at collccting data around 

significant events and activities that were assumed to contain aspects of loss 

and gricE These consisted of delivery of personal care in the morning and over 

lunchtime, the two hours after lunch when special events, staff meetings and 

social activities took place and the late evening, when relatives and friends 

visited and residents had their evening meal and went to bed. 

The selection of the sample of people in the fieldwork was time and context 

specific. Residents were'allocated to me for provision of care by the staff nurse 

in charge of a shift. There seemed to be a tendency for the staff nurses to avoid 

allocating residents they felt were too challenging for me or who did not like to 

be cared for by strangers. On other occasions when there were extra demands 

made on the nursing staff, I was called upon as a Registered Nurse to carry out 

specific activities, such as performing dressings. Other times when there was 

staff sickness I was asked to work as a full member of the nursing team and not 

as an extra. These occasions were rare, but they did offer an opportunity to 

experience being with a variety of residents and gave me first hand knowledge 
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of the organisational pressures on the nursing staff. The time spent with 

residents' relatives and friends depended on their visiting patterns. 

Conversation with regular visitors enabled the collection of data generated 

through a relationship formed over time. On other occasions a chance one-off 

conversation could be very revealing. Topics occurred naturally and usually 

related to issues that were current for the visitor and the resident or member of 

staff. 

In the participant observation accounts were collected, observations made and 

experiences noted that related to cvery-day activities and social patterns. 

Spradley's (1980) checklist was used to guide recording a range of features that 

might be noted: space, actors, objects, activity, acts, events, time and goals. 

71is was used'as a way to prompt the researcher to look beyond initial 

impressions and not to become reliant on routine observations (Hammersley 

and Atkinson 1995). It would have been impossible to record purely descriptive 

data. Some level of analysis had to take place during data collection and during 

the recording process in order to select an appropriate focus. The checklist 

offered a systematic approach to collecting, analysing and generating data in a 

fluid and context driven way. Recordings were either made whilst in the fleld 

or soon afterwards (Fielding 2001). As the research was carried out in the 

context of my working day, it was not always possible to type up full notes 

until the end of the day. On these occasions key points were hand written whilst 

still in the field or spoken into a tape recorder shortly after leaving it. In the 

data that records conversations in the field, I made records after the event. I 

noted down the words of the participants as I recalled them or paraphrased the 

conversations. This means field notes record my recollections of participants' 
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words rather'than a verbatim account. Data arc only presented verbatim wlicn 

they were tape recorded. Field notes were cntcrcd onto a computcrised form. 

My thoughts and fcclings wer6 added in the margins during the writing up 

process and during or after the Tavistock Supervision Groups which will be 

discussed later. 

The Reflective Work Groups 

The Reflective Work Groups provided an motional space where care staff's 

needs could be prioritised, and it was a private time when they could speak 

about the intimacics of their work in an honest way. This served thrce purposes. 

Firstly it meant their feelings could be contained, by this I mean they could be 

heard, understood and given back to them in a verbal and manageable form 

(Craib 2001). Secondly the groups allowed participants to try out new ways of 

thinking and working with the emotions involved in their work in a safe 

environment. Finally it provided a different quality of data from those achieved 

in the social context of the participant observation (Chapters Eight and Nine). 

The quality of the data was dependent on how safe the care staff Nt to 

experience and describe their feelings. According to Barnes et al (1999) the 

psychodynamic administration can hold a group like a mother holds a baby. 

When I was the group facilitator, I was responsible for providing a regular 

space and time for the group to take place and the negotiation of appropriate 

boundaries related to attendance, privacy and trust. Barnes et al (1999) suggest 

these are the sorts of strategies that function as a holding framework for work 

in groups. The nature of shill work and resistance to this type of work meant 

the holding structures were frequently challenged. For example, the mom 
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where the group was held was changed four times. During planning meetings 

and in the Reflective Work Groups the care staff expressed a need and desire 

for the groups so when, on individual occasions, staff said it was not possible 

for the group to go ahead because there were too many competing priorities, it 

was taken as a sign of ambivalence. 

I found that by systematically following the same routine of setting up the room 

rive minutes before the start of the group and taking a flexible approach to care 

stafrs worry about time-keeping, the framework could be held. 

Data were recorded from forty-nine Reflective Work Groups over the three- 

year period. They took place on alternate Wednesday afternoons and lasted one 

hour. They occurred in an allotted room which was kept as consistent as 

possible despite the complication of structural changes. For the first eighteen 

months they were co-facilitated by a psychologist and myself. During this time, 

my role was usually an observer and I only facilitated in the absence of the 

psychologist. When the psychologist left, I became the facilitator for the group. 

The group membership was not fixed and all care staff on duty were invited to 

attend. Although equal numbers of staff nurses and nursing auxiliaries 

participated, six individual nursing auxiliaries attended more frequently (see 

Table Three). In effect there was a core group of nursing auxiliaries and a 

smaller group of staff nurses who attended as regularly as their shift pattern 

would allow. 
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Numbers or Reflective Work Groups attended, by staff group and 
frequency 

Staff group 
Frequency of attendance in 

Reflective Work Group 

1-10 
Times 

11-20 
times 

21-30 
times 

Total In each 
staff group 

Nursing auxiliaries 1 5 6 12 

Staff nurses II 1 0 12 

Student nurses 9 0 0 9 
Occupational 
therapy assistant 

0 0 1 1 

Psychologist 0 1 0 1 

29 17 17 1 21 
Table 3. ' The nursing auxiliaries, stall nurses, student nurses, occupational tnffapy 

assistant, and psychologist's frequency of attendance in the Reflective Work 
Group 

After the psychologist left, the majority of data were generated through the 

Reflective Work Group and in the final year of data collection I did not carry 

out participant observation except for attending four staff meetings. 71c 

Reflective Work Groups were recorded using field notes or a tape recorder. 

This involved writing as much detail down about the order and content of the 

work as soon after the group took place as possible. Six of the Rcflcctivc Work 

Groups were tape recorded, but this practice was terminated when in one group 

session the staff asked me to turn the tape off so they could discuss a particular 

issue. Following discussion in that session and liaison with the Charge Nurse 

and psychologist, it was decided that using the tape recorder compromised the 

group as part of the practice development so its use was terminated. Tlis meant 

I recorded notes from the Reflective Work Group after the event. I sometimes 

paraphrased discussion and sometimes recorded the participants' words as I 

remembered them. Ile recording of these notes was inevitably subjective, but 

it was impossible to produce data in another way. The repetitive nature of the 

Reflective Group Work meant my understandings of the participants' 
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perspectives could be checked out and will be discussed later in relation to the 

data analysis. 

The process of recording data, including thoughts and feelings stimulated by 

discussion in the Tavistock Supervision Group was similar to that in the 

participant observation. Analytic notes were added to the margin either during 

or following the Tavistock Supervision Group. An example of this is in 

Appendix Two. The Reflective Work Group has continued beyond the 

parameters of the research. There was therefore no need to include information 

about termination of the group. 

The Tavistock Supervision Group 

Throughout the thesis I refer to the Tavistock Supervision Group, this terin 

encompasses a range of activities' that supported my learning about emotions 

and the containing function of the research -methods. There were strategies 

within the research that provided the components of the Tavistock approach to 

learning, for example, I had personal psychotherapy from 2002 from an 

independent psychoanalytic psychotherapist and attended and presented the 

research at conferences relevant to nursing and emotion work (Appendix 

Three). Personal therapy helped me identify and explore my own inner world 

separately from the research. This helped me to become sensitised to the 

personal significance of particular issues and to experience the emotional 

learning process I was aiming to provide for the participants in the study 

(Rustin 2003). Through links with the team of psychoanalysts who ran the 

Psychodynamic Approaches to Old Age course at the Tavistock, I was able to 

take part in a learning programme that incorporated the components outlined by 
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Rustin (200 . 3) as applied to the specific context of old age: old age observation, 

work-based discussion, clinical supervision, linking theory and practice. For 

convenience these are referred to collectively as the Tavistock Supervision 

Group but I will address each individually now. 

Old age observation 

Ile old age observation was developed from the baby observation that is part 

of psychotherapy training. Baby observation provides the learner with an 

intense emotional experience (Rustin 2003). Ilie principles of the observation 

exercise are based on spcciric psychoanalytic theory (Chapter 111rcc) and the 

learning comes fi-om the observer's experience of the baby's projections as well 

as her own feelings and the observation of others. Tbcse are the subject of 

discussion in seminars that are an integral part of the programmc. Rustin (2003) 

suggests that the main aims of the baby observation arc to "experience, 

remember, record and discriminate feelings. " Ile student Icarns to recognisc 

his or her own feelings as distinct from those of the people being observed. The 

observer does not watch the baby in isolation, but in relation to the people 

providing care, usually the mother. In particular the observer leams about the 

baby's emotional development through the process of containment (Chapter 

Three). In other words how the baby's parental figures take in his or her 

feelings and, as Rustin (2003) describes, "modulates their intensity" to make 

them more tolerable. 

This sort of observation has been carried out in relation to older individuals and 

their families and carers (McKenzie-Smith 1992; Waddell 2000). Davenhill 

(2006) describes how observers can learn about the emotional experience of 
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older people and the nature of containing relationships between carers and 

dependent elders. In this situation, the observer's role is similar to the one 

described by Hinshelwood and Skogstad (2000) in their method for observing 

organisations. 'Mey suggest the observer needs to be systematic, observing at 

the same time for one hour once a week for three months. 11ey describe how 

the observer needs to sit where they have a good view of proceedings and adopt 

a polite and friendly reserve. Through this experience the observer tries to tune 

in to objective events and the emotional atmosphere and pays attention to her 

inner experiences. Like baby observations, the method includes supporting 

seminars which link theory to the experience, provide support and a place to 

discuss and digest the observation material. The production of a final report 

completes the process. 

I observed the sitting room of an Assessment Centre for Older People for three 

months and attended supporting seminars throughout the academic year (2000- 

2001). T'he Assessment Centre for Older People was not connected to the 

research setting and the exercise was used as training rather than data 

collection. The seminars were supervised by a psychoanalyst and the other 

members of the seminar group were from clinical disciplines related to the 

health care of older people. 

Work based discussion 

Rustin's (2003) suggests that work based discussion involves the learner 

adopting a more practical participation than an observer who resists becoming 

physically engaged with activity. He likens the process to participant 

observation in an anthropological tradition where the person has a practical and 
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emotional contact with participants. Even though there is a more practical 

involvement in the field, he emphasises the importance of a concern for the 

unconscious anxieties and their impact on the organisation. I have used the 

work-based discussion, writing of process reports and presentation to sustain an 

emphasis on the unconscious anxieties in all aspects of data collection, 

generation and analysis. 

From 2002-2004 1 attended modules from the Psychodynamic Approaches to 

Old Age course at the Tavistock Centre. For two years I was part of a work 

based discussion group facilitated by a psychoanalyst and attended by a care 

home manager, a mental health nurse, two psychiatrists, two psychologists, two 

psychotherapists and me. The work based discussion group ran alongside 

theory seminars. Students were given appropriate papers to read, discuss and 

link with the actual experiences discussed in the work-bascd discussion. The 

papers addressed psychoanalytic principles and covered classic as well as 

current work applied to the study of organisations, old age and the care for 

older people. 

In accordance with the Tavistock approach we took turns to present and discuss 

aspects of our everyday work (Rustin 2003). 1 presented issues from the 

research and the group acted as a container for my anxieties. T'he Tavistock 

Supervision Group offered a space for me to digest the emotional experience, 

talk about it and have it heard and'understood by the other members of the 

group. It was then possible to discuss their understandings so that I might try 

out new ways of thinking about working with emotions. Notes made during 
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presentations in the work based discussion groups were added to the 

computerised data collection fonns (Appendices Two and Four). 

The Reflective Work Groups and the Tavistock Supervision Groups were links 

in a containing chain that reached from the care stafrs experience of working 

with the residents and families on Willow Ward to the containing structures 

within the Psychodynamic Approaches to Old Age Course at the Tavistock. 

This was fundamental to my capacity to contain the care staff's anxieties about 

their work with dependent older people and their families. I was required to 

examine my inner experience in order to identify when psychological defences 

were alive in the work and to recognise my own feelings as distinct from others 

in the research such as residents, their relatives and the care staff. This involved 

thinking about my feelings as I wrote up process notes and listening to the 

feedback given to me in the Tavistock Supervision Group. The psychoanalytic 

supervisors monitored and stimulated my progress in doing this. 

The researcher as research instrument 

Hinshelwood and Skogstad (2000) equate the position of the participant 

observer with the psychoanalytic psychotherapist. They suggest this means 

taking a stance that involves an evenly hovering attention and remaining open 

so as not to make premature judgements. The observer needs to use his or her 

own subjectivity and reflect on the experience as a whole. Often the observer or 

therapist feels drawn to behave in a certain way. These feelings have to be 

noted and not necessarily acted on. Fabricius (1995) captures her rule of thumb: 

"At those times when you feel most pressure to act, to do something 

which seems logical, urgent and necessary Lfor this student], stop, take 
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space, and think It may be that you are just about to be swept into an 

unc I onscious enactment ofa [students] problem. 

F abricius (1995, pp27-28) 

Holding back from doing something can leave a space for the emotional 

atmosphere to take ccntre stage. Milton ct al (2004) describe the'analytic 

encounter as the therapist trying to experience and hold the emotional 

atmosphere in the therapy session. T'he therapist has to bear both his or her own 

(often distressing) feelings as well as the clicnt's. This is how the therapist 

notes their own countcr-transfcrence feclings. The experience of having 

someone understand your feelings in this way is itself therapeutic and it also 

allows the therapist (or observer) to formulate interpretations about what is 

going on under the surface (Hinshelwood and Skogstad 2000). 1 low and when 

these formulations are fed back is crucial to the therapeutic intervention for 

individuals (Milton ct al 2004) and organisations (Menzies Lyth 1969/1988). 

My development of these psychoanalytic skills and understanding has been 

fundamental to this research. My learning has centred on my capacity ror 

containment in relation to the Reflective Work Groups and a particular type of 

involvement in the participant observation. From 2001-2002 1 had one-to-one 

clinical supervision from a psychoanalyst who organised the Psychodynamic 

Approaches to Old Age course. The sessions ran over the academic year and 

helped me transfer my role from participant observer to facilitator of the 

Reflective Work Group. In principle the work in the one-to-one sessions was 

similar to that in the Tavistock group work, but the timing of this work and the 

intensity of the experience helped clarify role issues for me as the researcher 
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and had a stabilising effect on the research. The one-to-one supervision helped 

contain a very turbulent period for Willow Ward. A neighbouring ward that had 

previously been a continuing care ward had been closed and was reopened as 

an intermediate care facility. This was the end of a long process which resulted 

in the two continuing care teams being merged as one. At the same time, the 

Charge Nurse's new leadership style and changes that he introduced were 

having a real impact. 

In the one-to-one supervision, I leamt some practical skills such as using a 

framework to structure discussion in order to strengthen the holding effect of 

the group and was able to try out new ways of being a group facilitator. My 

knowledge of acting as a psychological container and facilitator for groups was 

based on my experience as a client in personal psychotherapy, in a work 

supervision group facilitated by a psychoanalyst (Fabricius 1995) and my work 

as a nurse teacher. The one-to-one clinical supervision not only gave me the 

opportunity to focus on the purpose of the research and my role in it but it also 

gave me the confidence to be flexible and to draw on my experiences in order 

to develop my own personal facilitation style. 

The use of myself as a research instrument to gather and analyse the data in the 

Reflective Work Groups and participant observation gives the study a distinct 

ethos. Like other qualitative researchers, for example Titchen (1999), 1 kept 

reflexive accounts about my experiences. I included my feelings and tried to be 

aware of my personal values, knowledge and influences. It was central to this 

study to view my subjective experience through a psychoanalytic lens. This 

required observation and monitoring of my inner experience with a view to 
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identifying counter-transference feelings and heightening my awareness of the 

potential for psychological defensiveness. Identifying counter-transference 

involves developing a sense of when an internal response is provoked by the 

unconscious projections of someone else. Craib (i6O I) describes this in relation 

to a therapy situation as an interaction having a manipulative quality. In my 

experience this was often accompanied by a hunch that the fcclings or thoughts 

being expressed. didn't add up. This could stimulate a warning that I was being 

asked to join in with some psychologically dcfcnsivc behaviour or thinking and 

I could hold back and allow the feelings to take ccntrc stage. As a novice I 

found that it was more likely that I would fall for it over and over again, but I 

became adept at noticing and pointing out to participants how we were 

repeating something and asked them to think about it with me. In this way, I 

adopted a position of an interested leamcr in the participant observation of both 

the cultural and psychic symbols and practices (Murphy et al 1998). 

An example of the use of my counter-transference feeling in relation to the 

Reflective Work Groups may be useful here. Whedifirst started to facilitate 

the Reflective Work Groups, I noticed staff would often say the ward was too 

busy for the group to take place. I also noticed that I dreaded going to the ward 

and would have to battle with myself, as I didn't want to leave my office and 

walk up the road to where the ward was situated. The feelings of dread 

conflicted with my knowledge that I had made a commitment to the group and 

it was important to the research. Tbesc were strong fcclings that in a way didn't 

make sense. The Reflective Work Group was going well and often at the end of 

sessions I felt the participants (including myself) had enjoyed the leaming and 

there was a sense'of satisfaction between us. 
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One interpretation is that the care stafrs anxiety about engaging with thoughts 

and feelings related to their work was being projected into me. I was being 

invited to join in with the defensive thinking that Willow Ward was too busy 

for being with feelings. I was being tempted into the thinking that it was 

impossible to make space and time to sit and think about the difficult emotional 

experiences that were integral to the doing of care. When I resisted the 

temptation to join in with the defensive thinking by preparing the room and 

sitting down as normal, it contained the care stafrs unconscious anxieties about 

the group. I suggest these included a myriad of worries connected to 

individuals' own histories and the nature of the work. It was a key function of 

the group to contain anxiety, explore the work and allow feelings to come to the 

surface. The process of containment is completed by feeding back analytic 

formulations. This process overlaps with data collection and generation' as 

described earlier. Therefore I will use the next section to make clear the salient 

points related to the connections between analysis, making formulations and 

feeding them back to participants. 

DATA ANALYSIS AND FEEDBACK Tp PARTICIPANTS 

Psychoanalysis is one method of understanding emotions (Rustin 2003). The 

use of psychoanalytic theory and technique in this research has informed 

interpretations about the practice of caring for dependent older people. Like 

Rustin (2003), 1 do not want to try to convince others that this is the right way 

to understand emotions. Instead, I propose psychoanalytical interpretations 

which can be thought about, taken in, tried out or applied to practice or ignored. 
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This is the position I have taken in writing the overall thesis and giving 

feedback to participants within the research process. 

Data analysis 

Fielding (2001) suggests that ethnographic type data analysis starts whilst still 

in the field. The researcher takes a step back to reflect on meaning in the data in 

order to know where to direct their attention. Data gathering continues in the 

direction suggested by the provisional analysis. Ile suggests subsequent 

observations may lead the researcher to new paths some of which might reach a 

dead end. He or she then has to abandon the original formulation and pursue 

another way forward. This process was followed in this study but a different 

dimension was achieved by applying the psychoanalytic framc. For example, in 

recording field notes I followed Spradley's (1980) checklist for the prompts in 

recording data, but added additional questions based on Ifollway and 

Jefferson's (2000) data collection method to provoke a more analytic approach 

to the data (see Table Four). 

Frameworks used for recording and reviewing data adopted from 
Spradley(1980)an 11ollway and Jefferson (2000) 

Prompts used for recording Questions used in the first review 
data after field work of the whole data set 

Space: the physical place or places What do we notice about... 
Actor. the people involved * Loss in the data? 
Activity: a set of related acts people do 0 The staff in the data? 
Object: the physical things that are * The resident in the data? 
present 0 The relationship between the staff 
Act: single actions that people do and resident in the data? 
Event: a set of related activities that 0 Why do we notice what we notice? 
people carry out 
Time: the sequencing that takes place What are possible interpretations? 
over time 
Goal: the things people arc trying to 
accomplish 
Feelings: the emotions felt and 
expressed 

I Me 4: rTaMCWOTKS USCU ior recording and remwing data 
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The questions adapted from Hollway and Jefferson (2000) were applied to the 

data in the first reading of the whole data set (Appendix Four). These different 

types of field notes informed the process reports presented in the Tavistock 

Supervision Groups and feedback was added to the data following group 

discussion (Appendix Two). Fielding (2001) refers to the process as sequential 

analysis and suggests it involves constructing an indexed data outline of 

preliminary themes and analytical ideas. I used the data, analytic notes I made 

through the Tavistock Supervision Group and my research diary to construct a 

mind map of preliminary themes linked by concepts and processes. I also 

constructed a timeline of events and issues. These two documents gave a 

comprehensive and holistic view of the data (Hollway and Jefferson 2000). On 

completion of the data collection, data were read for analytic themes, which 

were listed. Related items were placed together and condensed where possible 

(Fielding 2001). Ibemes were tested by returning to the data, mind map and 

time line to ensure all significant data were accounted for and that themes 

linked to form a cohesive whole. This process was repeated until a robust set of 

interlinked themes emerged. This process inevitably fragmented the data but 

gave a clear understanding of thematic representation of the care - stafrs 

perspective (Chapter Seven). 

The psychoanalytic methods of data analysis were continuous throughout the 

research process. Tie Tavistock Supervision Group ensured the analytic 

process was rigourous and I identified my own personal issues separately from 

the research in my own psychotherapy. In the next section I discuss how links 

between data analysis and feedback in the Reflective Work Group and 

Tavistock Supervision Group were made. I describe how these links'allowed 
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me to develop formulations or hypotheses about what might be going on at 

unconscious level. I will go on to discuss how formulations were tested over 

time and developed or adjusted in order to synthcsisc the new understandings 

that underpin the thrust of this thesis (Chapters Eight, Nine and Ten). 

Links between analysis and feedback 

The appropriateness of interpretations and formulations could only be evaluated 

in the context of psychoanalytic understanding of unconscious processes. 711csc 

processes by their nature are difficult to pin down or recognisc in concrcte 

terms. It is therefore important not only to place importance on expressed 

opinions and attitudes but also to articulate interpretations of symbolic 

communication in the context of the psychoanalyticframe. 

What was said for example has not been taken as evidence in isolation. 

Emotional atmosphere, changes of behaviour or shifts in ways of thinking 

following feedback lend weight to conclusions or change a direction of an 

interpretation. If, for example, someone said they disagreed with an 

interpretation I made in a Reflective Work Group, it could indicate that the 

issue being discussed was pertinent and discussing the disagreement might be a 

vehicle for growth. In contrast agreement between the researcher and the 

participants might indicate collusion with comfortable defensive thinking rather 

than accuracy. The analysis, formulations and fccdback in the study are 

assessed in their usefulness to the therapeutic aim of developing understanding 

and new ways of working with emotions. It is important to this study to 

demonstrate how the care staff were able to work in the psychoanalytic frame, 

147 



discussing and taking in suggestions. They sometimes applied or tried out 

formulations and sometimes they ignored them. 

I will develop the earlier example to demonstrate issues of analysis and 

feedback. As I have already described, I came to understand the care staffs 

suggestion that they were sometimes too busy for the Reflective Work Group 

as an unconscious psychological defence. At one level, this formulation was 

reached through analysis in the moment of the experience, for example, when I 

was thinking about not wanting to leave the office to go to Willow Ward. I also 

became aware of my feelings of frustration when a member of staff approached 

me and suggested they were too busy for the group. All these events happened 

so regularly that I was starting to be aware of a pattern and it irritated me. I did 

not stop and think about the feelings and digest them fully until I brought up 

my reluctance in a one-to-one clinical supervision. The psychoanalyst drew my 

attention to my irritation and we talked together about my tendency to be drawn 

into the defensive thinking - not wanting to leave the office. 

As my way of thinking about these feelings changed, I fed back my formulation 

through my behaviour. I demonstrated confidence that the group would go 

ahead by sitting in the room even when the care staff said they were too busy 

and this provoked a shift in thinking and behaving in the care staff. This 

illustrates how paying attention to what is said and the emotional atmosphere 

(counter-transference) were used in the process analysis. I chose to feedback 

my interpretations and conclusions in my behaviour. My interpretations were 

not discussed with participants and I did not ask them if they thought I was 

right or wrong. I suggest my interpretations and formulations were useful 
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because they allowed the care staff to attend the Reflective Work Groups and 

prevented me carrying out non-therapeutic bchaviours: I did not turn around 

and go back to my officc. 

Later in the Tavistock Supervision Group and some of the conferences run by 

the Tavistock and the Emotions Network when I spoke with pcople about my 

work they asked how I had managed to get a group of nurses and care staff to 

attend as they had found the staff were always too busy. I also read papers 

related to nurses and carers tendency to be driven to act rather than take time to 

think (Dartington 1994; Fabricius 1995). These contributed to a wider 

understanding of psychological defensiveness related to doing rather than being 

with thoughts and feelings associated with the work on Willow Ward (Chapters 

Seven, Eight and Nine). 

Psychoanalytically Informed data synthesis 

Psychoanalytic suggestions or formulations were tested through the containing 

and repetitive processes in the Reflective Work Groups. This process included 

analysing data whilst discussing or participating in the practical experience, 

examining it through the processes of the Tavistock Supervision Group, 

formulating psychoanalytic suggestions, feeding back to participants, observing 

the emotional atmosphere, assessing for shifts in thinking and behaviour, 

analysing data in the discussion of experience and so on. The repetition of this 

process meant sustainable formulations could be built up over time. In other 

words the relevance of a formulation was indicated by its repeated presence and 

how interpretations could be digested or modified over time. For example when 

a resident was admitted to Willow Ward it was common for their relative's 
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behaviour to be discussed in the Reflective Work Group. This demonstrated the 

significance of the relatives' interactions with care staff during the admission 

process and offered the opportunity for ongoing leaming about the emotional 

impact of admission on residents' relatives. These layers of analysis filtered out 

the irrelevant matters and identified interpretations or formulation as a 

significant aspect of the overall thesis. Relevant psychoanalytic themes or 

issues could then be linked together. 

ETHICAL ISSUES 

The relationships between staff and the managers and staff and the -clients 

(residents and their families) are defined by issues of authority and control. 

Hochschild (2003) might argue that implicit in the management's commission 

for my work was a desire to deconstruct the staffs emotional labour in order to 

promote a philosophy of care held by the management. It is also important to 

recognise that in this particular research setting, race and ethnicity were 

significant social factors within the power dynamic. In Chapter Two I described 

the pattern of ethnicity that exists in Willow Ward. Institutional racism in 

health care has resulted in the situation where Black and Asian health care 

workers do not progress in the same way as their white colleagues (Ward 

1993). This is reflected in the fact that wherever the few whitepeople who 

work in Willow Ward feature in this research, they occupy senior positions and 

specialist roles which have authority (Ward 1993). 'Mis includes my authority 

over the methods, data generation and analysis. On the other hand, Lee 

Treweek's (1996) study of emotional labour in residential care, described a 

situation where care workers used routines, practices and infantilising language 
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to order and control emotions in the home demonstrating their own power in 

relationships with residents. The care staff were both subjects of the power of 

others and powerful. It was ethically important to rccognisc the power 

dynamics and to consider carefully their cffects on the therapeutic aims of the 

research. 

I was conscious of the power dynamics between the rcscarcbcr and the 

organisation whilst having the care staff as the focus of the study. It was 

important to consider the care stafrs needs in order to work with them in 

exploring their emotional world. It was also an ethical imperative to consider 

the well being of the clients. The structures of the research were developed to 

allow staff to consider their perspectives on the care they delivered. On 

occasions their perspective conflicted significantly with the views of other 

groups. In these instances, it was essential for the researcher to be aware of the 

power and psychic dynamics, but to resist making immediate judgements about 

them. It was the researcher's role to foster a sense of dcliberation in order to 

prevent non-thcrapcutic action. As described earlier, the timing and method of 

fccdback in these circumstances was designed to allow staff and managers to 

appreciate when high levels of emotions such as anxiety and fear were present 

in the decision making process. In this research, it was not the researcher's role 

to steer the direction of thinking and procedure, these were the responsibility of 

the staff (Menzies Lyth 1969/1988). 

A clear example of this was when a member of the care st, aff was accused of 

abusing a resident by a relative. She discussed the issue and her related feelings 

in the Reflective Work Group. She felt hurt and unfairly accused. She said she 
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had not had the opportunity to talk about her side of things since the initiation 

of the investigation. In this instance it was not my role to make a judgement 

about the accusation, but to listen to discussion, take in the group members' 

feelings and give them back in a more manageable form. I also facilitated the 

care staff in communicating their feelings and thoughts to more senior members 

of staff by suggesting they invited relevant managers to a Reflective Work 

Group. They did this and a frank discussion took place about the accusation as 

well as the roles and responsibilities of those involved. Although I did not feel 

it was my role to influence the outcomes of the managers' investigations, I 

thought it was an appropriate aspect of the research to facilitate careful 

consideration of difficult issues such as abuse and acknowledge the feelings 

that they stir up at all levels of the organisation. 

Negotiating consent and participation 

According to Fielding (2001) the relationships developed with key individuals 

when gaining access to a research setting are important. He argues that 

gatekeepers may have their own agendas. This was quite explicit in the case of 

the Trust Lead and the continuing care Charge Nurse who welcomed my work 

as a support for practice development in the Willow Ward care staff. Other key 

participants also had agendas such as wanting to have someone hear their side 

of things or getting recognition of aspects of work they felt were unfair. When I 

started the data collection for the study I was already known to the care staff 

and many of the residents and the relatives because I had been working on 

Willow Ward as part of the work-based education project. In some ways this 

made issues of access and consent more straightforward but complicated 
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matters related to'negotiatin'g participation and appropriate boundaries to my 

role. 

The formal avenues of Cbnsent and access to the setting were assessed as 

appropriate by the Ethics Committee. The Trust Lead and continuing care 

Charge Nurse agreed that I could carry out th6 research on Willow Ward and 

wanted to link it with the practice developments being led by the Charge Nurse. 

I met with all staff members who had a role on Willow Ward and explained the 

research aims and p'rOposed methods Ibis was followed up by an information 

leaflet. The information leaflet was written in line with the Ethi6s'Committce 

guidelines. I invited all staff members to participate in the study and explained 

that they could opt out. I placed posters up in the ward on the door at the main 

entrance. They explained my research and how people could opt out of taking 

part. The posters met the ethics committee guidelines and included my picture. 

I explained the research and repeated information about consent and opting out 

of the study every time I carried out a formal interview or taped the Rcflective 

Work Group. Each person was again offered the explanatory leaflet. All 

interviewees and Reflective Work Group participants gave written and taped 

consent. I was required to keep the Trust's Research and Development Board 

updated on a yearly basis. 

Negotiating care staff participation 

Although'all those who were asked to take part in the study agreed that it was 

important and supported the research aims, it is noticeable that some groups of 

staff opted out of some aspects of the study. There was no involvement from 
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the medical team although I was given permission to observe the ward rounds. 

Both Consultant Geriatricians declined the offer to join the Reflective Work 

Groups. The Charge Nurse was very committed to the research and expressed 

the opinion that it was supportive of his work and leadership role. He was 

actively engaged with study but decided against attending the Reflective Work 

Group because he felt his senior position would inhibit the discussion. 

The psychologist and occupational therapy assistant who worked on the ward 

had been involved in the earlier project work and were very enthusiastic 

participants until they left their jobs. The psychologist participated for eighteen 

months and the occupational therapy assistant for two years. Initially, the 

psychologist facilitated the Reflective Work Group and I was a participant 

observer. We both attended a work-based discussion group at the Tavistock at 

this time. The occupational therapy assistant was a regular participant in the 

Reflective Work Group and involved me in some of her work during the 

participant observation period. The contributions of the psychologist and 

occupational therapy assistant were important because, as they were not part of 

the care staff, they had a view from outside Willow Ward and they had a 

different type of contact with the residents. 

Tle staff nurses were enthusiastic about the aims of the research and sometimes 

wanted to involve me in aspects of their work in the participant observation, 

such as to work on a care plan or to discuss a particular resident. It became 

apparent that some staff nurses did pot want to attend the Reflective Work 

Group and there was a tendency for some of them to send the nursing 

auxiliaries. The rationale for staff nurses' non-attendance was that there were 
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fewer of them and that some tasks (especially the medicine round) could only 

be performed by them. The staff nurses who liked attending the group arranged 

their work so they could attend which suggests the non-attcndancc of some 

individuals also reflected resistance (an unconscious reluctance to engage with 

the issues related to the Reflective Work Group). Although the nursing 

auxiliaries sometimes complained about the lack of staff nurse rcprcscntation'it 

became apparent that a core group of nursing auxiliaries and a'smAer group of 

staff nurses were arranging their work so that they could attend as regularly as 

their shift pattern allowed. This does mean the data from the Reflective Work 

Group reflects a certain group of care staiT's perspective and is skewed towards 

the nursing auxiliary grade. Ibis is reflective of the organisation of work with 

emotions and is discussed further in Chapter Nine. 

Negotiating the boundaries to the research role 

Issues of access and consent in the field were complex due to the nature of my 

participant observer role. I was acting both as a Registered Nurse and as a 

researcher. This duality mediated the relationship between the researcher and 

the residents and their families. Everyone I spoke to about the research seemed 

enthusiastic and supportive. People gave their informal consent willingly and 

seemed keen to tell their stories about loss and grief in the continuing care 

context. It was perhapsas important to negotiate carefully with residents and 

their families the balance between their needs for a Registered Nurse's 

perspective and my need to gain consent to use the data generated through an 

interaction. 
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When I first met individuals I explained who I was and the nature of the study. 

I also explained that they did not have to be part of the research. I reassured 

them that they could speak with me, the Charge Nurse or any of the nurses and 

opt out of the research at any time. There was ongoing informal negotiation of 

access and consent. I reminded people of the research and checked out if it was 

alright to use a story or example they had spoken about. Munhall (1991) 

describes this as process consent. Issues related to process consent were 

complicated by my dual role. For example, if, when caring for a resident or 

relative for the first time, something happened before I had the opportunity to 

explain the research, for example, if a person became upset, I acted primarily as 

their Registered Nurse. Even though I had not gained formal consent, I 

recorded the incident in my field notes. At a later more appropriate time, I 

explained the research and negotiated consent. On a few occasions - this was not 

possible so the data were not included. , 

Residents who were cognitively impaired were unable to give their consent to 

participate in the research based on a full understanding of its methods and 

implications. In these circumstances I negotiated consent with a close relative 

or friend. I also liaised with the Charge Nurse, psychologist, occupational 

therapy assistant and key nurses and care staff about the appropriateness of 

participating with individual residents. It was also possible to negotiate the 

resident's consent to allow me in my role as researcher to provide their care. I 

did this by interpreting meaning in their behaviour. For example one resident 

with minimal comprehension gave implied consent to be cared for by me: 

"Resident Bill was a big man in a night shirt who seemed to understand 

little conceptual talk but did understand the activities of the personal 
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care procedures. He did maintain eye contact and when I asked if he 

would like his back washed he clearly said yes. Ile wasn't really able 

cany out commands like lij? your arms, but when I straightened his 

limbs itfelt like we were working together. 

Participant obscrvation 1.6.01 

In contrast resident Mary seemed to be impatient with me as I carcd for her. 

"Student nurse Amy and I helped resident Mary wash and dress. She 

II 
needed all care. We asked her permission before we did things. 

encouraged her to do what she could hersey' and spoke to her 

throughout the procedure. I got the feeling throughout the wash that 

she wasjust tolerating us. She recognised we were not her regulars. I 

thought she thought we were "pussy fooling" around. Although she 

answered questions she did not smile and interact like I have seen her 

with other staff. It was myfantasy that shejust wanted us to get on with 
itl 00 

Participant observation 29.5.01 

When I checked this out with the staff they said she usually preferred the staff 

who knew her. I took this a preference not to participate and avoided giving her 

personal care again. 

Although some issues of consent were complex, the use of Professional and 

ethical guidelines were applied to ensure residents and relatives' access to 

appropriate care was not compromised. I was clear about the purpose of the 
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research and open to discuss methods and principles related to the 

psychoanalytic approach. In practice, care staff, residents and their families 

seemed more concerned with having someone recognise and try to understand 

their experience. It was therefore important to treat the data with respect. This 

study involves my interpretations of the participants' experience, which has 

been articulated as clearly and honestly as possible. 

ASSESSING THE QUALITY OF QUALITATIVE RESEARCH 

There is a lot of debate about how qualitative research can be evaluated 

(Murphy et al 1998). Much of the discussion centres on whether it is possible 

or appropriate to assess the validity of qualitative research using the same 

principles that are applied to quantitative research. Murphy et al (1998) state 

that the argument against using criteria that run parallel to concepts of validity 

and reliability is that it is untenable to try to measure qualitative research when 

the paradigm reflects the relativist position that there are many and conflicting 

truths which can nevertheless all be true (Murphy et al 1998). They argue that 

this position is largely rejected in health care research and there is a need for 

qualitative researchers to demonstrate appropriately the validity and relevance 

of their work. In principle, I agree that it is important to demonstrate that this 

research is valid and relevant to health care. I have chosen Lincoln and Guba's 

(1985) terms as a framework for explaining the quality and appropriateness of 

the research, as they are more so insistent with the methodological approach I 

have taken. Concepts such as triangulation and member checking of data 

(Murphy el al 1998) seem inconsistent with the psychoanalytic lens through 

which I have viewed the data. Lincoln and Guba's (1985) concepts of 
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credibility, transferability, dependability and confirmability are more 

appropriate for articulating the trustworthiness of methods in generating, 

collecting and analysing the data in this psychoanalytically informed participant 

observation. 

This study is informed by a particular theoretical position that places 

unconscious matters at the heart of the study (Chapter Three). It is not my 

intention to demonstrate the truth of the interpretations and fortnulations I have 

made but to show that I have been true to the principles of psychoanalysis and 

robust in the design of research methods that arc appropriate to this particular 

theoretical framework. 

Tobin and Begley (2004) argue that the literature on methodological rigour is 

concerned with a need for a new approach to issues of quality in qualitative 

research. They suggest reliability, validity and gencralisability may not be the 

most appropriate tools for demonstrating robustness in naturalistic inquiry. 

They suggest that in qualitative research these principles apply throughout the 

research rather than being confined to a particular aspect of the methods. The 

trustworthiness and authenticity of the research methods and particularly the 

interpretative analysis have been an overarching concern for this study. Tobin 

and Begley (2004) view traditional approaches to triangulation as too narrow. 

They argue that taking different perspectives into account is related to 

completeness of explanation rather than confirmation of a truth. This is 

appropriate to this study and is integral to the Tavistock methodology (Rustin 

2003). The quality of this research can be judged by assessing the completeness 

and robustness of the combined social and psychoanalytic methods that 
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explored the cultural and psychic symbols evident in the customs and practices 

of the care staff in Willow Ward. I will use Lincoln and Guba's (1985) criteria 

for trustworthiness to guide the reader to aspects of the thesis concerned with 

rigour and trustworthiness. 

