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ABSTRACT
This doctoral thesis contributes to gerontology research by investigating the leisure
experiences of older adults living in residential care in New Zealand. There is a need
to understand how frail residents experience their leisure in their everyday world.
The New Zealand strategies for active and successful ageing focus on communitydwelling seniors rather than on those in residential care. These policy initiatives
ignore the leisure practices of the increasing numbers of older adults who require
long-term residential care. A few international studies have attempted to highlight
the importance of leisure participation among older adults living in residential care,
but the information on the New Zealand context is scant. Through a
phenomenological approach, this thesis provides clarity to poorly understood leisure
experiences. This thesis, which was informed by an integrated theoretical approach
(constructs adapted from six major ageing theories), provides insight into leisure
experiences and sources of satisfaction for older adults living in residential care. In a
supplementary finding, it also sheds light on their adaptation to the conditions they
encounter in residential care.
Data were collected through triangulating participation observation, in-depth
interviews, and key informant interviews. This involved six residential care facilities
(two large, two medium, and two small). I spent one day of observation in each
residential care facility, then conducted semi-structured interviews with a total of
twenty-four residents and ten key informants. The data were analysed using thematic
analysis. Together the residents and staff provide insights on the importance of
leisure activities during adjustment, and the benefits of and barriers to participation,
satisfaction, and well-being. The study also revealed the diverse and complex needs of
older adults after their transition to residential care.
Given their unique life histories and circumstances, the interests and abilities of
residents vary, a fact that seems to be largely ignored in the development of leisure
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activities in these facilities. Loss of identity and challenges of adaptation were the
results of frailty, losses and feeling of institutionalisation. The adjustment processes
were influenced by residents’ leisure participation.
The finding elucidates the significant impact of leisure activities in residents’ lives.
Lack of leisure opportunities resulted in enforced idleness. From residents’ point of
view, barriers to implementing leisure activities include the mismatch between their
interests and abilities and the activities on offer, facilities’ lack of resources, and
deteriorating health/functional status, which resulted in passivity among the
residents. Activities tailored to residents’ abilities and interests are an important part
of person-centred care because of the many benefits associated with participation.
Older adults with active participation in both self-led and offered activities
experienced numerous benefits such as feelings of contribution and achievement,
sense of belonging and connection, socialisation, companionship, pleasure,
enjoyment, and relaxation. The main barriers to participation reported by both
residents and staff were residents’ health condition, lack of budget for activities,
shortage of staff, and lack of social network. The key to satisfaction was developing
identity through meaningful engagement in the activities of their interest. This study
acknowledges the importance of leisure activities and highlights the importance of
person-centred care in meeting the diverse needs and enhancing the well-being of
older adults in residential care.
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PREFACE
My interest in ageing research started when I was pursuing a Master of Philosophy in
the Department of Population Studies, Tribhuvan University, in Nepal. During my
study tenure, I had an opportunity to work in an ageing research project (as a
research field officer) conducted in collaboration with the Central Department of
Population Studies and the United Nations Population Fund, Nepal, in 2012. The field
work enabled me to develop a deep understanding of the lives of older adults. I
realised more research was needed to develop interventions that would improve
their quality of life. I also realised that the older adults in Nepal were facing very
challenging conditions and a lower quality of life than in other countries. Like other
nations, Nepal is ageing, and it is important for the government to develop policies
that address the increasing needs of older adults.
Realising this importance, I focused my MPhil thesis on the “Status of Elderly Abuse
and Its Impact on the Quality of Life of Older People” in a rural area of Nepal. This
offered me the opportunity to understand the abuse experienced by some older
adults in Nepal. Since then, my interest in ageing research increased, and I decided to
pursue a PhD in ageing research. It was this thesis which brought me to New Zealand
to pursue a PhD in sociology. I approached this thesis with the desire to build wider
knowledge through the experiences of older adults living in residential care centres.
This study would be useful in developing plans and policies not only in New Zealand
but also in Nepal. Although the culture of caring for older adults in Nepal is different
than in New Zealand and other developed nations because we still follow the joint
family system and care is undertaken in homes rather than in residential care, the
scenario is expected to change in the near future due to rapid labour migration.
Currently, there is little governmental and non-governmental organisation offering
care to older adults. Residential care facilities are only available in cities and in some
areas have been merged with the orphanages. However, family care has become
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challenging in recent years due to the increasing number of working-age people who
are emigrating from Nepal, leaving a disproportionate number of older adults in the
country. To reduce this emigration, the government needs an intervention
programme to retain the younger population in their own country by offering job
opportunities. This has not yet been addressed. Political instability is a major problem
in Nepal at present.
Coming from a developing country with a different cultural background, it was a
challenge for me at the beginning to adapt to the New Zealand context. The support of
supervisors, the university support centre, the department, and friends made my
journey easy and comfortable. I began my research journey by joining a knitting
group with older adults in the community, where I had an opportunity to advance my
knitting skills as well as learning about the New Zealand lifestyle. I also volunteered
at one of the residential care facilities to be familiar with the care culture and older
adults, which developed my understanding of older adults and their lives in a care
setting.
Having great conversations with the older adults about their past lives, their expertise
and life stories offered me ample opportunities to gain various life skills. Hearing
crying, having a laugh, walking together in the corridors and gardens, talking about
flowers and food, reading stories and newspapers to them, and knowing about their
families and friends helped me build strong relationships with the older adults. I am
very thankful to the rest home that provided me an opportunity to volunteer and
learn the lived experiences of older adults in residential care.
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CHAPTER ONE
INTRODUCTION
Demographic changes and medical advances have resulted in higher individual life
expectancy. Numbers of older adults in residential care are increasing and are expected
to rise in the near future. Inactivity among older adults is a growing concern worldwide,
especially in residential care. Studies have demonstrated that inactivity impacts on the
physical, mental and social well-being of older adults (Adams, Leibbrandt, and Moon,
2011; Hutchinson & Warner, 2015; Miller 2016; Toepoel, 2013). However, despite
abundant literature and various interventions that have been developed to combat or
minimise this problem, research highlights the prevalence of inactivity among frail older
adults in residential care. While in care, older adults have been found to be less active
than would be ideal, given the many benefits of leisure participation, (Douma, Volkers,
Engels, Sonneveld, Gossenes, & Scheder 2017; den Ouden, Bleijlevens, Meijers, Sandra,
Zwakhalen, Braun, Tan & Hamers, 2015; Palese, Favero, Zuttion,Ferrario, Ponta,
Grassetti, & Ambrosi, 2016).
Internal aspects (deteriorating physical and cognitive function) and external aspects
(fewer leisure opportunities, lack of social contacts, rigid routines, and over-workload of
staff) can both impact on leisure participation in residential care. In this scenario, it is
essential to understand the interplay of residents’ attitudes, participation and the
availability of interesting and appealing activities in maintaining well-being (Miller,
2016). This research is concerned with the leisure experience of older adults in
residential care and its relationship to well-being. The challenges in old age are
multilayered for many reasons such as frailty, stereotypes, gender, identity and
socialisation. Phenomenological inquiry offers a valuable tool to understand older
adults’ ways of being-in-their-world.
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Leisure is a variable concept, and there is no clear definition that can be applied to older
adults living in residential care. Despite attempts in abundant literature to define this
phenomenon, there is no universally accepted definition of leisure. In the literature,
scholars have more often linked the definition of leisure with the meanings people drew
from their participation in the activities. Furthermore, the difficulty in differentiating
leisure and work have created challenges in understanding the meaning of leisure, in
particular in residential care. The meaning of leisure among older adults in residential
care includes a contradiction between work and relaxation (Kiata-Holland, 2010). Older
adults age differently, their needs and abilities differ, and one set of activities might not
fulfil diverse needs (Bland 2007; McKenna & Staniforth, 2017). Among older adults, the
meaning of leisure is associated with the support and opportunities they receive from
others. Lack of individualised support and care could alter the meaning of leisure among
older adults. This highlighted the importance of further research in understanding
leisure experience of older adults from their perspective.
Leisure is considered an important element of well-being. The benefits of leisure activity
in later life have been well documented in the literature. There is evidence of positive
relationships between leisure participation, health benefits (Kim, Yamada, Heo, & Han,
2014), life satisfaction (Duncan, Killian, & Lucier-Greer, 2017; Pagan, 2014) and wellbeing (Chang, Wray, & Lin, 2014; Kim, Irwin, Kim, Chin, & Kim, 2015; Toepoel, 2013)
among older adults. Regular participation in activities enhances the physical, mental and
social well-being of older adults. Silverstein and Parker (2002) and Adams et al. (2011)
found social activities such as visiting friends and going to social clubs contributed to
well-being.
Engagement in meaningful leisure activity is an important component of ageing well.
Many studies have documented that regular involvement in meaningful activities in
later life is associated with health benefits and may reduce the risk of depression,
loneliness, anxiety, dementia and Alzheimer’s, and improve social relationships, life
satisfaction, and quality of life (Andrew & Wilson, 2014; Cooney, Murphy, & O’Shea,
2009; Hutchinson & Warner, 2015; O’Sullivan & Chard, 2010; O’Sullivan & Hocking,
2