Credibility 

Tobin and Begley (2004) suggest that credibility is comparable with internal 

validity and addresses issues of fit between respondents' views and the 

researcher's. However, it is not the purpose of this research to demonstrate that 

there was a fit between my interpretations and formulations and those of the 

participants. in fact a principle finding is that there were differences between 

the participants' views and mine. This research tried to explain the differences 

using the psychoanalytic concept of psychological defence. My credibility is 

demonstrated by a clear articulation of the psychoanalytic principles (Chapter 

17hree) and my claim that I have incorporated in the research appropriate 

learning and supervision strategies to ensure'my use of interpretative technique 

is within the bounds of the psychoanalytic tradition (Chapter, Five). I have also 

presented findings using fine grain accounts of data which demonstrate the 

dialogue between researcher and participants as they processed issues of 

conflict (Chapter Eight). I suggest that the interpretations and formulations 

made in this study are not best judged by whether participants agree with them 

but whether they were useful and produced shifts in emotional atmosphere or 

behaviour. I have included an illustrative example of this in Chapter Nine. 
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Transferability 

In naturalistic studies, transferability refcrs to case to case transfer (Tobin and 

Begley 2004). 'Mis is sometimes referred to as fittingness and allows the reader 

to recognise the similarity between two contexts. This study does not seek to 

make statements about the gcncralisability of findings. Instead I have pi-6vidcd 

enough description of the setting (Chapter Two) and analytic detail (Chapters 

Eight and Nine) for readers to rccognisc and apply the principles of the thesis in 

other contexts. This is especially important as more older people live out the 

end of their lives in continuing care institutions such as care homes (Davies and 

Seymour 2002). It has recently been rccogniscd that continuing care settings 

arc required to negotiate issues of loss related to debilitating chronic illness and 

end of life care in similar settings to Willow Ward (Department of 11calth 

2006). 

Dependability 

I was responsible for ensuring the research methods arc logical, traceable and 

clearly documented (Tobin and Begley 2004). In this chapter I described how 

the methods were designed to be consistent with the Tavistock approach to 

working and learning about emotions (Rustin 2003). 1 have articulated how the 

research methods functioned as a container for the anxieties provoked in 

providing care for dependent older people and that this affected the 

participants' development and the quality of data. In this research the processes 

used to record and analyse data are laid out so that the ieader can judge the 

dependability of the research. An example of data is in Appendix Two and 

Chapter Eight illustrates how methods were used to construct meaning from it. 
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In the example in Appendix Two, the care staff discuss their feelings following 

the death of a resident. My field notes record that the care staff expressed 

feelings of sadness and guilt about the death. In the margins and in the text I 

have typed that I noticed the care staff were unable to let the residents die and 

that they seemed to have feelings for them as if they were their family. The 

hand-written notes were made following a discussion in the Tavistock 

Supervision Group and added to the ideas. I have added the feedback from the 

psychoanalytic supervisor and fellow group members which suggests staff may 

have been feeling rejected by the resident who appeared to give up on life and 

that in the material, there seemed to be a painful frustration of the care staff s 

, reparative wishes. This is the seed of a formulation that has been revisited 

through the repetitive processes of the Reflective Work Groups and synthesised 

in the final parts of the data analysis process. A substantial part of the findings 

has been grown from these data (Chapters Nine and Ten). 

Confirmability 

Tobin and Begley (2004) suggest confirmability refers to establishing that the 

interpretation of data is not a figment of the researcher's imagination. In this 

chapter I have argued that the methods of supervision and application of theory 

appropriate to the theoretical perspective adopted are integral to the 

methodology. It has been fundamental to this research to use the Tavistock 

Supervision Groups and one-to-one supervision to identify when psychological 

defences were alive, in the work. This has been especially important in 

identifying where I have been swept up in the events of the field and failed to 

recognise this (Chapter Eight). In ethnographic studies this might be viewed as 

going native (Fielding 2001), but in this context it has been a useful analytic 
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tool. The'Study is not preoccupied with demonstrating agreement about 

interpretations, preferring to concentrate on the usefulness of interpretations 

and effectiveness of introducing them to participants. In this chapter I have 

suggested that it is important in the context of the methodology that feedback 

was given in a therapeutic way, maximising its impact on understanding and 

participants' development. The findings chapters include a detailed analysis of 

data and present fine grain data extracts at length. Ibis allows for a close 

examination of formulations made about psychological defences (Chapter 

Eight) and feedback of interpretations (Chapter Nine). 

The thesis has been developed with an overarching concern for the quality of 

the research and its coherence within the psychoanalytic framework'. In this 

chapter I have argued that psychoanalytic participant observation mcthod I have 

developed uses appropriate principles in an cffcctivc way. 

STRENGTHS AND LIMITATIONS OF THE METHOD 

Earlier I argued that the body of knowledge about loss in continuing care is 

fragmented (Chapter Four). The methods were designed to explore how some 

of the fragmented issues related to one another. This has been achieved in 

relation to the margin between social and psychological aspects of cmotion 

work in continuing care. In order to do this the research has focused on the care 

staff s perspective. 11is has been justi fied as there has been little attention paid 

to this perspective before. However, the important relationship between the care 

staff, residents and their relatives has not been explored from all of their 
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perspectives. This would be an important consideration for future study 

designs. 

In order to explore the unconscious aspects of work with emotions and complex 

loss I have adopted a psychoanalytic lens. This was a well established tradition 

that offered a framework for understanding and working with psychological 

defences. Some researchers with roots more firmly in a sociological and 

pluralistic view of the world may find this limiting, others may consider other 

frameworks based in alternative psychological traditions more appropriate. The 

Psychoanalytic frame offered a rigorous methodology for learning about 

emotions based in a theoretical tradition that offered understandings of loss and 

emotion work in organisations. The adoption of a particular theoretical 

perspective may be perceived as limiting by some, but it seemed congruent 

with the teaching and learning styles of the researcher and participants in the 

study. 

It may be that those research participants who found the psychoanalytic frame 

difficult or unacceptable participated less in the study which may have 

influenced how the study evolved. Similarly, any repetition of the study is 

dependent upon future researchers adopting a psychoanalytic or compatible 

psychological fi-ame. This may mean the work remains. separate from other 

more sociological based studies and contributes to the fragmentation of the 

body of knowledge. There are strengths and limitations to the psychoanalytic 

participant , observation method, but it has provided a useful way of 

understanding and developing emotion work with complex loss in a continuing 

care environment. This area has yet to be explored in depth and future studies 
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will support or challenge the appropriateness of the methods used, adding to the 

body of knowledge in respect of this methodology. 

I have defined the research method as psychoanalytic participant observation 

because the underpinning theory and combined sociological and psychological 

observation methods are central to the methodology. 7le focus on a single and 

specific context also fits within the scope of case study research. Yin (2003) 

suggests case study methodology rcfcrs to an empirical inquiry that investigates 

a phenomenon within a real life context. The principles of Yin's (2003) 

technical definition of a case study apply'to this research because I have 

explored the relationship of the phenomena of loss and grief in the specific 

context of a continuing care ward. The research therefore has the strengths and 

limitations of a single case study. I 

I have already argued that the research method is robust and I suggest this is 

also the case when assessing the research in the light of case study criteria. 

According to Bryar (1999) the rigour of case studies is dependent upon 

identifying clearly the defining features of the case and providing an account of 

the data collection and analysis process. In chapter Two I located the research 

in a particular social and historical context and earlier in this chapter I 

explained in detail how the data were generated and synthcsised within a 

particular theoretical framework. The strengths and weaknesses of the research 

as a single case study and its relation to generalisation require further 

discussion. 
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Genemlisation refers to the extent to which the findings of a study can be 

applied to situations, contexts and people not directly involved in the research. 

Sharp (1998) argues that generalisation of case study research is often 

underestimated because there is confusion between the logic behind empirical 

and theoretical generalisation. In empirical generalisation a case is typical of a 

population and generalisation depends upon is representativeness of other 

potential cases in a population. Willow Ward was not representative of a 

population of other continuing care environments such as care homes and this 

limits the potential to transfer directly the knowledge developed in the findings. 

Sharp (1998) suggests it is more appropriate for single case studies such as this 

research to draw on the logic of theoretical generalisation to make their case. 

He argues that in its simplest form this entails showing a correlation, which has 

been identified in a sample which is likely to be found in the population at 

large. 

In this research I propose a relationship between the phenomena of loss and 

grief and some of the contextual factors in the environment and these are 

located in the psychoanalytic framework. The systematic and rigorous approach 

taken in my analysis led to the saturation of categories (Channaz, 2005) and I 

have illustrated this through the presentation of in-depth cases within the 

findings chapters. I am confident that these findings are, reasonably 

transferable to other NHS continuing care, settings. However, I am not in a 

position to demonstrate that this relationship exists in other continuing care 

environments. For example, I will suggest that the care staff in Willow Ward 

employ psychological defences to protect themselves from the emotional 

demand of their work with dependent older people, but there are limits to the 
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extent to which this position can be gencralised to other continuing care 

environments such as care homes. 

The in-depth exploration of this single case is important and helpful because it 

illuminates contextual relationships not previously explored and attempts to 

explain the complexity of implementing change in a health care situation (Bryar 

1999). It can be argued that developing knowledge in the reality of a case study 

situation is a useful to those concerned with developing and improving practice 

(Meyer et al 1999/2000). It is possible that the rich contextual detail given in 

this research will be recognisable to practitioners who can test out' the 

knowledge in the practice situation, but this form of transferability is limited. It 

relies on the tacit expertise of those reading and interpreting the findings and is 

not necessarily accessible to those outside the discipline. 

In the field of child psychoanalysis, 'Rustin (2006) suggests that it is important 

to understand the range and diversity of research activities and argues that 

observation techniques such as infant observation arc important to discover and 

verify new understandings. The application of psychoanalytic principles to old 

age is relatively new however, and there are few psychoanalytically informed 

studies to compare with this thesis (Chapter Four). For the knowledge produced 

through this research to contribute to a more globally applied theory it will be 

necessary for future studies to validate or disconfirm the findings. This could 

take the form of more case studies underpinned by similar methodology and 

carried out in similar settings. Researchers might carry out these studies in 

different contexts for example, care homes, people's own home or hospices in 

order to develop more understanding of the organisational variables that are 
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related to the propositions made in this thesis. Other authors argue that 

psychoanalytically informed research should confonn to more conventional 

research methodology in order to demonstrate the effectiveness of interventions 

(Fonagy 2003). For example Twemlow et al (2001) evaluated the use of 

containing methods in an elementary school in America. They demonstrated the 

effectiveness of an intervention underpinned by psychoanalytic principles in 

promoting a more positive learning. 'Mis approach would also strengthen the 

knowledge base. 

It is important that researchers use a range of methods to explore the potential 

of psychoanalytic understanding of old age and the care for older people in 

order to generate a robust body of knowledge that contributes to meaningful 

policy that is useful to practitioners (Higgitt and Fonagy 2002). However this 

single case study is clearly helpful because it examines phenomena (loss and 

grief) and their relationship to a specific context in detail it thus illuminates an 

important area of health care that is usually hidden. 

SUMMARY 

I have used this chapter to argue that the research was of an appropriate quality 

because it had a coherent approach and was consistent with the theoretical 

framework that underpins it. I have described how -the methods equate to the 

Tavistock approach to learning about emotions (Rustin 2003) and suggested 

that the method functioned as a chain of containment. This chain stretched from 

the practical experience of caring for older people in Willow Ward to the 

Tavistock Supervision Group. I have detailed my own supervision and learning 
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which has'inforMed and monitored the analytic process. Interpretations 'and 

fon, nulations will be presented in detail to demonstrate understanding the 

complex and difficult work related to loss and gricf, in continuing care 

environments (Chapters Seven, Eight and Nine). These intcrprctations and 

formulations were developed through a rigorous research process in the context 

of a well developed theoretical framework. I have provided a rich description of 

the setting and fine grain detail in the findings so that the reader can make 

informed judgments about the thesis. Chapter Six is an introduction to the 

findings. It will link some of the issues of quality to the findings and describe 

the structure of the findings chapters. This will orientate the reader and 

establish the direction of the overall thesis. 
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CHAPTER 6- INTRODUCTION TO THE FINDINGS: THE 

EMOTIONAL DEMAND OF WORKING WITH COMPLEX 

LOSS IN CONTINUING CARE 

In the findings chapters, I argue that there is an intense and complex emotional 

demand related to working with loss and grief in a continuing care 

environment. The care staff described a trajectory of living bereavement. I 

suggest that care staff seemed unaware or glossed over some aspects of the 

emotional demand in the trajectory. It is my suggestion that this was evidence 

that the care staff used psychological defences to protect themselves from 

unbearable and unacceptable elements of the emotional demand of their work. I 

argue that three elements are particularly disturbing. The first element relates to 

the residents' profound dependence caused by the physical and mental 

degenerative processes of chronic illnesses such as dementia and stroke. Ile 

second is that the care staff are deprived of the rewarding and satisfying 

feelings associated with witnessing the people they care for get better or 

improve enough to be discharged from their care. The third is that the work 

involves sustained contact with highly dependent residents who live in a non- 

responsive state and this stirs up feelings about a profound sense of emptiness 

or lifelessness which is universally feared. 

I illustrate how the containing function of the research allowed the participants 

(including me) to develop their capacity for a more complete understanding of 

and a more creative response to the emotional demands of the work. I argue 

that the new ways of working with emotions did not become part of the 

customs and practices on the ward because there were social systems in the 

170 



organisation that supported psychological defences and the status quo. These 

systems worked by separating and ordering aspects of the emotional demand 

and related work. There was a hierarchical value attached to these systems. The 

people and type of work most closely associated with the most disturbing 

elements of the emotional demand were at the bottom of the hierarchy and 

received least emotionally sensitive contact. 'This system allowed the majority 

of individuals and groups within the organisation to avoid intimate contact with 

the most disturbing elements of loss and grief in continuing care. I have made 

connections with the literature in the findings chapters. Ilis places my 

suggestions in an appropriate theoretical framework and assists the flow of the 

thesis. ý 

In Chapter Seven, I suggest that the emotional demand described as an ordinary 

part of care staffs work with the residents in Willow Ward was complex and 

intense. I discuss the themes that arose from the care staff's perceptions of 

living bereavement in continuing care. Attached to living bereavement was an 

emotional demand that related to care staff's own feelings and an expectation of 

having to deal with the feelings of other people, such as residents, relatives and 

colleagues. The care staff described the trajectory of living bereavement and the 

associated emotional demand as: 

e Working with shocked residents 

* Working with grieving relatives 

9 Working with anxious residents and relatives 

e Working with residents' degenerating bodies and minds 

9 Working with dying residents 
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In the participant observation I observed aspects of the emotional demand that 

were omitted or glossed over in the care staff s accounts. I identified aspects of 

the emotional demand that were missing from their accounts as: 

* Working with non-responsive residents 

9 Working with self-doubt and guilt 

om Working with hurtful residents 

e Working in isolation 

In the last part of the chapter I discuss the findings in the light of the literature. 

The nursing literature that relates to this type of work is rooted in sociology and 

discusses the practices carers use to deal with the messy and disordered 

experience of care for dependent older people. The findings in this study are 

consistent with the suggestion that residents who were dying and those whose 

bodies or behaviour were unbounded tended to be separated from other 

members of their communities. In this thesis I present a psychological 

explanation for this custom. 

Through the containing function of the research design (see Chapter Three) a 

deeper level of data was achieved. In the Reflective Work Groups staff were 

able to explore ffirther their emotional experience by trying to get closer to 

some of the issues that lay below the surface. They did this by articulating their 

feelings and testing out new ways of thinking about their work. This was a 

repetitive process involving oscillation between different states of mind and 

experiences and constitutes the action orientation of the research. This process 
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produced findings that were related to the texture of an emotional demand, 

rather than the thematic representation of the trajectory of living bereavement. 

The textured findings include a description of the quality and sense of the 

emotions being discussed rather than categorising them. 

In Chapter Eight I argue that there are psychological explanations for the care 

stafrs responses to the emotional demand. I claim there are unacccptable and 

unbearable feelings connected with the emotional demand of working with 

living bereavement in continuing care. I suggest that the care staff developed 

psychological defences to avoid and minimise the impact of these fcclings. 

These findings are presented in detail to give a texture to the emotional 

experience and provide evidence of the psychoanalytically - informed 

methodology. The textured findings are presented in an analysis of one 

Reflective Work Group. This group was selected because it focused on the key 

elements of the emotional demand that lay below the surface. These findings 

are data led and articulate the fine grain understandings produced in the 

Reflective Work Groups. This gives a textured representation of care stairs 

feelings and the process of testing out new ways of thinking about caring. It 

was important to present the thematic and textured findings in order to both 

describe the concept and to convey the quality of the emotional demand of 

working with complex loss in continuing care. By viewing the emotional 

demand through a psychoanalytic lens it has been possible to articulate its 

hidden and rarely spoken of aspects. 

I illustrate the psychological defences that were identirted as signiricant in the 

repetitive processes of the Reflective Work Groups, Tavistock Supervision 
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Group and my own self-reflection. I suggesIt the defensive techniques used by 

staff to protect themselves from unbearable and unacceptable feelings stirred up 

by their work were: 

* Keeping out strangers 

9 Being on the offensive all the time 

o Denying residents' capacity 

0, a uing feistiness and ignoring non-responsiveness 

e Believing in Willow Magic 

9 Being like a family 

I argue that the types of feelings that the care staff avoided with' these 

techniques were: anger, hatred, envy, guilt and despair. I propose that these 

feelings are associated with the unique nature of providing care for dependent 

older people with chronic degenerative illnesses until their death. In the last 

section I place the findings in a theoretical context'and substantiate my claims 

that the disturbing aspects of care that provoked the most disturbing 

unacceptable and unbearable feelings were: 

9 Tle residents' profound dependent states caused by mental and physical 

dcgencration 

* 'Being denied the sense of reward and satisfaction when a person being 

care for gets better 

9 Ile sustained contact with a sense of lifeless void, -which is most 

acutely represented in the non-responsive residents. 

Ilese issues are located in the psychoanalytic theory base. The suggestions are 
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discussed in the light of literature related to psychoanalysis and applied to the 

care stafrs experience of continuing care. 

In Chapter Nine I argue that care staff were able to use the containing function 

of the research to develop their capacity for working with emotions. I suggest 

that these new ways of working did not become custom and practice on the 

ward because there were social systems in place that supported psychological 

defensiveness. I propose these served all the individuals and groups in the 

whole organisation not just those within Willow Ward. 

I make an in depth analysis of an illustrative case that continued for 

approximately two years. I demonstrate how the links of containment provoked 

shifts in participants' (including my own), ways of conceptualising their work 

with emotions. The practical outcomes of such changes may seem minimal, but 

there were significant developments in the care stafrs capacity to be 

emotionally sensitive and creative. I discuss the benefits of the containing 

function of the research and link them to appropriate literature. 

In Chapter Ten I propose that these new ways of working did not become 

integrated into the culture of the ward because social systems supported the 

psychological defences described in Chapter Ei ght. These systems are 

aescribed as: 

o Splitting up the residents 

0. Splitting up emotional roles and responsibilities 

9 The upstairs-downstairs effect 
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I argue that these systems protected individuals and groups in the whole 

organisation from the unbearable and unacceptable feelings connected to the 

most disturbing aspects of the work such as dealing with profound dependence, 

being deprived of feelings associated with getting better and the fears stirred up 

by prolonged contact with the lifeless void most acutely represented in the non- 

responsive residents. The findings in Chapter Ten will be located in theory, 

related to a psychoanalytic understanding of organisations. I will locate where 

my thesis sits in this body of knowledge and argue that the unique contribution 

of this study is to place the conflicts between liveliness and lifelessness centre 

stage in the emotion work related to continuing care for dependent older 

people. 
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CHAPTER 7-A TRAJECTORY OF LIVING 

BEREAVEMENT: THE CARE STAFF'S PERCEPTIONS OF 

THE EMOTIONAL DEMAND OF THEIR WORK 

In this chapter I suggest that care staff perceived an intense and complex 

emotional demand, in a trajectory of living bereavement contained in their 

work. I discuss the themes that emerged from the care staff's accounts and 

contrast them with my own observations of aspects of the emotional demand 

that seemed to be missing or glossed over. I argue that these issues arcrelated 

to both emotional and social aspects of the care for residents in continuing care 

and go on to explain in Chapter Eight how the emotional demand described in 

this chapter shapes the customs and practices of providing care for the residents 

in Willow Ward. 

Staff did not isolate the emotional component of their work. For example, they 

did not articulate a counselling element to their role and usually deferred to the 

medical team, psychologist or senior nurse if anydirect communication with an 

obvious emotional component was required. Instead they described social 

interactions and practices that were emotionally demanding. 
, 
From their 

perspective, the demands consisted of the impact the interaction or practice has 

on their ability to, carry out aspects of their work and the emotional response 

this provoked in them. The emergent themes suggested staff were coping with 

the emotional demands of the residents' adjustment to, living in a care 

institution, being dependent and preparing for death. 

It has been possible to analyse the care staffs perspectives on loss and grief in 

continuing care and themes have emerged. This forms a coherent trajectory. It 
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is important to recognise that this is not the actual experience of the individuals 

but a synthesis of their perspectives. Tlie actual experience is not linear, nor 

coherent. Care staff worked with an overwhelming volume of loss and their 

emotional responses fluctuated and changed. Sometimes the emotional 

atmosphere on the ward was chaotic and at others dull and lifeless (Chapter 

Two). This meant some of the emotional issues I observed and describe later 

were either omitted from the care stafrs accounts or glossed over could easily 

go unrecognised. Customs and practices were built up omitting or glossing over 

aspects of the living bereavement experience. Ile care staff s perspective on 

living bereavement contained the following elements: 

I- Working with shocked residents 

2. Working with grieving relatives 

I Working with anxious residents and relatives 

4. Working with residents' degenerating bodies and minds 

5. Working with dying residents 

Each element is discussed in turn below. 

Working with shocked residents 

Ile consultant geriatricians were ultimately responsible for admission to the 

continuing care ward and the senior nurse for the unit was responsible for 

assessment and coordination of the packages of care provided for the residents. 

The most usual route of admission to the continuing care ward was via the 

acute sector. Residents were frequently admitted to an acute hospital unit from 

their own homes or a care home. There followed a period of acute care, 
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rehabilitation and assessment to establish how continuing care needs would be 

met. If the assessment shoNýed that their continuing care needs could not be met 

by community care or care in a residential or nursing home, an admission to 

Willow Ward was considered. This meant some residents had a series of acute 
I 

admissions, as part of a slow deterioration process (e. g. r6sldcnts with 

dementia) and finally came to Willow Ward; whilst others were admitted 

following a single acute episode that left'them profoundly dependent (e. g. after 

a stroke). On some occasions residents were admitted following detcrioration or 

death of a carer. In effect, the circumstances that necessitated admission to 

Willow Ward involved loss and trauma for the resident and this became part of 

the staffs work with newly admitted residents. The emotional demands of 

caring for a new resident who was already afi-aid, probably confused and 

needing practical care were complex. The care staff spoke of coping with the 

conflict in their human feelings for the resident and their feelings related to 

solving difficult practical problems. Iý- 

The tensions involved in caring for shocked residents stirred up mixed feelings 

in the staff such as fiustration at the difficultics involved in providing practical 

care and sadness for the residents who sometimes seemed bewildered on arrival 

to the unit. In the following example, the resident had experienced a sudden 

change in his health. He was an, independent man who originated from the 

Caribbean and had been very fit prior to his admission. When he arrived on 

Willow Ward he was totally dependent on nursing care for his main activities 

of living. The staff described the resident as being in a daze and they found 

moving him around using the'moving and handling equipment distressing. 

They tried to explain what they were trying do and reassure him that they knew 
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what they were doing, but this had no effect. 'Me staff were primarily 

concerned with the practicalities of the use of manual handling equipment, but 

they did realise the resident's behaviour related to his emotions: 

"Nursing auxiliary Gloria: Bruce is a big man and he had a stroke 

and is now completely paralysed. He is unable to get out of bed and 

when we try to get him out of bed he goes completely stiff [she 

demonstrates with her arms] ... It's so hard to move him, hejust won't 

bend and it makes it dijfIcult to use the slings without pushing his arms. 

It's not nice. It's not good for him or our backs. They should get the 

physio to see him. 

Later the group discussed why they thought he went stiff. 

Researcher Cheryl: Do you think he goes stiff because he doesn't want 

to get out ofbed and maybe he's cross with you? 

Nursing auxiliary Patience: No, I think it's because he's afraid of 

being moved and he doesn't trust us yet. 

Reflective Work Group 6.2.02 

The account is typical of a situation where care staff were trying to provide 

personal care for a newly admitted resident who was deeply affected by 

changes in his health and traurnatised by leaving his home. In this case, they 

understood that their interventions were distressing for the resident but they 

tended to focus on finding practical solutions to the problem. The tone of this 

account suggested that they were frustrated about not being able to provide the 

practical care without further distressing the resident. The staff seemed 

frustrated by the conflict of wanting to provide good care for new residents but 

C, 
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they seemed to find it difficult to deal with the disturbing emotions this 

sometimes involved. 

Working with grieving relatives 

There was a wide range of relationships between the residents and their 

ielatives. Relatives who feature in the data include: spousal partners, adult 

children (many of whom are older people themselves), grand-childrcn, great 

grand-children, siblings, nieces, nephews, friends, neighbours, and visitors from 

voluntary organisations (see Chapter Two). Sometimes the level of relationship 

was supeificial, for example, a distant family member may have been listed as 

next of kin and rarely made any contact with the resident. Mostly those who 

visited a resident had known them for a long time and there was usually an 

emotional bond between the resident and their visitor. Frequently the relatives 

who visited had provided care for the resident before they were admitted and 

they grieved the loss of the pre-existing relationship they had with them. 

The care staff often reported difficulties in making relationships with new 

residents' relatives. The care staff felt scrutinised and criticised by relatives 

who were worried and wanted to ensure the resident received an adequate level 

of care. The next data extract relates to a discussion of a newly admitted 

resident's daughter who frequently asked the staff to move her mother's 

position in the bed when the care staff felt it was unnecessary: 

'Nursing auxiliary Cells: Some people are alwaysfindingJauh, some 

people are like that. 

Nursing auxiliary Hortense: Alwaysfindingfault never satisfied. 
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Cellit: No matter the way we care [pause] 

Nursing auxiliary Maria: Complaining at the end as if we are to be 

blamed " 

Reflective Work Group 13.3.03 

In this Reflective Work Group, the care staff also expressed frustration at not 

being able to satisfy the relatives' expectations and were angry at being given 

too much responsibility. In the extract they referred to death as "at the end" and 

went on to suggest that people seemed to blame them for not doing enough 

when residents died. The care staff suggested they felt a lot of pressure to 

please 
, 
and satisfy the residents' relatives. They suggested this was an 

impossible task because residents' relatives were bound up in. their own 

feelings of guilt and grief about someone else caring for their loved one. Ile 

care staff seemed to find the weight of this responsibility both frustrating and 

burdensome. 

Working with anxious residents and relatives 

The process of adapting to living in Willow Ward was part of the admission 

period, but for some residents and their relatives the separation from each other 

continued to be a prevailing issue. Separation from the security of home often 

created a sense of loss and grief. When people became distressed and anxious 

by the loss of security provided by the emotional attachment to a loved one or 

home, the staff found it stressful and became frustrated if the anxiety continued. 

A resident's wife was very anxious about her husband. He had advanced 

dementia and was dependent on the nursing staff for all care. His 
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communication and comprehension was very limited. lie and his -wife had been 

married for over fifty years and she did not like to be apart from him. When she 

went home in the evening she telephoned twice before she went to bcd. Ile 

staff were frustrated by the relative's behaviour and her inability to take in any 

of their reassurances: 

"Staff nurse Susan: Sometime I say, "Oh what do you want? " "Oh 

this and that. " "Ok we'll do it, don't worry, that's fine go home and 

rest and we'll do itfor him, we 71 put him to bed". Not confronting her 

helps calm her. [said in a soothing tone] ,' 

Nursing auxiliary Meena: Then, five past seven every night she calls... 

[said in an agitated tone] 

Staff nurse Susan: Every night she calls wanting to know about Cyril 

[resident], then again at ten past ten. You know at times she will ask if 

you've put him in the lounge and not to bed [laughter], I mean... 

Nursing auxiliary Patience: And you can't tell her anything, It just 

doesn't go in 

Reflective Work Group 9.4.03 

The tone of the account (in brackets) reflected the tone of the interaction 

between the relative and the staff member. Ile staff nurse was able to hold the 

relative's anxious behaviour and soothe some of her distress, but thi's - was only 

short lived. As the nursing auxiliary suggested, the relative phoned back in an 

equally anxious state just a few hours later. Tley felt unable to make an impact 

upon the relative; this was evident in the statement "nothing goes in". 
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The data suggest staff picked up on the relatives' anxiety but found 
lit 

frustrating and challenging when it was not possible to reassure them. Tlie 

demand of working with anxious relatives was stressful and difficult and staff 

seemed to be over reliant on reassurance as a response and often did not have 

the range of skills and capacity required to manage the extreme emotions that 

they were forced to deal with. 

Although many of the residents had severe communication problems, they too 

expressed their anxiety. This was often communicated in their actions rather 

than through speech. In principle, the residents' anxious behaviour presented 

the staff with the same emotional stresses. 

"Occupational therapy assistant June: Last week Ifelt dreadful, Ijust 

didn't want to come into work I spent some time in the sitting, room but 

the shouting was terrible, it was like bedlam and Ijust wanted to get 

away 

Nursing auxiliary Gloria: Last week was different, it was worse than 

ever. The noise in the sitting room was so bad Ijust couldn't take it. 

There are two new residents; Betty and Patrick and then Sarah who's 

been here quite a long time. Patrick starts shouting: "Help me, help 

me " and that starts off Betty asking to be taken home, and then Sarah 

just screams. 

Nursing auxiliary Wei Kong: Patrick seems to be seeing things that 

aren't there. He's frightened but there's nothing there. He's just so 

confusedyou can't reason with him. " 

Rcflective Work Group 9.1.02 
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All three of the residents referred to in the example had dementia and severe 

physical fi-ailty. The participants in the Reflective Work Group identiricd that 

something had disturbed the residents and made them anxious. Again the 

principal intervention was reassurance through reason, but this was even less 

effective with someone with confusion. This level of anxiety was extremely 

distressing for residents and staff. It was disturbing, which made it difficult to 

stay with the person, as indicated by the staff in the data who'said they wanted 

to leave the area or not come to work. When residents displayed intensely 

anxious behaviours, particularly when mediated by states of confusion, the 

emotional pressure was intense. The care staff in the extract were aware of how 

difficult it was for them to meet the challenges of working with residents in 

these confused and anxious states. T'hey rccogniscd that this was disturbing for 

other residents and that this stretched further their emotional resources to 

deliver the care required. 

Working with degenerating minds and bodies 

All the residents who were admitted to Willow Ward were at the end stage of 

debilitating disease processes such as stroke and dementia. When residents 

were in the final stages of these degeneritive conditions the boundary between 

them and their surroundings seemed less intact. This was "evident in the 

physical care provided, for example, when someone was incontinent it was 

necessary to come into contact with body products and parts that are not 

normally shared with others. Psychological and social boundaries were also 

transgressed when providing care for people whose deterioration had impacted 

upon their state of mind, for example, dealing with residents whose behaviour 

broke the usual taboos such as being racist or inappropriately sexual. 
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Consequently, the type of care required frequently involved practices and 

interactions that crossed usual boundaries to human relationships such as taking 

someone to the toilet, helping someone wash and reassuring very confused 

people. This meant relationships involved a complex sense of intimacy between 

care staff and residents. This was made more ambiguous when residents who 

had dementia reverted to more primitive behaviours. Although the care staff 

realised that most people considered a lot of their work dirty and unpleasant 

they minimized the impact'of this type of work by using strategies such as 

humour and stressing the ordinariness of such work in their situation: 

"Nursing auxiliary Gloria: I had resident Irene to look after and when 

I went into her room she was covered Covered in shit. So I called Celia 

[nursing auxiliary] to help me. We spent ages clearing her up. She had 

smeared it everywhere: sheets, walls ... we even had to send her 

curtains to the laundry because she had managed to get hold of them. 

[Gloria was making gestures about the extent of the mess and she and 

Celia broke into laughter].. We gave her a bath and sorted her out. 

Then Mr Choudhury's daughters came and found Celia who was 

supposed to be looking after their Dad. 71ey called her to see Mr 

Choudhury who had vomited up his feed ... all over himsey, ' the bed 

clothes everything needed changing... never mind, we're used to it. 

[Both Gloria and Celia sank down in their chairs and gave a shrug]. 

Reflective Work Group 24.7.02 
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In the data, nursing auxiliary Gloria recounted these incidents to demonstrate 

what a difficult day her colleague Celia had had. It was clear that they rcaliscd 

cleaning up other people's body waste was unpleasant, but the use of humour 

and a matter of fact delivery stressed the ordinariness of such events and 

reduced the sense of disgust in the account. This was a strategy the staff often 

used when discussing aspects of care that crossed non-nal boundaries in 

relationships. 

Working with dying residents 

The majority of residents who lived on Willow Ward died there (see Table 

Five). In Table Five, the numbers of residents who were discharged is 

confusing as it includes people who were admitted and discharged for respite 

care and people who were discharged for treatment in the local general hospital 

and were possibly readmitted at a later stage. In the qualitative data I was able 

to identify three residents discharged to go home or move to a care home. The 

quantitative data are clear that over the three year data collection period sixty 

seven residents died and that eight of these residents had been living on the 

ward for at least two years. . 
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Length of time residents spent on the ward and how they left 

Length of stay Reason for leaving the ward 

Died Discharged Total 

Between 0&4 weeks 8 13 21 

Between 1&6 months 26 31 

Between 6 months &1 year 14 3 17 

Between 1&2 years 11 3 14 

Between 2&3 years 8 1 9 

Number of residents who left the 
ward 67 25 92 

unbie 5: The length of stay of residents admitted 2001,2002 and 2003 

Table Five refers to residents who were admitted during the data collection 

penod and indicates the longest length of stay as two years, but this does not 

include residents admitted before the data collection period. A few of these 

residents stayed on the ward for over five years. Most residents lived on the 

ward for months or years and staff frequently experienced the death and dying 

process of residents with whom they had formed emotional attachments. 'The 

anticipation of death and actual deaths of residents often provoked a grief 

response in staff. When a resident died, the stafrs most frequently expressed 

feelings of grief were: shock, sadness and a sense of failure. 

In the Reflective Work Groups when staff spoke about a resident's death, the 

mood was usually sombre and they clearly articulated feelings of sadness: 

"Nursing auxiliary Celia: We lost our Edward [resident] yesterday. 

OT assistant June: Laughter 
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Researcher Cheryl: That sounds important 

Nursing auxiliary Celia: mm 

Silence 

Researcher Cheryl: Yesterday, so yesterday Edward died, how does 

everybodyfeel about that? 

Nursing auxiliary Cella: Oh It's very sad; it was very... the place Is so 

quiet 

Nursing auxiliary Meena: It's not quiet -because Betty (resident] is 

keeping everybody going. " 

Reflective Work Group 12.3.03 

In the data extract, I interpreted various responses as significant: the laughter 

and the assertion that another resident was keeping ev'Crybo , dy going seemed to 

be related to grief, but the dominant feeling in the room and the expression in 

the extract was sadness. The pace of speech was slow, the reference to sadncss 

and quiet were all reflective of the depressed feelings exprcssed by the staff and 

linked with the resident's death and subsequent absence. '' 

A less fTequent response was shock. This may be because residents often had a 

period of acute illness before they'died. Despite the old age, frailty and slow 

deterioration of residents' conditions, when there was no warning illness, staff 

expressed shock and searched for explanations as to why the resident died. 

"Nursing auxiliary Rita: She died so quickly no one was expecting it. 

They had moved her to a different room recently- that can sometimes be 

traumaticfor oldpeople, can't it? 
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Nursing auxiliary Gloria: We were on when it happened [pointing to 

another member of the group]. Rebecca [staff nurse] was on the night 

shift and came and got us as we were leaving aj? er the late. She said, 

"Irene [resident] Is dying". 

"en we realised wejust couldn't leave and we said our good-byes and 

she died very quickly, while we stood there. Wejust couldn't believe it. 

Maureen [staff nurse] said she had her bowels opened the day before 

so she wasn't constipated. - 

Reflective Work Group 18.11.03 

In this data extract the staff expressed their sense of surprise at the sudden and 

unexpected nature 
_of 

the resident's death. Later in the same Reflective Work 

Group we discussed how, although the resident was in her eighties, had severe 

dementia and, had been bed bound due to physical frailty, the staff had been 

shocked by her death. T'hey, said there were no signs she might die because she 

had good skin, ate well and seemed to enjoy being cared for by them. The tone 

of the discussion not only related to their surprise, but also a sense of searching 

for the reasons she had died. 

Staff frequently expressed a sense of failure when someone died. This stemmed 

from their attitude towards the aims of their care. Although the residents were 

elderly, at the end stage of disease processes and living dependent lives, 
-the 

staff focused on providing care that was life sustaining rather than palliative. 

This was despite the inevitability that residents would eventually die in their 

care. 
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'Nursing auxiliary Cells: I wish we could have tried a PEGfeed with 

Biddy [resident]. Just to try. [Silence] 

Researcher Cheryl: How did Biddy's death make youfcel? 

Celia: Sad, she was a nice lady, no trouble. 

Nursing auxiliary Theresa: She was a lovely lady. 

Researcher Cheryl: Do you think Biddy would have wanted a PEG 

feed? 

[Silence] 

Nursing auxiliary Celia: She had given up'because she was lonely and 

had nothing to livefor. 

Researcher Cheryl: Ifyou all were Biddy would you have wanted a 

PEG? 

Nursing auxiliaries Gloria and Patience: No 

Nursing auxiliary Theresa: Ifeel like we havefailed" 

Reflective Work Group 30.7.03 

Although the staff here were able to acknowledge the resident had come to the 

end of her life and would not have wanted active treatment such as tube 

feeding, they still experienced a sense of failure when the residcnt did die. 

Unlike hospice nurses Willow staff did not define their aims of care in terms of 

a palliative care philosophy. In the data extract above for example, the issue of 

discussion is a long life and not a good death. Staff seemed to focus on their 

care as a means of sustaining life and on top of the usual grief emotions, fclt a 

sense of failure when a resident died. 
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THE HIDDEN EMOTIONAL DEMANDS OF WORK WITH LIVING 

BEREAVEMENT 

To some extent, I too am used to dealing with the emotional difficulties of 

complex loss in continuing care. As a practicing nurse I have worked in similar 

situations to Willow Ward. In my position as a nurse researcher however I was 

experiencing these activities for the first time after a considerable break from 

practice and had not been engaged with practical care in such a sustained and 

constant way as the staff. In my role as participant observer, I was struck by 

issues related to loss and grief'that seemed to be missing or were glossed over 

in the regular discussions that were initiated by staff in the Reflective Work 

Groups. Ile emotional demands that I recorded in the participant observation 

that were missing from the staff's accounts were: 

1. Working with non-responsive residents 

2. Working with self-doubt and guilt 

3. Working with hurtful residents 

4. Working in isolation 

Each aspect is discussed below. 

Working with non-responsive residents 

In my participant observation, I recorded the experience of caring for a group of 

residents within the unit who were very dependent and seemed to be living a 

life very close to death. I referred to this group of residents as non-responsive 

primarily because of their low levels of verbal and non-verbal communication 

skills. 
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in the participant observation I noted how close to death the non-responsive 

residents were, whilst not actually being'treated as if they were in the process of 

dying. 11ey lived in a stable but highly dependent state, sometimes for years 

and any sense of change in them was difficult to detect. It was evident in my 

use of descriptive imagery that I found it challenging to accept such a person's 

life as viable: 

"Researcher Cheryl: Onfirst meeting Emily [resident] I was shocked. 

Amy [student nurse] was unphased. Emily was sat upright. She was a 

lady in her 90s. She was very thin, her hair was while and sparse and 

she had no teeth. fflýat struck me most was that she had her head back 

and her mouth was wide open in anoval shape [like the painting or the 

modern horrorfilin "the Scream'7. As her neck was extended. the right 

side seemed thicker... I immediately wondered ifshe was dying. I asked 

Amy if she had met the patient before. Without any sense of worry she 

answeredyes and said that'she was always like this and sometimes she 

talked a little... I still wasn't convinced'and double-checked with 

nursing auxiliary Gloria that this was how Emily normally was. It was 

only after double-checking that we started washing her and changing 

her nightdress. " 

Field notcS'30.5.0'1 

Initially I was shocked and horrified by working with the non-rcsponsivc 

residents. It is striking that my field notes from my early participant 

observations have descriptions of residents where I made comparisons with 
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fictitious imagery that are associated with the space between life and death or 

living death. Words such as deathly, zombie and "like a horror film" are often 

in my descriptions at this time. After a while of being involved in the unit this 

tended to disappear and like Amy in the data above I became unphased by the 

appearance and work with non-responsive residents. It was easy to ignore these 

residents after they had had their basic needs taken care of. These residents 

were rarely discussed in care plan meetings or the Reflective Work Groups. 

T'he' residents tended to remain in their rooms and care was given as a matter of 

routine or when a relative requested it. 

Working with self-doubt and guilt 

711C staff found working with residents who were shocked and traumatised 

emotionally demanding. Earlier I described how they became frustrated at not 

able to solve, the practical dilemmas of providing care to residents when the 

care seemed intrusive and frightening for residents. I came across the same 

dilemmas in the participant observation, and also became frustrated. In 

addition, I felt feelings of guilt and doubted my own motivations and abilities. 

T'he next data extract is from a, participant observation and involved delivery of 

intimate care to a resident with learning difficulties. Until his admission a 

couple of months before, he had been cared for by his sister at home. During an 

acute hospital admission he developed an infection and was transferred to 

Willow Ward. The Charge Nurse and psychologist were concerned that he had 

become increasingly depressed and confused. In the extract, I provided care for 

the resident with a more junior nurse. The levels of anxiety made the 

interaction difficult and it seemed the resident was very disturbed. 
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"(7here was a strong smell of urine in the room) As we arrived Harry 

was lying flat out in his bed. He Was wearing a nightshirt. He was 

trying to take it off. He was ripping his clothes. Ile had a scarf around 

his neck, a glasses case by his side and he was holding a ladybird book 

over his penis. It was difficult to get him to respond. Ile seemed 

anxious. Soon he started to say he was cold so we covered hint with a 

blanket. We helped him wash. He was unable to participate at all.. We 

could not get him to follow any directions. I took a lead because the 

patient was very complex. I was able to get him to straighten his legs a 

little. I did this by talking to him and physically casing his legs... 

Agency nurse Sarah took swabs from his nose, groin, throat and 

catheter. We explaine d the procedure but Harry was resistant as Sarah 

put the swab in the intimate parts of his body. I held his hands so she 

could do this. We spoke gently with him and I tried to respond in a non- 

threatening way. If his swabs were clear he would be able to come out 

of barrier nursing and sit in the sitting room with the other residents... 

Ifelt veryfrustrated when trying to get Harry washed. Now writing this 

Ifeel guilty about holding his hands in order to allow his swabs to be 

taken. Although I did this as gently as I could, I did restrain him and It 

is in the same paragraph that I wrote Ifound i1frustrating to look aj? cr 

him. " 

Field notes 29.5.01 

On completion of helping the resident wash and change his bed clothes, I wrote 

that I felt pleased that he didn't smell any more, but sad that I had not really 

been able to help him. Although I had been able to complete the practical tasks 
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I was left with feeling that the care we delivered had not comforted him or 

eased his disturbance. The sense of not being able to help was made worse 

because we needed to carry out procedures that the resident did not comprehend 

or want. Providing intimate practical care for this traurnatised residents raised 

conflicting feelings in me. Whilst carrying out the care I felt frustrated and 

disturbed by the resident's anxiety. Afterwards I felt guilty about my inability 

to comfort the resident and the anger I had towards him. These feelings of self- 

doubt and guilt were not present in the stafrs accounts of this type of work. 

I also found myself experiencing self-doubt when talking with relatives about 

issues related to loss and grief. Like the staff I was often aware of a pressure of 

expectation from the relatives. I had a sense thafthey wanted me to say things 

were all right even when they weren't. The care staff were sometimes 

sympathetic about relatives and often made good relationships with them. In 

the Reflective Work Group though, they seemed more disturbed by a 

perception that relatives blamed them for the resident's state of health, 

deterioration and eventual death, and this made them angry. I did feel a sense of 

responsibility, but I was aware of the terrible pain relatives seemed to be going 

through and was always left with a feeling of doubt about whether I had said or 

done the right thing. 

The resident in the next data extract was very dependent and unresponsive. She 

was Bengali and had had a profound stroke some months before. She was fed 

through a tube and remained on a special pressure-relieving bed for most of the 

time. I was involved in her care when her daughter came to visit. Her son and 

grown up grand-children were regular visitors, but I had not met her daughter 
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before. I tried to ask her if she knew where the residcnt's, hijab (head scarf) 

was. She did not understand me, but became upset: 

"In &oken English and with painful silences, the womdn said she was 

the eldest offour daughters and that the'Others were In Bangladesh. I 

got the impression she had to cope on her own. She said herfather was 

unwell too. I responded in English with things like "that must be 

'difficult" but obviously I made no real impact. At one point she became 

tearful. I tentatively went to touch her arm but she withdrew It. She 

spoke a bit more but I couldn't really understand what she was saying, 

so Ijust nodded and tried to sound reassuring. 

Field notes 28.5.01 

In my notes I recorded that I knew the resident's daughter was upset about her 

mother, but I felt terrible at not being able to communicate with her. I was 

concerned that my interactions had worried her and that my response to her 

upset was culturally inappropriate. Although the language and cultural 

differences between me and the'relative meant this interaction was complex, the 

feelings of self-doubt about doing or*saying the'right thing to relatives who 

were distressed or 'upset were -a common feature in my notes about the 

participant observation. The care staff articulated the practical problems of 

helping shocked and traumatiscd residents and relatives but they did not 

express the same sense of doubt and guilt about the adequacy of the emotional 

aspects of care delivery as I had felt. 
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Working with hurtful residents 

Earlier I described how staff reported that crossing the usual boundaries in 

human relationships involved in caring for extremely confused and dependent 

people was emotionally demanding. Their accounts however minimised the 

emotional impact this had on them. In the participant observation I was aware 

of the complex relationships between residents and their carers. 

Understandably, residents sometimes appeared frustrated by their dependent 

position. They may have been angry and envious of their younger, fitter 

caregivers. When residents reacted in an angry or resentful way at my attempts 

to help them I often became embarrassed and hurt. This was in contrast to staff 

who tended to laugh off or minimize the effects of residents' behaviour on how 

they felt. In the next data extract a resident with dementia asked me for help in 

the communal sitting room: 

"Betty [resident] said shefelt uncomfortable. I tried to help adjust her 

position in the chair but it didn't make any difference. She said shefelt 

cold too, so I went and got her a blanket. Nen my help didn't seem to 

be working she started swearing at me, telling me to fuck off. I was 

aware of being in a public place and was embarrassed at not being 

able to get it right. She accused me of deliberately not helping. her, she 

said: "You know you could help me if you wanted to ". Ifelt terrible. 

She is so hard to be with and Ifind it difficult tofind anything about her 

i like, 

Participant observation 22.3.02 
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The resident in the extract had volatile moods and often swore and shouted at 

staff and fellow residents. The staff expressed affiction for the resident and said 

they didn't mind when she swore. Sometimes I too warmed to the resident, but, 

as is demonstrated by the data extract, I was hurt by her rejection of my 

attempts at helping her and often found I did not like her. Some residents 

seemed to resent care staff and may have envied their independence. Although 

the care staff did not articulate this view, insulting behaviour often related to 

issues pertinent to dependence. In the next example the nursing auxiliary 

explained how she responded to a resident who cursed her. 

"Nursing auxiliary Maria: Yes Molly curses you she says "May God 

punish you and your children. May you end up In a wheelchair and 

your children die. [laughing] 

Researcher Cheryl: That's dreadful, how does that make youfeel? 

Nursing auxiliary Maria: Oh it's nothing, she's confused and doesn't 

know what she's saying. Ijust'laugh it off and go home and don't think 

about it. 

Reflective Work Group 19.11.03 

Although nursing auxiliary Maria was protecting herself from the resident's 

anger and possible envy, by denying her capacity to make an impact and 

walking away she also emphasised the resident's dependent position and 

powerlessness by not letting her curse have an impact. 

Another aspect of some resident's abusive behaviour was racism. Ethnicity was 

an important aspect of the relationship between residents and the staff. As 
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described earlier (Chapter Two) the majority of the residents were white and 

bad grown up in East London. In contrast all of the staff, except for, the Charge 

Nurse, psychologist, occupational therapist and one of the consultant doctors, 

had Aftican, Caribbean, Asian or East Asian heritage. As a white person, I am 

not aware of ever having been racially abused, and I was shocked when I 

observed it or heard the stafrs accounts of offensive language. The care staffs 

account of some of the residents' racism towards them was recounted in a 

matter of fact way: 

"Nursing auxiliary Rita: That's nothing, they call us all sorts; blackie, 

black bastards, paki, whores, monkey. 

Nursing auxiliary Gloria: Even little Lucy [resident] called me 

blackie. 

Researcher Cheryl: That made me feel terrible as you said that, the 

hairs on my arms stood up, it's so awful and hurtful. 

Nursing auxiliary Joyce: Yes, it hurts. 

Nursing auxiliary Celia: No, it's not hur(ful, it's just one of those 

things. We have to go to work every day. So we get used to it and laugh 

about it. 

ýI 
Reflective Work Gmup 18A 1.03 

I sometimes found residents' abusive language and hurtful comments 

influenced the way I felt about them. I was sometimes offended or angered. 

Even though in the data extract one nursing auxiliary does say racist abuse can 

be hurtful, the general response to this type of interaction with the residents, was 
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to laugh it off or say it didn't affect them because they were used to it and that 

the residents are too ill to know what they're saying. 

Working In Isolation 

Another feature of my participant observation was the sense that the ward was 

isolated from the rest of the hospital and other members of the multidisciplinary 

team. Although medical care was given to the residents it seemed separate from 

the nursing systems. I rarely encountered doctors unless I targeted my 

observation periods to coordinate with the weekly doctors' rounds and on a few 

occasions these were cancelled. The two participants in the research who were 

not from a nursing discipline were the occupational therapy assistant and the 

psychologist both of whom left during the data collection period and were not 

replaced. I found the lack of support from other disciplines frustrating. Tbc 

staff however seemed resigned to this position: 

"Researcher Cheryl: My frustration is that either you are upstairs 

[referring to the rehabilitation wards] for rehab or downstairs 

[referring to Willow Ward] and you're not. I can think of quite a few 

residents who would benefitfrom a physio or speech therapist. 

Later in the discussion 

Nursing auxiliary Geeta: 4j? er that the doctor said he needphysio. Ile 

made referral and nobody got back 

Occupational therapy assistant June: Are you sure it's [the referral 

form) gone over there. 

Nursing auxiliary Geeta: Yes, yes it's definitely gone. It's the same as 

when Constance Williams [resident] needed the speech therapistfor a 
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swallow assessment it took a long time and so much chasing up. And 

every time you saw Constance she would say: "when is the speech and 

language therapist coming, can I eat and drink yet? 

Reflective Work Group 15.5.02 

In the data extract the occupational therapy assistant and myself were angry 

about the lack of involvement in the residents' care by the other disciplines. We 

were also frustrated by the passivity of the staff who seemed to accept the 

futility of trying to make referrals. After a time I noticed that my anger about 

this issue waned. I came to realise I was finding the work and lack of 
I 

appreciation of it tiring and depressing. 

THE TRAJECTORY OF LIVING BEREAVEMENT: DEVELOPING 

UNDERSTANDING THROUGH SOCIAL RESEARCH 

I have discussed themes that emerged from the care stafrs perception of the 

emotional demand of their work with the complex losses involved in continuing 

care for older people. Through my participant observation I noted there were 

aspects of this demand that I experienced and they omitted to speak about or 

glossed over. These aspects of the emotional demand were explored further in 

the Reflective Work Groups and provided the key to uncovering the issues and 

obstacles that were relevant to developing the care staffs capacity for working 

with emotions. In the next section I will discuss the care staff s perceptions of 

their role in relation to the literature about loss and grief in continuing care. 
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The care staff s experience of living bereavement could be chaotic. In one 

. Reflective Work Group several themes could emerge at the same time. Shift 

work patterns also meant that some care staff misscd out on expcncnces and 

some people were not be present when the residents died or were admitted. Ile 

individual care staff member has a disordered and fragmented experience of the 

living bereavement trajectory. In one shift, they may move from their own 

anticipation of someone dying to a relative's anxiety about a newly admitted 

resident. This movement can occur in a relatively short space of time. 71c 

sense of disorder and fragmentation was mirrored in the body of knowledge 

(Chapter Four) and reported omissions and disjointed approaches to care. Care 

staff coped with the disorder of their experience by organising their work and 

focussing on certain aspects of it. In Willow Ward, when direct communication 

about emotions was needed it tended to be deferred to more senior staff and 

therapists. This was particularly evident during the admission process. 

Disorder from the start 

The admission period is a monumental experience for the resident 'and their 

family (Nolan et al 1996; Dellasega and Nolan 1997). The residents" fcclings of 

separation (Reed and Morgan 1999) and the relatives' guilt and emotional 

turmoil (Dellasaega and Nolan 1997) make the experience painful and difficult. 

As I have explained, the care staff at this time were primarily involved with 

learning about the care for the new resident. They have to cope with the 

residents' shock and often find relatives' needs difficult to manage. 

The literature reflects the disappointment the residents and their families have 

about staff at this time (Sandberg el al 2001; Davies and Nolan 2004), but no 
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intervention studies specifically focused on this area of loss and few mentioned 

it in the context of other issues (Drysdale et al 1993). The literature reports the 

admission period as being an emotional time. Research that explored the 

residents' perspective often reported that residents were angry with their 

relatives (Kelly 1991; Laufer 2001). Iliere was little reference to this in studies 

of the relatives' perspective (Sandberg et at 2001; Davies and Nolan 2004). 

Moyle el at (2002) support the observations made by Willow Ward care staff in 

pointing out that relatives often present as being content with continuing'care 

provision but under the surface they are seething with rage and often have a 

tendency to compensate for the loss of their loved one by shifting the blame for 

their relative's condition onto the staff and organisation. Ashburner et at (2004) 

imply that care staff have a tendency to displace angry feelings about residents 

onto relatives and colleagues. 

I propose that living in a continuing care environment is an intense emotional 

experience. The admission period requires staff to contain a complex set of 

emotions in which anger is a significant but infrequently recognised factor. It is 

an area of care where the emotion and practical work become intermingled. It 

requires some counselling type skills related to the adaptation to 

institutionalised care and emotional sensitivity in the provision of the practical 

care. There is a lack of focus in the literature on how to manage feelings during 

admission and often the nursing auxiliary grade, who provide a lot of the 

practical care, bear the brunt of hostile feelings. I suggest that when research 

and care staff report a lack of priority given to careful and thoughtful admission 

or that there is an incoherent approach to transfer of care from one setting to 

another, there is a need to address the containment of feelings such as anger 
I 
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that are provoked by admission. This is important because it sets up the start of 

what can be a long relationship and marks out a pattern for how conflicts in thc 

relationship can be resolved. 

Unbounded bodies and emotions 

There was a focus in the care stafrs accounts on the practicalitics of their work. 

Even when there was an obvious emotional component they often concentrated 

on practical responses. Costello (2001) rccogniscd this in the care of dying 

patients and Martindale (1989) described how he became preoccupied with the 

physical aspects of old age when providing psychotherapy for older clients. lie 

suggested it is important for therapists not to be drawn away fmm the 

emotional experience. This is particularly difficult in Willow Ward because of 

the severe dependence of the residents and the high levels of physical need. I 

suggest that is impossible to separate emotional and body care in this context 

and the integration of the two components is vital for the resident's quality of 

life. 

Lupton (1998) provides a useful explanation about the relationship between the 

mind and the body. She describes the embodiment of emotions and argues for 

bringing back the body into the emotional sphere. With this in mind, the care 

staff were providing emotional care when providing practical care. I suggest 

this type of emotional care for patients and residents is less valued than talking 

approaches to emotional care and there is a tendency to denigrate the important 

skills in providing physically safe and emotionally therapeutic practical care. I 

propose that this relates to the attitudes related to unbounded bodies that 

Lupton (1998) describes. 
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She suggests modem societies view the relationship between mind and body in 

a particular way. She suggests keeping ones body boundaries controlled and 

distinct from other bodies has become an essential feature of contemporary life. 

Breaking down of the boundaries between inside and outside bodies is viewed 

as disgusting. She explains that in modem times there has been more emphasis 

on closed body/self and this by association relates to emotions. Bodies and 

emotions have come to be seen as more private and tightly regulated. On one 

hand this can be viewed as evidence of a progression in humanity, and on the 

other it can be seen negatively as being emotional can be viewed as a lack of 

control (ibid). 

In Willow Ward the residents' degenerative conditions meant their bodies and 

emotions were unbounded. Lawton (1998) describes how people in hospices 

underwent a form of what she called dirty dying when wounds, incontinence 

and vomiting left their bodies unbounded. She argues this is particularly 

difficult for modem communities to cope with. It could be argued that residents 

with dementia lose the internal mechanisms for holding their own thoughts and 

emotions (Waddell 2002) and their mind becomes unbounded. I have described 

how a significant part of the care stafrs role was to work with people whose 

bodies and minds seemed out of control. I suggest there is an emotional 

demand in the provision of care in this aspect of this work. I agree with, 

Martindale (1989) that we should not focus on the physical as an avoidance of 

the emotional, but it should be recognised that there is a complex emotional 

component to practical care which receives less attention in the literature and 

practice setting. 
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The certainty and uncertainty of death 

The end of a resident's stay in continuing care was usually death. 71ic nature 

and anticipation of death in old age has been marked out as a unique feature of 

continuing care environments (Hockey 1990: Froggatt 2001) and this reflected 

the experiences described in Willow Ward. The research in residential carc 

suggests that older people's health seemed to deteriorate over comparativcly 

long periods of time resulting inevitably in death. Death was somctimcs 

preceded by a period of ill health, warning that death was coming, but on othcr 

occasions residents made recoveries and lived on. This was frequently 

described as residents bouncing back from near death illness (Froggatt 2001). 

The literature reflected a contradiction about death in the continuing care 

environment. There was uncertainty about the death of older people that 

seemed to run alongside its inevitable certainty. This seemed consistent with 

the findings in this study. Hockey (1990) and Froggatt (2001) rcfcr to it as a 

tension between living and dying in long-term care institutions, and Laufer 

(2000) articulated it as a feature of her therapeutic relationship with a 90 ycar 

old woman: 

"As the therapist, our short time together evoked a wealth of deeply 

personalfeelings in me. Until the last day ofter 10 1probably retained 

fantasies of her continuing to live. 

(Laufer 2000, p713) 

In Willow Ward, despite the undeniable fact that residents were likely to dic 

sooner rather than later, care staff seemed to demonstrate an attitude that they 

were trying to keep residents going. Much of their care was aimed at 

prolonging life and there was little consideration for palliative care principles. 
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They seemed to "turn a blind eye" to the inevitability and certainty of death and 

often'expressed a sense of failure when someone died. I suggest the bouncing 

back experience that occurred when residents recovered after an acute period of 

illness gave care staff a sense of satisfaction that was often not available in their 

work. This makes it difficult to implement care practices underpinned by 

palliative care principles, even though they seem logical. 

Ile thematic findings recognise the trajectory of living bereavement in 

continuing care. It is also important to notice that the actual experience is 

disordered, unbounded and uncertain. Some of the emotional demand was also 

missing or glossed over in the care staff's accounts. It is suggested that care 

staff socially organise their work in order to regulate and separate dying 

(Hockey 1990; Froggatt 2001) and unbounded bodies (Lawton 1998). Lee 

Treweek (1996) described how residential care staff ordered and regulated 

residents' emotions because they were perceived as dangerous. Using Lawton's 

(1998) understanding of embodied emotions, the ordering of death and body 

care are inextricably linked with emotion work. In my observations of the work 

with loss and grief in continuing care I noted how care staff glossed over 

residents' hurtful remarks and behaviour that might be considered socially 

unacceptable. I also noticed that specific groups tended not to mix with other 

residents. The non-responsive residents spent their time in their own rooms and 

so did residents with greater cognitive abilities. It is my suggestion that these 

social practices reflect the emotional demands in the care. In the next three 

chapters I will discuss how the emotional demand shaped the social practices 

related to care for dependent older people in the continuing care setting. 
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SUMMARY 

I have articulated the themes that arose from the care stairs pcrccptions about 

loss and grief in Willow Ward. They expressed a trajectory of loss that began 

with the shock and trauma of admission to the ward. They described the grief 

that relatives endured and were able to identify issues of anxiety particularly 

related to separation from loved ones and home. There was also a strong 

emotional demand in providing care for- such dependent residents whose bodies 

and minds were degenerating as a result of the chronic illnesses they suffered. 

Finally, the care staff recognised that anticipating death, caring for dying 

residents and the bereavement experience were all significant parts of the 

emotional demands of their work. 

In my participant observation I noted aspects of the emotional demand that the 

care staff omitted or glossed over. This included caring for a group of residents 

who were profoundly dependent and had minimal communication skills. I 

referred to these residents as non-rcsponsivc. I observed how I felt doubt and 

guilt about the levels of care I provided whereas the care staff seemed sure and 

certain about their work. I was aware that I found some residents' behaviour 

unkind or unpleasant whereas the care staff seemed to suggest that this sort of 

behaviour didn't matter because the residents were too ill to know what they 

were saying. Finally, I missed contact with other professional groups and fclt 

isolated in Willow Ward. 

The care stafrs experience was not sequential or organised. This meant some 

issues seemed to slip by unnoticed. The lack of direct communication and the 
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emphasis on practical issues at the start of a resident's admission affected the 

relationship between care staff, residents and their families. This style of 

helping someone settle in to the ward meant important feelings were not 

addressed and unhealthy patterns of relating were established. The dependent 

and degenerating conditions of residents' health meant care staff were expected 

to provide high levels of emotion work through the medium of practical care. 

The emotional work contained in practical care is less valued in contemporary 

society and there seemed to be a lack of recognition of its importance. Finally, 

death and dying were complex issues. Despite the certainty of death and dying 

care staff sustained a sense of keeping things going. Tle rewards of success 

when a resident bounced back from illness mitigated against a palliative care 

approach. Other authors have explained care stafirs response to these issues in 

terms of their social practices. In the next chapter I propose psychological 

factors that shaped the social practices and customs in Willow Ward. 

Aspects of the emotional demand that were not usually discussed were analysed 

in the containing environment of the Reflective Work Groups. Over time the 

care staff brought important and difficult issues to the group which were 

discussed in depth. 1, in turn, took the discussions to the Tavistock Supervision 

Group where we analysed the content and processes of the work. Tbrough this 

process it was possible to identify when psychological defences were alive in 

the work and to formulate suggestions about the source of any anxiety. In the 

next chapter I discuss one Reflective Work Group that illustrates the 

psych ological defences care staff used to protect themselves from the most 

disturbing aspects of the emotional demand. I have selected a particular 

Reflective Work Group that illustrates the psychological defences that have 
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been identified as significant over time. In the second half of the chapter, I 

suggest that there are certain emotions that arc unacceptable and unbearable 

that necessitate the use of psychological defences in continuing care. I discuss 

the formulations about these disturbing feelings in the light of relevant 

litemture. 
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CHAPTER 8- PSYCHOLOGICAL DEFENCES AGAINST 

LIVING BEREAVEMENT: AVOIDING AND GLOSSING 

OVER THE UNBEARABLE AND UNACCEPTABLE 

EMOTIONAL DEMAND 

This chapter illustrates the psychological defences that I suggest care staff used 

to protect themselves from unbearable and generally unacceptable feelings such 

as anger, hatred, guilt, envy and despair. In Chapter Seven I identified aspects 

of the emotional demand that remained hidden and were not spoken about. In 

this chapter I describe the way the care staff avoided or glossed over distressing 

emotions and I will demonstrate how new meanings were uncovered using the 

containing mechanisms of the Rqflective Work Groups. In the final part of this 

chapter, I will discuss relevant psychoanalytic theory applied to the findings. 

This will strengthen my claims and place them in an appropriate theoretical 

context. 

The links of containment in the research were designed to allow participants 

(including me) to come closer to the unbearable and unacceptable parts of the 

emotional demand. As described earlier, emotions cannot be identified in 

isolation as part of a stage by stage version of grief. More likely people pass 

between states of mind reflective of thoughts and feelings both dependent on 

and produced by the social context they are in. In this chapter, I present a fine 

grain version of findings using an example of one Reflective Work Group. 

Details of the data are given to provide the texture of the group's interaction 

and the emotional experience. The presentation of these textured findings 

allows the reader to make judgements about the validity of my interpretations at 
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the time of the group and to evaluate the conclusions I have extrapolated 

following input from the Tavistock Supervision Group and making links with 

theory. 

The purpose of presenting findings in this way is both to give a texture to thc 

care stafrs emotional experience so that the complexity can be more fully 

understood and to ensure the methods I have used to understand it arc clearly 

visible. These textured findings authenticate the claim that the research is 

psychoanalytically informed and give an account of how psychoanalytic 

concepts such as psychological defences and internal conflicts are understood 

in the research. Iley also show how the data projuccd by paying attention to 

the researcher's feelings (counter-transference) have informed a more in-depth 

understanding of the emotional demand. 

It is not my intention to pin down the care stafrs feelings in order to display a 

static and lifeless version of them. I want to show how the repetitious nature of 

the long term Reflective Work Group meant it was possible to test out ideas 

with participants about the possible nature of the distressing feelings connected 

to their work. In order to do this it was crucial to identify psychological 

defences which avoided or glossed over significant issues and to formulate 

suggestions about what was being avoided or glossed over. I have selected a 

particular Reflective Work Group for this chapter because it contains 

formulations that I have identified over time as significant to the research aims 

and it provides an extreme case that enables clear illustration of emotional 

issues that are central to this thesis. , 
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My formulations were arrived at through the repeated links in a chain of 

containment. This included discussing experience in the Reflective Work 

Groups with the care staff, discussing and trying out new ideas about the 

research in the Tavistock Supervision Group and taking fresh formulations 

back to the Reflective Work Group for the participants to consider. Sometimes 

when formulations were fed back to participants they were rejected. It was 

difficult to know whether this was because the formulation was wrong or 

because the staff were psychologically resistant. Similarly, when formulations 

were readily accepted it was hard to know whether they were accurate or 

whether they were more comfortable and supportive of psychological defences. 

It was only possible to unravel this through examining my counter-transfcrence 

feelings. 11is meant over time, it was possible to get a sense when nods or 

silences were a thoughtful taking in of a suggestion or a concrete resistance. I 

have tried to account for my interpretations by giving details about the care 

staff's response especially when it was felt in the counter-transference. This 

should enable the reader to evaluate the effectiveness of my ability to interpret. 

The most significant indicator of the usefulness of an interpretation was when it 

produced a shift in the way issues were thought about or discussed, particularly 

if it led to a development in practice which will be discussed in Chapter Nine. I 

have made claims that are true to my own understanding and authenticated 

through the processes of containment and supervision within the 

psychoanalytically informed action orientated approach. 

The next section relates to a complete Reflective Work Group which has been 

transcribed in Appendix Five. This is an illustrative case of the suggestion that 
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the emotional demand of working with complex loss in continuing care for 

dependent older people involves internal conflicts that provoke feelings that are 

generally unacceptable and are kept below the surface of experience by i 

unconscious processes. I will use this case to demonstrate how the Reflective 

Work Groups explored the internal conflicts and psychological defences by 

allowing these unacceptable feelings to be aired and experienced. The practices 

I identified as psychological defences that arc significant to the aims of this 

research are: 

1. Keeping out stmngers 

2. Being on the offensive all the time 

3. Denying residents' capacity 

4. Valuing feistiness and ignoring non-rcsponsivencss 

5. Believing in Willow Magic 

6. Being like a family 

The Reflective Work Group I am going to discuss was about Betty (a resident). 

She was a woman in her eighties with a long history of mental health problems. 

She was mentally and physically frail and required help with walking and basic 

skills such as dressing. She was regularly rude and verbally abusive towards 

staff and other residents. In her working life she had been a landlady in a pub. 

She had a large collection of photos of her and her sisters when they were in 

their twenties and thirties and a photograph of her two children when they were 

small. She spoke of a partner who the staff assumed had died. She was admitted 

from a residential care home when her behaviour became too difficult to 

manage. She was estranged from her now adult children. When she did 
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eventually die, her son was informed but declined to attend the funeral. She had 

no visitors during her stay on Willow Ward. In previous discussions, the care 

staff had spoken about her with affection even though she was often racially 

abusive towards them. They said they liked her because she was feisty and kept 

the place going. 

The care staff described how Betty had made a complaint about them to a 

senior doctor. She had suggested they were abusive because they were rough 

when moving her, for example, helping her in and out of bed using the manual 

handling equipment. It was'unusual for residents and relatives to make 

complaints, but when they did it had a big impact and staff used the Reflective 

Work Group to discuss what happened. The care staff s response to this 

complaint was not to protest their innocence, but to suggest that they needed 

someone to witness the abuse that they endured. 'Me following data extract was 

told in an agitated way to me. What was said suggested the staff felt they had 

been misjudged but the way the account was delivered, the contradictions and 

what was left out suggested the staff were anxious and sclf-doubting about the 

incident: 

48. "Nursing auxiliary Hortense: If they could see, just hatf an hourjust to 

see what we do. One, afternoon or one evening. "en we are getting 

someone up or taking someone to the bathroom orjust one evening when 

we are putting them back to bed. 

49. Nursing auxiliary Gloria: Likeyou do [lots ofagreementl 

50. Nursing auxiliary. Celia: Just to come andjeed them. Then someone like 

resident Betty. The insults we havefrom that woman. 
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5 1. Nursing auxiliary Hortense: Just for half an hour, not a whole hour 

because they won't be able to cope. 

52. Nursing auxiliary Gloria: See you, you heard Betty. what Betty calls us. 

53. Nursing auxiliary Meens: A yeah 

54. Nursing auxiliary Gloria: Betty went to the doctor to complain that the 

nurses had been bad to her. She herself told me this [said with laughter] 

that she had told the doctor that we were roughing her out. Bulyouknowif 

you just pass and Betty will call you a name. Because the doctor didn't 

know what she was like. Thefirst reportfrom Betty, they believe It, I know 

they believe it. Because the following day that young Doctor Emma. She 

was talking to Betty in her room and Betty said she wanted the toilet. That 

doctor was with me'and Betty in the toilet she wanted to help me and Betty 

so I said I am going to get my nurse. I called nursing auxiliary Maria. I 

know she believed that Betty was telling her we roughed her up. So she 

wanted to seefor herseorwhat happens. 

55. Nursing auxiliary Hortense: So she did stay and watch. 

56. Nursing auxiliary Gloria: A little bit, then I said because the room was 

too crowded with the hoist and that so she had to leave. 

57. Nursing auxiliary Celia: Was she calling and all that 

58. Nursing auxiliary Gloria: She wasn't too bad. she just said she was In 

pain, don't use the hoist things like that. Before these big Insults started. 

She wasn't there long enough to hear the name calling. 

59. Nursing auxiliary Angela: Isn't there another side to this a psychological 

side to this. As people get older umm, in ly'e [pause] they change and 

because we are not of that age group we should have more understanding 

umm. 
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60. Nursing auxiliary Gloria: Yes, hut they will believe Betty and they will 

think we are doing something to Betty, that's what I'm saying. 

61. Nursing auxiliary Angela: There is afor and against here. The doctor in 

her own se1rhas been practicingfor so long and I am sure this is not the 

first hospital she has been to or whatever. And she should have 

understanding this is what you get from certain people. That's if it should 

be understood, as a doctor well I'm sure she has experienced verbal abuse 

as well. [Yes lots of agreement] If they m ake a complaint it shouldn't really 

stand unless how can I say? 

62. Nursing auxiliary Gloria: A bruise or something 

63. Researcher Cheryl: So youfeel very vulnerable 

64. Nursing auxiliary Hortense: We are always vulnerable 

65. Researcher Cheryl: Well you are vulnerable because you are working 

with people with dementia who could say anything about you. 

66. Nursing auxiliary Celia: According to Doctor Ricci [discussion about 

which doctor he is] he said he has known this woman a long time and she 

has made accusations before., 

67. Nursing auxiliary Hortense: Oh he knows 

68. Nursing auxiliary Angela: Yes, yes 

69. Nursing auxiliary Gloria: But this new man hasn't. [Lots of excited 

agreement] 

70. Nursing auxiliary Angela: Belly is not the first patient he has come 

across. 

71. Nursing auxiliary Celia: She's a dijficult patient when she used to be at 

home and wouldn't let the nurses come and look after her. [More excited 

talk] 
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72. Shefell down 5 times a day before she let them come In. Her doctor knows 

her. 

73. Nursing auxiliary Meena: Ile's ajunior doctor and he doesn't know her. 

74. Researcher Cheryl: It's quite important you know I believe you. 

75. All: Yes 

76. Researcher Cheryl: I'll tellyou a story about Doctor Emma, I was looking 

a)? er Mrs Begum, giving her suction and mouth care one morning. In the 

ward round later that day, she came into the room with the other doctors 

for the ward round Mrs Begum had horrible fluid coming out her mouth 

and nose and that doctor went and wiped her mouth. I wanted to say look 

we've been looking afler her all morning, honestly. Ifelt guilty, but the 

doctor wasjust trying to be nice. 

77. Agreement, yes, yes. [General] 

78. Nursing auxiliary Gloria: I had been aj? er you and changed her little 

towel. 

79. Researcher Cheryl: yeah but you can't stop her nose dribbling when you 

are not there. The doctor was just acting kindly but I was suspicious, 

because Ifelt gui4. I think it's the nature ofyour work and your clients - 

whoever it is - whether it's me, Charge Nurse Steven. agency nurse or you 

wefeel very guilty. because we can't make it better. 

80. Nursing auxiliary Hortense: You always have to be on the offensive all 

the time. 

8 1. Silence 

Reflective Work Group 3.4-02 (Appendix Five, paragraphs 48-8 1) 

In the next section I will discuss the psychological defences identified in this 

part of the session. 
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Keeping out strangers 

It is my suggestion that the care staff are reluctant to let in strangers (that is, 

people who are not regularly involved in the day-to-day care), because it 

threatens their sense of certainty about the adequacy of the care they provide. In 

the example, a response from the care staff to the accusation of abuse by a 

resident was to express their desire for people outside Willow Ward to share in 

their work and witness their side of things. In particular they wanted people to 

see the emotional demand in the personal care they provided such as taking 

people to the bathroom or helping them back to bed. However, when Doctor 

Emma did offer to engage with their work by witnessing, and joining in with 

care, the offer of help was resisted. Nursing auxiliary Gloria declined practical 

help and summoned someone who was "her nurse". In fact she only let the 

doctor stay for a short time before she asked her to leave because the bathroom 

was too crowded. On the one hand the care staff expressed the desire to share 

the responsibility for care with managers and other members of the multi 

disciplinary team, on the other they mistrusted any offers of help and seemed 

afraid to let anyone in (paragraphs 48-56). 

In the session I acknowledged how vulnerable the care staff felt and suggested 

that their suspicion of people's motives was related to guilt and a fear of being 

criticised, (paragraphs 63,76,79). There was agreement 
- 
about feeling 

vulnerable (paragraph 64) and they did not reject my suggestion that caring for 

the residents can stir up feelings of guilt. Although they seemed to relate to my 

example of how I felt guilty when someone from another discipline helped with 

nursing work they were not as comfortable with this part of the formulation. On 

other occasions when I made this type of interpretation the care staff responded 
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similarly. 

The care staff usually agreed that they were vulnerable to accusation bccausc 

some residents were confused about the care provided. I'licy acccptcd less 

readily that they might have guilty feelings or uncertainties about the 

adequacics of the care provided. I am not s uggesting the care staff are abusive, 

I am suggesting that it is very difficult for them to acknowlcdgc that there 

might be any deficiencies in the care they provide and that offers of help wcrc 

oftcn'experienced as criticism. 17his is countcr-intuitivc, as it is not possible to 

provide perfect care all the time in such challenging environments. I suggest 

care staff's ambivalence about allowing other multidisciplinary team members 

in to provide help and offer expertise relates to fcclings of vulnerability of 

being accused of being inadequate mixed with feelings of guilt about the 

inevitable imperfections in their under resourccd, frequently ignored (scc 

Chapter Two) and difficult work. Care staff were resistant to letting people in 

to the internal workings of the ward because their ideas were likely to introduce 

a sense of doubt and challenge the certainty they adopted about the care they 

delivered. -Nursing auxiliary Hortense captured this when she said: "You always 

have to be on the offensive... " (paragraph 8 1). Although she did not explain 

this at the time, I recognised this from my observations when I first came to the 

ward. The care staff seemed suspicious of newcomers and kept themselves to 

themselves. This initially felt like they were unfriendly or even hostile. 

Being on the offensive all the time 

The care staff sustained a psychological defence that prevented different and 

new perspectives being allowed in with outsiders. I have argued that this was 
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because alternative views and suggestions were felt as criticisms and stirred up 

intolerable guilty feelings. Part of the defence was to insist that outsiders could 

not or would not share the responsibility by witnessing or joining in residents' 

intimate care. This manifested in an attitude that assumed help would be 

inadequate before it was even offered. Earlier, nursing auxiliary Hortense had 

suggested that people outside Willow Ward would not be able to cope with 

their work for longer than half an hour (paragraph 51). When'Doctor Emma did 

want to share the responsibility it was the care staff who could only tolerate it 

for a short time. It was true that very few multidisciplinary team members were 

allotted clinical working hours to the continuing care ward, but the care staff 

also played a role in keeping themselves cut off from outside influences. The 

Psychologist, occupational therapist and I had all received strong resistance 

about becoming involved with the care staff at the initial stages of the research. 