2006). Participation in leisure activities has many benefits. It has been found to improve
health (Chang et al., 2014), help to adapt to chronic conditions (Hutchinson & Nimrod,
2012), help to overcome negative life events such as the death of loved ones (Janke,
Nimrod & kleiber, 2008). Participating in activities promotes well-being in later life,
regardless of cognitive status (Johnson, Whitlatch & Menne, 2014). Despite the health
benefits of leisure participation, studies have documented that cognitively impaired
older adults remains less active than non-impaired older adults (Johnson et al., 2014),
doing nothing or participating in passive activities such as sitting, TV watching and
sleeping, and residents sit alone in confined settings without doing anything (New
Zealand Labour Party, 2010; Wilcock & Townsend, 2009). A study carried out in New
Zealand by O’Sullivan and Hocking (2006) found that 76 per cent of care home residents
were deprived of daytime activities necessary to enhance their health and well-being. In
line with this, findings from a study by Dorrestein (2006) urged including residential
care facilities in the Positive Ageing Strategy to increase leisure activity options for older
people in care.
Connectedness is important in normalising life in residential among older adults.
Activity mediates in developing sense of connectedness. However, functional status
impacts on leisure participation among older adults. Studies have reported a
relationship between social support, leisure activity engagement and well-being in
residential care (Duncan et al., 2017). A study by Wright-St. Clair, Kepa, Hoenle,
Hayman, Keeling, Connolly, Broad, Dyall, and Kerse (2012) reported maintaining
interpersonal relationships, outdoors activities, for example, going to cafés and beaches
are meaningful activities for older adults. Blace (2012) documented that maintaining
social relationships is important in lowering the risk of depression and maintaining
better mental health in later life. A few studies have highlighted the importance of staff
in providing quality care (Bland 2007; Parkinson, Banbury, Hillman, & Lee 2019).
Some studies in New Zealand, for example Bland (2004), an ethnographic study among
27 resident and 28 staff in residential care facilities, found that a one-size-fits-all care
delivery system was disempowering residents and affecting their comfort. Jorgensen
(2006), in a mixed methods study among older adults living in residential care found
3