At first we experienced the care staff as unhelpful and even hostile. It seemed 

new ideas and approaches were only welcome as we became honorary insiders. 

The complex work of using manual handling equipment with residents who 

have dementia is very difficult and Doctor Emma's perspective may have been 

helpful in trying to find new ways informed by her medical knowledge. Perhaps 

equally importantly, Doctor Emma may have been offering an empathic 

understanding of the challenges of trying to maintain a sympathetic attitude 

towards a resident who says hateful and hurtful things. This could have been 

emotionally supportive for the care staff. 

Denying residents' capacity 

In my experience of Betty's insults and abusive behaviour I had found it 

difficult to like her and had been hurt 
land 

embarrassed by her comments (see 
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Chapter Seven). In previous Reflective Work Groups, care stairs discussion 

about Betty had been full of affection and good humour. The potcncy of the 

residents' feelings of hatred and anger was numbed by denying their capacity to 

know their own minds. This also served to 'avoid any reciprocal fcclings of 

anger and hatred in the care staff. Phrases such as "She doesn't mean it" "I just 

laugh, he doesn't know what he's sayine and "She's harmless really" wcrc 

common. At one level this strategy keeps feelings of angcr and hatred at bay. 

These comments can also be used in a punitive way or as put-downs. The 

expressions take the sting out of residents' abusive comments by claiming they 

do not have the capacity to be insulting. This reinforces the care staffs position 

of power and the residents' position of dependence. I suggest that it is very 

difficult for care staff to acknowledge that residents have fcclings of anger, 

hatred and envy about them. This may be because it is too painful to accept 

these feelings or it may relate to the unbearable and unacceptable fcclings it 

provokes in return. 

Valuing felstiness and Ignoring the non-responsiveness 

Previously, even Betty's most hurtful insults had been laughed off and 

forgiven. Another strategy used to numb abusive comments was to say that care 

staff didn't mind rudeness or insults because the resident was fcisty. It was 

common for the care staff to categorise residents in terms of their liveliness. 

Some residents were seen as feisty or lively whilst others were spoken of as 

nice and quiet and the least active were hardly spoken of at all. 

Feisty people like Betty were seen as contributing to keeping' the place going by 

adding to a lively energy. Tle nice and quiet residents did not contribute to a 
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sense of liveliness by speaking out or being loud, but they participated in a less 

obvious way. For example, they might have been part of the group of residents 

who sat in the sitting room or ate in the dining room or who had interactive 

relatives. 'Me least active residents were those whose physical condition had 

left them in a very dependent state requiring nursing care in order to survive. I 

described these residents in Chapter Seven as non-responsive residents. These 

residents seemed to exemplify the care staff s dilemma. They needed the care 

staff to provide care in order to keep going (stay alive) but they made little 

response to any of their interventions. These residents did not usually go in the 

day room and spent most of their time in their own rooms. On the rare 

occasions this type of resident was discussed in the Reflective Work Group, it 

was hard to sustain the discussion. There was often a sense of fiftility in the 

group and sometimes participants asked what was the point of talking about 

such a resident when nothing changes for them. It is my suggestion that 

focusing on feistiness and ignoring non-responsiveness allowed the care staff to 

avoid and deny the feelings of frustration, hatred and despair associated with 

the profound levels of dependence and their own powerlessness to make any 

difference. 

As the discussion progressed it became evident that Betty's behaviour was 

related to a spate of deaths that had occurred. Six residents had died in the 

preceding two weeks, which is an unusually high number of deaths for Willow 

Ward. This stirred up anxieties for both residents and staff. Betty had voiced 

her anxieties by accusing the staff of murdering residents. The care staff in the 

group described how Betty's roommate Razia had died whilst she was present: 
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93. "Nursing auxiliary Hortense: She was in with Betty. 

94. Nursing auxiliary Gloria: Yes, Betty was making so much noise She was 

making noise. Then resident Razia wai making so much noise. So I was 

saying to Staffnurse Maureen, maybe Razia is not that deaf. she can hear 

a little bit because Betty was making her usual and Razia was making It 

back Razia was doing that talking she do and holding on to her cover. 

Then in the morning, we were in and out of there because of Betty, and 

she [Razia] was all right. In the morning we started In the two MRSA 

rooms then Staff nurse Rebecca and her nurse did Betty and then they 

went to change Razia. All of a sudden you hear Razia cough and then I 

came out the MRSA room and washed my hands and she had gone. Just 

like that. 

95. Researcher Cheryl: Very sudden 

96. Nursing auxiliary Gloria: Very sudden 

97. Nursing auxiliary Meena: Betty was there when she died. 

98. Nursing auxiliary Gloria: Yeah 
1 

99. Nursing auxiliary Meena: Because Betty was complaining that they 

killed a woman. She's scared we are going to kill her 

100. [Laughter]. 

101. Researcher Cheryl: SoBetty'sfrightened 

102. [Lots ofgeneral talk] Yeah, yes 

103. Nursing auxiliary Meena: She's frightened because they killed the 

womanyouknow? 

104. Nursing auxiliary Gloria: Remember with Miriam. It's the same thing 

she says we murdered Miriam 

105. Researcher Cheryl: So she is aware ofMiriam as well. 
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106. Nursing auxiliary Gloria: She says we murdered thatpoor woman. 

107. [Lots of talking over each other and some laughter] 

108. Nursing auxiliary Hortense: Oh no 

109. Nursing auxiliary Gloria: She sits next to [another resident] and she 

says "Oh they think I'm stupid I know ". 

10. Researcher Cheryl: Betty is never going to say, "Oh isn't it a terrible 

thing that so and so has died" 

1. All: No, no. [lots of talking over each other, Researcher Cheryl trying to 

make a point but losing it a bill 

112. Researcher Cheryl: She doesn't talk in that way, but it is her way of 

expressing what has happened. 

113. Nursing auxiliary Hortense: She makes it that you are the culprit 

114. Researcher Cheryl: Remember I was talking about the guilt thing. I 

noticed when Gloria and Hortense told me about Miriam dying. And 

when you do tell the story of somebody who has had a sudden death you 

go into quite a lot of detail like you did with Razia's death. It almost 

sounds like you are trying to justify it to me ... well I don't think you've 

murdered them. 

115. [Lots of laughter] 

116. Researcher Cheryl: I think they've just died. It's like you are trying to 

persuade me. It is human to feel guilty when someone dies. Someone like 

Betty is not helping. 

117. General: Yeah" 

Reflective Work Group 3.4.02 (Appendix Five, paragraphs 93-117) 

Resident Betty was an elderly woman at the end stage of her life. On one level 

she was confused but on another she was fully aware. She had a good grasp of 
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relationships amongst staff, could articulate her own opinions and feelings and 

interacted with other residents. In the last six months she had witnessed two of 

her roommates die and was probably aware of the deaths of other residents who 

she usually sat with in the communal sitting room. In the extract, the care staff 

told me that a resident had died suddenly and Betty had witnessed her death. 

They said she had accused them of murdering the residents. This was told in an 

excited way and there was laughter especially when the accusation was 

described. I heard the excitement and laughter as an avoidancc of the 

seriousness of so many deaths and the disturbing feelings this had provoked. I 

adopted a serious tone and repeated back what was said without laughing 

(paragraphs 95,101,105,112). 

I felt overwhelmed by the amount of distressing material that was coming out 

in such an excited way and it was difficult to keep a hold of the group 

(paragraph 112). 1 understood the excitement and the attempts at laughing off 

Betty's accusations as psychological defence preventing thoughts and 

discussion about her fear of dependence and dying. Perhaps this also avoided 

the care staffs angry and maybe even murderous feelings towards Betty. It is 

my suggestion that this was an extreme case that touched on the anxious feeling 

the care staff have about the responsibility they feel for residents' lives and the 

guilt associated with their deaths. In order to avoid thesc fcclings they invest all 

their energy into a life sustaining attitude in what is sometimes referred to as 

Willow Magic. 

Believing In Willow Magic 

The care staff had to bear the difficulties of being with residents for long 
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periods of time as their health deteriorated and when they eventually died. 

Rather than engaging with the inevitable deterioration of a person, the care staff 

tended to focus on providing good personal care of the body. The care staff 

took a lot of pride in the healing qualities of their personal care. Sometimes 

when a resident overcame an acute illness or showed signs of making 
-physical 

progress the care staff would proudly declare that it was a result of Willow 

Magic. Sustaining life in such dependent residents was tiring and difficult for 

both the care staff and the residents, but care staff rejected thoughts that some 

residents wanted to be rid of their responsibility for living. In fact they took up 

a counter position, insisting they wanted residents to live as long as possible. 

I'liere also seemed to be an unrealistic expectation of the care staff s ability to 

prolong life. 

"Nursing auxiliary Meena: Yes. We don't like it when they die. We want 

to keep them alive until they are 100 or 101 like the Queen Mother [who 

had recently died]. 

Reflective group 3.4.02 (Appendix Five, paragraph 182) 

I understood the care stafrs attitude about wanting to keep the residents going 

as a reaction formation and their investment in Willow Magic as a denial of 

their powerlessness to prevent inevitable deterioration and death. Ile reaction 

formation meant the care staff were adamant that they held one position in 

order to avoid any contemplation of their unconscious anxieties about the 

opposite. Perhaps they were sometimes tired of the burden of responsibility for 

life and death and at an unconscious level had a desire to be rid of their burden. 

This staff group usually kept any thoughts like this far from their minds. 
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Occasionally they gave an account of a resident giving up or wanting to die, but 

staff rarely spoke of relief when someone died or questioned the ethics of active 

care for a person who had a poor quality of life. 

11c event of six deaths may have stiffed up anxieties attached to deeply held 

unconscious fantasies of wanting to give up on the residents or be rid of them. 

In the light of this, I acknowledged with the staff that Betty's accusation of 

murder was disturbing and did not help them cope with their guilt (paragraph 

116). There was also a sense of despair in the session. At the start of the session 

they had asked what's the point?, referring to the function of the Rcflective 

Work Group. As the session progressed it seemed they were questioning the 

point of their work when no matter how hard they try to keep them going, the 

residents will die anyway. Tolerating the knowledge that death was not far 

away, whilst'irying to sustain liveliness, was tiring and difficult. The care staff 

seemed stuck in a position where they continued to try to keep things going and 

when anyone appeared to walk away they seemed resentful. This led to a sense 

of failure when a resident died and hindered their ability to adopt a palliative 

care approach (Chapter Seven). The underlying sense of being left with a 

burden that could not be escaped also seemed to cause resentment towards 

some relatives. 

As the session progressed the discussion moved away from Betty and to one of 

the residents who had died. In this account staff described an idealised 

trajectory of care. This involved tolerating and understanding relatives' initial 

difficulties in accepting institutional care and making a good relationship with 

the resident and her family. 71ey admired her husband for his dedication and 
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his appreciation of their work and they seemed to share, his desire to keep the 

resident going for as long as possible. They nursed the resident through an 

acute period of illness so that she could live on a little longer until her death 

after another period of illness. They had received a thank you card from the 

family when the resident died and three staff members attended her funeral 

(Appendix Five, paragraphs 143-168). Tlere were many stories of good 

examples of care in the data where staff seemed rewarded and satisfied. After 

someone died care staff often reminisced about the good times, spent with the 

resident and their family. 

Being like a family 

In the care staffs examples of when things went well, care staff, residents and 

relatives struggled to keep going until the absolute end leaving the bereaved 

feeling sad but with a sense that they had done everything they possibly could 

to maximise the length of a person's life. Their example of when things went 

badly related to relatives who did not struggle to visit but gave up or seemed 

estranged from the resident. 'Me care staff became angry when relatives 

displayed the opposite behaviour. In the Reflective Work Group where Betty's 

complaint had been discussed, the care staff asked an illogical but telling 

question: 

Researcher's notes: "They asked why we didn't tell the relatives to go 

and sit with the residents [when they were dying]? They said we are 

asked to sit with the residents but they don't have to. 

Reflective Work Group 3.4.02 (appendix four, paragraph 177) 
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The staff were describing and denigrating some relatives for avoiding the 

arduous task of being with residents as they endured an often prolonged and 

unpredictable ending. They were angry when relatives opted out of what 

nursing auxiliary Hortense had described as "waiting your turn"' (paragraph 

119). By this she meant enduring the sense of waiting when death was close 

but not imminent. The care staff divided relatives into categories, those who 

stayed and helped and those who abandoned the residents afid'the task of 

keeping things going. This avoided acknowledging that most carers, including 

the care staff, at some time want to be rid of the burden of caring for such 

dependent and dying residents. Once'this division was created, ' the care staff 

aligned themselves with the residents and the relatives who stayed, as if they 

were one family. 

I suggest the anger and denigration of relatives for abandoning residents and 

the integration of residents and regular visitors into the Willow ward family can 

be viewed as another form of the psychological defence of splitting. The 

unbearable feelings about wanting to be rid of the burden of the residents could 

be projected in to the bad relatives and disowned by the care staff. The care 

staff also expressed feelings of being dumped on that seemed personal as if 

they had been abandoned and not the residents. This could be interpreted as a 

projective identification with the residents. This meant the residents feelings 

got mixed up with the care statrs own feelings. This splitting and'projective 

identification meant the care staff denied any of their own desire to be of the rid 

of the burden of care for residents but resulted in an envious anger towards 

anyone who could walk away from their burden. 
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PSYCHOLOGICAL DEFENCES AGAINST LIVING BEREAVEMENT: 

DEVELOPING UNDERSTANDING THROUGH COUNTER- 

TRANSFERENCE 

It is not my intention to imply that the care staff were inadequate or poorly 

motivated but to suggest the emotional demand meant that it was inevitable that 

individuals developed psychological defences to protect themselves fi-orn the 

high levels of anxiety and disturbance that the work provoked in them and that 

was projected into them by the other people involved. Throughout this chapter I 

have used examples of counter-transference within the Reflective Work Group 

to support my suggestions. In the next section I show how the Tavistock 

Supervision Group helped me identify when I had become swept up in 

defensive thinking and over identiryled with the care staff. Through the 

Supervision process I distinguished my own feelings from those of the research 

participants. I include this as an example of the analytic process and how 

counter-transference feelings contributed to a qualitative understanding of the 

texture of the care staff s emotional experience. 

In the Tavistock Supervision Group I presented some work from one of the 

Reflective Work Groups. As we got into the discussion, it seemed to me that 

the supervision group members were more and more sleepy. 11is had a very 

strong effect on me. When they asked me questions and gave me ideas about 

how to proceed with the group I felt criticised and found myself saying things 

like "Well I've tried that and it doesn't work! '. I seemed unable to respond with 

any authority or conviction about what had gone on. I thought the supervision 

group seemed to be saying "So what? " and questioning the point of the 
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Reflective Work Groups. A couple of group members seemed to be trying to 

help out, but eventually they gave up and so did 1. By the end of the session, the 

majority of the group members were silent or sleepy and I seemed unable to 

string a coherent sentence together. On leaving the Tavistock Supervision 

Group I felt very low and angry. The following is an extract from my research 

diary: 

"Why was it so awful last Tuesday? I came away feeling tearful and 

hopeless, Ijust lost the plot. I had no confidence In what I was saying 

and I ended up not knowing what I was talking about. There was a lack 

of drive and purpose In what I was saying and I started tojeel defensive 

and guilty. I was defensive about anything the others said and I started 

to feel guilty about my research. I thought the others thought I lacked 

the skills and that I was taking advantage of the staff. I couldn't ask the 

[supervision] group for help because I didn't believe they wanted to 

help me, theyjust left me to it. 7hey allfell asleep and didn't seem to 

get the point of my work at all. I kept trying to wake them up, but they 

just kept dropping off. I felt like a tent peg and every interaction 

knocked me into the ground a bitfurther. 

Research diary 29.1.03 

Following further discussion of the incident within my psychoanalytic 

supervision, I recognised my feelings in the context of the research process and 

my over identification with the care staff. I came to understand my emotional 

response in terms of projective identification. The intolerable feelings related to 

the experiences on Willow Ward had been projected into me and they had been 

233 



called out as if they were my own. My emotional responses had started to get 

mixed up with the care staff s. I was unable to take in the suggestions of my 

colleagues in the supervision group. I was unable to think of some of the 

negative aspects of the care staffs work and I was struggling to keep them 

interested and awake. 
1 
As I failed to keep the session going I resented the 

supervision group members who could just walk away fi-orn the work at the end 

of the session. 

It was pointed out that the tent-peg analogy was a useful metaphor for the 

position of the staff working in continuing care. The feelings I experienced 

whilst trying to keep the supervision session going were experienced as if I was 

a member of the care staff trying to keep Willow Ward and the residents in it 

going. I felt the weight of the pressure to keep going, but inevitably my words 

just put people to steep. I felt failure when my words did not make an impact 

and I became depressed about the inadequacies of my work. I felt I was letting 

the care staff down by not representing them properly. By the end of the 

supervision group I was tired and hopeless. The sense of powerless provoked in 

me was parallel to the care staffs experience of providing care for residents 

who, no matter how hard the care staff tried, inevitably died. The analysis of 

my unconscious defences gave me some insight into what might lie below the 

surface of the care staffs experience. 

An understanding of my counter-transference feelings suggests the 

unconscious elements of the emotional demand of working with dependent and 

dying older people were powerful, upsetting and impacted on the capacity to 

think clearly. Ile containing links of the research process including experience, 
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reflection and supervision were designed to contain emotion and to identify 

when psychological defences were alive in the work. The selected Reflective 

Work Group and the example of my counter-transference in the Tavistock 

Supervision Group illustrated my formulations of how psychological defences 

were used to protect care staff from the unbearable and unacceptable aspects of 

the emotional demand that lay below the surface of the conscious experience. 

These formulations were made via the repetitious processes of the research. In 

the next section I discuss my claims'and place them in the context of relevant 

psychoanalytic theory. 

PSYCHOLOGICAL DEFENCES AGAINST LIVING BEREAVEMENT: 

DEVELOPING UNDERSTANDING THROUGH PSYCHOANALYTIC 

THEORY 

Part of the Tavistock approach to understanding emotions is to make 

comparisons between data and established psychoanalytic theories. I suggest 

that the feelings and associated psychological defences attached to the hidden 

and less conscious aspects of the emotional demand provide the key to helping 

care staff develop their capacity for working with emotions in this area. I have 

explained how the care staff used psychological defences to protect themselves 

from disturbing and anxiety provoking feelings. In the next section I argue that 

the source of the disturbing feelings lie in the unique nature of their work. I 

argue that there are three particular components of the emotional demand that 

are significant. I will explain how three particular issues trigger the 

psychological defences already described. 

235 



1. Dealing with the residents' profound dependent states caused by 

mental and physical degeneration 

2. Being denied the sense of reward and satisfaction when a person 

being cared for gets better 

3. Having sustained contact with a sense of lifeless void. 

I use psychoanalytic theory to support my suggestion that these are the aspects 

of care that provoke the unbearable and unacceptable feelings that are 

associated with the psychological defences 

Dealing with the residents' profound dependent states caused by mental 

and physical degeneration 

In Winnicott's (1949) classic paper on hate in the counter-transference, he 

suggested that what some might describe as negative feelings is normal 

between psychotherapist and client. He referred especially, to feelings of hate, 

suggesting that no matter how much a person loves those in their care, there 

will also be hatred. He argued that the more the hatred is known and 

understood,, the less likely it is to be acted out. Dartington (1994), in her 

observation of nurses and nurse teachers, suggested hospitals are bursting with 

intense primitive anxieties. She claimed that staff have deep fears about the 

harm they might do to patients and that the anxiety about care staff s potential 

for a sadistic abuse of their power over patients is not talked about or 

acknowledged. A central aim of this study has been to uncover disturbing areas 

of emotional demand such as feelings of hatred, which are not usually spoken 

about. 
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Martindale (1989) discussed working with a group of psychotherapists who 

were providing therapy for older people. Ile described how the therapists 

expressed a dread at the length of the relationship that they might develop and a 

sense of being trapped. He attributed this to the transference demands of the 

patients. He explained how the older patients' profound neediness seemed to 

overwhelm the therapists and left them worrying about their own dependability. 

He suggested that in the therapeutic situation the contact with the therapist 

stirred up the 'patient's longings for missed caretakers such as spouses, partners, 

sons, daughters and also the hate, resentment and envy of the younger person. 

He claims that older patients become threatening to the therapist because they 

feel burdened by unbearable guilt from the feeling that they themselves should 

be providing care for the patient all the time. It is my suggestion that similar 

transference demands are made on the care staff in Willow Ward because they 

have sustained contact with the residents and inevitably form relationships With 

them. T'his demand is more difficult to deal with if the resident has lost their 

capacity to process any of their own internal anxieties. 

Waddell (2000) proposes that some older people, especially those with 

dementia, can return to more infantile states of mind. Earlier I described how 

for small babies experiences can be'felt as immediate, dangerous and chaotic 

and are sorted by the infant into crude good or bad categories in order to 

prevent conflict (Chapter Three). For a person with dementia this mind state is 

not the building block for future development but the foundations they depend 

on for processing their current, often confused reality. Davenhill (1998) 

suggests that in this state of mind unresolved psychic issues can be replayed 

and, as a person's internal defences and coping strategies become less adaptive, 
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they can be subject to a raw or even abject sense of dependency. In this state, 

anxiety, guilt, rage etc are felt as catastrophic. 

She argues that when a person's internal psychic structures of containment melt 

away the person is reliant on the external environment as a container. The older 

person's loved ones are left holding their function in memory and there is a 

return to what she describes as instinctive rhythms associated with voice, touch 

and touch. The older person's raw experience is projected into those who have 

close contact with them.. In the continuing care situation the ability of the care 

staff to provide sensitive care relies on a capacity to tolerate and understand 

these projections. The next extract illustrates the extreme emotional demand in 

the moment of providing personal care. I have included it because it is a piece 

of everyday interaction where a carer is required to bear the resident's 

projections about dependence (Martindale 1998) and the raw experience of 

dementia that can feel catastrophic (Davenhill 1998). The resident involved 

asked if she could use the toilet whilst I was carrying out nursing care in the 

participant observation. 

"Eventually nursing auxiliary Gloria came to help me. She said we 

needed to help Sarah [resident] on to the toilet using the hoist, and then 

I could change her underwear and clean her bottom. She went and got 

the hoist. I was not sure how to use this hoist with Sarah as it seemed 

rather alarming looking. Gloriq said to sit Sarah on the edge of the 

bed. Gloria went and got Sarah's wheel chair. We stood Sarah and 

swivelled her on to the chair without using the hoistl [Later, I recorded 

in my notes that this was against the moving and handling regulations, 
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but it was a relief as using the hoist would have been so distressing]. 

We wheeled her to the bathroom and helped her onto the toilet. She 

shouted that she didn't want to sit on the toilet but Gloria said if we put 

her onto the chair she would want to go back onto the toilet straight 

awa As soon as she lefl Sarah started screaming loudly saying she Y. 

wasfalling. I made sure she was safe and she had something secure to 

hold onto. 

She continued to scream. I changed her pants as quickly as I could. She 

seemed to calm for a fraction of a second if I held both her hands and 

tried to get her to look at me. Gloria came back, she helped me stand 

Sarah and I cleaned her bottom. Gloria left again and I got Sarah's 

things together. I asked Sarah Y*she would like to brush her hair. she 

shouted and cried no as ifI had said I were going to torture her. Soon 

she calmed down and asked me to brush her hair. She was still 

uncomfortable in her chair. I put her footplates down, so she could 

move herself back, but she was unable to understand what to do. In the 

end, against manual handling regulations, I stood behind her and [as 

gently as I could] pulled her up the chair. She seemed a little more 

comfortable. I took her into the sitting room. " Field notes 2.6.01 

My counter-transference feelings in this example were explored in the 

Tavistock Supervision Group. I reflected that like Gloria, I wanted to leave the 

room. The pressure coming from the resident in her shouts and screams felt 

unbearable and although contrary to regulations, I was relieved not to have to 

go through the torture of using the manual handling equipment with the 

239 



resident. It is my suggestion that I was receiving the projections of the raw 

ten-or of the resident in her fi-agrnented state of mind. I also felt frustrated, 

inadequate and powerless to help. I suggest these counter-transference feelings 

relate to the resident's anger and fear about her dependence and powerlessness. 

This sort of interaction is an everyday occurrence on Willow Ward. Care staff 

avoided the residents' unbearable projections by carrying out tasks quickly and 

not engaging with the emotional aspect of the practical work (Chapter Seven). 

The emphasis on the practical at the expense of the emotional supported the 

psychological defences described earlier in this chapter. Practical work 

sometimes had rewarding feelings attached to them that were often missing if a 

more holistic approach was assumed. 

Being denied the sense of reward and satisfaction when a person being 

cared for gets better 

The care staff in Willow Ward provided care for residents who would 

inevitably deteriorate and die. Main (1957) described how, in psychiatric 

services, patients who failed to respond to treatment were passed around fi-orn 

doctor to doctor. In the older adult services in this study a similar situation 

arose. In other wards, patients who got better were transferred home or perhaps 

to a care home. Those who didn't respond to acute care or rehabilitation, or 

could not manage at home were transferred to Willow Ward. Nearly all the 

residents in this study fitted a category of residents who did not respond to 

treatment and did not get better. 
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Main (1957) suggested that when patients do get better, they satisfy a need in 

their carers for a sense of reparation. When people fail to get better they 

provoke a strong response in their carers which can involve aggression, anger, 

guilt, depression and ultimately despair. He described the situation in rclation to 

doctors, suggesting they can adopt an omnipotcnt scorn of illness and death. Ile 

claimed that they can become detached from difficult issues such as a poor 

prognosis so that they Can continue their work without too much personal 

distress. Another side to this is a refusal to accept therapeutic defeat. Ile 

suggested this can lead to an over-enthusiasm for surgical and medical 

treatments that are not necessarily in the patients' best interest. It is my 

suggestion that the care staff in Willow Ward deny their fcclings of frustration 

and hopeless despair about the lack of impact they have on the residents' 

conditions by focusing on the power of their practical care. When practical care 

achieves results, for example when a resident recovers from an acute illness, 

this supports the care staffs Omnipotent desire to triumph over death like the 

doctors Main described. In the following extract a resident was admitted to the 

ward following the decision made by her son (who lived in America), the 

medical team, and senior nurses not to amputate her gangrenous foot. 

Staff nurse Elizabeth "Ah yes, Constance [resident]. she came in 

about a year ago. She was almost dead. Herfoot was gangrenous and 

her son didn't consent to an operation. The doctors wouldn't do 

anything, so the woman got worse. She was in pain, unable to speak or 

eat. And then I say the Willow Magic, she comes backfrom the dead. 

Thefoot drops off bit by bit and she is nursed back to health. 

Reflective Work Group 13.11.02 
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In this case, the good nursing care combined with artificial feeding seemed to 

save the resident from death. In order for the resident's physical recovery to be 

felt as a success however the emotional impact of her survival had to be glossed 

over. Even though she had not died, her quality of life remained very poor and 

she lived the rest of her life in Willow Ward, fully dependent on the care staff 

and on the artificial feeding. She was also separated form her friends and 

family which made her deeply sad. I am not suggesting the care staff should not 

provide good practical care, but I am highlighting that by focusing on the 

achievable practical aspects of their work they can feel a sense of satisfaction. 

If they were to adopt a more holistic perspective they might be denied this. It is 

impossible for care staff to provide care that will compensate for all that the 

residents' have lost or prevent their degeneration and eventual death. In order to 

avoid the despair of this situation they focus on the satisfying achievable tasks 

in practical care and place faith in Willow Magic to gain some control of the 

relentless threat of death they are faced with every day. 

Having sustained contact with a sense of lifeless void 

Finally, I suggest the residents who are in a non-responsive state or who are 

approaching this sort of degenerative condition produce in their carers a 

dreadful fear of non-existence. Bick (1968) described the very early forms of 

unintegrated personality as being in a passive state of helplessness with no 

sense of being bound together. Perhaps more modem language might describe 

this state as out of control, with no chance of keeping it together. Emanuel 

(2001) describes how this. is akin to a fear of non-existence, or a fear of falling 

to pieces or disintegrating. He draws on Bion (1962) to describe the terror of a 
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space or nowhere place that becomes filled with a nameless dread. Ile goes on 

to discuss various defences he claims are universally employed against contact 

with the non-existent domain. I propose residents who were in non-rcsponsive 

passive states where they seemed to be neither actively living nor actively 

dying not only provoked feelings related to not getting better but also stirred up 

deep feelings reminiscent of primal unintegrated mind states (Bick 1968; 

Davenhill 1998) that induce terror of a nameless dread (Bion 1962). 

Emanuel (2001) suggests we have all had experiences of being terrified by 

some supremely non-existent object or void. Ile says that in its less intense 

form it can be equated to a child's boredom. 11is is similar to student nurses 

who often say they find the care for older people boring and the care staff in the 

study sometimes questioned the function of the Reflective Work Group by 

saying things like what's the point and nothing changes. Emanuel (2001) 

argu es that if you scratch the surface of this type of boredom you will find the 

catastrophic anxieties experienced in the primitive mind states of small babies 

(Bick 1968) as well as older people at the end stages of chronic illness such as 

dementia (Davenhill 1998; Waddell 2000). 

The next extract relates to a care interaction with a resident who was 

approaching the non-responsive state. I suggest it demonstrates his catastrophic 

fears and how carers responded to his disturbing transference demands. 

"Nursing auxiliary Rita said I couldJeed Bill [resident]. I like Rita she 

always joins in the groups and has asked about nurse training before. 

Bill was laid out flat. Rita said he liked to eat lying down and she 
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laughed at my scepticism about this. His room had no pictures and his 

cot sides were tip. I got a chair and sat by him. Ile soon started 

shouting 71kip me, help me" In a very loud powerful voice. I made a 

reassuring response like "I am here" or "I am here to help you with 

your lunch ýI started to jecd him. I gave it to him on a spoon In 

reasonable size mouthfuls. Afier a while he shouted "I'm not (lead. I'm 

not deadý Again I responded with ffYou're OK" and "I'm here" Vpe 

responses. Looking back he was laid outflat a bit like he was dead. Ile 

had tattoos on his arms which accentuated his wrinkly skin. Ile was 

wearing a night shirt and I didn't think his eyes werefollowing me. I'm 

back to my horror film analogies again -a kind of Frankenstein's 

monster. Ifelt he was cross with me and my responses were not what he 

wanted. 77ds was confirmed when he said "You'll be all day. You'll be 

all dayl 11 1 got the Impression he wanted me to give him his food more 

quickly. I wasfeeding him at a reasonable speed and It was myfantasy 

that he wanted me to befaster and less gentle. I remember a couple of 

students telling me they were shocked that the staff always "shovelled" 

the food Into a certain patient here and I wondered U, it was him. I 

found mysey* loading the spoon more. I had to leave before I could 

flnish feeding Bill and Rita took over from me. As I 1qft I noticed that 

Rita was standing over Bill and loading the spoon. She was not sitting 

next to him In the chair I left. 

Field notes 29.5.01 

In this example I sensed the resident's dread in the counter-transfcrcncc 

fcclings. I felt a sense of urgency which made me want to go faster and take 
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less care. I associated his state with an in between life and death existence - 

like Frankenstein's monster. It is my suggestion that this association was linked 

with the nameless dread or lifclcss void that is Nt so tcrrifýringly in primitive 

mind states. It is my belief that the care staff had responded to their similar 

countcr-tmnsfcrcncc fcclings by resorting to fccding him quickly, in a standing 

position and not taking care. I believe unconsciously they responded to his 

urgent anxiety and perhaps aggressively stimulated his senses to remind him lie 

was alive. 1"his defensive 6csponsc is similar to the mother in one or Ilick's 

(1968) case examples. Ile mother, unable to bear closeness with her baby's 

disturbance, resorted to fccding the baby whilst watching television or In tile 

dark without holding the baby. I suggest that the practice of placing rood Into 

dependent older pcoplc's mouths, in an urgent fashion with limited intimate 

contact, is an example of acting out a dcrcncc that symbolically rills a 

frightening void. 

SUMMARY 

In this chapter I have provided a detailed discussion of a Reflective Work 

Group that illustrated the significant aspects of the emotional demand that lay 

below the surface. Using the example I suggested that the care staffprotcctcd 

themselves from the unbearable and unacceptable aspects of the emotional 

demand by adopting psychological defences. 'I'licse Included resisting the help 

of other disciplines and adopting a '*being on the oftnsive" attitude to keep out 

any ideas that might shake their sense of ccrtainty about the good work they 

carried out. In ordcr to avoid the despair of looking afler residents who 

inevitably failed to get better the care staff placed a lot of value on feistiness 
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and ignored non-responsiveness. They also tended to assume the residents did 

not know what they were saying in order to take the sting out of their hateful 

and envious insults. Lastly, the care staff tried to overcome their feelings of 

despair about the lack of impact their work had on the residents' well being by 

focusing on the satisfaction of practical care and placing faith in an omnipotent 

sense of power over death in what I have termed Willow Magic. In order to 

avoid feelings of wanting to abandon the residents, the care staff created a tight 

knit family atmosphere where thoughts of being rid, of the burden of care were 

not tolerated. 

I have supported my claims with an example of my own counter-transference 

feelings where I was made to experience the quality of the emotional demand 

on staff. I have also used psychoanalytic theory to support my suggestion that, 

the psychological defences I observed were rooted in the very real and 

profoundly disturbing feelings associated with working with residents who 

were extremely dependent and experienced a slow degeneration of mind and 

body. I argued the volume and sustained work with residents who did not get 

better coupled with the close proximity to residents who lived their lives in a 

passive state between life and death stirred up terrifying anxieties that are 

universally defended against. 

In the next chapter I will demonstrate the importance of the unbearable and 

unacceptable feelings and their associated psychological defences. The action 

orientation of this research was aimed at developing the care stafrs 

understanding and creative response to working with emotions. Through the 

containing links inherent in the research it was possible over time to see shifts 
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in the way participants (including myself) viewed and worked with emotions. 

In Chapter Nine I will describe an illustrative case that demonstrates 

development in care statTs capacity for understanding and working with 

emotions. These new ways of working did not however become part of the 

culture of care on Willow Ward. In the concluding part of Chapter Nine, I will 

argue that this was because social systems throughout -the whole institution 

supported the psychological defences described in this chapter in order to allow 

most people in the organisation to avoid contact with the most disturbing 

elements of the emotional demand in continuing care that provoked the 

unbearable and unacceptable feelings. 

247 



CHAPTER 9- TUNING IN: DEVELOPING THE CARE 

STAFF'S CAPACITY FOR EMOTION WORK 

I have discussed the emotional demand of working with complex loss and grief 

in a continuing care ward for older people in Chapter Seven. I have suggested 

that elements of the emotional demand are so difficult to tolerate that people 

use psychological defences to protect themselves from the conflicting and 

anxious feelings they provoke. In the previous chapter I discussed suggestions 

about the nature and source of these conflicting, and anxious feelings. I 

illustrated how the Reflective Work Groups and the Tavistock Supervision 

Groups were used to generate these understandings. In this chapter I will show 

how the participants used the research to develop their capacity for working 

with emotions. 

Structures in the research were designed to provide containing links (Chapter 

Four). These links provided a holding space so emotions could be taken in and 

digested. The cycle was completed as new understandings were fed back and 

applied in the practical experience. The links formed a containing chain that 

stretched from the practical experience of living, visiting and working in 

Willow Ward to the Psychodynamic Approaches to Old Age course at the 

Tavistock. This allowed the participants to develop and try out new ways of 

working with the emotional demand. 

The findings I discuss in this chapter demonstrate how the research methods 

intrinsically provided contaimnent. The results of the research are not only the 

product of the researcher's analytic processes but also a synthesis of work in 
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the Reflective Work Group, Tavistock Supervision Group and the researcher's 

self-reflection. Sometimes this took place over'a long period of time or it could 

happen very suddenly. Ile feedback part of the research process meant 

findings were continually given back to participants where they could be used, 

modified or sometimes ignored. 

I will use an example of an ongoing case to illustrate the process of 

containment within the research. In the example, the feelings associated with 

hatred, wanting to be rid of the burden of responsibility for a resident's life and 

the conflicts in accepting help from outsiders are evident. Ile emotional 

demand involves the difficult feelings, projections and defences of the resident, 

his relative and the care staff. Ile complexity of loss and its impact on the 

dynamics of relationships are central to the care stafrs work in this example. 

I describe the living bereavement experience of the resident and his wife and 

discuss the elements of the emotional demand, including the formulation of 

suggestions about the elements of emotional demand that lie below the surface. 

I will show how the care staff have a capacity for taking in difficult feelings, 

thinking about them and feeding them back in a more manageable form. The 

example demonstrates how the changes that arc implemented can be vcry 

small, but may indicate substantial shifts in how working with emotions are 

conceptualised by participants. The account articulates the stages of the 

developmental process and is broken down into the following sections: 

1. An account of a resident and his wife's living bereavement 
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2. Uncovering the emotional demand 

3. Elements of the emotional demand that lie below the surface, 

4. Taking in the unbearable and unacceptable emotional demand 

5. Giving back painful and distressing emotions in a more manageable 

form 

An account of a resident and his wife's living bereavement 

Resident Cyril and his wife Phyllis had lived in east London all their lives and 

had been married for over fifty years. Cyril had vascular dementia and was 

dependent on others for all personal care. He was admitted to the hospital 

following an acute infection, which caused deterioration in his already 

profound stroke symptoms. Ilese included profound cognitive impairment and 

immobility. Before admission he had been living with his wife in their third 

floor flat. She had been his full-time carer. The decision to admit Cyril to 

continuing care was taken when Cyril made no signs of improvement and it 

seemed Phyllis would not be able to get out of their home because of the 

unreliability of the lift servicing her flat. Phyllis always seemed ambivalent 

about this decision. 

The care staff discussed the couple's emotional state and drew conclusions 

about. the best way to support them. The data extracts are taken from staff 

Reflective Work Groups during Cyril's admission period and again at a time 

when his health had deteriorated and it seemed he was dying. On arrival to the 

ward the staff seemed to get on well with Cyril and Phyllis and it was striking 

that separating this couple was disturbing for them both. When Cyril was left 

alone he seemed unable to settle and he frequently moved around his chair or 
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bed at night in an agitated way. This behaviour stopped in the presence of his 

wife. 

Ynt not sure how or when but the talk turned to Cyril [resident] and 

his chair., June [occupational therapy assistant] had mentioned that she 

had heard him calling out and she didn't reallse he could communicate 

verbally. Everyone started discussing Cyril's chair and how when he Is 

left alone he wriggles into a very uncomfortable position. June was 

saying - "Can't we get him a better chair? Couldn't he be assessedfor 

his own chair? " The nursing auxiliaries replied that he had already 

been assessed and this was meant to be the best chairfor him, "Ile's 

happy like that". They said it was very heavy and he got himscy* into 

ývery awkward positions where he seemed he might fall but he didn't. 

Gloria [nursing auxiliary] told a story of when she was on nights and 

how he wriggles about. She said she had to go in and out of his'room 

all the time and you get no rest. She said sometimes she lined chairs up 

against his bed in case hefalls. She said you couldn't put cot sides up 

because that would be dangerous as he wriggles into strange positions 

'between the bars. " 

Reflective Work Group notes 1.5.02 

Here, the care staff described their own response to Cyril's behaviour. When 

viewed as counter-transference it gave clues to Cyril's feelings and the emotion 

work required of the staff. Although there was an attempt at denying any 

significance in the resident's behaviour by stating he was happy, the tone in 

which the account was told contradicted this. It is also worth pointing out that 

the behaviour was perceived as a cause for worry in my own participant 
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observation data and the issue was raised in another two staff Reflective Work 

Groups. 

There was a sense of urgency in the account and a need to do something 

indicated by occupational therapy assistant June's suggestion about getting a 

new chair. There was a feeling of impending danger and that Cyril might fall. 

This was evident in nursing auxiliary Gloria's actions. The discussion produced 

a tense atmosphere in the group. From these data, one could hypothesise that 

Cyril's behaviour was indicative of his anxiety, which had an urgent and 

dangerous quality, like a fear of falling. His behaviour was an emotional 

communication (projection), which staff received but in this example tended to 

act out, rather than contain. For example, rather than allowing themselves. to 

experience the urgent feelings and to consider what they meant, they were 

compelled to act: nursing auxiliary Gloria into making Cyril's bed safe and 

occupational therapy assistant June into making his chair safe. I do not think 

care staff should ignore practical solutions to the residents' risks, but being 

mindful of the emotional quality driving the action gave us clues as to what 

might lie below the surface of such experiences. 

Acting as emotional containers in the practical experience would have involved 

the very difficult work of taking in Cyril's anxiety, holding it and their own 

worries about what could happen, thinking about it and expressing it back to 

Cyril in a more manageable form. This could be achieved through words, touch 

or the way caring procedures such as moving him around the bed were carried 

out. The difficulties and poor capacity for containment were acknowledged and 

described by the psychologist in the group: 
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"Hayley [psychologist] pointed out what a poor container the chair 

was. She tried to describe the idea of containment to the group. She 

used the analogy of holding a baby andjeeling its distress as a means 

of comfort. 

Reflective Work Group notes 1.5.02 

Ile Reflective Work Group was used to contain the urgent feelings that 

provoked physical action so that the participants could'cngage in emotional 

activity. It was evident that Cyril's wife was also deeply affected by their 

separation. She had cared for her. husband for a long time and had reluctantly 

given in to the suggestion that Cyril should be admitted for continuing care. 

She visited every day despite having to travel considerable distances. Initially 

staff viewed Phyllis' behaviour as evidence of her love and the strength of their 

relationship. 

Researcher Cheryl: "Ae discussion moved to Cyril's wife Phyllis. 

Gloria [nursing auxiliary] said what a wonderful woman she was. She 

got up very early in the morning and came on a difficult journey 

involving public transport and several interchanges. She'then stayed 

with Cyril until Ipm. She then went all the way back home. She then 

always phoned at 7pm to see how he is. 

Reflective Work Group notes 1.5.02 

The care staff were able to use the group to analyse'their experience and 

observation of Cyril and Phyllis's relationship and to try out new ways of 

thinking about behaviour and interaction. The initial discussion about Cyril and 
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Phyllis gave us a preliminary understanding of their emotional state. Cyril's 

shock and the couple's anxiety were typical of the kind of emotional demand 

described by the care staff in Chapter Seven. It was evident that Cyril was 

reassured by being with his wife and anxious at being separated from her. The 

care staff also noticed that Phyllis needed reassurance when she was on her 

own and had observed her frequent and regular phone calls from home as a way 

of containing her own feelings. The intensity of this couple's anxiety was one 

of the components of the emotion work required of the staff. 

Phyllis developed a routine that helped her manage Cyril's stay in Willow 

Ward. This routine was strictly adhered to. Phyllis requested that Cyril would 

get up, dressed and into his wheel chair by a certain time. After breakfast she 

took him out of the ward to walk circuits around the hospital and the 

surrounding grounds. They only returned at meal times and at the end of the 

day. 'Mey had their regular sitting and resting places that always involved 

contact with other people. Cyril was unable to talk coherently and Phyllis was 

very chatty. She had a way of including him in conversation through gestures 

of touch, eye contact and a sort of rhetorical questioning. They became a 

feature of the wider hospital and recognised by staff and regular visitors. 

Phyllis had in effect created herself some holding structures external to the 

ward: routine, walking and conversation. By creating a strict routine Phyllis 

was able to regain some control over her situation. Initially this seemed 

appropriate, but after a while care staff expressed concern that Phyllis' 

behaviour was detrimental to Cyril and her own well being. 

-j 
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At one level Phyllis spoke highly of the care staff and they seemed to get on 

well. On an occasion when Cyril contracted a chest infection and his health 

deteriorated, conflicts and hostilities emerged. The conflicts'sccmcd to centre 

on issues related to who knows best about Cyril's care and for control over the 

decisions made about it. Ibis was an example of the type of dynamic when a 

relative'is initially anxious about the levels of care provided in Willow Ward 

and the care staff experience their behaviour as scrutiny and criticism'(Chaptcr 

Seven). Phyllis seemed to be desperately clinging to her role and status as 

Cyril's wife and the staff experienced this as resistant, rcjccting and critical. 

The next data extract is taken from a staff Rcflective Work Group a year on 

from the previous extract: 

"Staff nurse Susan: You know sometimes, while coming into the 

hospital you find her [Phyllis] sitting out there in the cold, you know 

your own natural way of taking care ofpatients, - you know you have to 

[gestures adjusting clothing]. She doesn't'jeel It - the cold, but for 

someone asfragile as Cyril... 

Researcher Cheryl: My do you think she does that? Let's pretend 

that she's our patient for a minute, not Cyril, she's our patient, she 

could be, she's an old lady, Why is she behaving like this? 

Nursing auxiliary Theresa: Maybe she don't think we look aJ7er him 

properly, maybe she don't want to lose him, because It is only him that 

she has. 

Sometimes Ifind him and his hands andface are'all red. She takes him 

to the other side because the sun is in it andyou see his redface. 

Reflective Work Group 9.4.03 
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Here, the care staff expressed their concerns and frustrations, about Phyllis' 

desire to take Cyril outside everyday. They thought this was inappropriate on 

cold days and detrimental to both of their health. The description of the 

behaviour did seem to suggest there was a compulsive element to Phyllis' 

motivations. She counted how many circuits of the hospital they had 

completed; always telephoned and visited at exactly the same time and the care 

staff reported that she seemed unable to "take anything in! '. Any discussion of 

these issues became very emotional and the atmosphere was tense and angry. 

As the group facilitator it was hard not to get swept up in the experience at the 

expense of thinking. Ilis quality of interaction was indicative of the intensity 

of feelings and high levels of emotion work required of the staff. 

Much of Phyllis' anxiety seemed related to being separated fi-om her husband 

and the loss of her role as a wife and carer. These were typical of the themes in 

the emotional demand described by the care staff (Chapter Seven). The subjects 

of the personal care issues that were provoking the anxiety indicated that 

significant aspects of the emotional demand lay below the experience. Two 

particular issues in Cyril's personal care were picked out by care staff. Firstly it 

was important for Phyllis that the staff got Cyril up early in the morning, but 

the staff felt he seemed to want to sleep in sometimes. Secondly, the care staff 

were concerned about the way Phyllis fed Cyril his meals. A deeper analysis of 

these points of tension directed us to some complex and conflicting issues that 

lay below the surface of the experiences. 
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Uncovering the emotional demand 

Staff talked of their concerns about Phyllis' compulsion to feed Cyril. Ilis had 

become more evident when Cyril developed an acute chest infection. Earlier in 

the discussion a care staff member had described Phyllis' attempts at fccding 

her husband hot water and honey. The care staff gave the impression that 

Phyllis was desperate to feed some life into Cyril. The next extract reveals 

another aspect of this urgent feeling. Staff were again conccMed that Phyllis' 

behaviour was harmful, particularly to Cyril. 

"Nursing auxiliary Patience: It must be hardfor her [Phyllis] coming 

in doing all these thingsfor him and going home. If she come and look 

. 
fter her husband and go home she can sleep. I think she just want to a 

do things, she comes, shefeed him hot, you have to tell her let it cool. 

Burning the inside ofhis mouth. 

Nursing auxiliary Meena: All the time we got to remind her please the 

food is hot. 

Researcher Cheryl: She probablyfeels: "how dare you tell me what to 

do with my husband" 

General: Yeah 

Nursing auxiliary Patience: But aj? er now, the gravy It comes in a 

flask and it Is boiling hot, and the food is hot and she puts on a whole 

heap ofgravy and she starts ... all thefood Even youfteding the other 

patients, it is steamingfor them. And some times you startfeeding your 

patient before she does and shefinishfeiding him beforeyou. And she's 

putting hot gravy and all his mouth goes burn up. 

Nursing auxiliary Meena: All lips burnt and bleeding all the time. " 
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Reflective Work Group: 9.4.03 

Ile care staff expressed concerns that Phyllis' anxiety was causing her to be 

careless and to forget to be mindful of Cyril's needs. Iffie care staffs own 

experience of Cyril was that he was resistant to being cared for. In particular he 

did not like getting out of bed and would fight any attempts to get him up 

before he was ready. Phyllis seemed determined he should get up early as a 

way of keeping him going. The tone and content of various incidents seemed 

indicative of more disturbing unconscious conflicts around the motivations 

being acted out in the delivery of personal care: 

"Nursing auxiliary Theresa: Sometimes we are meant to do what the 

patient requires and other times we need to do what the relatives say 

Researcher Cheryl: Minin 

Occupational therapy assistant June: That's the hard part, because 

who do we take into consideration? Is it Cyril that he should be allowed 

to sleep in or do you take into consideration Phyllis who is going to get 

upset because he's not out of his bed by a certain time and dressedfor 

her to take out. 

Nursing auxiliary Patience: And even like sometimes you're feeding 

him he's eating and he's snoringyoujust to want to let him sleep. 

Nursing auxiliary Meena: And then she goes like that and she 

shakes him 

Nursing auxiliary Patience: And ifshe comes you say he's sleeping 

Researcher Cheryl: K%at's that both of you demonstrated "shaking, 

shaking" what's that about? 
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(A lot of loud talking and demonstrating the (quite violent) shaking. ) 

Staff nurse Susan: Gokcs) Do you want me to demonstrate on you? 

Laughtce' 

Rcflcctivc Work Group 9.4.03 

In this extract, the care staff elaborated on Cyril's passive resistance and what 

could be interpreted as Phyllis' aggressiveness towards him. It could have been 

that Cyril was less motivated to fight for his life than Phyllis. He often did not 

want to get out of bed in the morning and even fell asicep whilst eating., In 

contrast staff articulated Phyllis' determination, which was emotionally intense. 

The nature of Phyllis' feelings were identified as aggressive in the staff's loud 

talk and demonstration of Phyllis "shaking Cyril awake". I noted that this felt 

66quite violene. The ferocity of these feelings was confirmed in the comment 

"Do you want me to demonstrate on you? " This comment was directed at me. I' 

propose that by not reacting defensively, I was taking in some of the aggressive 

emotional demand. I heard the laughter and general sense of relief as 

confirmation of this. 

Taking In the unbearable and unacceptable emotional demand 

Initially my response was to view'the staff as lacking sympathy for Phyllis' 

situation and I found myself trying'to persuade them to view Phyllis more 

kindly. I used all sorts of tactics. I drew comparisons between Phyllis and 

someone who might go on daytime television with problems to discuss. None 

of these seemed to work and the staff group seemed fixed on trying to modify 

Phyllis' troublesome behaviour. In the group session it occurred to me that I 

was experiencing the same fiustration the staff were - telling me about. No 
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matter what I suggested nothing went in. 77his realisation was helpful as it 

allowed me to think about the nature of interactions between the care staff, 

Phyllis and Cyril. Phyllis seemed to find her emotional experience intolerable 

so it was projected into the staff via Phyllis' obsessional talk and behaviour. 

Ile care staff were overwhelmed by its intensity and were unable to hold it, so 

it got pushed back at her in the form of their persuasions to stop the compulsive 

behaviour. The same process was enacted in the staff Reflective Work Group. 

The intolerable feelings were being batted backwards and forwards like a ping- 

pong ball. The more I could allow feelings to go in the more the discussion was 

fteed up and thinking became clearer. 

Cyril and Phyllis were under extreme pressure. Cyril's dementia meant he was 

unable to process his own emotional states and his wriggling behaviour 

(described earlier) and resistance to care could be interpreted as anxiety. or 

perhaps as time went by as giving up. This interpretation is supported if we. 

view the care stafrs feelings as counter-transference. Firstly they responded to 

his urgent feelings as if there was a fear of falling and now they felt they didn't 

want to have to make him keep going. The quality of Cyril's feelings seemed to 

reflect the catastrophic dread described in Chapter Eight. In addition, the 

couple's lifetime of being together and their mechanisms for coping had been 

severed by Cyril's admission to continuing care and they were facing 

permanent separation through death. 

The complexity of the feelings this stirred up related to their personal histories 

as well as the current issues of care. I suggest feelings such as rage and despair 

provoked a situation where associated guilt and anxiety mediated most 
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interactions between the couple and the care staff. For example, I understood 

Phyllis to have feelings of anger and hatred that were intolerable for her. 71csc 

fcclings and the guilt and anxiety connected to them were projected into the 

staff. This sheds light on'an incident that occurred and was often referred to 

when Cyril and Phyllis were mentioned. 

"Nursing auxiliary Meena: And he [Cyril] fights and he fights. One 

day she [Phyllis] came, Gloria [nursing auxiliary] and mysel(tried, but 

he wasfighting so we thought we'll leave him to sleep. IfIen she come, 

I tell her he was'fighting and wants to sleep. Oh my gosh, this woman 

get on with me. "gly do you hate my husband, why, oh my god. you 

hate Cyril, you're always doing things? " Oh my god. I said "Oh Phyllis 

please, I don't hate your husband it's just that he wants to sleep. Ile 

don't want us to wake him up. " Oh gosh, she was going On. she cried 

and cried. 

ReAcctive Work Group 9.4.03 

The level of Phyllis' distress was clear in this extract, but her accusation that 

the nursing auxiliary hated her husband does not make sense. The nursing 

auxiliary did not want to get Cyril out of bed because he did not want to get up, 

which was not really a sign she hated him. An interpretation of this interaction, 

considering the other instances of conflict, is that Phyllis projected feelings of 

hatred into the nursing auxiliary. We hypothesized in the group that at an 

unconscious level Phyllis was angry and hated her husband. Tbi's may have 

related to his passivity or that he had'seemed to give up. She may have been 

angry at him for leaving her to cope alone -because he had dementia or because 
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he was likely to die soon. She may even have been envious of all the care and 

attention given to him. Whatever the cause, these angry feelings stirred up guilt 

and it was unbearable for her. By projecting her feelings into the care staff, she 

was relieved of them. In this interpretation, nursing auxiliary Meena's comment 

that was supposed to be reassuring ("I don't hate your husband it's just that he 

wants to sleep. Ile don't want us to wake him up, ") challenged Phyllis' 

defences causing her to connect with her feelings and to "cry and cry". Taking 

this interpretation to another level, it might also be a feature of Phyllis' 

personality that she hated the dependent and vulnerable aspects of herselc This 

could then give us a working hypothesis about her brittie and fragile responses 

to the staff. For her to be able to take in care, gestures would have to be gentler 

than the persuasions being offered. For Phyllis these persuasions may have felt 

intrusive and hostile. 

Giving back painful and distressing emotions In a more manageable form 

I fed back my f6rmulations in the group as part of the Reflective Work Group 

interaction. Formulations became stronger when discussion of similar issues 

repeatedly produced a particular emotional quality or when they had been 

developed or validatcd in the Tavistock Supervision Group. Agreement or 

disagreement between the care staff and me had to be thought about carefully. 

Disagreement, could indicate that we were working through an important and 

challenging issue. Agreement on the other hand might signify that the idea 

being discussed supported both the care staffs psychological defences and my 

own. In the case study, the main indicator that the feedback had been helpful 

was that the care staff brought up the situation in the group on several 

occasions over a prolonged period of time and that some of the participants 
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(including me) shifted in the way they worked with the emotional demand of 

the situation. 

Much of the discussion was related to the guilt residents' relatives experienced 

when their loved ones were admitted to Willow Ward. Staff talked about their 

interactions with Phyllis in a less emotionally charged way and allowed a more 

empathic view. One group member compared Phyllis' experience of being 

separated from Cyril with going back to work having had a baby. The group 

aired the many aspects of care that provoked guilt related to separation such as 

resenting having to be there for someone or feeling inadequate for not being 

able to be there for someone, particularly in death. It was also possible to 

acknowledge the parallels with their experience as carcrs. In this Rcilcctivc 

Work Group the staff became more able to take in profound issues of guilt, 

think about them and return to their work, hopefully with a greater capacity for 

the emotion work required of them. 

The emotion work in the case of Cyril and Phyllis was being with the couple 

and tolerating their difficult fcclings, holding them and not batting them back, 

but thinking about them and then giving them back in a more manageable form. 

The 'discussion of guilt and associated anxieties gave the care staff the 

opportunity to take in some of the feelings involved and try out new ways of 

thinking about them so that when they returned to the practical experience, the 

feelings had been processed and any feedback was given in a more bearable 

form. In practice this is not broken down into separate components like this 

discussion, but is part of the way the staff spoke and bchavcd in the course of 
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their ordinary work. An example of this was given in the following Reflective 

Work Group: 

"Staff nurse Susan: She's quitefriendly with me I would say. And she 

like taking some action to my chipping in some advice. Before she 

would come in without any coal on and one day she came and as she 

was going I said about it. She said "Don't worry, I'll be all right. "I 

said " "y don't you bring your coat? " She said "Oh it was sunny this 

morning so I didn't think I would need it, but now it's bad it's this and 

that. "I said, "So what can you do now? " She laughed and then set her 

thinking. She said, "You know what, I'll go back to Cyril's room and 

I'll get one of his jackets because he doesn't need it now. " Nich is 

what she did. So the second day, I didn't see her... so I think it was the 

next night on the phone I said don't forget to bring back Cyrils 

Jacket. " 

Reflective Work Group 23.4.03 

In this piece of ordinary interaction the staff nurse was able to resist trying to 

persuade Phyllis to look after hersclE She had learnt that Phyllis could not take 

in her persuasions. Instead she understood Phyllis' usual rejection of help as a 

sign of her feelings. I'lie staff nurse was able to adopt an open and ffiendly 

manner. She expressed concern about Phyllis by asking whether she would be 

warm enough. Phyllis was able to accept this care and concern. The staff nurse 

then reminded Phyllis of the incident a couple of days later over the phone. 

This demonstrated the staff nurse's ability to hold Phyllis in mind even when 

she was not there. Ile staff nurse's calm and soothing tone as she recounted the 
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incident made me think she had been able to provide a secure sense of 

containment. 

It is my understanding that conflicting feelings about love and hate, angcr and 

compassion and fear of living as well as fear of dying were part of this case. 

Such intense cmotions were connected to the high levels of anxiety and guilt 

that seemed pervasive. Sometimes care staff were defensive whcn these 

I feelings were projected into them, batting them back to where they came from. 

This may have been because they were overburdened themselves or because the 

ferocity of the emotion made it so difficult to bear. I have demonstrated how 

the containing links of the research allowed these issues to be aircd, taken in 

and thought about. This supported the care staff's capacity to creatively manage 

the emotional demand of their work. Although the change outcome may appear 

small, the capacity for participants to shift in their understanding and 

experience of the emotional demand is important. The practical aspects of 

change are seen as less relevant and the development of capacity for emotional 

engagement and new ways of working'with the emotional demand arc 

identified as significant emotional action. 

THE CREATIVE FUNCTION OF THE RESEARCH: DEVELOPING 

UNDERSTANDING THROUGH PSYCHOANALYTIC THEORY 

The thematic and textured findings demonstrate the complexity and intensity of 

the emotional demand related to loss in continuing care. 'Residents, their 

relatives and the care staf*f s experiences included issues related to shock, grie I f, 

anxiety, degeneration and death. Through a psychoanalytic lens, it was possible 
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to achieve a view of aspects of the emotional demand not usually spoken about. 

These included issues such as trying to cope with the complex mix of feelings 

about residents. These feelings were associated with a caring and loving 

attitude and inevitably feelings such as anger, envy, hatred and despair, which 

could be linked to a deep down desire to be rid of the burden of sustaining the 

lives of such dependent and non-responsive people. Although these issues 

remained below the surface it was possible to observe how they were 

sometimes acted out or repressed through psychological defences. Ibis 

perspective was achieved by designing research methods that were emotionally 

containing. In this way psychological defences could be acknowledged and 

worked through so that a more complete picture could be seen. 

I'lie research model was not only observational (Hinshelwood and Skogstad 

2000) but also had a creative function. The links between the clinical 

experience, the Reflective Work Groups and the Tavistock Supervision Group 

developed a capacity for containment in participants and allowed access to a 

different quality of data. In this research, expressing the experience of what 

might be understood as negative feelings is viewed as a positive part of the 

research. Winnicott (1949) suggests the more feelings like hate and anger are 

acknowledged, the less likely they are to be enacted. Having these feelings 

understood by another is both therapeutic to the individual and can prevent 

them acting in a non-therapeutic way towards others. The research methods 

modelled a way for participants to bear their distuthing feelings in order to try 

to understand them. They offer opportunities for growth in the individual and 

creativity, in practice because it has the potential to promote a culture in- 

continuing care that is invested in: 

266 



1. Resisting doing and encouraging being with emotions 

2. Preventing non-therapeutic action 

3. Improving the quality of relationships by acknowledging a full range of 

emotions including those considered to be negative. 

Resisting doing and encouraging being with emotions 

Fabricius (1995) suggests that there is a tendency in nurses (and carc workers) 

to feel that there are only two choices in relation to the emotions provoked in 

their work. The choice being either to suppress fcclings or act them out. She 

argues that conscious action is usually out of the question so nurses and carcrs 

are left with suppressing their feelings. However she points out that these often 

resurface with the "unconscious turning into action"p24. Much of the work of 

the Rcflcctivc Work Group was concerned with providing the opportunity for 

an alternative way. This was to experience fcclings in a safe environment so 

that they could be thought about and taken in. It was important to try to rcsist 

acting out uncomfortable fcclings in the group and to rccognisc and discuss 

defensiveness (Chapter Eight). T'he Reflective Work Group became a place 

where people could practice having feelings without suppressing them or acting 

on them. 

I have suggested the emotions provoked by the work carried out in Willow 

Ward are psychologically disturbing and they are therefore difficult to be with 

in this way. It is usually assumed fýelings such as hatred and anger towards 

vulnerable groups like frail older people are unacceptable. "is adds social 

pressure to the psychic conflict. If the care staff are expected to provide care 
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that aims to be dignified and promote a person-centred approach to care 

(Department of Health 2006), it is essential that the realities of what this entails 

are acknowledged and not denied. I suggest that it is important to recognise that 

there are limitations to what can be done in order to allow care staff to be more 

in tune with the way a person feels. For example, in Chapter Eight, I described 

how I helped an elderly female resident on and off the toilet. It seemed 

impossible to make this experience dignified. I believe a more achievable, but 

still very difficult aim, might be to be sensitive to the resident's feelings and 

respond appropriately. 71is might involve very little change in the activities 

involved but it would be important to improve the capacity for containing the 

disturbing feelings that this sort of work provokes. The Reflective Work Group 

offered care staff a space to explore such instances. 

In the group it was possible to try to understand how the resident might be 

feeling and explore the care staffs responses. Dartington (1994) argues that 

people are often drawn into care work by a desire to "put things right". As I 

have described earlier, the obstacles that stand in the way of care stafrs needs 

for satisfaction and reparation through their work produce frustration and 

eventual despair (Main 1957). 1 suggest that those involved in policy making 

and service planning need to engage with the real difficultics of becoming 

dependent in old age as well as the need to improve the provision of care. 

Policies that are blind to negative feelings, concentrating only on doing things 

to create positive outcomes, are in danger of splitting off the needs of older 

people who fail to respond to treatment and get better. T'here is then a 

temptation to ignore those residents and denigrate the people who provide care 

for them. 
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I suggest that in long-term care for dependent older people much of the cmotion 

work involves being with residents in an ordinary way. This is not easy, as it 

requires tolerating the extraordinary and unbearable fcclings that arc provoked 

in dependent and degenerative old age. Ile aim of the Reflective Work Groups 

was to facilitate this by modelling how to be with difficult fcclings and 

developing participants' capacity to bear difficult fcclings through repetition of 

containment. This was accompanied by a raised awareness of emotionality 

achieved through timely and sensitive feedback. In the illustrative case in this 

chapter this way of working seemed helpful, particularly when I was able to 

acknowledge that the care staff were shouldering the emotional experience for 

another person. It is important to validate this aspect of the care staff's role as it 

often raises a lot of resentment in care staff, especially related to relatives. I 

propose this is an essential skill in the specialist role for continuing care nurses 

and should take a higher priority in service planning and education (Chapter 

Eleven). It follows that there should be more emphasis on the care staft's 

difficult work of being with dependent residents and a recognition that although 

the'practical tasks involved in the work can seem straight-forward. they usually 

involve a complex emotional demand (Chapter Seven and Eight). 

Preventing non-therapeutic action 

I will return to Fabricius' (1995) point that nurses and carers suppressed 

feelings often resurface with the unconscious turning into action. 'Givcn the 

nature of the feelings that I have suggested rcmain'below the surface in Willow 

Ward, this has important implications. It was a crucial function of the 

Reflective Work Group to acknowledge feelings such as hatred, anger. envy 

and despair in order to identify where the anxiety about them provoked non- 
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therapeutic action and, if possible, to prevent them being acted out in abusive 

behaviour. Dartington (1994) suggests that ordinary nurses caring for disturbed, 

frightened, dependent and angry patients are likely to feet mistreated, taken 

advantage of and like a slave. I have articulated the overwhelming burden of 

caring for residents who experienced the losses in life and death in a continuing 

care ward (Chapter Seven) and I have indicated that it produced a range of 

feelings in the care staff (Chapters Seven and Eight). The Reflective Work 

Group provided a space where the care staffs, needs were considered important. 

It was important for its own sake that care staff under such extreme pressure 

should have a place in their working environment where their needs are 

allowed to be expressed and prioritised. This was an important therapeutic 

feature of the work. 

There were specific issues related to the continuing care setting that 

exacerbated the feelings of resentment that Dartington (1994) describes as a 

normal feature of care work. I have identified these as the residents' profound 

dependence, the lack of satisfaction provided by residents who did, not get 

better and a sustained contact with a sense of lifelessness and emptiness 

(Chapter Eight). In addition there were particular aspects of Willow Ward that 

also stirred up angry feelings. Care staff did sometimes complain that they felt 

like slaves or unpaid servants, which has a particular resonance when the 

residents were predominantly white and the care staff were predominantly 

Black people with African and Caribbean heritage. The sense of injustice may 

have been added to by the racial inequalities in the health care system amongst 

the staff (Ward 1993). The care staff expressed a feeling of not being properly 

recognised in the Care for Older People's Unit and. that they occupied a low 
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status. Ile Reflective Work Group was a place where these fcclings could be 

expressed, explored and digested. It was particularly important for me to 

recOgnise that I was often the only white person in the group. It was important 

to identify the institutional power imbalances whilst not colluding with any 

defensive thinking. For example, it was important not to go along with an 

assumption thafnursing auxiliaries did not have any power or authority. It was 

clear that several individuals had a significant influence on the organisation of 

care. On the other hand the nursing auxiliarics'wcrc bound by the paramctcrs of 

their role, their wage and the status that went with it. I Was able to use the 

micro-environment of the group to illustrate this. Although I seemed to have a 

lot of power as the facilitator of the group, certain participants were often vcry 

outspoken, confident and very strong in ensuring the discussion was fair. 

Darlington (1994) suggests that nurses' power over patients provokes a lot of 

anxiety. She describes a situation where nurses worry about their potcntial for 

sadistic abuse. The vulnerable nature of the residents and the invasive physical 

procedures required to care for them stirred up similar anxious fcclings in the 

care staff on Willow Ward (Chapter Eight). It was an important function of the 

Reflective Work Group to deal with these anxieties in an honest way. The care 

staff felt vulnerable to being accused of mistreatment in relation to care such as 

the way residents are fed, spoken to or the nature of physical intcmction. W4 

was probably due to the high level of nursing auxiliary involvement in the 

group. It was important to recognise that the potential for mistreatment and 

abuse was in everyone involved in close contact with such dependent and dying 

older people. Residents' relatives (Chapter Eight) and senior members of staff 

(Chapter Ten) have anxieties about the adequacy of their own care for these 
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residents. When these anxieties are not rccogniscd and attended to, they can 

result in non-therapcutic interaction, inadequate care and neglectful strategic 

planning that fails to recognise the emotions of those involved. The containing 

functions of the research allowed the participants the opportunities to air some 

of these anxieties and have them understood (Chapter Eight). Ile activities of 

the research and the feedback to the Trust Lead and Charge Nurse related to its 

progress also encouraged planning and policy that was more sensitive to the 

emotional needs in continuing care. 

a 

Improving the quality of relationships by acknowledging a full range of 

emotions Including those considered to be negative 

Craib (2001) discussed the links between symbols, thinking and creativity. He 

suggested that thinking about something is not only a logical process but it 

involves all levels of the psyche. Ile describes psychoanalysis as a spiral of 

science and art in the production of new knowledge and argues the more able 

we are to engage with the symbolic world the more human we are. Transferring 

this notion to the research, the more we are able to engage with actions and 

interactions as symbols of the emotional world related to dependent old age and 

related care practices, the more likely we are to empathise with the human 

qualities of the people involved. This is difficult because it stirs up our own 

unacceptable and unbearable feelings related to older people and those who are 

closely connected to them. 

I suggest the containing mechanisms of the research were important to 

humanising continuing care in Willow Ward in two ways. Firstly, it encouraged 

the care staff to think about the residents and their relatives' behaviour as 
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symbols of their emotions and to try to understand their meaning. T'his is 

especially important when some of the residents lack the capacity to articulate 

speech and responses. The residents' profound dcpcndcnce and non- 

responsiveness make them vulnerable to the hostilc projections of othcrs, and 

stir up primitive anxieties in those who have close contact with thm (Tcrry 

1998). For example it is tempting to dismiss a person's mental capacity in order 

to protect yourself from their anger and envy (Chapters Seven and Eight). 

Secondly, in the Reflective Work Group the care stafrs behaviour was treated 

as symbolic of their emotions, which the Tavistock Supervision Group and I 

tried to understand. An example of this was when I understood their resistance 

to come to the Reflective Work Group as ambivalence (Chapter Four). It was 

important not to treat the care staff as "'cogs in a care machine" or as they 

sometimes said they felt, like work horses. 

Ashburner et al (2004) argue that for staff to be able to provide person ccntrcd 

care, it is important for them to feel valued. Ref: rring to Nolan et al's (2002) 

concept of rclationship-ccntrcd-care they suggest there should be a focus on 

relationships that form the context of care. Ashburncr et al (2004) refer to the 

need for a psychodynamic understanding and advocate the use of clinical 

supervision and action learning. I would like to develop these points in the light 

of this research. 

The containing function of the research methods wcrc helpful because they 

encouraged participants to resist the urge to do more and concentrate on fccling 

more. This facilitated a grcater psychodynamic understanding through 

experiential learning. The methods also fulfilled the function of validating the 
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care staffs role as receptacles for other people's projections. It was evident that 

all levels of care staff had a strong sense that this was important but it was 

poorly articulated and rarely recognised formally. It is important to recognise 

this role because it confirms the importance of a hidden aspect of the care 

staff's work and more explicit than this it separates their feelings from those of 

the residents and their families. In Chapter Eleven I propose valuing the roles 

and relationships between of the Staff nurses and nursing auxiliaries in relation 

to these valuable aspects of emotion work is key to developing the specialist 

role of the continuing care nursc. 

I have suggested that the attention paid to the emotional aspects of loss and 

grief in Willow Ward aimed to encourage the recognition of feelings such as 

hatred, anger, envy and despair. This had the potential to reduce the possibility 

of them resurfacing as unconscious non-therapcutic or abusive action. Later I 

will go on to suggest that it is important to develop clearer links between 

strategic planners and continuing care staff's work, so that the emotional 

component of all aspects of care delivery are recognised as important. 

Finally, I have argued that paying closer attention to the emotional symbols in 

behaviour and interaction is key to humanising roles and relationships in 

continuing care for older people. The research developed ways of interpreting 

the psychological meaning in symbols and behaviour. This promoted careful 

thought about a range of emotions which enabled a more holistic view of 

residents and their relatives. This is consistent with a person centred approach 

to continuing care discussed by Nolan et al (2002). The containing links in the 

research methods also encouraged the participants to examine their own 
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thoughts and feelings about their responses to the residents and their families. 

This meant'there was also, an emphasis on rclationship-ccntrcd-carc, which 

follows the direction of Nolan et'al's (2002) devclopmcnt of person ccntrcd 

approaches. My contribution -to this line of progression is to argue for the 

recognition that feelings that are often considered negative are important to a 

holistic view of human 'existence. In Chapter Eleven I argue that research 

methods that deny their existence are in danger of colluding with psychological 

defences that can avoid aspects of older people's cxpcricncc and result in non- 

therapeutic action. It is important to be mindful of the emotional symbolism in 

behaviour and interaction in order to sustain the human qualities of the very 

dependent older people in continuing care and the pcople in close contact with 

them. 

SUMMARY 

I have discussed how containing structures in the research helpcd promote carc 

staff's capacity for working with emotions. Using an extcndcd example I havc 

demonstrated how working in the Reflective Work Group and the Tavistock 

Supervision Group enabled unacceptable and unbearable feelings to be 

processed and understood. I argued that it is important to rccognisc the role of 

the care staff in being receptacles for the projections of other people. T'his 

validates their work with emotions and, importantly, separates their needs from 

those of the residents and their families. 

The research demonstrated that care staff did have a capacity for working with 

emotions. In the next chapter I will argue that emotionally sensitive care for 
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residents and their families was not only dependent on the care staff s 

motivations and abilities but also on environmental factors. I will argue that 

environmental factors and how the emotional demand was managed in the 

organisation affected the way the care staff applied the knowledge and skills 

they developed in the research. I suggest that the developments in the care 

staff's capacity could not fl. ourish in the customs and practices of care because 

social systems in the organisation supported the care staffs psychological 

defences. This led to a situation where the whole organisation was 

unconsciously invested in maintaining the status quo. This prevented the care 

stafT, residents and relatives on Willow Ward meeting their full potential. 
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CHAPTER 10 - SWITCHING OFF: THE FUNCTION OF 

SOCIAL SYSTEMS AS A DEFENCE AGAINST ANXIETY 

IN THE CARE FOR OLDER PEOPLE UNIT 

In Chapter three I described how psychoanalytic theory explains how 

individuals' psychological defences can shape the culture of an organisation. It 
II 

has been suggested that patterns of behaviour that support psychological 

defences can develop and become custom and practice in an organisation. 

These are referred to as social systems and can be unconscious aspccts of a 

routine or influence strategic planning. 

So far I have argued that the care staff employed psychological dcfcnccs in 

order to protect themselves from the intolerable and unacceptable fcclings 

stiffed up by their work. I have identified the emotional demand connected to 

loss in a continuing care setting and demonstrated in Chapter Nine that care 

staff have some capacity to process emotions and to work through 

psychological defences. Although the care staff had the capacity to work in this 

way, it was not the custom and practice within the ward cnvironmcnt. In this 

chapter I argue that the social systems in operation in Willow Ward and the 

Care For Older People Unit supported psychological defences and prevented 

the knowledge and skills developed in the Rcflcctive Work Groups influencing 

the culture of care. 

argue specifically that social systems within Willow Ward pmtcctcd all 

individuals fi-orn the dread of a lifeless void connected with profound 

dependence and not getting better. The systems did this by splitting up the 
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residents and the care staff's emotional roles and responsibilities and locating 

them in a hierarchy. Residents who were furthest from the lifeless void, for 

example feisty residents and cognitively able residents received more 

individualised and personal emotional contact. The residents most closely 

associated with lifelessness and emptiness, especially the non-responsive 

residents received the most practical and least personal contact. The most 

primitive fears and anxieties related to all the residents could be projected into 

the non-responsive residents and emotional contact with them avoided. 

I will argue that this process was replicated in a social system that operated 

throughout the whole Care for Older People Unit. The patients in the other 

wards and the roles and responsibilities of nurses, doctors and therapists were 

also in a hierarchy. The social system that functioned inside the continuing care 

ward was replicated throughout the whole organisation. In this system Willow 

Ward, which was the area most closely associated with the primitive fears 'of 

residents in continuing care, occupied the non-responsive status and psychic 

identity and therefore received the least contact and was ignored and rarely 

thought about (Chapter Two). I have articulated this process under the 

following headings: 

1. Splitting up the residents 

2. Splitting up emotional roles and responsibilities 

3. The upstairs-downstairs effect 

Each heading is discussed further below. 

Splitting up the residents 

In the participant observation I noticed how certain residents spent more time in 

the communal areas than others and that some people received a different type 
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of interpersonal contact with the care staff. I suggest that residents were split 

up and placed in a hierarchy with the most able and lively residents occupying 

the position with the most status and receiving the most pcrsonaliscd care. This 

was a similar process to social sequestration when people who arc dying or 

have unbounded bodies are separated from the rest of a society (Chapter 

Seven). I understoodthcprocess as a social system created by individuals who 

were motivated by the need to avoid unbearable and unacceptable feelings 

connected to the emotional demand (Chapter Eight). It is my suggestion that the 

system functioned by splitting up the emotional demand of caring for residents 

who were either living, degenerating or dying in continuing care. By keeping 

the people in these various states away from each other the care staff and the 

residents avoided the conflicting feelings of love and hatc, compassion and 

anger, 6vy and gratitude and the hope and despair related to sustaining the 

lives of people who were non-responsivc or in a state of degenerative health 

and facing the possibility of becoming non-rcsponsivc. In thi's formulation, I 

suggest the non-rcsponsive residents were an ideal receptacle for the hostile 

projections of other people such as care staff and relatives. They also stirred up 

primitive anxieties related to fear of emptiness and non-cxistencc in the people 

who had close contact with them. Consequently these residents were most 

likely to be avoided. 

In Chapter Two I described Willow Ward. I explained the way the ward was 

arranged and the routines were organiscd. I noted that residents tended to spend 

their time in certain places according to their level of independence and 

cognitive ability. The least able, non-responsive residents spent all of their time 

in their own rooms, the feisty residents and those who were often referred to as 
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"nice and quief' spent a lot of time in communal areas such as the sitting room. 