that the transition to residential care was typically due to increasing frailty and the
decision to move was mostly influenced by the general practitioner, hospital doctors
and family. Her study found that older adults living in residential care were not satisfied.
A phenomenological study conducted by Kiata-Holland (2010) found that older adults
construct meaning through participating in daily chores and adaptation is complicated
by the lack of chores in residential care settings. Along with the above research, my
study aims to add further knowledge of how older adults experience leisure in their dayto-day life in residential care. With a focus on leisure activities, this study explores the
experience of older adults and its impact on their well-being.
Inactivity among older adults results lack of identity and increases loneliness and
boredom due to the losses and challenges they experience during their stay in
residential care. There is evidence that older adults in care experience loneliness,
depression and isolation (Paque, Bastiaens, van Bogaert, & Dilles, 2018; Naves, Sanders,
& Kokanovic, 2019). The growing number of older adults in residential care raises
issues and challenges in creating rest homes as places to rebuild lost identity and
combat loneliness and boredom. Goffman (1968) introduced the concept of the “total
institution” as a “social hybrid” that is incompatible with the outside world, as older
adults can no longer perform their previous roles and tasks. In this context, the
institutional care for older people lacks individuality, privacy, and decision-making
opportunities. Goffman (1968) characterised the life of older adults in residential care
centres as one of powerlessness and helplessness due to the loss of control and selfesteem.
Minimising barriers to leisure participation in residential care is paramount to maintain
a meaningful life for these older adults. Barriers to participation are mostly related to
disability and environmental factors (Provencher, Carbonneau, Levassuer, Poulin,
Filiatrault, Giroux, & Filion-Trudeau, 2018). These authors further highlighted that older
adults need to learn compensatory strategies to remain engaged in meaningful activities
despite their frailty, feelings of lost identity, dependency, loss of home and family, lack of
self-confidence, and diminished social networks. Environmental and care giver-related
4

factors also inhibit to participation in residential care highlighted in the literature
(Douma et al., 2017; den Ouden et al., 2015; Palese et al., 2016).

1.1 Transition to Residential Care
This section provides an overview on issues related to transition to residential care and
its impact on older adults.
Health deterioration and dependency in later life often precipitate the transition to
residential care. In many cases frailty and lack of support determines the likelihood of
older adults’ transition to residential care. Physical dysfunction increases transition to
residential care and influences ill-being among older adults (Duncan et al., 2017). Frailty
and lack of family support (Jorgenson, 2006) are the main reasons for moving to
residential care, which is a stressful process for older adults (Mckenna & Staniforth,
2017). The transition to residential care often triggers experiences of loss as older
adults lose their abilities, homes, families, friends, possessions, and identities.
Adjustment and acceptance are required to overcome the losses and maintain a
meaningful life. Adaptation to residential care is described as a complex picture of loss
and maintenance (Wahl et al., 2013). In these circumstances, studies suggest that a
home-like environment can minimise the feeling of institutionalisation among older
adults (Wada, Canham, Battersby, Sixsmith, Woolrych, Fag & Sixsmith, 2019). Many
studies have asserted the importance of providing a friendly environment by protecting
autonomy and a space to thrive. There is evidence of challenges in maintaining a
homelike environment due to a high prevalence of dementia, severe physical limitations
and less skilled staff and funding (Peace & Holland, 2001; Williams, Straker, &
Appelbaum, 2014). Transitioning to residential care may have been sudden, involuntary,
and disempowering, so that residents are dependent on staff for their day-to-day
activities. The daily lives of residents in a care facility have always been associated with
loss of control, choice, and autonomy, fewer opportunities for maintaining a meaningful
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life, isolation, loneliness, and boredom. The space as “home” and as “rest home” is
controversial among older adults.
Relocation to residential care often occurs after hospitalization and with little
preparation, due to health deterioration (Fraher & Coffey, 2011, Mckenna & Staniforth,
2017; Parkinson et al., 2019). When relocation follows a crisis older adults are typically
unprepared and they are minimally involved in the relocation decision, which takes
place with the family’s decision (Fraher & Coffey, 2011; Parkinson et al., 2019).
The sudden movement to residential care could be personally devastating (Bland,
2007). The lack of preparation and self-stigmatisation decreases self-esteem, function
and interaction and increases anxiety and stress among older adults. At the same time,
loss of home, health, family, community activities and independence increase the risk
depression, isolation and loneliness (Andrew & Wilson, 2014; Cooney et al., 2009;
Hutchinson & Warner, 2015; O’Sullivan & Chard, 2010; O’Sullivan & Hocking, 2006).
Studies have documented that older adults experience loneliness in residential care due
to declining health and lack of personal choices (Paque et al., 2018; Neves et al., 2019).
Transition to residential care in later life results in uncertainty and stress which
requires continuous adjustment and finally acceptance. The transition may have further
impact on older adults’ health due to changes in living circumstances and relationships.
An ethnographic study in New Zealand highlighted the importance of discomfort care in
residential care (Bland, 2007). Bland also argued that a regimented routine and a onesize-fits all policy in residential care has challenged person-centred care and places
residents in discomfort rather than comfort.
Leisure activities can facilitate a smoother transition through motivation and support.
Some studies suggest the importance of flexible routines and person-centred care to
help residents to facilitate a smoother transition (Bland 2007; Mckenna & Staniforth,
2017). Lee, Min and Chi (2016) argued that participation in leisure activities becomes
more complicated in later life due to significant life transitions such as retirement and
6

loss of spouse. In this instance, when older adults move to residential care the amount of
loss increases. Meeting not only medical but also emotional needs is required to smooth
the transition. Mckenna & Staniforth (2017) highlighted the importance of activities that
assist in managing older adults’ grief in smoothing the transition to residential care.
Given this problem, it is crucial to explore the leisure experiences of older adults from
their perspective in order to understand the importance of participating in leisure
activities in residential care. Applying the phenomenological approach, this study begins
with a research question:
How do older adults adapt to and experience leisure in residential care?
In particular, it seeks to provide an in-depth understanding of the life of older adults in
New Zealand care facilities in relation to the adaptation process, leisure activities and
well-being. This study will be complimentary to those studies in understanding the
leisure experiences and adjustment process of older adults after their movement to
residential care. This research will inform policymakers and aged care industry workers
of the lived experience of New Zealand’s older adults, with regard to their adaptation
process, leisure activities, and well-being. In addition, the findings of the study may help
to reveal ‘what is important for older adults to live a meaningful life in residential care.’

1.2 Older Adults and Residential Care
This section describes how the ageing population is increasing rapidly. I provide an
overview of the growing ageing population globally and then move to the New Zealand
context.