The most able residents spent their time in their own rooms and received the 

most personalised care. 7bis was also evident in their physical surroundings as 

their environments reflected more of their individual personality. For example, 

in the photographs on the walls or personal items such radios, cigarettes and 

religious symbols. The feisty and nice and quiet residents had some personal 

items in their rooms but tended to spend much of their time in the communal 

areas and were therefore often addressed as a group unless they were receiving 

personal care. Finally the contact received by the non-responsive residents was 

ccntred on care delivery and their environments were more clinical than 

homely. 

T'he non-responsive residents often lay on large clinical beds designed to 

prevent pressure sores and were fed via a tube into the stomach. They spent 

their time in their rooms and some of them could sit for short periods in an 

armchair. It was unusual for these residents to get dressed in day clothes and 

the environment where they spent their time therefore tended to be more 

clinical. Ibcre were fewer reminders of their identity and personal histories 

such as photographs and cards from family and friends. 

I suggest the choices residents and care staff made about where the residents 

spent their time and the levels of interaction with them was not only about the 

residents' practical problems but also related to a need to avoid distressing and 

anxiety provoking feelings such as those described earlier (Chapter Eight). 

When a non-responsive resident's daughter wanted to decorate her Mother's 

room, it caused the care staff some anxieties: 
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"Researcher Cheryl: Rita [nursing auxillary] had told me aboul'a new 

'resident's daughter who had decorated her mother's room. She was 

incensed about it, saying she had cluttered the room up and it was 

preventing them doing their job. She asked me to come and meet the 

daughter. I went in and said hello and'introduccd mysey. * We'had a 

short chat. The daughter had brought In matching duvet covers and 

curtains and the room seemed very soj?. Her mother seemed to be 

peaceful and comfortable. She was asleep but stirred when her 

daughter stroked herface. 71cre were soft toys and cushions on the bed 

and the resident's daughter explained she' had brought in a' big 

tekvision so her mother could see it more clearly and itfell like she had 

company. As we lej? the room nursing auxiliary Rita said "Do you see 

what I mean? " but I didn't. " 

Field notes 19.11.03 

Later in a Reflective Work Group, nursing auxiliary Rita explained that shc felt 

the resident's daughter was treating the resident as if she had more capacity to 

think and feel than she really had. It was true that the resident was very 

dependent but it was impossible to know the extent of her capacity for thought 

and feelings as her communication skills were so poor. I suggest the denial of 

the non-responsive residents' capacity f6r any feelings helped care staff avoid 

emotional contact with the nameless dread associated with what might be 

thou& of as a void or empty state (Chapter Eight) and allowed thcrn to 

distance themselves from the residents and the dreadful fears they might 

provoke. 
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The feisty and nice and quiet residents often sat in their own armchairs or 

wheelchairs and they got dressed in their own clothes. The sitting room did 

have a more homely decoration, but it was not individualised. Photographs and 

pictures were bought by the institution and the central focus was the television. 

Ilis meant everyone in the sitting room was engaged in similar activities at any 

one time. For example throughout the data collection period there was a series 

of entertainers who visited the ward to sing to the residents. 'Mey delivered a 

standard set of songs that were assumed to be relevant for older people. 

Although many of the residents originated from the East End, the increasing 

cultural diversity in the residents illustrated how this group of individuals were 

being treated as a homogenous group regardless of individual preferences or 

levels of health: 

Researcher Cheryl: "I was shocked at how unwell Sarah [resident] 

looked. 71e singer was going on but Sarah had her head down and her 

tongue was hanging out. It looked swollen and dry. Amina the new 

resident from Somalia looked pu=Ied. She was watching the singing 

and I wondered what she made of it. Her advocate arrived and Ifel, 

embarrassed. She called him over and spoke to him. I thought she was 

going to ask him to take her to her room. but to my surprise the singer 

stopped the music and the staff called for the social worker to sing 

something in Amina's language. The young man looking a little 

embarrassed did a song and a dance that looked and sounded to be in 

an African tradition and the care staff clapped and cheered and Amina 

and the care stafffrom African heritage. did the whooping call which 

equates to Westerners'applause. " 
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Field notes 8.10.03 

In the example the resident who looked unwell and the residcnt with a spccific 

cultural background were expected to adapt and be part of the group and cnjoy 

the East End sing-along. The interactions in the sitting room wcrc kcpt at a 

superficial level due to the lack of privacy and a tendency to address the 

residents as a group. Sometimes care staff sat down with individuals and 

engaged on a one-to-one basis, for example, watching the tclcvision togcthcr or 

reading a newspaper. More frequently any interpersonal interaction was rclatcd 

to care needs such as helping someone with their drink or to cat a mcal. 

Despite the tendency to treat these residents as a group, they maintained morc 

of an individual identity than the non-rcsponsive residents. 71cir rooms often 

reflected some aspects of their personality and they participatcd in art classes or 

quizzes where they exercised their individual talents and preferences. 

The final group of residents were the most cognitivcly able and they tended to 

choose to stay in their own rooms rather than mix with the sitting room 

residents. These residents had more control over what clothes they wore, which 

television programme they watched and generally had more personal items in 

their rooms. 

"Researcher Cheryl: Robert [resident] had asked Gceta [nursing 

auxiliary] for something but she - hadn't really understood. She thought 

he wanted to speak with June [occupational therapy assistant). She 

used his communication board to conflrm this. 'Shefiound oui that June 
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had agreed to get Robert's lottery ticket and he wanted Geeta to get 

him chicken and chips from the canteen. This involved accessing his 

moneyfrom the o . 
Fice andpayingfor the med 

geflective Work Group notes 27.9.01 

The most able residents usually chose to remain in their own rooms. They had 

individual relationships with members of staff and the routines and external 

environments reflected their personalities and preferences, for example, a radio 

playing their choice of music or as in the example taking part in external 

activities like the lottery. 

71is custom of splitting up the residents was not imposed on residents by the 

staff and the more able residents in particular colluded with this practice. The 

splitting up process prevented residents from a different category of liveliness 

coming into contact with each other. Residents could therefore avoid the 

feelings of envy related to residents who were more able and lively and avoid 

fears about their own futures reflected in the residents who were less able and 

less lively: 

"Later in the discussion, June [occupational therapy assistant] talked 

about Robert [resident]. She said he had an assessmentfor an electric 

wheelchair. She had helped him practice. glen the assessment came he 

kept knocking the chair on the end of the bed. The assessor gave him 

lots of chances and he kept trying, but he just couldn't do it. June 

wondered why, because he had been fine during the practice times. We 

speculated about how hard it would befor him to come out of his room 
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and be with'the others who are older and more con ised. I wondered if, 

also about whether he might have thought he would get less one-to-one 

allentionfrom June. "' 

Reflective Work Group notes 13.9.01 

When residents of different abilities mixed with each other it could provoke 

fear and anxiety as well as envy and rivalry. Residents with higher cognitive 

levels were more likely to rcceive one-to-one communication from people in 

specialist roles such as the occupational therapy assistant and psychologist. 

These residents were also more likely to receive individual attention from the 

care staff. In contrast, residents in the sitting room were more likely to be 

treated as a group and less likely to receive individual attention. When giving 

individuals attention in the communal areas it often provoked rivalry and stirrcd 

up distressing feelings. 

"Researcher Cheryl: I tried to be a reassuring presence and at one 

point I did put my arm round her [resident Muriel who had become 

upset] and I thought she might cry on my shoulder but she didn't. I was 

aware of feeling silly and I'm sure I was Inhibited. Irene [resident]. 

who tends to pinch and grab at people, is a very likeable resident. She 

put her thumb up. At one point she was asleep with her thumb up In an 

'Tin OK " way. 

June was'moving between Betty [resident] and Sarah [resident]. Both 

of these residents are also difficult to help. Sarah was becoming quite 

restless and agitated. Betty was also callingfor our attention when we 
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werefocused on other residents. R%en Betty went to call me over I said 

no, because I was with Muriel. Betty started shouting and swearing. 

Muriel did seem to respond to Betty's noise. Sometimes she became 

agitated and shouted back Trying to explain what the noise was 

seemed not to achieve any thing ... Muriel could not respond in a 

meaningful way and I couldJeel mysel(giving up. 

Field notes 28.2.02 

The extract demonstrates the difficulties of interacting with cognitively 

impaired residents who have profound emotional needs. These difficulties can 

be exacerbated in a large group. The interaction in the sitting room tended to 

be group orientated or structured to avoid rivalry and competition for attention. 

For example, care staff often avoided interaction in the sitting room unless it 

was related to a task such as helping people at meal times. A resident whose 

behaviour became distressing for other residents was often removed from the 

sitting room and taken to their own room. In this way, engagement was kept at 

a surface level and distressing emotions such as anger, hatred, envy and despair 

were avoided. This meant the care staff were protected from the disturbing 

projections of the residents and their own emotional response. 

The seating arrangements and hierarchy of attention paid to the residents was 

part of the culture of care in Willow Ward. It can be viewed as a system of 

psychological defence that prevented residents coming into contact with the 

unbearable feelings about their envy of more able people and dread of their 

possible futures. For care staff it prevented intimate contact that might stir up 
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the dreadful feelings associated with profound dcpendencc, powcriessness to 

make things better and the deep void in non-rcsponsivcncss (Chapter Eight). 

Splitting up emotional roles and responsibilities 

Not only were the residents split up according to their abilities and liveliness 

but so were the roles and responsibilitics'of the care staff. 'nicre was a 

hierarchy related to the expectation of care staft's work with emotions and the 

type of contact it involved. 11c work with the most obvious and direct 

emotional component was carried out by senior nurses and clinicians from 

other disciplines, for example, psychological assessment of residents or 

meeting with relatives to discuss a resident's prognosis. The staff nurses 

sometimes engaged in work with an obvious and direct emotional component 

such as breaking bad news and they were also involved in personal care that 

had a less obvious but intrinsic emotional demand (Chapters Seven and Eight). 

The nursing auxiliaries rarely engaged in communication that had an obvious 

and direct emotional component. Tle majority of the emotional demand of their 

work was inherent in the personal care delivery such as helping a resident wash 

and dress (Chapters Seven and Eight). I suggest this was not only a practical 

organisation of roles and responsibilities, but also split up the emotional 

demand of the work. This supported the stail's psychological defences which 

were unconsciously motivated by a desire to avoid the conflicts and anxieties 

provoked by the unbearable and unacceptable feelings provoked by the work. 

The Charge Nurse and members of the multidisc'iplinary team'such as'medics 

and psychologi, sts dealt with the type of cmotion work that usually involved 

talking to people about emotionally charged subjects, Consequently they tended 
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to be involved with speaking to relatives and residents about ongoing issues 

such as plans about treatment, non-treatment, conflicts or challenging 

behaviours. Ile psychologist and occupational therapy assistant were also 

involved in providing emotionally therapeutic interventions for the residents. 

The emotion work provided by the Charge Nurse and multidisciplinary team 

members often took place in a meeting or clinical encounter. Usually, the sole 

purpose of such an interaction was to deal with a specific problem. Except for 

the Charge Nurse, these practitioners were involved in personal care rarely if 

ever. The sort of emotional engagement undertaken by these people usually 

occurred with relatives or the most cognitively able residents and occurred in 

more controlled environments where communication was the focus of the 

interaction: 

"Psychologist report: Sarah [resident] described the days as "long ". 

She told me how she enjoyed talking to me and how she alwaysfelt very 

lonely when I left. She said that she could not talk to the other residents 

in the sitting room. V like talking to people". At the end of the last 

session she told me how she enjoyed talking about her life and then 

started singing "77iose were the days myfriend, I thought they'd never 

end"... thisfelt sad thinking back. " 

Clinical psychology assessment 12.7.01 

The more senior nurses and clinicians from other disciplines worked with 

emotions in a more focused way. The communication was mostly verbal and 

they had relatively little contact with residents who were profoundly dependent 
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or non-responsive. Consequently their interactions that involvcd working with 

emotions were largely focused on the more able residents. 

The staff nurses' role also involved direct and focused communication about 

emotional issues. 11cse interactions tended to be less' planned and more 

intcgratcd into the day to day work. They included informing relatives that a 

resident's health had deteriorated, meeting rclativcs when a rcsidcnt had died 

and speaking to cogn'itively able residents about emotional issues. 71iis sort of 

communication was less likely to take place on a rcgular basis and was more 

likely to occur in a public space rather than in an office or meeting room. 

"Researcher Cheryl: Rosie's [resident] sister arrived. She had rushed 

to get here following staff nurse's phone call to tell her Rosle had 

become very unwell. Staff nurse Paula came out of Rosie's room to 

meet her. They knew each other and Paula put her arm around Rosle's 

sister and started talking to her about Rosie's condition as she took her 

behind the curtains to see her. 

Field notes 7.8.02 

The staff nurses sometimes stood in for the more senior nurses and clinicians, 

but they were less likely to engage in the planned types of interactions 'With 

residents and relatives that often took place in officcs or away from the ward 

environment. Staff nurses and the Charge Nurse had responsibilities for 

personal care. Iley therefore had more sustained emotional contact with the 

profoundly dependent and non-responsive residents than doctors and therapists 

but less than the nursing auxiliaries. I suggest the more senior the nurse, the 
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more they are able to choose the type of residents and interactions they get 

involved with. Those who choose to be engaged with both types of residents 

have to tolerate the emotional conflicts that the splitting effect avoids. 

This freedom to choose was also reflected in the levels of participation in the 

Reflective Work Group. 11, c, more senior nurses attended the group less 

frequently than the nursing auxiliaries. It was suggested that this was due to the 

specific time restraints put on staff nurses. An alternative explanation was that 

the staff nurses were in a particularly difficult position because they were 

expected to provide direct verbal emotional care to the more able residents and 

relatives and perform the practical care for the most profoundly dependent and 

non-responsive residents. Discussion in the Rcflective Work Group may have 

been most threatening to the staff nurses because they were least protected by 

the defensive splitting. 

The nursing auxiliaries, who had the lowest status, had the most sustained 

contact with the residents with the most profound dependence and non- 

responsiveness. They found the Reflective Work Group helpful because it 

allowed them to air their feelings about the practical work they provided. The 

lack of stafT nurses contributions however did mean it was hard to explore the 

potential of the nursing auxiliaries' Tole in providing direct verbal emotional 

care. Although the nursing auxiliaries were clearly capable of meaningful 

interaction that was not based on practical care, they tended to avoid it: 

"Ipopped my head into the day room. There was a man [resident] in a 

reclining chair muttering loudly to himseIr There were about twelve 
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residents 'all sitting in different types 4 chairs facing the'tclevision. I 

noticed the news was on the TV. I said hello to the residents and about 

three people responded. About three care assistants were sat In the 

sitting roo -m as well but they were sat behind the residents and it almost 

looked as they were hiding. I askcd them what was going on and they 

replied that they were waitingfor the lunch trolley to arrive. 

Field notes 6.2.02 

The nursing auxiliaries engaged in the practical care and the emotional demand 

inherent in it (Chapters Seven and Eight) but were not usually involved in 

direct communication about emotional issues avoiding the emotional conflicts 

this entailed. I have described how the work related to emotions was split up 

and organiscd in a hierarchy. The most senior nurses and clinicians were 

involved in the most direct form of emotional care, which tcnded to be via die 

spoken communication and therefore involved'thc most cognitivcly able 

residents. The nursing auxiliaries had the lowest status and tcndcd to be 

exclusively involved in emotion work related to practical care. They were the 

group who had the most sustained contact with the profoundly dependent and 

non-responsive residents. The staff nurses had a role that involved the most 

integration although it was possible for them to avoid personal care for some 

residents if they chose. 

Ile splitting up of the emotional roles and responsibilities supported the 

psychological defences I have aIrcAdy described (Chapter Eight). At kept the 

sort of emotional contact the senior nurse's and clinicians had with residents and 

their families separate from the types of emotional demands inherent in the 
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practical care delivery. I suggest this helped all the groups of staff avoid 

unbearable conflicts and anxieties. More senior nurses and clinicians were able 

to engage with residents in a more intimate way and could adopt a more holistic 

approach, but they could avoid the sustained type of contact with the residents 

who provoked such deep anxieties related to profound dependence, not getting 

better and especially the fear of a lifeless void represented by the non- 

responsive residents. In contrast, the nursing auxiliaries had sustained contact 

of this kind, but avoided adopting a holistic view of residents that 

acknowledged their personal and intimate feelings by focussing on the practical 

aspects of care, denying residents' capacity and generally avoiding the direct 

form of communication about emotions. I suggest that whilst these systems 

were in operation it was hard to integrate work with emotions and promote a 

more holistic view of all residents. 

Any attempts to integrate work with emotions into the practical care for 

example would be met with resistance. The next extract is from an assessment 

by the psychologist. She was very involved in the work led by the Charge 

Nurse and supported by this research. She completed psychological 

assessments of residents who were discussed in the Reflective Work Groups 

and made suggestions about how care staff could integrate her 

recommendations into their practical care. She found her detailed reports were 

rarely read by the care staff involved in the day-to-day work. 

"Psychologist report: For those around resident Sarah, it mightfeel as 

if she is constantly wanting attention and staff might feel defeated in 

how to deal with this seemingly insatiable demand. R%at we must 
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remember is that these are universal fcclings and that we have to try 

and understand her fears of separation, her shouts for contact and 

intimacy and help herfeel contained. lessening the panic and anxiety of 

the unknown " 

Clinical psychology asscssment 12.7.01 

It was unlikely that care staff would take up the psychologist's suggestions 

when the culture of practical care demanded a dcmal of residents' capacity for 

feelings, distress and conflict. Attempts to join up the different emotional 

understandings located in each group of practitioners were resisted. For 

example, the psychologist often complained that her assessments were not read 

by the care staff or incorporated into the nursing care plans and the medical 

team declined any invitation to join in the Rcflcctive Work Groups. 

Trying to change the shape of the culture involved trying to adopt more 

integrated approaches to care. For example although the group members 

increased their awareness of the importance of personal and biographical 

information about the residents, low levels of this type of information were 

recorded in the care plans. In order to address this, we decided that the Charge 

Nurse would run a care plan group on alternate weeks to the Reflective Work 

Group. The intention was to integrate the type of work carried out in the 

Reflective Work Groups into the care plans and day-to-day work. This created 

a more integrated approach to the emotional care for residents: 

Charge Nurse Steven: "glen I assessed Ruby [resident]. she was 

quite clear that although she has gone off herfood, she did not want us 
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to put in a feeding tube of any sort. I met with her a couple of times 

before she came onto the ward and only agreed to come here if I could 

assure her we wouldn't put down a tube. 

Silence 

Researcher Cheryl: Steven this is one of the issues that does come up 

quite regularly In the group. 

Nursing auxiliary Cells: Yes it's notfair, we can't not try with her. 

Staff nurse Elizabeth: We can'tjust watch her starve to death. 

Charge Nurse Steven: I'm not saying you can't give her food she 

fancies, maybe ke cream or something or sips of water. But when she 

gets more poorly she doesn't want a PEG feed [tube feeding into the 

stomach] 

Staff nurse Elizabeth: Well you better make sure the doctor has it 

written in the notes, because some of these locum doctors won't listen 

to anything we say andjust go ahead with what they think 

Care plan group 20.12.02 

In this example it is possible to see the importance of emotion work at every 

level of clinical practice and although the medical team were still not involved, 

the need for their involvement is evident. Tlis type of integrated thinking was 

possible but again the custom and practice in the organisation mitigated against 

it becoming a sustained approach. External pressures meant that under times of 

stress, when a key member of staff left, for example, structures such as the care 

plan group just disappeared and the forces of psychological defences could not 

be held back. 
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All levels of 'Practitioners colluded with the fragmentation of emotion work. 

11c splitting, up of the understanding of the emotions located in each role 

avoided the real emotional difficulties and distress the residents experienced on 

a day to I day basis. The more senior levels of staff could limit themselves to 

speaking with the most cognitivcly able people such as relatives and to avoid 

emotional contact with the most profoundly dependent residents. 7lic cam stair 

limited themselves to the practical issues of tile residents and minimiscd or 

glossed over the residents' capacity for fcclings (Chapters Seven and Eight). 

In the hierarchy of roles and responsibilities the care staff and especially the 

nursing auxiliaries were most closely associated with the very dependent 

residents who tended not to respond to the treatments and care offered. 71cy 

seemed to be identified with carrying the burden of non-rcsponsivcncss. 71nis 

had an effect on the way they saw themselves and how others pcrccivcd them. 

When people crossed these boundaries, for example, the psychologist's and 

Charge Nurse's efforts to integrate diffcrcnt Ways of thinking about the 

residents' emotional worlds, and the occupational therapist assistant and care 

stafrs participation in the Reflective Work Group, it increased anxieties. The 

level of support to sustain different ways of working with residents' fcclings 

required careful thought and planning at all levels of practice (Chapter Eleven). 

To summarise, I have argued that within Willow Ward, social systems were in 

place that supported the psychological defences described in Chapter Eight. 

The way the social systems worked was to split up the residents, roles and 

responsibilities in a hierarchy based on cognitive ability. 7he most able 

residents received more personaliscd and verbal emotional interaction from 
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more senior members of staff. Feelings such as anger, hatred and a desire to 

give up are projected into the people and activities most closely associated with 

death and non-responsiveness. It is then possible to ignore the people and 

activities that represent these unbearable feelings. The people who have more 

contact with the residents who represent high levels of this type of emotional 

anxiety use strategies to minimise the emotional impact that result in a less 

holistic view of the residents. 

The system is very difficult to challenge because it is unconscious and changes 

provoke more anxiety. It is also noticeable that people with more power the 

cognitively able and senior practitioners, are more able to distance themselves 

from associating with degeneration, non-rcsponsiveness and death. It is my 

thesis that this system is replicated throughout the whole organisation in the 

upstairs-downstairs effect. 

The upstairs-downstairs effect 

I have described how the social systems within Willow Ward support 

psychological defences. I suggest the social systems throughout the whole 

institution replicate this process. In Chapters Seven and Eight, I argued that 

Willow Ward tended to work in isolation and that the care staff found it 

difficult to let people in from other disciplines and therefore had a different 

attitude about their work. I outlined a situation where the ward functioned like a 

family on the inside and were separated fi-orn outside influences. This was not a 

one-way process. 71is social system supported the psychological defences of 

all the individuals and groups in the organisation. This included patients, 

residents, nurses, doctors, managers and so on. 
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I have described how Willow Ward was often ignored and out of the strategic 

mind. The sense of separation and being forgotten was particularly marked in 

the location of the ward (Chapter Two). All the rehabilitation wards, 

administration, management and doctors' office were upstairs and the 

continuing care was downstairs. Ile rational for this was that people in 

continuing care could use the garden facilities but I propose this also served as 

an organisational defence, which separated the people who could get better and 

all their nurses, doctors and therapists from residents and care staff associated 

with not getting better and non-rcsponsivcncss. This meant they were 

vulnerable to the hostile projections of others and they stirrcd up primitive 

anxieties in people who had close contact with them. 

Although occupational therapists, physiothcrapists, speech and language 

therapists and social workers had regular funding to work in the rehabilitation 

wards they only worked in the continuing care ward on a case by casc basis. 

This was rare and referrals of1cn seem to go missing (Chapter Seven). In the 

early data collection period a closed continuing care ward that had adjoined 

Willow Ward was reopened as an intermediate care ward where older patients 

who were quite well came for day care. The shared dining and sitting areas 

between the two wards offered the opportunity for much fittcr patients to mix 

with the continuing care residents. This presented a dilcmma for everyone. 

Psychologist flayley: Sony we werejust talking about the new ward 

and its impact on everyone here. 

Nursing auxiliary Gloria: I think It's lovely to see the patients allve 

and talking. 
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Researcher Cheryl: Except they're nolyourpatients 

Nursing auxiliary Gloria: [laughter] but still. 

Nursing auxiliary Meena: I saw everyone there sitting around the 

table it was so nice [general agreement] 

Occupational therapy assistant June: They're a lot more up on the 

criteria than they used to be; they're not letting anybody in now. 

Nursing auxiliary Meena: No you can't have a conversation with 

hardly anyone, just Betty [laughter] and Biddy 

OT assistant June: and Sarah 

Nursing auxiliary Meena: Well no not Sarah any more 

Nursing auxiliary Gloria: 71e sister on the other ward has askedfor 

the shutters to be drawn across the glass divided between the two ward 

sitting and dining rooms. They are not even allowed to see them 

Psychologist Ilayley: Mat do you think, it's up to us to think about it 

Nursing auxiliary Meena: I think they should leave that part open, the 

dining room bit, then ourpatients can'see somebody 

Nursing auxiliary Gloria: She sees that all the time, that it will have 

an effect on her residents [patients] that she has coming in. Maybe she 

didn't like that, I wouldn't like it. I work there so I have to be with 

Betty, but ordinary people, I wouldn't like my Mum or somebody ... and 

these are people who are all right. You see them talking and that. 

Psychologist Ilayley: It may distress some people. 

Nursing auxiliary Gloria: Yeah 

Staff nurse Joan: Yes I think that is right because Betty swears a lot 

and I think those people wouldn't like it. Sitting around the table with 

their relatives and then she starts swearing. Also psychologically the 
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other patients wouldn't benefit from being with our rcsidcnts because 

they can only mumble and that. " 

Reflective Work Group 17.4.02 

This is an example of how the people within Willow Ward and those external 

to it replicated the splitting process that occurred within it. I suggest that 

Willow Ward occupied a similar position in the hospital to the non-responsive 

residents in the ward. Like the non-rcsponsive residents within it, Willow Ward 

was kept separate, out of sight and out of mind (Chapter Two). All the thinking, 

planning and rehabilitation went on upstairs whilst downstairs in Willow Ward 

they were charged with looking ailcr residents who were no longer responding 

to treatment and therapy. Ilie non-rcsponsivc residents rcprcscntcd the most 

disturbing feelings related to dependency, not getting better and a dreadful fear 

of a lifeless void (Chapter Eight). Iley were segregated and received little 

attention or thoughtful consideration. I suggest that this system was replicated 

throughout the whole organisation, with Willow Ward being idcntiricd as the 

non-rcsponsive resident of the hospital. 

Tlis meant the most disturbing feelings related to dependence, not getting 

better and a dreadful fear of a lifeless void were located in Willow Ward and 

separated from the rest of the unit. T'he strategic planners then paid little 

attention to the continuing care service and avoided any thoughtful 

consideration of it. My suggestion leads me to conclude that the defensive 

splitting off of the continuing care needs from the rest of the service may have 

unconsciously caused the situation where resource allocation and strategic 

planning was almost non-existcnt for this aspect of the locality's health care 
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needs (Chapter Two). The implications of my suggestions are that to sustain 

any change in ways of working within Willow Ward all those involved in the 

organisation need to engage with the emotional demand of providing care for 

residents who live dependent and degenerating lives for relatively long periods 

of time with the most likely outcome being their death rather than getting better 

and going home. 

THE FUNCTION OF SOCIAL SYSTEMS AS A DEFENCE AGAINST 

ANXIETY IN THE CARE FOR OLDER PEOPLE UNIT: DEVELOPING 

UNDERSTANDING THROUGH PSYCHOANALYTIC THEORY 

Davenhill (1998) argues that the care stafrs capacity to contain emotional 

distress is central to the quality of care that can be given. Refcrring to Bion 

(1962), she suggests carerspced to take in and dctoxify emotional distress so it 

can be fed back in a more tolerable form. Davenhill (1998) suggests the 

primitive processes that occur when care staff work with severe psychological 

disturbance make this very difficult. In this research, the residents were living 

through the end stages of chronic illnesses and consequently their bodies and 

minds were degenerating, causing them to live in profound dependent states. 

The fragmented states of mind in residents with dementia (Balfour 2006) and 

the emptiness of working with non-responsivc residents (Terry 1998) placed a 

particular emotional demand in the care work. 

I have explained that the quality of care was not only influenced by the care 

stafrs capacity to work with emotions but is also Telated to the organisation of 

care in the wider context. In a similar way to Menzies Lyth's (1959/1988) 
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observations of hospital nurses, the anxieties provoked by the care stafrs work 

caused them to protect thcmsclvc's by adopting defences that enabled them to 

avoid or gloss over elements of the emotional demands of their work. 71csc 

were often concealed under the surface of their experiences (Chapter Seven). 

TIcrc was a quality to the anxieties in Willow Ward that was distinct from the 

hospital experience articulated by Menzies Lyth (1959/1988). 1 suggcst this was 

related to the specific nature of providing care for profoundly dcpcndcnt 

residents whose minds and bodies were dcgcncrating, the lack of satisfaction in 

the work that is usually provided when a person gets better and the sustained 

contact with people who stir up feelings related to deep fears about cmptincss 

and n6t existing (Chapter Eight). 

In Chapter Nine I have argued the care staff were able to use the containing 

function of the research to learn about emotions (Rustin 2003). 1 suggest the 

care staff were already aware of the projections of others and they seemed to 

recognise that they held the emotions for others. TIc research has helped them 

articulate this aspect of their role (Chapter Seven). This had the added bonus of 

treating' 'their feelings as separate entities to the residents' 'and relatives' 

emotional states. I think this is what they were trying to express when they 

suggested they want someone to hear their side of things rather than always 

having their perspective heard in the context of the needs of residents and their 

relatives. 

They demonstrated an increased capacity to digest and dctoxify the emotional 

experiences of the residents and families in their care. I argucd that this was 

important because it promoted the idea of being with emotions rather acting on 
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them. This also involved thinking about the emotional symbolism in interaction 

which offers the opportunity to prevent non-thcrapeutic behaviour (Dartington 

1994; Fabricius 1995) and sustain the human qualities of those living, working 

and visiting Willow Ward (Craib 2001). Despite this potential, it did not 

become the custom and practice of the ward because social systems supported 

psychological defences. These were evident in the overall organisation of the 

unit and distribution of resources. 

Rationing resources for making things better 

I have suggested the whole organisation was fragmented in a similar way to 

how Roberts (1994b) understood a long-stay hospital for older people. She 

described a situation where the nursing staff were split from the doctors and 

therapists. The Care for Older People Unit in. my research ran in similar lines to 

her description of Miller and Gwynne's (1972) horticultural model and the 

warehousing model but they were enacted in a different social system. The 

horticultural model defines the aims of care in terms of growth of abilities, 

whilst denying disability and the limitations of care. In contrast, the warehouse 

model is focused on prolonging life, but tends to encourage dependence and 

depersonalise the people being cared for. In the Care for Older People Unit, the 

rehabilitation wards upstairs were invested in the horticultural model where it 

was assumed that the outcome of rehabilitation would be that people got better. 

Resources and planning related to therapies like speech and language therapy 

and physiotherapy were prioritised and invested in this area of the Care for 

Older People Unit. T'hose downstairs were deprived of rehabilitation resources 

and encouraged to be dependent and give up any thoughts of getting better. The 

care staff become identified with the residents and assumed to share these traits. 
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This is why it was important that the Rcflcctivc Work Group was a s'cparatc 

space for the care staff's needs and feelings. 

In Willow Ward there was a focus on practical care and a lack of engagement 

in what might make the residents lives qualitatively better (Chapters Seven and 

Eight). Roberts (1994) argues thavalthough the horticultural model appcars 

adequate it also involves denial of the limitations of health care. Following this 

suggestion, it may be that in the upstairs thinking related to rehabilitation, 

patients and care staff were prevented from contemplating any acceptance of 

dependence and avoided a confrontation with the end point to what can be done 

for a patient. This can stir up feelings of hatred and rage related to the reality 

that there are limits to our existence and therefore limits to our therapeutic 

cndeavours (Davcnhill 1998). The avoidance of these fcclings has the potential 

to manifest itself in non-therapcutic behaviours such as interactions that deny 

patients' autonomy and enforce attitudes and therapies without contemplating 

the heavy burden of keeping going in semi-dcpcndcnt old age. 

I came to understand the lack of planning and allocation of resources in Willow 

Ward as hostile projections connected to profound dependence, the limits of 

therapeutic endeavours and the fear and dread of emptiness and non-cxistcnce. 

Willow Ward was cut off from the rest of the unit so that the people outside the 

ward felt safe from the deep psychological disturbance they had projected into 

it. Inside Willow Ward people were swept up in the emotional demand and 

connected psychological defences. 
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Many of the residents in Willow Ward were in the final stages of chronic 

illnesses which produced a state of dementia and sometimes a complete state of 

non-responsiveness. It is suggested, that in old age, people's ability to cope 

with loss and increased dependence will be determined by the legacy of earlier 

developmental difficulties (Balfour 2006). People with extreme degeneration of 

the mind may lack the mental capacity to contain their own emotions and can 

be terrified by a sense of returning to a state of complete helplessness (Balfour 

2006). With no verbal or symbolic communication skills the person 

communicates through primitive projections and the person's external 

environment acts as a receptacle for their distressing feelings (Davenhill 1998). 

Willow Ward had the potential to become an external container for the 

residents' blurred and fragmented state of minds. With little conscious support 

and direction for the formation of the external containment structures, it was 

instead shaped by the unconscious forces motivated by avoidance of the painful 

and distressing feelings (Chapter Eight). 

Willow Ward -a peculiar sort of refuge 

Roberts' (1994b) analysis of social systems was focused on the division in roles 

between different disciplines. She argued that this was motivated by the 

anxieties associated with the residents' lack of capacity to respond to care and 

treatment. I suggest this research's observation and articulation of the 

qualitative experience related to the fear of a terrifying void stirred up by 

working with such profoundly dependent residents is a useful development of 

this concept. Overwhelmed by the intense emotional demand of their work and 

disabled by the projective identification with the residents, the care staff took 

refuge inside Willow Ward. In his exploration of defences against sensing 
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nothingness, Emanuel (2001) discusses the internal mechanisms of individuals 

for avoiding the deep dread of emptiness or non-cxistcnce. I have us'ed this 

model to understand the care stafrs response to their close contact with 

residents who stir up these dreadful feelings and their position'as the repository 

for p 'ection of others' such feelings. I have adapted Emanuel's (2001) r0i 

description of individualiscd internal defences against the void to explain 

below, the organisational defýnccs in Willow Ward. 

It's a dumping ground 

The care staff in 'Willow Ward retreated to a place inside and disconncctcd 

from the rest of the Care for Older People Unif outside. This place was full of 

feelings of persecution and resentment because it contained all the dreadful 

fears related to not getting better in old age, but nonetheless it felt safe and 

familiar. The care staff frequently complained of being treated like a dumping 

ground and resented the sense that they had to deal with cvcrybody else's 

rubbish. There are all sorts of psychoanalytic associations in these statcmcnts, 

for example the care staffs recognition that the others projected their hostile 

feelings into Willow Ward, the denigration of residents (and ovcr-idcntiricd 

staff) who fail to get better and the personal care that often involved body 

products such as faeces, urine and vomit. Emanuel (2001) argues that no matter 

how persecutory life inside can be at least it provides a sense of identity that 

wins over the lifeless void. 

Fixed ways of thinking 

Emanuel (2001) further argues that the formation of a kind of boundary around 

the inside space can allow a holding place that is akin to containment. 71cre is 
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however investment in fixing the inside identity which prevents growth which 

is part of a truly containing relationship. Fixed ways of thinking avoid stirring 

up anxieties about change or confronting depression connected with how things 

have operated in the past. Ile suggests that this is at a cost of "isolation, 

stagnation and withdrawal. " In Willow Ward this meant it was threatening to 

let in others who may not share the fixed ways of thinking. This meant 

practices such as low referral rates for external consultations fi-om therapists 

became routine. T11is prevented those inside Willow Ward receiving help and 

often stifled creativity and growth. 

A false sense of power over non-existence 

The insiders are invested in their identity and ideas to such a point that they 

seem grandiose and arrogant. In Willow Ward, this was evident in Willow 

Magic where the care staff felt they were able to defy death and keep the 

residents going through the efforts of their care. 

Emanuel (2001) suggests this can be seen as a consequence of living inside but 

argues that it is a particular form of delusional grandiosity used as a defence 

against utter emptiness. It was also hard for care staff to psychologically step 

outside as they would lose the protection of inside thinking and have to face the 

realities such as the limits of the ir care and ultimately the inevitability of death. 

SUMMARY 

In this chapter I have argued that the new ways of working and thinking about 

emotions developed in theReflective Work Group did not become part of the 
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customs and practice of Willow Ward because social systems within the 

organisation supported the care staffs psychological defences. In the ward, 

these systems divided up the residents in terms of their levels of activity and 

separated the emotional roles and responsibilities of the nurses and clinicians. 

Senior nurses and clinicians and the most cognitively able residents tcndcd to 

engage in the most direct, verbal communication. Staff nurses occupied a 

particularly difficult position in that they had responsibilities for verbal 

emotional care and practical care. The more senior the nurse the more choice 

they had about what roles they would fulfil. Nursing auxiliaries had the lowest 

status and least choice about their involvement in practical care. This meant 

they shouldered much of the burden of the emotional demand attached to the 

delivery of personal care. 

The more able the resident, the more pcrsonalised and intimate the emotional 

contact they received. The most dependent and non-rcsponsive residents 

received very little contact other than practical care. They were paid little 

attention and rarely thought about. T'hesc systems prevented envy and fear in 

the residents and located the most disturbing feelings in the non-responsive 

residents, which could then be avoided. I have argued this system was 

replicated through an organisational defence where Willow Ward occupied the 

non-responsive position. 

The social systems in the Care for Older People Unit resulted in a situation 

where Willow Ward acted as a repository for the hostile projections of others 

and stiffed up feelings related to severe dependence, the limitations of care and 

treatment and a fear of emptiness and non-existence. Ile upstairs-downstairs 
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effect resulted in a situation where Willow Ward became identified with these 

traits and missed out on resources that might make things better. The care staff 

in Willow Ward seemed cut off from outsiders and developed an insider way of 

thinking and being. This provided them a sort of comfort for all the distress but 

prevented them developing to their full potential. 
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CHAPTER 11 - DISCUSSION AND CONLUSIONS: THE 

UNIQUE CONTRIBUTION OF CONTINUING CARE STAFF 

in the previous chapters I have discussed the findings in the context of 

appropriate literature. In this chapter I draw on the findings to assimilate the 

thesis and the discussion focuses on the conclusions and recommendations. I 

recap on the strengths and limitations of the study before making conclusions 

about living bereavement in Willow Ward by addressing the aims and 

objectives of the study. I have discussed the links between the data and theory 

in each of the findings chapters. The main points are summariscd here as they 

relate to the overall conclusions. Finally, I make recommendations for a way 

forward for Willow Ward and the Care for Older People Unit and draw out 

principles that, within the limitations of this single case study, can be applied to 

other continuing care organisations. 

Strengths and limitations of the study 

A strength of this study has been the blending of social and psychological 

methods to produce a thesis that addresses the emotional and cultural issues of 

care work in a given context. In the literature review I found that the body of 

literature was fragmented and that studies tended to focus on either the cultural 

or emotional world. It is an important feature of this thesis that it cxp lorcd the 

boundary where culture and emotions meet. 

The literature review also suggested that perspective of different groups, for 

example, staff, residents. and relatives tends to be researched separately. In this 

research there was a focus on the care stafrs views. This can be justified 
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because there is a lack of qualitative research in relation to the care stafrs 

perspective, but future studies should consider the importance of the 

relationship between the views of care staff, residents and their families. 