1.2.1 Globally
Medical advances and healthy lifestyles have increased the life expectancy of older
adults. Globally, people aged 80 plus are growing faster than any other age groups. It has
been estimated that this population will triple by 2050, going from 137 million in 2017
to 425 million in 2050 (United Nations, 2017). Among OECD countries, the population of
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65 plus has increased to 17 per cent in 2015 and is expected to reach 28 per cent in
2050 (OECD, 2017). The increasing number of people in residential care facilities
indicates the demands on residential care in the near future. Longevity has brought the
need to provide better care by understanding the unique needs of older adults in home
and residential care. The key concern raised by the ageing population in most countries
is to accommodate and provide quality care for older adults with special needs.
The concept of “ageing in place” is widely used in policy and research to encourage older
adults to live in their home independently or with some assistance rather than in
residential care. Typically, the policy is framed as a method to reduce the high public
cost of institutional care (World Health Organization, 2002, 2007, 2015). This strategy
has been adopted in many countries; especially in developed nations where the
population is ageing rapidly. However, maintaining the independence of older adults is a
challenge. Hence, some scholars have seen it as a positive approach, while others argue
that it is complex and ambiguous and predict that the increased popularity of ageing in
place could have unintended consequences (Davey, 2006; Keeling, 1999), as older
people with physical and cognitive impairments pose increased demands for support
and care on the family and community. Horner and Boldy (2008) articulate the risk of an
increased sense of burden among families of older adults as a result of the focus on
ageing in place.
Unfortunately, the recent guidelines introduced by the World Health Organization
(WHO) on “ageing in place” fail to incorporate older adults with advanced care needs.
Despite prioritising ‘ageing in place,’ governments cannot ignore the advent of
institutionalisation. Older adults seek care in residential care facilities, which is not their
choice but required because of increased physical and cognitive impairments as well as
functional decline. Many scholars have highlighted barriers to the implementation of
‘ageing in place’ that, in turn, affect the quality of care (see Davey & Glasgow, 2006).
There is evidence of abuse, loneliness, depression, lack of privacy, and stress. Hence, this
study seeks to provide insight into the needs and demands of older adults in residential
care and their implications for practice, policy, and research.
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Many scholars argued that “ageing in place” focuses especially on the home (Lawton,
1982; Wahl & Weismen, 2003) and suggested taking into consideration elements
beyond the home such as attachment and connections (Keeling, 1999). Similarly, there
was much attention given to incorporating social connections, neighbours, and
community in “ageing in place” to foster a sense of identity, autonomy, and
independence. In this sense, ageing in place cannot be taken just as an option to reduce
the economic burden of long-term care; instead, it demands rigorous strategies to
incorporate the needs and demands of older adults who move to residential care.
Predictions have been made that the baby boomers will age differently from the present
cohort of older adults (Grant, 2004). However, it is hard to predict that frailty will
remain the same as people age. Multiple medical problems, for example stroke, diabetes,
anaemia, hypertension, dementia, heart failure, arthritis and cancer, and sensory
impairments such as hearing loss and eye impairments will substantially increase
residential care admissions among older adults (Barken & Lowndes, 2018; Brandburg,
Symes, Mastel-Smith, Hersch, & Wales 2013; Broad, Boyd, Kerse, Whitehead, Chelimo,
Lay-Yee, Randow, Foster, & Connolly, 2015). The transition to residential care becomes
necessary and lives and experiences are complex and multifaceted.
Heterogeneity of the ageing population also influences the importance of care and
support, both in the home and in care homes. Several authors have noted that it is
crucial to understand the unique characteristics of older adults, as they age differently,
which in turn increases the heterogeneity of the ageing population (Davey, 2006;
Horner & Boldy, 2008; Keeling, 1999). Increased incidence of dementia and Alzheimer’s
disease has added more controversies and challenges. Previous studies have
documented the prevalence of passivity (de Castro & Carreira, 2015; Minhat, Rahmah, &
Khadijah, 2013), loneliness (Neves et al., 2019), boredom (Steele & Linsley, 2015),
helplessness, and a low standard of care in residential care facilities (New Zealand
Labour Party, 2010; Wood, Phibbs, & Severinsen, 2017).
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1.2.2 New Zealand
This section provides an overview of older adults in New Zealand. Like other countries,
New Zealand is experiencing an ageing population. Statistics New Zealand has predicted
that the ageing population will continue to grow in the coming years. Currently, New
Zealand has 14.9 per cent ageing population and this figure is expected to reach 24-33
per cent by 2068 (Statistics New Zealand, 2015). As the older population is growing, the
number of long-term care facilities is also increasing. According to 2013 Census, 31,899
people were living in residential care across 822 facilities, an increase of 14.1 per cent
since 2006. The highest proportion of older people in residential care was in the 80 and
85 plus categories, which comprise 72.2 per cent. Among them, 68.1 per cent were
female (Statistics New Zealand, 2013). The average age of older adults entering
residential care has increased from 75 years to 84 years within ten years (New Zealand
Aged Care Association, 2020).
New Zealand’s current health strategy focuses more on positive ageing than aged
residential care. Likewise, the current Healthy Ageing Strategy is more focused on
home-based care and health care management. Policymakers hope that “ageing in place”
can be supported through technologies, improved health, and social services that
enhance the quality of life of older adults. Positive ageing strategies aim to encourage
people to remain in their own homes through various community and family support.
Positive ageing strategies have adopted ‘ageing in place’ as the main theme in ensuring
the quality of life in older adults according to their choice. However, the policy lacks
specified resources needed for meeting the demands of an ageing population. Many
scholars have argued that policies on ageing in place in New Zealand need revision in
order to enable people to maintain their independence, sense of belonging, security, and
identity in later life (Davey, 2006; Keeling, 1999; Schofield, Davey, Keeling, & Parsons,
2006; Wiles, Allen, Palmer, Hayman, Keeling, & Kerse, 2009). They also add that
involving strangers in caring threatens the sense of independence and results in less
positive experiences. Furthermore, the policy does not particularly support disabled and
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frail older adults living in residential care. Despite the current focus on positive ageing,
the residential care sector absorbs considerable public and private resources.
The growing number of older adults with high levels of dependency in the care sector
demands adequately skilled staff to meet their complex needs (Boyd, Kerse, von
Randow, Chelimo, Whitehead, & Connolly, 2009; Woods et al., 2017). Consequently, the
aim of keeping older adults in their homes, alleviating the pressure on caregivers and
decreasing the cost of care, has not yet been reached. The Ministry of Health still spends
60 per cent of its budget on residential care (Ministry of Health, 2016a).

1.3 History of Residential Care in New Zealand
This section describes how residential care has expanded in New Zealand in the past
and present. The development of residential care in New Zealand is not a new
phenomenon. Almshouses, benevolent institutions, and asylums offered institutional
care for the first time in the 1860s to poor, frail, and dependent older adults. Due to the
disproportionate population in the 1880s, many immigrants remained unmarried and
became older adults without family ties. The problem of old age dependency grew, and
in the late 1880s, further rest homes were opened. According to a 1911 census of New
Zealand, the population of sixty-five-year-olds increased by 51 per cent between 1896
and 1901, and demanded special institutional needs. The proportion of poor and lonely
older males remained high until 1906. By 1950 many religious and welfare
organisations built institutions to care for older adults. In the 1960s, the government
introduced the Capital Subsidy Scheme to assist those organisations in establishing
homes and hospitals for older adults. In the early 1980s, the profit-making sector
emerged to provide residential care support from welfare organisations to private
profit-making organisations (Koopman-Boyden, 1993).
There was an overwhelming concern on the part of public charities to open further
homes in the period 1880–1920 to provide personal and daily care for older adults with
or without a pension (Tennant, 1983). “In 1885 statistics recorded the existence of
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institutions such as the Auckland Old Men’s and Old Women’s Refuges, the Otago
Benevolent Institution at Caversham, the Ashburton Old Men’s Home, and the Fifteen
Bed Refuge at Nelson” (Tennant, 1983, p. 4). In 1989 the New Zealand government
introduced the Old Age Pension Act. In the 19th century, conditions started to improve
and rest homes gained popularity since the beginning of the 20th century due to
government subsidies for the construction of rest homes.
In 1890 Edward Costley, an Auckland businessman, had established the Costley Home. It
was the “second-largest charitable institution after the Otago Benevolent Institution”
(Tennant, 1983, P. 8). The Social Security Act was introduced in 1938 with the
perception of providing a free health system to all New Zealanders. “Due to disputes
between the medical profession and the government, the health system developed as a
dual system of public and private provision. The extensive voluntary and social care
organisations, such as the Salvation Army, the Plunket Society, the Intellectually
Handicapped Children Association, and St. John Ambulance were developed under
government support between 1970 and 1980” (New Zealand Parliament, 2009, p. 1-4).
After the Second World War, the church and private organisations established more
homes when women outnumbered men in the older age group. This was also further
assisted by the government’s 1960 Capital Subsidy Scheme to establish homes and
hospitals. The Social Welfare Department introduced the rest home subsidy in 1961 for
patients in Auckland Hospital, which was only available to privately owned rest homes,
although later, the subsidy scheme extended to the whole country. By the end of the
1970s, “New Zealand had one of the highest rates of rest home residency in the western
world” (Swarbrick, n.d., p. 3). In 1996 the government took over the provision of longterm care and home-based services for older adults by transferring the disability
support funding to the Ministry of Health and regional health authorities from the
Department of Social Welfare.
There were 20 older adults’ homes in 1920 under the jurisdiction of the hospital and
charitable aid boards (Appendix to annual report (Hospitals and Charitable Institutions
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Statistics) 1920 as cited in Tennant, 1983, P. 19). “The Catholic Little Sisters of the Poor
was established in Auckland in 1888 and has had a new, modern facility in operation
since 1998 and Ross Home for older adults under the Presbyterian Social Services
Association opened in 1918 in Dunedin” (Tennant, 1983, P. 19). However, the
residential care of older adults remained a hospital board responsibility. Due to the high
growth in the number of older adults, it became difficult for charitable organisations to
maintain a standard of care, raising challenges of providing satisfactory services to
people. Many older adults were living in poor environments. The Ashburton Home was
described “as a moving mass of bugs” (Tennant, 1983). There is evidence that many rest
homes have been closed due to the lack of standard care in New Zealand. Along with
policy reform, issues such as shortage of staff, low wages, and lack of a budget to
maintain standards of care have emerged. Charitable organisations are disappearing
from the market. National and multinational providers are taking over the market; the
Salvation Army and Presbyterian Support sold their aged care facilities to private
organisations (Lazonby, 2007).
This demanded a serious intervention in order to increase the standard of residential
care. There were nine care homes providing services to older adults between 1885 and
1920 in Auckland, Wellington, Woolston, Tauranga, Christchurch, Otago, Napier, and
Nelson. This demonstrates that New Zealand was caring for older adults in institutions
from an early period. Currently, there are 649 certified rest homes providing long-term
care in New Zealand (Ministry of Health, 2020)