In order to gain insights into the care stafrs emotional responses and the 

psychological defences alive in the work, I adopted a psychoanalytic approach 

to the data. The psychoanalytic framework is a well established method of 

understanding unconscious processes, but sociological orientated qualitative 

researchers adopting a more pluralistic approach might find it limiting. These 

researchers would argue against viewing the world through a specific lens 

preferring to understand truths in a given context. 

Some individuals in the research setting may also have found the 

psychoanalytically informed methods off-putting and so participated less in the 

research. This means the findings and the growth stimulated by the research is 

biased towards those who are comfortable with the methodology. 

Understanding how unconscious processes motivate and influence the 

provision of care for this vulnerable client group is important and helpful, 

future research should be directed at exploring similar environments using a 

range of psychological methodologies in order to demonstrate the range of 

psychic truths that may exist. 

Some may question issues of transferability from a single case study such as 

this. Sharp (1998) argues that in depth case single studies offer transferability 

through recognition. I have included rich description of the cultural context and 
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data generated through the containing methods of the research so that the reader 

is able to assess the relevance and fittingness of the findings to other continuing 

care settings. Sharp (1998) also suggests that intensive data collection and 

analysis has the potential for theoretical transferability. In this study there has 

been a systematic approach to data collection and analysis within an 

appropriate theoretical fi-amcwork. Related studies arc needed to confirm or 

refute the explanatory theories developed to address the research aims in this 

thesis. 

Exploring the-care staffs view of living bereavement 

An objective of the research was to explore the views of care staff On Willow 

Ward and emotional response to loss in the continuing care setting. 'Exploning 

the care staffs perspective is considered a valid focus as few researchers in the 

literature review had tried to capture their experience for its own sake (Chapter 

Four). In Chapter Seven I described the themes that emerged from their 

accounts about their work. These related to a trajectory of living bereavement. 

The care staff described an emotional demand in their work that included their 

own feelings and a sense that they were on the receiving end of other people's 

feelings. This aspect of their role was rarely recognised and they seemed to find 

it burdensome. 

Unlike previous studies which had concentrated on single aspects of loss I in 

continuing care such as admission (Dellasega and Nolan 1997) or death 

(Froggatt 2001), the care staff articulated a trajectory of loss that was complex 

and included multiple losses. It started with the resident's shock on admission 

and was often accompanied by their relatives' grief. The loss experience 
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continued whilst the residents were living in Willow Ward and because they 

were separated from their families and homes. This separation often provoked 

deep anxieties. The residents were at the end stage of chronic illnesses and 

suffered losses incurred by degeneration of their minds and bodies. The final 

aspect of the living bereavement trajectory related to the anticipation of death, 

the process of dying and bereavement. 

In my fieldwork I noticed that the care staff tended to omit or gloss over some 

aspects of the emotional demand of their work. This included their work with a 

group of residents who tended to stay in their own rooms and were rarely 

spoken about. I described these residents as non-responsive because they were 
in positions of profound dependence and had little capacity for spoken or 

symbolic communication. When I worked with these residents I noticed that I 

felt a lot of self-doubt about the adequacy of my care delivery for such needy 

residents. I felt guilty when I became frustrated and sometimes despondent 

about my lack of capacity to make any real difference to the residents' quality 

of life. I also felt angry and hurt when residents were abusive or rude. Il also 

found it, was an isolating experience working on Willow Ward and I missed 

contact with other disciplines. Initially, I didn't feel part of the family 

atmosphere that the care staff referred to. The care staff seemed much more 

certain about their work and laughed off any insulting behaviour, even when it 

was racist or cruel. 

Uncovering the care staff's emotional responses 

Previously, participant observation in continuing care environments has 

adopted a sociological perspective, for example Starck (1992) ethnographic 
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study and not attempted to record an emotional experience in the data. In 

contrast, psychoanalytic organisational consultants such as Roberts (1994b) 

have focused on emotional experience but have not included an in depth 

practical experience of the field. My research supports Roberts (1994b) 

findings that social systems in continuing care settings support care staft's 

psychological defence against the difficult feelings associated with looking 

after dependent older people who fail to get better. I suggest I have added to the 

body of knowledge by articulating the emotional experience telatcd to the non- 

responsive residents who stayed in their rooms and were rarely spoken of and 

therefore not identified as significant in previous studies. 

In Chapter Eight I used a detailed discussion of a Reflective Work Group to 

demonstrate how the care staff avoided elements of the emotional demand that 

were connected to feelings that were generally unacceptable or fclt unbearable. 

I suggested these included anger, - hatred, guilt, envy and despair. I proposed 

that care staff used psychological defences to protect themselves from these 

feelings. The particular Reflective Work Group that was discussed was selected 

because it contained the protective techniques I identified as significant through 

the repetitious containing processes in the research (Chapter Five). 

The protective processes included keeping out strangers. the care Staff often 

said they wanted people to witness their work, but when people with different 

perspectives wanted to get close to the issues of personal care they were 

discouraged. The care staff also seemed to adopt an attitude where they were 

suspicious and sometimes quite hostile towards outsiders. This was described 

by one participant as being on the offensive all the time. In order to take the 
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sting out of residents' abusive behaviour the care staff frequently denied the 

residents' capacity for feelings such as envy and anger. The care staff would 

often respond with things like "Oh she doesn't know what she is sayine' which 

denied the potency of the fecling and reinforced the residents' position of 

powerlessness. 

I argued that the care staff avoided contact with primitive feelings of 

lifelessness and emptiness associated with contact with very dependent people 

by distancing themselves from certain groups and paying more attention to 

others. I suggested the care staff valued feistiness and ignored non- 

responsiveness. Any one who was considered to bring the place to life was held 

in affection whereas those with minimal capacity to speak or interact were 

rarely discussed or thought about. In order to deal with the frequency and 

inevitability of death, the care staff seemed to place their faith in Willow 

Magic. I explained this as a sense that the staff felt their practical care was 

powerful enough to prevent the residents from dying. 11iis helped them cope 

with despair associated with their frustrated desire to keep the residents alive 

for ever. 

Finally, the care staff created an exclusive environment where relatives who 

helped keep things going and kept visiting the residents were integrated into the 

Willow Ward family. Residents who stopped visiting or rarely visited were 

viewed as abandoning the residents. All feelings about a desire to be relieved of 

the burden of care for such disturbing and dependent residents could be 

projected into the relatives who didn't visit and were disowned by the Willow 

Ward family. 
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Developing the participants' capacity for working with emotions 

Another objective of the research was to support and develop the participants' 

(including my own) capacity for working with the emotions attached to loss 

and grief In Chapter Four I explained how I incorporated the Tavisiock method 

of learning about emotion's (Rustin 2003) into the research methods. 711is 

provided education, supervision and a chain of containment that stretched from 

the experience of caring for the resident in Willow Ward to the Tavistock 

Supervision Group. In Chapter Nine I discussed the care stairs work with a 

resident and his wife. This was an illustrative case that continued over ci6tccn 

months. I argued that the care staff and I developed our capacity to take in 

feelings, think about them and feed them back in a more tolerable form. I 

developed this capacity in my role as the facilitator of the Rcflcctivc Work 

Group and the care staff improved their capacity to do this in the ordinary 

activities of their work. I suggest that this way of working did not become 

custom and practice on the ward because there were social systems inherent in 

the organisation that supported the psychological defences. 

The Impact of the emotional responses on the social organislition of care 

In Chapter Ten I discussed how emotional responses impacted upon the overall 

social organisation of care which was another objective for the 'research. 

Previous studies have identified bow social systems support care stafrs 

psychological defences (Menzies Lyth 1959/1988). 1 have added to the 

understanding 'of social systems in continuing care settings and demonstrated 

how the social system in Willow Ward was repeated throughout the 

organisation. 
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I described a social system within Willow Ward, which split up the residents in 

tenns of their liveliness. This splitting process was hierarchical with the most 

cognitively able residents at the top and the most dependent and least 

responsive at the bottom. The residents with higher levels of cognition received 

more personal and individualised interactions whereas the non-responsive 

residents tended to be given attention based on personal care delivery. Running 

along side the splitting up of the residents was the fragmentation of the 

emotional roles and responsibilities for all staff providing care and treatment. 

At the top of this hierarchy was the direct communication about emotional 

issues such as a resident's prognosis or a therapeutic intervention. This sort of 

interaction was often carried out in private and within a timed framework. At 

the other end of the hierarchy was the emotional work contained in the practical 

care. Ibis was difficult work and it required sophisticated skills for emotional 

containment, but it tended to be less valued. 

Members of staff with the highest social status such as doctors, therapists and 

senior nurses carried out the talk-based emotion work. The nursing auxiliary 

grade with the. lowest status tended to provide the emotion work contained in 

the practical care for the most dependent and least. responsive residents. Staff 

nurses and the Charge Nurse were involved in both types of emotion work, 

although they tended to have more choice than the nursing auxiliaries. 

It is important to stress that this system was protective for everyone as it 

prevented them from being in contact with the unacceptable and unbearable 

feelings provoked by working with profoundly dependent residents who failed 

to get better and provoked feelings to do with a sense of lifelessness. The care 
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staff and multidisciplinary team members at the top of the hierarchy were able 

to adopt a more holistic and emotionally sensitive view of the residents as they 

were not confronted by the enormity of the dependence and need related to 

emotional demand of providing personal care. Care staff at the bottom end of 

the scale dealt with the difficulties of the emotional demand in providing care 

for such dependent older people by using the psychological defences I have 

described. T"his meant they adopted a less holistic and less emotionally 

sensitive view of the resident by focussing on'the practical care and dcnying 

residents' capacity. 

I argued that this system was replicated throughout the whole Care for Older 

People Unit, with Willow Ward being the repository for the hostile projections 

of those upstairs in the rehabilitation wards and the antagonist of primitive 

anxieties for those who came close to the fear of emptiness stiffcd up by 

working with people in very dependent old age. The care staff on Willow Ward 

had become over identified with the most disturbing aspects of old age and 

formed an alliance with residents and some families. I argued that to deal with 

their position in the organisations and cope with their own anxious fcclings the 

care staff took refuge in the activities and identity that shaped the culture 

downstairs. 

DISCUSSION AND CONLUSIONS: DEVELOPING UNDERSTANDING 

THROUGH THEORY 

The findings are relevant in the light of social arýd psychoanalytic theory. I have 

argued that although sociologically based research has offered explanations for 
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practices that are similar to those in Willow Ward, the psychoanalytic theory 

enabled an understanding of the potential for emotions and their connected, 

psychological defences to shape cultural practices. 

The complexity of loss In continuing care 

Previous studies have suggested how caring for unbounded bodies and dying 

residents present problems for modem society (Hockey 1990; Lawton 1998; 

Froggatt 2001). It has been suggested that in contemporary society boundaries 

between the inside and the outside of bodies and the living and dying are highly 

regulated (Lupton 1998; Seale 1998). 'Me experience of working with loss and 

grief in the continuing care setting was disordered, unbounded and the margins 

between life and death were uncertain. Research located in a sociological 

domain has suggested that care staff cope with these issues by separating out 

residents who challenge societal norms. Froggatt (2001) described how dying 

residents were nursed separately in care homes and Lawton (1998) explained 

how residents whose deaths were dirty tended to be separated from others. The 

social process of separating out in this way was referred to as sequestration. 

This study has been located in psychoanalytic theory and although similar 

sociological processes have been described, in this study they were given 

emotional rather than social meaning. The central tenet to the thesis is that 

unconscious motivations, often related to avoiding painful or anxious feelings, 

shape the cultural practices in an environment (Hinshelwood and Skogstad 

2000). Applying this understanding to the findings I propose that there are three 

issues that are central to the emotion work With loss and grief in continuing 

care environments. 
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The first is the profound dependence and degeneration experienced by 

residents. This not 6nlY gives the work a social stigma (Lawton 1998; Froggatt 

2001) but it also has a profound impact on the psychodynamics between 

residents and carers. Residents can be envious and hateful of their younger 

fitter caregivers and the care staff can be resentful and hating of the residents 

who place such difficult'demands on them. Winnicott (1949) describes the 

hatred stirred up in therapists providing psychotherapy for psychologically 

disturbed patients. He argued that hatred was inevitable in such relationships 

and that the more it was acknowledged the less likely it was to be acted out. 

The second issue is that the care staff were denied the satisfaction and reward 

of seeing the people in their care get better and go home. Main (1957) observed 

that those in caring professions have the opportunity for pcrsonal reparation in 

helping other people and seeing them get better. fie suggests the constant 

frustration of this opportunity can provoke ang'er- and eventually despair. The 

residents in Willow Ward suffered prolonged and difficult endings and rarely 

got better. Unconsciously, the care staff fought against this, but inevitably were 

faced by repeated failure as the residents inevitably died. 

Finally the sustained contact with such dependent and non-rcsponsive people 

stiffed up primitive feelings of dread about lifelessness and non-cxistence. this 

was evident in the care for such dependent old people but had a particular 

resonance in the non-responsive residents. These people not only stirred up 

dreadful feelings about non-existence but they were also an ideal repository for 

hostile projections of everybody's primitive anxieties about feelings of 

emptiness and void (Emanuel 2001). 1 suggest that the fcclings and associated 

319 



psychological defences associated with these hidden and often unconscious 

aspects of the emotional demand provide the key to helping care staff develop 

their capacity for working with emotions in continuing care environments. 

The creative potential of. methods of containment 

I have suggested that the research methods modelled a chain of containment 

and that this enabled the participants to explore the work so that they might get 

closer to a'more complete picture of the emotional experience. I propose that 

the chain effect enabled them to develop some capacity for containment of the 

profound emotional experience of residents and their families when they carried 

out the ordinary activities of their work. I suggested this way of learning and 

developing was beneficial because it models resisting doing and encourages 

being with emotions. In other words the containing methods within the research 

did not require the care staff to do more in fact more often the development 

involved doing less. The learning focused on encouraging the participants to be 

more emotionally engaged with the everyday work practices. It encouraged 

thoughtful consideration and sensitivity to the emotional experience. This is, 

helpful because it promoted understanding of people's emotional state which is 

therapeutic for its own sake and it allowed space for considering the possible 

unconscious motivations behind actions (Fabricius 1995). 

Care staff are often full of aggressive and destructive feelings about patients 

and residents and having these anxieties understood and detoxified has the 

potential to prevent non-therapeutic action or abusive action (Dartington 1994). 

An ethos of understanding emotions and careful thinking can contribute to a 

person centred care and a better quality of relationships. Craib (2001) suggested 
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the careful consideration of symbolic meaning I is humanisifig. in' continuing 

care environments the behaviours of residents and customs in the care stai'rs 

working practices connect to the close contact with multiple and disturbing 

loss. These can stir up deep fears and anxieties, which make it difficult not to 

be propelled into infantile and primitive states of mind. These circumstances 

make a verbal articulation of the emotional state very difficult I suggest the 

interpretation of symbolic behaviour is particularly important in sustaining the 

human qualities of all those associated with continuing care. 

Social systems that support psychological defences 

The social systems that were in operation in The Care for Older People Unit 

fi-agmented emotion work and placed it in a hierarchy. I'lie system supported 

psychological defences by allowing those most closely associated with non- 

responsiveness to be a repository for hostile projections about hatred and anger 

about dependence, the limits of care and treatment and facing the inevitability 

of non-existence and death. At the various levels of the hierarchy, those who 

were'identificd with non-rcsponsiveness could be split off, disengaged from 

emotionally and paid little thoughtful attention. 

Menzies Lyth (1959/1988) observed a similar process of distancing techniques 

in hospital nursing and Roberts (1994b) suggested nurses were identified with 

the problems of not getting better compared to therapists and doctors who were 

associated with competence. The most prominent defensive splitting I observed 

in the Care For Older People Unit was the upstairs-downstairs effect which is 

consistent with the principles described by Menzies Lyth (1959/1988) 'and 

Roberts (1994b). This lends substantial 'evidence to the" suggestion that the 
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fragmentation and splitting processes so prevalent in the body of literature 

(Holman et al 2004) and the social practices in care for dependent and dying 

people (Hockey 1990; Lawton 1998; Froggatt 200 1) are connected to the world 

of emotions. This thesis makes a unique contribution by articulating the, 

juncture between the social and psychological domain in a continuing care 

setting and placing the conflict between the desire for liveliness and contempt 

for lifelessness centre stage. I suggest that it is essential for those who are 

responsible for leading developments in continuing care to consider this 

conflict and how to respond to it. 

The lack of integrated thinking and feeling about the profound issues of 

continuing care had led to a situation in Willow Ward where the care staff took 

refuge inside Willow Ward. As I have explained Willow Ward was closely 

associated with the disturbing issues of dependent old age and was an ideal 

repository for the hostile projections of other people as well as being a place for 

its own difficult feelings to exist. However taking refuge in Willow Ward was 

often full of persecution and resentment. Emanuel (2001) argues that, despite 

this, at least it structures an identity that overcomes the internal and universal 

dread of lifelessness. The Willow Ward care staff were clearly invested in 

keeping a separate identity from the rest of the Care for Older People Unit. Ilis 

was related to a fear of stepping outside. 'Mis fear was associated with looking 

back in at Willow Ward and facing the reality of their work and also being 

confronted by the hostilities of the outsiders. 

Emanuel (2001) argues that insider thinking is protective but costly as it can 

result in a state of isolation, stagnation and withdrawal because development 
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and growth inevitably involves closer contact with the most dreaded aspects of 

emotional experience. He also suggests that people develop an inflatcd sense of 

their own power. He describes this as a particular form of delusional 

grandiosity. I likened this to Willow Magic where the care staff sometimes 

seemed to believe they have the power to save the residents' lives by providing 

good practical care. 

The care staff were often seen as fixed thinkers by people outside the ward, and 

it was often difficult to introduce new ideas. For example it was hard to 

introduce the practice of taking residents' life histories or developing a more 

palliative approach to care. Bringing in new ideas from outside like this would 

be very challenging to the insider defence because it stirred up all the fantasies 

and feelings that had been suppressed. Valuing life histories suggests residents 

have a capacity for feeling and thought and palliative care approaches prioritisc 

quality of life over prolonging life. Both of these concepts directly confront the 

psychological defences used to defend against anxiety in Willow Ward. It is 

important that the continuing care speciality is encouraged to flourish and grow 

so that the realities of a dependent old age can be faced and appropriate care be 

provided but this can only be achieved if change agents consider the 

unconscious anxieties and related psychological defences inherent in the work. 
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RECOMMENDATIONS FOR HOW THE ORGANISATION COULD 

IMPROVE THE CAPACITY OF ITS STAFF TO WORK WITH THE 

EMOTIONS LINKED TO LOSS IN CONTINUING CARE 

I have argued that a key reason for the care staff on Willow Ward being unable 

to meet their full potential in providing emotionally sensitive work relates to 

the social systems employed across the whole organisation. For the 

development of care practices in continuing care settings to progress it is 

important that all those associated with the speciality consider their own 

motivations and practices. 

Recommendations for designated leaders In continuing care organisations 

My recommendations for the leadership of the Care for Older People Unit are 

designed to encourage a more integrated approach to continuing care. This 

involves examining and challenging the customary ways of working. It requires 

rethinking the philosophy of care throughout the unit and prioritising resources 

accordingly. I suggest: 

9 The leaders of the Care for Older People Unit examine the philosophy 

and direction of the whole unit. This needs to include the development 

and support of strategies that join up the rehabilitation and continuing 

care process. 

* Appropriate resources are allocated to the rehabilitation and continuing 

care settings that include the emotional aspects of the work. 

* That there is a focus on developing practice of all care staff at the 

juncture between rehabilitation and continuing care. In other words, the 

preparation of residents and their families for continuing care and the 
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settling in period in continuing care. It would be important to be aware 

of all staff's role in talking directly about the emotional issues involved 

and the emotional issues contained in the practical care. 

It is important that these recommendations are understood in the spirit of the 

overall thesis. I therefore suggest learning and development should be 

encouraged through the airing, taking in, digestion and fceding back of fcclings 

in a tolerable forin. This could be similar to organisational consultancy or 

psychoanalytically informed action research (Menzies Lyth 1959/1988; Roberts 

1994b). Methods of containment such as rcflective work groups should be 

located within a chain of containment that is secured to an appropriate 

structure. Although preferable, it may not be possible to use an external body 

such as the Tavistock, so an internal steering group with a clear commitment to 

integration and self-examination could be linked to an appropriate institution 

such as the local education provider. 

This has implications for the provision of education and training in this 

speciality. The containment methods would be designed to help participants 

come closer to the realities of the work and interpret symbolic communication. 

Fabricius (1995) and Dartington (1994) describe how nurse educators are keen 

to work with student nurses in this form of Icarning, but a more systematic' 

approach to this type of education provision maybe a useful way forward. It has 

the advantage of being interdisciplinary and directly linked to practice. I 

suggest the benefits of such an approach would be to sustain the human 

qualities of those associated with the care for older people and toý prevent non- 

therapeutic action and abuse. 
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Recommendations for facilitators of Reflective Work Groups 

I suggest the Reflective Work Group has been useful in that it has provided a 

space for care staff to be understood and I propose that it is a valuable and 

therapeutic endeavour in its own right. The Reflective Work Group has also 

provided a model of containment through which care staff are able to develop 

their own capacity for working with emotions. The links with the Tavistock 

Supervision Group allowed the me to develop my skills in working with 

emotions and my capacity for containment. I suggest the capacity for 

containment is central to any development intervention because change 

inevitably requires loss of old ideas and customs, which may stir up anxieties. I 

recommend that facilitators of such groups in continuing care environments 

should: 

Ensure there are secure links of containment, which enable a continuous 

assessment of when psychological defences are alive in the work. 

Be aware of insider identity and thinking. This involves a heightened 

sensibility for having one foot in and one foot outside the setting. Týis 

can provoke disturbing and difficult feelings. The capacity to hold, 

identify and think about these feelings is key to understanding the 

emotional demand in the work. 

Provide careful and timely feedback about the emotional demand. This 

can be challenging but helpful in demonstrating the possibility of 

tolerating unacceptable and unbearable feelings without either 

suppressing or acting them out. The modelling of resisting action and 

promoting being with emotions is essential in coming to terms with the 

realities of what can and can't be dome in the care for older people. 
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It is vital that facilitators of this type of work have adequate supervision. It is 

likely that people drawn to continuing care have personal histories that reflect 

the issues, under examination and have a vaicncy for the dominant 

psychological defences (Hinshelwood and Skogstad 2000). In my case, I 

became over identified with the care staff (Chapter Eight) and was of1cn drawn 

into enacting feelings rather than tolerating them (Chapter Eight). T11c 

Tavistock Supervision Group and my personal reflections enabled me to 

identify these issues and develop my own facilitation style that was good 

enough to foster creativity in the research (Chapter Four). 

Recommendations for care staff working In continuing care organisations 

The care staff in Willow Ward became enthusiastic users of the containing 

functions of the research methods and demonstrated considerable courage in 

facing the realities of their difficult work. In the thesis I have inevitably focused 

on feelings such as hatred, anger, guilt and despair, as these arc more likely to 

provoke anxiety and necessitate psychological defensiveness. It is worth noting 

that by attending the'Reflective Work Groups and daring to explore their own 

feelings the care staff demonstrated their commitment and love for the 

residents. I suggest the way forward for the care staff in Willow Ward involves 

a clearer articulation of the specialist knowledge and skills in relation to being 

with patients rather than doing for them. I suggest this is inherently difficult as 

it relates to a profound shift in insider identity and thinking. I recommend that: 
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* Staff nurses become more confident in the value of their specialist 

continuing care knowledge and skills. Ilis includes developing and 

modelling emotionally containing ordinary care work 

* Nursing auxiliaries become more confident in their ability to engage in 

more talk based emotion work. This includes finding out biographical 

details from residents and speaking with relatives about important 

issues. 

9 The staff nurses and nursing auxiliaries share their specialist continuing 

care knowledge and skills with their rehabilitation colleagues. 

The process of trying to understand care staffs emotional response to their 

work is therapeutic in its own right. It has the hidden benefit of separating the 

care staffs needs from those of the residents. This is especially important in 

continuing care settings which can become marginalised, (Hockey and James 

1993) and subject to an insider identity and way of thinking. Care staff can 

become identified with the residents (Roberts 1994b) and their needs get 

subsumed. It is important to validate the care staff s important role of being on 

the receiving end of other people's projections. Careful attention to this can free 

care staff from burdensome guilt and promote a freer more creative thought 

process. The purpose of this is to promote a relationship where care staff are 

viewed separately from residents but adopt an empathic approach. The less care 

staff over-identify with the dependent and dying residents the more likely they 

are able to be able to grow and develop in themselves. 

Although the research failed to change the customs and practices on Willow 

Ward I suggest it has equipped all those involved to be able to adopt this 
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position and take opportunities for development. For example, since the 

completion of data collection, six nursing auxiliaries have gone on to study for 

their National Vocational Qualification in health and social care and have used 

the Reflective Group Work as leaming material. Tlis leaming takes place 

outside Willow Ward and with members of staff from the rehabilitation wards. 

Ilese are small Steps but indicate a growing confidence in an identity based on 

the importance of continuing care work rather than insider thinking. 

THE CONCLUSIONS IN A WIDER CONTEXT 

As this is a study of one particular continuing care setting, I have made 

recommendations specific to this context. I have provided enough background 

and contextual detail so that readers can judge whether the findings and 

conclusions I have made apply in different contipuing care I environments such 

as care homes. I have also suggested that taking a view through a 

psychoanalytic lens is a helpful way of understanding continuing care but not 

the only way. I suggest there are some universal conclusions to be made about 

loss and grief in continuing care environments. These principles have broader 

implications that need to be considered in relation to education, policy and 

research strategies that are aimed at promoting quality care in continuing care 

settings. 

Considerations for policy 

I suggested that the Care for Older People Unit examine its philosophy of care 

as a whole. I suggested it was important to reassess the aims of acute care, 

rehabilitation and continuing care with a view to designing a strategy and 
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allocating resources that join up all aspects of care. I propose that this principle 

is particularly important in the care for older people as older patients, who 

require acute and rehabilitation care inevitably have to engage with the limits 

and realities of their treatments. Similarly the needs and issues of older 

residents in continuing care are not solely concentrated on dying. 

In the current National strategies for the care of older people there is an 

emphasis on maintaining independence in acute and rehabilitation services or 

end of life care (Department of Health 2006). 1 suggest that this policy can be 

seen as consistent with the defensive position of splitting older people into 

those who can respond to treatment and get better and those who fail to respond 

to treatment. The model being proposed for end of life care is based on the 

specific experience of dying from cancer (Department of Health 2006) which is 

unlikely to reflect the difficulties of the prolonged complexity of losses in life 

and death discussed in this thesis. The real difficulties of trying to sustain a 

creative and empathic approach to continuing care settings has been ignored, in 

the same way as non-responsiveness was in Willow Ward and the Care for 

Older People Unit in this research. 

Nolan et al's (2004) work suggest that some elements of National policy that 

focus on person-centred approaches to care are in danger of ignoring the 

complexity of relationships and undervaluing interdependence. I propose that 

policy makers should consider focusing resources and planning at the juncture 

of such splits or fragments. This would encourage the examination of 

relationships between groups of people, time phases and social and emotional 

domains. For example it is important to improve communication between 

doctors, physiotherapists and other team members' about ending a person's 
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treatment and also link it with care stafrs, emotion work which is needed to 

help residents and their relatives adapt to a continuing care sctting. This would 

involve a strategy that focused on relationships between carcrs, nurses, 

therapists and doctors across the services with a view to devcloping'rcsourccs 

and strategies that were aimed at assessing the , relationship between thc 

patient's need for independence, enhancing quality of life and preparation for 

death. This is consistent with Nolan et al's (2004) suggestion that relationship- 

centred care is a more integrated approach that is prepared to tackle the 

complexities faced by practitioners. 

Considerations for research 

In the research I identified the important role for care staff of containing the 

intense emotional demand of their work. I suggest that for care staff to achieve 

these roles and responsibilities researchers need to develop methodologies that 

explore the complex work with emotions required to carry out the ordinary 

work in continuing care. I do not think all researchers should adopt a 

psychoanalytic approach, but it is prudent fo r any researcher to cnsure that 

there is enough of a secure framework to ensure they identify when they are 

being swept along with defensiveness. This may take the form of the usual 

indicators of good practice such as appropriate supervision or clarity in the 

researcher's roles and responsibilities. Following this study, thoie researchers 

who wish to be mindful of unconscious influences on their methods might also 

consider the impact of the potential for wor k- closely associated to continuing 

care to be: 

Isolated from other agencies and disciplines 
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* Avoidant of negative feelings such as anger, hatred, envy, guilt and 

despair 

Focused on doing at the expense of being with feelings connected to not 

getting better 

Driven by an omnipotent desire to keep things going. 

I recommend that it is particularly important for studies in this field to be linked 

with external agencies and to encourage integrated thinking within continuing 

care organisations. A view of the whole organisation is important and 

researchers are encouraged to be mindful of splitting defences such as the 

upstairs-downstairs effect. 

When researchers explore continuing care environments where dependent older 

people endure multiple losses and eventual death, it is reasonable to expect aý 

range of feelings or issues in all groups: staff, residents and relatives. An 

exclusively negative or positive view is unlikely to reflect the full picture. 

Researchers need to be prepared to engage with a range of issues in order to 

reflect the realities of the continuing care work. Denial or avoidance of 

unacceptable or unbearable feelings held by particular groups is not helpful. 

For example, ignoring residents' hostile and angry feelings is a denial of their 

full potential to feel and experience their lives. 

It is also important that researchers engaged in action research or change 

initiatives do not collude with a tendency towards doing more rather than being 

with some of the difficult feelings associated with non-responsiveness and not 

getting better. I am not suggesting that researchers should avoid all action, but I 
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recommend that intervention studies assess carefully the motivations behind 

any aim to do more. It is important that researchers discover new ways of 

helping care staff engage emotionally with residents in continuing care settings 

in the ordinary activities of their work. 

It is important that research explores the realities and difficulties of care stafrs 

work. A more solid knowledge base related to ordinary working practices will 

validate the role of care staff in continuing care and enable more cffectivc and 

appropriate interventions. Engaging with the more challenging emotional 

aspects of care can facilitate a more sustainable change in the quality of 

interactions and relationships that is fundamental to the role of nurses and 

carers in continuing care. 

Although it is important to help staff "to feel good about what we do" (Nolan et 

al 2004) it is equally important that researchers identify non-therapcutic action 

or abusive practice. Methodologies that are aimed at improving practice should 

give feedback in a timclY and careful way which ensures maximum therapeutic 

impact (Menzies Lyth 1969/1988). 1 suggest that it is 'essential for action 

research and developmental methodologies to model tolerating the most 

difficult feelings in order to acknowledge them and not act them out. For 

example, if research participants are locked into insider thinking, the researcher 

needs not only to note this as data but also to develop methods that contain the 

anxiety provoked by the presence of outsiders and the threai of change. 

Following this research, I suggest researchers who wish to'sustain change 

related to promoting dignity and person-centred approaches to continuing care 

for older people (Department of Health 2006) need to be able to tolerate 
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bearing care staffs feelings that seem unacceptable. Researchers need to 

engage with care staff's feelings that may seem to indicate a lack of respect for 

dignity and person-centeredness in order to understand the care staff s 

perspective and facilitate a more creative response to these negative feelings. 

Considerations for education 

I have argued that in continuing care working with emotions is intense and 

requires a skilled and therapeutic response. I have suggested containing 

processes can be useful for leaming to develop the capacity for working with 

emotions and that providing containment is a therapeutic endeavour for its own 

sake. I suggest educationalists should consider adopting teaching methods that 

model and encourage learning about emotions (Rustin 2003). This will help 

validate and develop the specialist role of nurses in the continuing care for 

older people in the following areas: 

9 The care stafrs role as recipients of the emotional projections of others 

(especially the residents and their families) 

* The emotion work that is inherent in providing practical care 

* Speaking about issues that are emotionally charged, for example a 

resident's personal biograpby. 

In order to build on the findings of this research so that care staff can develop a 

greater capacity for working with emotions, it is important to provide education 

that facilitates the development of knowledge and skills required to provide 

containing environments and relationships. I suggest this is a central role for the 

continuing care nurse but has yet to be fully acknowledged or developed and 
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this is this is unique because of the particular quality and intensity of the 

emotional demand. I propose that education in the speciality should encourage 

a greater understanding of the importance of loss in old age. Failure to equip 

nurses to provide'a creative response to the complex and multiple losses in 

dependent old age can result in a situation where living bereavement becomes 

enacted in the customs and practices of the organisation. 

It is important that educationalists develop learning and teaching methodologies 

that examine the relationships between significant groups. interdisciplinary 

learning that is work based can help learners to identify their own feelings and 

work with the projections of others (Rustin 2003). 

Ile use of the Reflective Work Groups and similar experiential teaching 

methods can also model a creative containing response which is both 

educational and therapeutic. Education at all levels needs to acknowledge the 

complexity of practical care and education methods that teach practical skills in 

a vacuum deny the difficulties of the work involved. Tlis is particularly 

important in continuing care environments where residents are often shocked 

and frequently suffer with dementia. Educationalists should consider whether 

their teaching methodologies explore or ignore problems inherent in continuing 

care. 

I suggest those 'Commissioning and providing education for continuing care 

staff should consider skills training in talking about emotional issues such as 

loss. The evidence from this study suggests this is particularly important in 

relation to the period of admission, losses incurred through degeneration and 
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separation whilst living in a continuing care environment and preparation for 

death. I suggest education related to direct communication is appropriate to all 

practitioners at every level. The roles of people such as doctors, nursing 

auxiliaries, physiotherapists and other staff should be clear but flexible and 

should acknowledge the kind of direct communication inherent in each role.. 

SUMMARY 

In Chapter Eleven I have assimilated the findings in the thesis and the 

discussion that linked them to theoretical positions. I have made conclusions 

and recommendations about the findings as they can be applied to Willow 

Ward. Recommendations were made for to the role of leaders in the 

organisation, those who facilitate Reflective Work Groups and continuing care 

staff. I have also drawn out key principles that, although formulated in the 

context of a single case study and seen through a psychoanalytic lens, can be 

considered for application to other continuing care environments providing care 

for dependent older people who experience multiple and complex loss. 

This thesis makes a unique contribution to the body of knowledge by 

developing psychoanalytically informed understanding and technique in the 

specific context of continuing care for older people. The issues of living 

bereavement have been articulated in a way that conveys the texture of the 

emotional experience. I have suggested that it is important to develop a 

capacity for emotional containment in all continuing care staff. In order for this 

to become a reality it is vital that careful consideration is paid to the care staff's 

needs and the way an organisation responds to the anxiety provoked by the care 

work. A strategy that can deal with a full range of experience rather than 
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avoiding unbearable and unacceptable feelings is more likely to produce 

creative and sensitive response to emotional difficulties. 
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APPENDIX 1- GLOSSARY OF TERMS 

Basic assumption mentality in groups: When a group's behaviour is driven by 

unconscious desires to avoid anxiety and internal conflicts. 

Basic assumption dependency: When a group behaves as if the sole task of the 

group is to meet its own needs and that the group leader is supposed to protect 

group members and make them feel good. The leader is not expected to 

challenge group members with any of the demands of the real task. 

Basic assumption fight orflight: When a group behaves as if there is a danger 

or enemy that they need to attack of escape from. The leader is expected to take 

action and the group members merely follow 

Basic assumption pairing: The group behaves as if a pair or couple will solve 

all its problems. This might be a couple of group members or the group leader 
I 

and another, perhaps outside the group. I'liere is a feeling that something in the 

future will make everything ok. 

Containment: The process of taking in someone's feelings, thinking about the 

feelings and trying to understand them so they can be detoxified or modulated. 

This can makes feelings more tolerable. The container can then give back the 

feelings in words or behaviours. 

Counter-transference: Ile state of mind in which other people's feelings are 

experienced as one's own. This term is usually used in the context of a 
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therapeutic' or caring relationship' and relates to' the therapist 'or carer's 

experience of the other I person ,s inner world. This has a particular quality and 

can feel like someone is pushing their feelings onto you. 

Denial: The unconscious avoidance or pushing out of awareness of feelings 

that are'too painful or disturbing to acknowledge. 

Depressive position: 'This is a state of mind described by Melanie Klein. It 

refers to a state of maturity when one is able to contemplate the world in a more 

balanced and'multidimensional way and be able to accept "what we can have 

and what we can't have". 

Emotional demand., The emotional experience associated with care provision 

including the care givers own feelings, the feelings projected into'them bY 

others and the psychological defences used to avoid or gloss over issues. 

Free association: This is a tcnn usually applied to the thcrapcutic situation 

when someone is encouraged to speak about anything that comes to mind, 

without censoring the content or trying to make it logical. 

Negation: When an individual unconsciously draws attention to something 

repressed by suggesting it is irrelevant or referring to its opposite. 

Holding: When the external environment is manipulated to provide an 

atmosphere that encourages teelings of security and trust. 
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Introjection: This is the taking in of the external emotional experience into the 

inner self. T'his is the term used to describe this process in early infancy and 

refers to the baby taking in feelings which are communicated by the primary 

carer (usually the mother) by the ordinary caring activities such as feeding. 

Oedipus complex: A term used to describe an aspect of personality 

development that involves accepting the sexual relationship of one's parents. 

Each person does this in their own way, but essentially it entails acknowledging 

the difference between the relationship between one's parents and the parent- 

child relationship. Coming to terms with this equips a person to have healthier 

adult-to-adult relationships. 

Paranoid-schizoid., This is a state of mind described by Melanie Klein. It refers 

to a primitive state of mind when one views the world in terms of good or bad 

and disowns any of our own bad qualities. In this state we loose, the ability to 

see the other person's point of view and give ourselves an exaggerated sense of 

importance. 

Projection: When parts of the self are attributed to another or parts of the other 

are attributed to the self. For example when a person aggressively accuses you 

of always being angry, you might suspect they are projecting their own anger 

onto you. 

Projective identification: This is a step on from projection. The feelings of 

another are projected onto the self and unconsciously experienced as if they 

were one9s own. This can of course happen the other way around. When 
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watching a scary movie with a friend for example, you might find your self 

frequently checking to see if your'ftiend is alright. T'his could be your 

unconscious attempt at calling out their feelings of fear as a way of avoiding 

your own. 

Rationalising. ' Avoiding contemplating the possibility of unconscious 

motivations for behaviour with practical or logical explanations 

Reaction formation: When someone asserts the opposite of something they arc 

trying to avoid. For example, when an idea or belief provokes painful or 

conflicting feelings the person might claim to hold the opposite opinion. 

Reparation: This relates to both internal processing and external rcality. It 

involves repairing the damage done by one's hate to one's loved ones. 

Repression: This is a central defence where conflicting feelings that provoke 

pain and anxiety arc unconsciously pushed from awareness. 

Splitting: A psychological defence where anxiety provoking conflicting 

feelings are avoided by attributing them to individuals or groups of people (or 

ideas) and organising them into simplistic categories. This inevitably involves 

some form of projection as the associated feelings are located with a particular 

group or individual and often idealised or denigrated 

Transference: When a patient or client uses thý therapist or carer as a blank 

screen and projects their emotional experience onto them. 
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Deflnitions follow: Craib (2001); Halton (1994); Milton et al (2004); Roberts 

(1994a); Waddell (2002); Ward and Zarate (2000) 
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APPENDIX- 2- EXAMPLE OF HOW DATA WERE 
RECORDED IMMEDIATELY AFTER THE FIELD WORK 
AND AFTER THE TAVISTOCK SUPERVISON GROUP 

An exploratory study to determine the nature and Impact of lose and 
endings for older residents, their families and staff In a continuing care unit. 

The proposed research study aim Is to; develop an understanding of bereavement 
in the context of continuing care of older people and develop stafrs roles aid 
responsibilities in assisting residents and their families mourn their losse& 

Reviewed research aims: 
To map out the multifaceted nature of loss In the continuing care unit. 
To Identify ways that the losses are expressed 
To identify defenses and coping strategies used by the staff 7oup that am 

supportive of good care practices 
To Identify defenses and coping strategies used by the staff group that mitigate 

against good care practices 
Evaluate the affect of trying to understand these Issues Mth ft staff. 

, fý TIA406 a% 
Space: the physical place or places 
Actor: the people Involved C" Activity: a set of related acts people do 
Object: the'physIcal things that are present 
Act: single actions that people do 
Event: a set of related activities that people carry out 
Time: the sequencing that takes place over time 
Goal: the things people are trying to accomplish S'-_J P 
Feeling: the emotions felt and expressed. 

0111-1 QL.. 16 
"k, JSpradley 1980: 78 In Hammersley & Atkinson (1995) Ethnography Principles In 

clice 2nd 

At -i Ao<, ýk 

Participant observation: on Willow from 2-3prn Includes a group with 
Geeta, Means, Wei-Kong, Theresa, Patience and Celia (SN Susan 
joined us later) 

In th* 

I arrived to find the room we usually use on Willow has been 
converted to another ofte for a team In the community. 

It seemed very slow to get going, but Gaeta went round and got 
everybody to come to the room. I could bear her calling 

Supervision notes and 
my reflections 

N makes me so cmss that 
the function of a room can 
change without any 
consultation or even a 
poille notification. 

I remeMed that beN on a 
room on the unit would 

, 
e"7 44". 
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a-waji--but no one was 
called away 

We used the snoozIern room and Wei-Kong told us about This Is the second time he 
anooriem and we talked about whether any resident could use has mentioned his NVO - 
the room. Wel-Kong seems to doing well In his NVO and refers ' the group Is an 
often to this. opportunity to have 

someone pay attention to 
your good work, 

There was mention of a now resident plus other names I did not 
recognize. I commented that there seemed to be a lot of new 
people on the ward. This comment was Ignored and Gaeta (who 
had been keen to have the group) said: there had been a lot of 
deaths and that Biddy Moon had died. 

I said which lady was Biddy Moon. They said the quiet little lady, 4u, '_ 
very nice they liked her. I asked how long she had been on the 
unit and they thought about five years. I said that I had been 
coming to the ward for seven years and I think she was always 
here. 

I then wasn't sure whether I had the right resident. I confirmed by 
J-4ýý 

asking If she was the lady who liked the music sessions and was 5 L.;. AA' 
Mar/$ friend. They said that was her. (JI. Ca-) gu-ý 

There was a lengthy discussion about the circumstances of 
BIddy's death. She had seemed to 'give uo' In the last few 

dZ6. Qý4ý 

AZW 
weeks. She had stopped eating and when they went to feed her 
h t e could hold her mouth shut. 

said they would have liked her to have had a peg feed - Just to try ft. There was quite a lot of silences. I asked them how 
Biddy's death had made them feel, 

3 KA. + -1, &A. 
4- 

Celia replied sad, she was a nice lady, quiet, shYwas no trouble. 

Theresa said she was a lovely lady and said she said to her are 
you stIll my aunty and she would reply (in Biddy's voice) yes. 

I asked them if they thought Biddy wanted a PEG feed. They did 
not answer, They said she had given up because she felt lonely 
and had nothing to live for. I asked them If they were Biddy would 
they have wanted a PEG feed - Patience and Meene said no. 

Theresa said It made her feel like she had failed. 

They then went on to talk about Blddys daughter, granddaughter 
' s daughter had refused to and grandson. They said that Diddy 

speak to her during the time she had been In the unit. The grand 
daughter visited regularly and then under pressure from Biddy's 
daughter she had stopped visiting. She had moved away and 
things had become difficult. More recently she had visited again. 
The grandson had also visited. 

I asked Theresa why she felt she had failed and she said 

refri I 1) 
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magician If she were going to succeed In keeping the residents 
alive forever. They all laughed. I said maybe N looked at like they 
had provided Biddy with good care and made good relationships 
and kept her comfortable all this time this was success. 

Wei-Kong agreed and gave an explanation of how providing 
comfort and quality of care was success. 

They said the granddaughter had asked her mother to visit and 
she kept on refusing. When the finally did, when Steven took her 
to see Biddy, Biddy had just died. I asked them how they thought 
Biddy's daughter must have felt and they replied guilty - they all 
laughed and It seemed people thought serves her rIghL 

We had a long discussion about whether Biddy had 'plann4Kr to 
dle this way. Gaeta said maybe that's how Biddy planned it. Yes 
said the others. Maybe Biddy didn't want to sea her either. Thans 
was little sympathy for Siddys daughter and they said they were 
angry with Biddy& daughter. They suggested that Biddy was 
lonely and sad and that was why the had given up. When I bled 
to suggest that Biddy was a frail old lady and maybe she had 
come to the end of her life. they did not agree. 

There were very long silences and a depressed feeling In the air. 
Patience and Means kept laughing because they kept dropping 
Off- -t% fl(Aly. 

Gaeta Introduced another resident who had been admitted to the 
ward and died just three days later. I sold that must be very hard 
too. They said yes. They thought that he had come from the 
royal London. He had a black man and white woman visit him 
But he did not have family. He was a big strong man but he dl; d. 
They felt that when patients were going to die they shouldn't be 
moved from their ward. 

I said It must feel like people are just sent to their ward to die. 
They agreed. They then started talking about how fitter resident 
used to be (they were referring to recent past -5 yews ago). 1 
questIoned this and said well five years ago you used to say this. 

14 1 Wei-kong said that when they were In the other hospital they had 1 A. -Y 
many well resident. They went on trips to ý Park. SouthEnd 
and Even the Channel Islands. Some of the others asked If he 
had gone to the Channel Islands he said no but he could 
remember the resident. 

I said it seemed to me that now well residents go to nursing 
homes and they have to provide a lot of palliative care and deal 
with a lot of death. They started recounting all the resident who 
had died. 

There was some more discussion about Biddy's daughter. There 
was a sense of regret and sadness about Biddy@ death, but no 
sense of real sadness for her daughter. They did recognize that 
her daughter must be feeling teff Ible. 

Susan came In and went over the last moments of BIddy's III a Here 13 me sensing their 
again. The others asked her to because the had been an duty ovoridententiflcalion - 
that day. She sold she had been with Blddv. Someone had tried tryina to push them to so, 
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to give her some ensure - was it Patience? No R was Hortense. 
So Susan had cleaned Blddy's mouth and made her 
comfortable. She then went to tell the relatives that Biddy was 
ready. They were talking with Steven. Then when they went Into 
the room. they came out again and said she had died. Susan 
reiterated the point that Biddy had not wanted to see them. 

They said they hadn't received any notification about the funeral 
so noone went. In fact they don't know whether she had been 
burled already - whether she had been burled or cremated. 
They mentioned that the daughter said as far as she was 
concerned Biddy had died 7 years ago. I asked 9 they thought 
that when people got old anqlm I and went Into homes, some L 
relatives mourned their deatý. Tmintloned Mary (friend of 
Rebecca) and they agreed Ket daughter had done this too. 
When I talk about the residents as "frail and elderly" there Is no 
real recognition that the resident Is somehow "differant7 from us 
in the living world. C&uAl i J,, ) 

And I said something like how important their job was because 
Biddy had been surrounded by people who cared for her. I said 
that they had become like her family substitutes. This meant they 
were suffering a bereavement and I pointed out that they had 
talked about being sad. angry, guilty. wishing things had been 
different. They agreed with thi% 

- I then said that 
they were not her family though so It should feel 

I- 
L 

AJ - 
t different. Patience and Celia agreed, but Theresa said but It's not 

J I . I I the case. she feels sad. When she looked after Biddy she would 
T" je. --- 

say (and she did an Impression of Biddy) 

C3-^; 6ý I- W4 I tried to point out that Biddy's care had been good because they 
had let her have what she wanted and not forced her to have the 
PEG feed. There was no response to this. 

Sn Susan came In but had to go out again. She came back 
before the session had finished. 

Susan had finished the session by saying how sad it was that no 
one was with her Not like with Edward - when he was . : urrounded by his family. Biddy had died in a suffering way with - 
he had wasted away and had a pressure sore. 

that Biddy was too old to 
go on and that her 
relatives found It hard to 
v1sh her because she was 
no longer her lbrmer seff - 
seemed alien. This would 
be a very contentious 
subject In elderly care 
scene. 

Theresa having the 
residents as her family - 
not as well as her family. 

We finally got to the point of how awful this was, when this was a 
lady they all cared for. 

S" " 
Ex ? PC, " 

Ijk. ^r "&%+ 4- 4-r'. -'Y -'t J( <a h-- 
+" CAUb'. j 1'. ' 'S M# 'Fj 

-) U" 4. - 

\ '- 

1- 01 

so 
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APPENDIX 3- CONFERENCE PRESENTATIONS 
RELATED TO THE THESIS 

Holman C. (2005) Living Bereavement: An exploratory study of a group of 

stafl's experience of working with complex loss and grief in a continuing cart, 

unit for older people. International Conference on Working with Emotions: 

Organizations, Occupation and Self. Emotion work network: Liverpool JMU, 

University of Surrey, Brunel University, UEL and Rochampton University. 

Oral presentation: London 

Holman C. (2005) Living Bereavement: An exploratory study of a group of 

staffls experience of working with complex loss and grief in a continuing care 

unit for older people. RCN Conference Nursing Older People - Partners in 

Care. Oral presentation: Chester 

I 

Crowburst K. and Holman C. (2005) Promoting psychosocial aspects of care 

for older people - how a successful work based education project was informed 

by interdisciplinary supervision. RCN Conferencc Nursing Oldcr PcopIc - 

Partners in Care. Oral presentation: Chester 

Holman C., Crowhurst K (2004) Exploring complex loss In a continuing care 

setting. Reflecting Old Age. Tavistock and Portman Trust and City University 

Joint Conference. Oral presentation: London 

Meyer J., Ashburner C., Cotter A., Holman C. (2003) The voice of older 

people in continuing care: methodological Implications for data collection, 
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practice development and dissemination of findings. Symposium: British 

Society of Gerontology International Conference, Newcastle upon Tyne 

Holman C. (2003) Exploring complex loss in continuing care. Report on an 

extensive literature review. RCN Conference Nursing Older People - 

Transfon-ned through unity. Oral presentation: Torquay 

Holman C. (2002) Case presentation. Tavistock Clinic. Later Life Conference 

- Organizational stress and team morale in working with older people. Seminar 

fonnat: London 

Holman C., Jackson S. (1998) Living bereavement in a continuing care uniffor 

older people. Findings from a pilot study. Nurse Education Today Conference, 

Selected as a core paper. Oral presentation: Durharn. 

Holman C. (1999) The role of the lecturer in clinical practice. Oral paper 

presentation: at King's University 1999 (by invitation). London 

Holman C. (1999) Living bereavement in a continuing care unit for older 

people RCN European Conference - nursing older people. Oral presentation: 

Eastboume. 

Holman C. (1998) Using action research to change practice in continuing care 

for older people. RCN Action research conference. Oral presentation: 

Manchester 
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APPENDIX 4- AN EXAMPLE OF THE FORM USED TO 
REVIEW THE DATA 

Tell It as It Is data form: 

Date of data collection: 28.2.02 
Period of time spent collecting data: I hour 
Participant observation: In the sitting room. 
Space: the physical place or places 
Actor: the people Involved - Steven, June, Angela 
Residents: Betty, Irene, Sarah, Molly 
Activity: June doing Bettys hair, Me talking to Angela 
Act: Sitting In the sitting room, 

Psychosocial data analysls: 

What do we notice... 
About loss In the data? 
The staff In the data? 
The resident In the data? 
The relationship between the staff and resident In the data? 
Why do we notice what we notice? 
Possible Interpretations 

That Charge Nurse Steven has anger towards him when he tries to control the 
shifts through doing the off duty. Perhaps there Is a loss of control for the staff 
when they have an effective leader. 

Occupational therapy assistant June's loss of reward for her hard work In a 
traditional form - when resident Betty tells her to fuck off when she does her 
hair. 

Resident Molly disturbed cries - *mummy* she reminds me of a lost child. 
yearning for her lost objects. I feel distressed. How hard It Is when Molly can't 
be helped. Feelings of helplessness being projected Into those around her. 

Nursing auxiliary Angela thinking about her own mother and her fate and how 
they will be looked after. Angela has been III herself recently and she Is 
reminded of her own personal feelings. She makes a comment about - 
keeping the residents alive - not seeming to question whether this Is right 
given their quality of life. 

A lot of staff have lilness - they are an older staff group and they have worked 
in the environment for ages and they come from disadvantaged groups. 

Residents drifting In and out of sleep In the sitting room, It's hard to stay with 

them. 
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APPENDIX 5- DATA FROM A REFLECTIVE WORK 

GROUP 

Participant observation 03.04.02 from 11: 00 - 16: 00 Includes a reflective work 

group 

Reflective group: With Mcena, Angela, Gloria, Richard, Hortense, Celia, 
and Maria. 

1. Recorded consent. I was puzzled because neither psychologist 
Hayley nor OT assistant June turned up. Mis is unusual. Ile painters let 
us use their sitting room again. The issue of where the group will take 
place in the future will need to be resolved. 

2. Researcher Cheryl: With your consent I would like to tape the 
group as part of my research. I have given eve? yone a leaflet. it is the 
same thing I have been doing about loss and bereavement. I am the only 
person who will listen to the tape. Nobody else. I read out these 
statements and ifyou agree to being taped ifyou could say yes. It is a 
requirement of the ethics committee. Ifyou say no we can either remove 
your name or go back over the tape arfierwards. 

3.1 read the statements and they say yes. 

4. Researcher Cheryl: There's no Hayley today. 

5. Researcher Cheryl: Some discussion about the fire exit being 
locked and the room being hot. Is there any thing you would like to talk 
about today? 

6. Long silence 

7. Nu rsl ng auxiliary Meena: Can I ask you a question? 

S. Researcher Cheryl: Yes of course 

9. Nursing auxiliary Meena: Mat we getting out ofthis group? 

10. Researcher Cheryl: Well, what do you think? 

11. Nursing auxiliary Meena- I don't know. Ijust [laughter] 

12. Researcher Cheryl: "at are you supposed to begetting out of it, 
is that what you mean? Well. 

13. Nursing auxiliary Meens: Umm [silence] 

14. Nursing auxiliary Hortense: Bereavement, people don't talk 
about it. Aey were discussing it on Radio 4 one day last week. On 
woman's hour, lot ofpeople don't listen to it. but I always do. You get a 
lot offactsfrom It. They were talking about it. You don I know when it 
does happen and it does happen. You know relatives, strangers, 
neighboursjust don't talk about it. You can't discuss it. 

They will discuss everything else. Theyjust can't bring 
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15. Researcher Cheryl: I agree with you, but this group Lithe same 
group as we have been having with me andyou and Ilayley and June 
that we have been having since lastAugust. The idea isthatyou can talk 
about anything it doesn't have to be about bereavement. But I will be 
listening to the tapeforstuffabout loss and bereavement. Youdon't 
have to talk about that you can talk about, like we talked about Betty last 
week, you can talk about any thing you want to. 

16. Someone outside needs directions 

17. Nursing auxiliary Richard: 7here's some Interviews going on 

18. Researcher Cheryl: The ideals that this is a place where you can 
come and talk about your work It may not seem immediately obvious to 
you, but it supposed to supportive and helpful in that)vur work is 
stressful, sometimes depressing and difficult. The idea is that sharing 
what you say with otherpeople on a regular basis Is supposed to be 
helpful. Ifyou like you can let offsteam, but mainly what we are to-Ing to 
do is understand the residents and their relationships with you and other 
people and how you work with them. You might say why, but why do we 
try to understand anything. 

19. Nursing auxiliary Meena: I thought it was like a study group 

20. Researcher Cheryl: Itis it's about understanding. It IsOjusta 
bereavement group. It is the same thing that we have been doing since 
August. It is trying to improve the way, it is supposed to be supportive of 
the way you think about andjeel aboutyour residents. 

1. Silence 

22. Nursing auxiliary Ifortense: It's very hard work, not everybody 
can do it 

23. Researcher Cheryl: No. I wonder Vyou are questioning whether 
this sort ofgroup does work Areyou saying it's not obvious? 

Calling on Cheryl to 
24. Nursing auxiliary Celia: I think what Annula is saying Ls that Vwe "dosomcthing" 
have some kind ofproblem, can you do something about Itfor us? What 
do we getfrom it? Yeah 

25. Nursing auxiliary Meena: Yeah. Changing things or something 
like that 

Anger towards C- 
26. Researcher Cheryl: Well. silence, I suspect there are not many nothing changes 
concrete things I can change. 7hat Is part ofthe broader project that I [perhaps, what's the 
am involved with. There may be some things that I can help you change. point? ] 
But that isn't really thefunction ofthis group, although oj? en change 
comesfrom a group like this. But err. it sounds a little 

bit like some ofthe discussions we have had before where all thefocus 
comes on to me and it's "why aren't you changing things? " [Laughter] 

27. Researcher Cheryl: Maybe some ofthefrustration is that none of 
us can, some ofthe things we can't change. Silence What sort ofthings 
didyou have in mind Celia? 

28. Nursing auxiliary Celia: Laughter 

29. Nursing auxiliary Richard: Nat you are doing is very good. 
Because I have seen an organization where thev rive counsellini,. Wheri 
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you can take yourproblems, difficultiesfor counselling. Not quite what Celia 
meant - 

30. [C shuts the door which had been left open by a group member] Confused discussion 
about confidentiality 

31. Researcher Cheryl: MMm -C misses the point 
that the tape 

32. Nursing auxiliary Richard: You need this confidentiality setup, recorder is on. 
just to help the staff. You cannot disclose the confidence. Is that what 
they are asking. 

33. Researcher Cheryl: ]think it has been that type ofgroupsofar. 
Last time we were talking about Betty. I am not suggesting I am going to 
say what you need to do with Betty is this, because if it were that easy 
you would have done it by now. IfI had an easy or simple solution you 
would have one, because I'm not that special or knowledgeable that I 
have that bigger knowledge than you, but what our group has been about is to provide a space where we can all think and hopefully support you 
=d appreciate the hard work you are doing and have the difficult work 
you are doing recognised. 

34. Silence 

35. Nursing auxiliary Hortense: It would be helpful sometimes ifthe 
nursing oficers or whoever could even once a year come around and see 
what we do. Just hatran hour one morning. 

36. Researcher Cheryl: You have actually had the DOH nurse advisor 
come around here in the last month. 

37. Nursing auxiliary Hortense: Which advisor was that? [General 
ohl 

38. Researcher Cheryl: You've had[ .... j come around here. 

39. Nursing auxiliary Hortense: I wasn't here Inever met her. 

40. Nursing auxiliary Celia: I heard she was coming but I didn't see her. 
Offon a tangent 

41. Nursing auxiliary Angela: She looks like a mixed race woman. 

42. Nursing auxiliary Hortense: Did she see any ofthe 

43. Nursing auxiliary Angels: No she went round with CN1,4nd went 
round the bays 

44. Nursing auxiliary Hortense: She didn't come round to any ofthe 
nurses did she or ask any ofthem? 

45. Researcher Cheryl: I met her, she was here quite a long time 

46. Nursing auxiliary Angels: Yeah. 

47. Nursing auxiliary Gloria: Men I was in community so many 
problems, negative complaining this and that. So the head ofthe service 
brought in this new lady to come and see what the problems are. So that 
lady came with us one evening. But when she saw what we go through, 
halfway through she said I'm not coming back any more, she stayed in They want people to the care till wefinished. She wrote a proper report ofwhat we had to see what "they put cope with, the insults we have to takefrom people and that. 

up with 
48. Nursing auxiliary Hortense: Ifthey could see. just halfan hour 
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just to see what we do. One afternoon or one evening. When we are 
getting someone up or taking someone to the bathroom orjust one 
evening when we are putting them back to bed. 

49. Nursing auxiliary Gloria: Likeyou do [lots ofagreement] 

50. Nursing auxiliary Celia: Just to come andjeed them. Then 
someone like resident Betty. The insults we havefrom that "man. Me "good" 

51. Nursing auxiliary Hortense: Justforhalfan hour, not a whole 
hour because they won't be able to cope. 

52. Nursing auxiliary Gloria: Seeyou, you heard Betty. what Betty Only they can cope 
calls us. with the reality of 

their work ... letting 
53. Nursing auxiliary Meena: A yeah people in however 

uncovers what the 
54. Nursing auxiliary Gloria: Betty went to the doctor to complain reality oftheir work 
that the nurses had been bad to her. She herselftold me this [said with IS. 
laughter] that she had told the doctor that we were roughing her out. 
But you know ifyoujust pass and Betty will callyou a name. Because 
the doctor didn't know what she was like. 7hefirst reportfiont Betty, 
they believe it, I know they believe it. Because thefollowing day that 
young doctor Emma. She was talking to Betty in her room and Betty said 
she wanted toilet that doctor was with me and Betty in the toilet she 
wanted to help me and Betty so I said I am going to get my nurse. I Disappointment in 
called Nursing auxiliary Maria. I know she believed that Betty was Betty. Sort of 
telling her we roughed her up. So she wanted to seefor herseywhat disloyalty 
happens. 

55. Nursing auxiliary Hortense: So she did stay and watch. The real difficulty of 
moving a resident 
who needs to move 

56. Nursing auxiliary Gloria: A little bit, then Isaid because the but is distressed/ 
room was too crowded with the hoist and that so she had to leave. . uncomfortable etc. 

57. Nursing auxillar'Y Celia: Was she calling and all that 

58. Nursing auxiliary Gloria: She wasn't too bad, shejust said she 
was in pain, don't use the hoist things like that. Before these big insults 
started. She wasn't there long enough to hear the name calling. 

59. Nursing auxiliary Angela: Isn't there another side to this a 
psychological side to this. As people get older umm, In life [pause] they 
change and because we are not ofthat age group we should have more 
understanding umm. 

60. Nursing auxiliary Gloria: Yes, but they will believe Betty and they 
will think we are doing something to Betty, that's what I'm saying. 

61. Nursing auxiliary Angela: There is afor and against here. 7he Thefrustration ofnot 
doctor in her own selfhas been practicingfor so long and I am sure this being trusted/ not 
is not thefirst hospital she has been to or whatever. And she should have trusting the 
understanding this is what you gelfrom certain people. M6 ifit should managers I not being 
be understood. as a doctors well I'm sure she has experienced verbal able to seV-analyse. 
abuse as well. [yes lots of agreement] V'we make a complaint it The assumption that 
shouldn't really stand unless how can I say? the care isjust 

Vine 
62. Nursing auxiliary Gloria: A bruise or something 

63. Researcher Cheryl: Soyoufeel very vulnerable 

64. Nursing auxillary Hortense: We are 
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vulnerable like the 
65. Researcher Cheryl: Wellyou are vulnerable because you are residents 
working with people with dementia who could say anything about you. Betty was supposed 

to be on their side. 
66. Nursing auxiliary Cells: According to Doctor Ricci [discussion 
about which doctor he is] he said he has known this woman a long time 
and she has made accusations before. Acknowledging how 

theyfeel 
67. Nursing auxiliary Hortense: Oh he knows 

68. Nursing auxiliary Angela: Yes, yes 

69. Nursing auxiliary Gloria: But this new man hasn't. [Lots of 
excited agreement] 

70. Nursing auxiliary Angela: Betty is not thefirst patient he has 
come across. 

Theirguilt 
71. Nursing auxiliary Cella: She's a dificult patient when she used to 
be at home and wouldn't let the nurses come and look after her. [More 
excited talk] 

72. Shefell down 5 times a day before she let them come in. Her doctor 
- knows her. 

I 
Justification 

73. Nursing auxiliary Meena: He's ajunior doctor and he doesn't 
know her. 

74. Researcher Cheryl: It's quite imporiant you know I believe you. 

75. All: Yes 

76. ' Researcher Cheryl: I'll tellyou a story about the doctor Emma, I 
was looking aj? er Mrs Begum, giving her suction and mouth care one 
morning. In the ward round later that day, she came into the room with 
the other doctorsfor the ward round. Mrs Begurn had horriblefluid 
coming out her mouth and nose and that doctor went and wiped her 
mouth. I wanted to say look we 've been looking after her all morning, 
honestly. Ifelt guilty. but the doctor wasjust trying to be nice. 

77. Agreement, yes. yes. [general] 

. 
fteryou and changed her 78. Nursing auxiliary Gloria: I had been a 

little towel. 

79. Researcher Cheryl: yeah but you can't stop her nose dribbling 
when you are not there. 7he doctor wasjust acting kindly but I was 
suspicious, because Ifelt guilty. I think it's the nature ofyour work and 
your clients - whoever it is - whether it's me. Charge Nurse Steven, 
agency nurse or you wefeel very guilty, because we can't make it better. 

80. Nursing auxiliary Hortense: You always have to beon the 
offensive all the time. 

81. Silence" 

C trying to reassure 

82. Nursing auxiliary Gloria: when you come against someone like 
Betty, youjust ignore Betty, look at that student nurse. Initially she was 
so nice. We had that abuse session with Mary and them [on another 
ward] Hortense's 
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83. Nursing auxiliary Angela: y 

84. Nursing auxiliary Gloria: Ifyou stay in that session there were a 
lot ofthings that applied to our long stay and ifyou hear the student Dtfence about 
nurses what they are saying. Ifyou are there 10 minutes, Betty is giving abusive language - 
you all that She says she's a whore and we are whore. 77jen she says she laugh It offl Ignore It 
has money, but nobody willpay usfor it. Because we are not good Referring to a 
enough. teaching session on 

another ward. 
85. Nursing auxiliary Angela: Bettyyoujust have to take her in your 
stride. 

86. Nursing auxiliary Gloria: She calls us all these heavy names and 
there's nobodyfrom our side. I was embarrassed when Flossie West's Dtnylng the Impact 
son was there. of fletty 

87. Nursing auxiliary Hortense: I wonder ifthis is how she expresses 
herfeelings. 

88. Researcher Cheryl: Acre are sLv people who have died herein 
two weeks 

I 

89. Nursing auxiliary Gloria: And one, resident Razia was 
unexpected. 

I 

90. Nursing auxiliary Richard: Men was that again. 

91. Nursing auxiliary Meena: Last Friday 

92. Nursing auxiliary Gloria: Thursday night Friday morning. 

93. Nursing auxiliary Hortense: She was in with Betty. 

94. Nursing auxiliary Gloria: Yes, Betty was making so much noise 
then she was making noise. Then resident Razia was making so much 
noise. So I was saying to Staffnurse Maureen, maybe Razia is not that 
deaf, she can hear a little bit because Betty was making her usual and 
Razia was making it back. Razia was doing that talking she do and 
holding on to her cover. Then in the morning. we were in and out of Wonder how much 
there because ofBetty, and she was all right. In the morning Vve started they were aware of 
in the two MRSA room then Staffnurse Rebecca and her nurse did Betty each others distress 
and then they went to change Razia. All ofa sudden you hear resident 
Razia cough and then I came out the URSA room and washed my hands 
and she had gone. Just like that. 

95. Researcher Cheryl: Very sudden 
Uncontalnedl 

96. Nursing auxiliary Gloria: Very sudden unbounded 

97. Nursing auxiliary Meena: Betty was there when she died. 

98. Nursing auxiliary Gloria: Yeah 

99. Nursing auxiliary Meena: Because Betty was complaining that 
they killed a woman. She's scared we are going to kill her 

100. [Laughter]. 

101. Researcher Cheryl: So Betty'sfrightened 

102. ILots ofizeneral talkI Yeah. ves Rettv Iv f.. 
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103. Nursing auxiliary Meena: She'sfrightened because they killed the 
woman you know? 

104. Nursing auxiliary Gloria: Remember with Miriam. It's the same 
thing she says we murdered Miriam 

105. Researcher Cheryl: So she is aware ofMiriam as well. 

106. Nursing auxiliary Gloria: She says we murdered that poor 
woman. Miriam - Betty's 

distant companion 
107. [Lots oftalking over each other and some laughter] 

108. Nursing auxiliary Ilortense: Oh no 

109. Nursing auxiliary Gloria: She sits next to [another resident] and 
she says A they think I'm stupid I know. 

I 10. Researcher Cheryl: Betty is never going to say, "Oh isn't it a 
terrible thing that so and so has died" 

III- All: Aro, no [lots oftalking over each other, Researcher Cheryl 
trying to make a point but losing it a bit] 

112. Researcher Cheryl: She doesn't talk in that way, but it is her way 
ofexpressing what has happened. 

113. Nursing auxiliary Ilortense: She makes it that you are the culprit 

114. Researcher Cheryl: Remember I was talking about the guilt thing. 
I noticed when Gloria and Hortense told me about Miriam dying. And 
when you do tell the story ofsomebody who has had a sudden death you 
go in to quite a lot ofdetail like you did with Razia's death. It almost 
sounds like you are trying tojustify it to me ... well I don't think you've Central - staff 
murdered them. feeling overburdened 

by blame and unable 
115. [lots of laughter] to examine their 

responsibilities 
116. Researcher Cheryl: Ithink they'vejust died. It's likeyou are 
trying to persuade me. It is human tojell guilty when someone dies. 
Someone like Betty is not helping. 

117. General: Yeah 

118. Nursing auxiliary Clorla: I don'tfeel guilty. I do a goodjob. 

119. Nursing auxillary'llortense: I'llgiveyou an example, afewyears 
ago I was on nights. We were working with a lady who I knew was in 
pain. I tidied her up and sit her right up, pulled out the backrest sat her 
up, she said Oh nurse I'm in pain. I said I know you're in pain Ifeel pain 
too cos a couple ofdays before I had been in hospitalfor an operation. I 
know what pain is like, she said oh nurse please help me to die, I said I 
can't, you've got to wait your turn like. I said it In afunny way and they 
all looked at me. She started laughing. K%at do you want me to say. She 
has to wait her turn I can 't do anything. Sometimes you have to take 
things and laugh about it. 

120. Researcher Cheryl: I don't think that was afinny thing to say. I 
think you were right we do have to wait our turn. Someone says they 
want to die doesn't want to wait because it Is hard to wait. 771at's very 
hardforyou, they can't waitfor anything. I wanted to say something "We have to wait our 
about Gloria savine she doesn't feet jeuilty, when vou Just told us the turn " how difficult is 
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sto? y ofRazia, you did the same, you said we had been in there a lot to this, 
see to Betty as ifl would assume something else. I try and reassure that long 
we don't assume anything different 

I 

121. Nursing auxiliary Gloria: Yeah 

122. Yeah 

123. Nursing auxiliary Gloria: I don't know, maybe with the relativcj. 
Their relatives never come. Razia's relatives only live locally. 7hey 
called them and by the time they got there she had died. 7hey rcfused to 
believe she died. No they wouldn't believe she died. Because ofthat, with 
that type ofproblems she's not going to release the body so the doctor 
had to come. Razia was a bit ofa problem so they were hoping she might 
come back to life so they had to waitfor one grand-son. It didn 'I take 
longfor them to come in they only live round the corner. 771en he came, 
then the doctor had to came and they come cry, cry, never seen her in 
months. Razia didn't even give them time to say good-bye, she III and 
just die. 

124. [Veryfast agitated talk) 

125. Nursing auxiliary Ifortense: Maybe say good-bye 

126. Nursing auxiliary Gloria: They didn't have that. Men they 
couldn't bury her ... there was the problem ofthe doctor who was a locum 
didn't know Razia. 7hen it was holiday time, bank holiday. 

127. [A lot ofpeople speaking at once - agitated manner] 

128. Nursing auxiliary Hortense: you know the Muslimfaith. Buried 
within three days. Buried within three days 

129. Nursing auxiliary Gloria: they need somebody to write a report 
that they know her that nursed her. Which Staffmirse Rebecca can't do 
that. So they had to bleep the d"torfrom his holidays. 

130. Researcher Cheryl: So staffnurse Rebecca couldn't do that. 

13 1. Nursing auxiliary Gloria: No it had to be the doctor. So In the end 
it was sorted, so Razia gave them a hard time. [Laughter]. 

132. Nursing auxiliary Angela: They think everything can be donejust 
like that but it can't. 

133. Nursing auxiliary Ifortense: They want everything wrapped up 
and everything done in three days. And the Jewishfaith. 

134. [A discussion of whether it is a two-day or three-day limitfor 
Muslims. A lot ofgeneral discussion that Is agitated and dW7cult to 
decipher. ] 

135. Nursing auxiliary Gloria: 7hey had to bury her by that Saturday 

136. Researcher Cheryl: Did they manage to? 

137. Nursing auxiliary Gloria: Yeah 

138. Nursing auxiliary Ifortense: It 's not like here, they don't like to 
bury them lying down, they like to prop them up like a mummy. 

139. Researcher Cheryl: I don't know, I don't know 

so 

From staffguill to 
anger with relatives 

Angry with R=Iafor 
not letting thcm say 
good-bye 

Very "them and us " 
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140. Silence 

141. Nursing auxiliary Gloria: We don't like to lose them because we 
don't know who is coming. Like that new patient who has diarrhoea. It is 
scary you don't know who is coming in. Because Freddie who died. We 
have known him a long time. He has been therefor more than 4 years. 

142. [General agreement] 

143. Nursing auxiliary Angela: It's lik e Madge, 
Multiple deaths and 

144. Nursing auxiliary Hortense: She camefrom upstairs. fear ofwhat's next. 

145. Nursing auxiliary Gloria: YoufInd someone you get along with. 

146. Nursing auxiliary Angela: We had our ups and downs with 
Madge's daughters they used to be a lot oftrouble always complaining. 
But now they get on well. 

147. Nursing auxiliary Meena- But the husband, he lovely 

148. Nursing auxiliary Gloria: 7he husband is lovely. [Yeah] Oh god 
he was in every day. 

149. Researcher Cheryl: He must be hurting Anger at relatives 

ISO. [General Ohhh. ] 

151. Nursing auxiliary Gloria: He's lost, he's lost. 

152. Nursing auxiliary Angela: H%en he was well he used to come 
twice a day 

153. Researcher Cheryl: has he been back to the ward 

154. [General No] 

155. Nursing auxiliary Celia: I have never seen a man struggle to 
come in like him. No matter ifyou hadjust washed her, the husband 
would come and comb her hair. 

156. Nursing auxiliary Hortense: You couldsee he wasfrom that old 
school like. 

157. Nursing auxiliary Gloria: "en she died he came and said thank 
you. He knew she was dying. 

158. Nursing auxiliary Angels: There was a time before when in the 
other ward we thought she was dying. Every body had given up on her 
and thought she was dying. 

159. [Lots ofgeneral agreement] 

160. Researcher Cheryl: So she had a dip 

161. [Yes] 

162. Researcher Cheryl: and then she rallied round The "bouncing 
back" phenomenon 

163. [Yes] 

I AA- Nurldnir suidliskrv Ilartense* Thev do some times 
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165. Nursing auxiliary Angels: Well she did have oneyear 

166. [Yes] 

167. Nursing auxiliary Ricbard: Yeah. they thought she was going they 
even called her husband, but all ofa sudden she came back. 

168. Researcher Cheryl: So she was a success. You knew her a long 
time, you got on well with her husband, you had difficulties getting to 
know her daughters but you overcame that. 

169. Nursing auxiliary Gloria: See with the daughters, when they came 
on the ward I didn't recognise them. so Isaid can I helpyou. because I 
didn't know them. And they said they were Madge's daughters they were 
fine on Willow. 

170. Researcher Cheryl: And the husband he got on well, he liked you 

171. ... Nursing auxiliary Gloria: To the end the daughters were 
coming every weekend. "en she was dying they were phoning twice a 
day. 

172. Nursing auxiliary Celia: Somepeople are not like that - Flossie 
West, I didn't even know she had a grand daughter. glen she died I said 
hello, who are you? I didn't know who she was. I didn't know. 

173. Tape ended 

174.7bere was a long discussion about Flossie West's relatives. 7be 
group said that when her two sons visited they brought their wives with 
them and sat at the end of the bed and didn't talk to Flossie. They said 
they knew Flossie could talk. She used to talk to them, but the relatives 
didn't ever talk to her. 

175. Ibey said they felt the relatives just came in to see Flossie for their 
own enjoyment and convenience. 

176. They were very angry a strong sense of "It's not faie, came across. 

Split "good" 
relatives and "bad" 
relatives. 77jose who 
struggle to keep 
visiting and those 
who abandon the 
resident [and the 
stafl], 

177. They asked why we didn't tell the relatives to go and sit with the 71eyfeel pressure to 
residents. Iley said we are asked to sit with the residents but they don't sit with residents 
haveto. 

178. We talked about how hard it is to sit with residents, particularly if The strain of death 
they do not respond very much. I tried to acknowledge how hard their hanging over them 
work is. [res, rels and staffl 

all the time. 
179. Nursing auxiliary Richard said he thought Flossie's relatives were 
visiting because they should. I told them about my example of sitting Want to keep 

with Mrs. Bcgum And asked the question was I sitting with her because residents going to 
it feels better to have someone with you in times of distress, was I doing avoid endings and 
it because it makes me fccl better to do something or was I doing it new beginnings 
because I should. 

180.1 tried to point out the similarities between the paid carers and the I was rem Inded ofa 
relatives. previous 

conversation with 
181.1 asked the group if they missed the residents when they died. Angela when she had 

talked about her own 
182. Nursing auxiliary Meens: Yes. We don't like It when they die. We hospital experience 
want to keep them alive until they are 100 or 101 like the Queen Mother and she had said she 
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[who had recently died]. had asked her son to 
make sure ifshe 

183. They said this was because they didn't like to have new residents. were looked qy? er in 
They would have to get to know them they didn't know what problems a home he had to 
they would present them - whether they would need feeding or whether make sure she had 
they had diarrhea. Angela talked about how they get them clean. toiletries. 

184. They said they liked them to stay alive because when they die they It also reminds me of 
feel bad a sense oftension 

between Steven and 
185. And finally and significantly they said they wanted to keep them the Nas about 
alive because if they die their ward might close. enemas. He thinks 

they give too many 
enemas. I wondered 
ifthis was about 
having control of 
their uncleanliness. 

I wonder what they 
are cleaning away 

All this refers to the 
changing nature of 
the clients - more 
able people go to 
nursing homes and 
the realpossibility 
that the ward might 
close because it Ls 
dijf, cult tofill the 
beds. 
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