1.4 New Zealand Aged Care Policies
This section provides an overview of polices in New Zealand. New Zealand policies have
changed from state support services in the 1930s to a highly privatised market -based
system of long-term care in the 2000s. Like other developed countries, New Zealand has
a mixed private-public health system to ensure the health and well-being of its citizens.
Social, health and disability policies emphasise supporting older New Zealanders’
independence and their capacity to make decisions about their health and well-being.
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Due to high pressures on care facilities, the government initiated the concept of “Ageing
in Place” in the 1980s to encourage older adults to remain in their own home for as long
as possible with support services provided by the District Health Board.
The Ministry of Health developed the New Zealand Health Strategy 2000 and the Health
of Older People Strategy in 2002. These strategies highlighted that in the future, older
adults would need more long-term support services, including rest home care, which
will impact funding and policy. New Zealand recently replaced the Health of Older
People Strategy with the New Zealand Health Strategy 2016, which has a vision that
older adults are well looked after and have a respectful life at the end of life in agefriendly communities with five themes: people-powered, close to home, value and high
performance, one team, and smart system, focusing on the following:


Prioritise healthy ageing and resilience



Enable high quality of acute and restorative care



Older people can live well with long term conditions



Better support older people with high and complex needs



Provide respectful end of life

(Ministry of Health, 2016b)
To fulfil the goal of positive ageing where older people age well and are healthy,
connected, independent and respected, New Zealand is also a signatory to the World
Health Organization global ageing and health five-year (2016–2020) strategy. The main
aim of the strategy is to add life to years through a life course framework.
The New Zealand Health strategy envisions that “New Zealanders live well, stay well, get
well in a system that is people-powered, provides services closer to home, is designed
for value and works as one team in a smart system.” Similarly, New Zealand Disability
envisions “a society that highly values the lives of people with disabilities with
continually enhances their full participation,” which is consistent with the United
Nations Convention on the Rights of Persons with Disabilities, ratified in 2008.
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Residential care residents are also protected by the Health and Disability Commissioner
Act 1994. New Zealand adopted Health and Disability Commissioner Act 1994 as policy
in order to provide a better place to live. The Positive Ageing Strategy was introduced in
2001 in the country. The strategy introduced the concept of old age as “successful
ageing,” “ageing well,” and “active ageing.” The main aim was to encourage older adults
to live in their own home for as long as possible. The state advocates “ageing in place” in
the community as the most desirable and cost-effective measure compared to
residential care (Ministry of Social Development, 2004). Rest home dwellers do not fit
within the ageing in place model because they can no longer manage to live in a private
dwelling (Keeling, 1999). This policy has been widely criticised for failing to
acknowledge the realities of later life for those dependent on rest home care. As Davey
and Glasgow (2006) argued, “The positive discourse on ageing presents an image of
active and healthy older age that for some may not be achievable. It reduces the
visibility of dependency and frailty.” They go on to argue that much focus has been given
to independent and healthy older people who can contribute to the economic
development of the country, while frail and dependent older people are excluded.
However, the growing ageing population with long-term conditions is a great challenge
in New Zealand. Cases of dementia are expected to increase from 48,000 in 2011 to
78,000 in 2026 (Ministry of Health, 2016c). The New Zealand Health Strategy and the
New Zealand Disability Strategy promote population-based care. Currently, people
moving into rest homes pay privately or are subsidised by the government through
District Health Boards. To obtain a Residential Care Subsidy, each older person has to go
through an assessment process as per state subsidy criteria. The system of care in New
Zealand has undergone substantial change since 2000. For the first time in the world,
New Zealand has implemented the International Resident Assessment Instrument
(interRAI)1 system to provide comprehensive and standardised clinical assessments for
aged care support (New Zealand Labour Party, 2017). Older citizens first obtain a
1

The InterRAI Long Term Care Facilities Assessment Tool used to assess residents' needs and inform
Residents' Care Plans.
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referral to the District Health Board (DHB) for assessment, such as InterRAI, to be
eligible for admission to residential care. This assessment includes aspects such as
understanding, physical well-being, health conditions, activities, mood, medications, and
any directives for the future, and living circumstances. A first need assessment such as
InterRAI assessment is carried out to determine the needs of older adults and how they
can be best met. Furthermore it also checks whether older adults qualify for publicly
funded support. The assessment is done by a clinical assessor from District Health
Boards. Second, admission allocation criteria are based on the older person’s needs for
care and their financial situation. After the assessment, the subsidy is paid directly by
the Ministry of Health to the rest home or hospital. The contribution is calculated on the
basis of an income assessment of an individual. The current assets threshold is
NZ$230,495 or less (Work & Income, 2020; Elder net, 2020). The amount of the subsidy
paid is the difference between the cost of the resident care and the assessed income
contribution.
Currently, New Zealand has a combination of public, private, and religious beds in aged
care facilities. Throughout international literature, and even within New Zealand, a
diverse range of terms is used to describe the various facilities providing residential
care for older adults. In New Zealand, residential care2 includes the following four types
of long-term care services.
1. Rest home care: 24-hour care by trained staff; older adults can do some daily
tasks but cannot live independently.
2. Dementia care: provides care to older adults who suffer from dementia and
other mental disorders in a secure environment through trained staff in
specialist dementia care.
3. Hospital care: provides 24-hour health care with high clinical demands and
assistance in their activities of daily living.

2

According to the Ministry of Health New Zealand, the four types of residential care service providers are
known as rest homes in general.
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4. Psycho-geriatric care: high level of care for a very high level of dementia or
challenging behaviours.
District health boards in New Zealand play a major role in planning, purchasing, and
providing health care services such as primary care, hospital services, public health
services, and aged care services. The transformation from welfare state to market
economy has changed the nature and culture of rest homes. Rest homes have become a
standard form of care for frail and dependent older adults in New Zealand, and come
under the umbrella of health and disability legislation.
There is no single, or standalone, piece of legislation covering rest homes, and they are
bound by the New Zealand Health and Disability Standards 2000, Residential Care
Health and Disability Services (Safety) Act 2018, New Zealand Health Strategy 2016. To
ensure the quality of care, in 2003, Ministry of Health introduced national aged
residential contract system. The responsibility for this contract was given to District
Health Board (DHB). Aged Related Residential Care Services Agreement was further
revised in 2019. The standard of rest homes is maintained through the certification and
audit system by DHB. Residential care providers need to be audited and the result of the
audit is published on the Ministry of Health website to develop transparency. The
Ministry of Health reviews the audit reports every year, issues certification, provides
suggestions on inadequacies, and also provides a timeframe to improve, and demands a
new audit report in order to provide certification. New Zealand does have a policy on
the provision of meaningful activities in residential care. According to the National
Standard mentioned of the New Zealand Health and Disability Standards (Standards
New Zealand, 2008) in section 1.3–Continuum Service Delivery (Standard 3.7: Planned
Activities, p. 15), and National Service Agreement for Aged Residential Care Services
(2019) (clause D 16.5 iii, p.54), activity needs to be offered to suit the needs, interests
and preferences of each resident. The standard and agreement calls on providing
meaningful activities by recognising a person’s needs, age, and culture.

17

The current Aged Related Residential Care Services Agreement (2019) also calls the
service providers in developing, evaluating and updating a care plan for each resident.
The agreement urged the development of written planned social and recreational
activities to all residents based on their preference, level of ability or disability and
needs to be reviewed each time their care plan is reviewed. (See D16.5: Support and
Care intervention, clause c and d, p.54). The registered nurse in the facilities needs to
develop a care plan for each resident within 21 days of their admission to residential
care using InterRAI assessments. The caring plans need to be evaluated and updated six
monthly or when the resident’s condition changes. The following considerations need to
be taken into account while facilitating the activities as mentioned on the agreement
(see section E4.3 and E4.4, p.70):


Activities need to be group and individual activities and involvement with
the wider community.



Information related to the preferred activities and level of involvement
needs to be documented in the resident’s records.



Activities must be familiar to the resident, meeting former routines and
clinically appropriate.



Planned activities for residents needs to be implemented by staff each
day



Involvement of families and support needs to be promoted all the time

(Source: Aged Related Residential Care Services Agreement 2019)
The New Zealand legislation has established a set of national standards to be maintained
in care sectors through contract system and the contract is reviewed yearly between
DHB and service providers. The above mentioned clauses from New Zealand health and
disability standards and Aged Related Residential Care Services Agreement 2019
reveals that the government has given attention to maximising the leisure participation
in residential care. The residential care providers are mainly in the private sector and
need to have fulfilled the certification requirement set by the Ministry of Health that was
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introduced in 2002. They also have to present an audit report annually. However, in
2009, the Auditor General of New Zealand found that the Ministry of Health certification
process had not implemented all of the 2002 auditing processes. In 2012, the Auditor
General reviewed the process and found that it had been followed by the Ministry of
Health to ensure the high quality of aged residential care

1.5 Contemporary Demands for and “on” Residential Care in New Zealand
In this section, I point out that despite the adoption of the ‘ageing in place’ policy in New
Zealand, the demand for residential care is increasing, and is also expected to increase in
the future. It is anticipated that the number of rest homes will continue to rise because
older adults 80 years and above are the fastest growing population in recent years, and
this is expected to double in the near future (Swarbrick, n.d.). Cornwall & Davey (2004)
argued that staying at home long-term might not be the best option for older adults in
all circumstances. This adds pressure on governments to develop intervention policies
in order to ensure the standard of care and quality of life.
The proportion of older adults over 85 years is increasing rapidly in New Zealand (Boyd
et al., 2009). Based on death certificates, Broad et al. (2015) found that adults 85 years
and older were more likely to use residential care, thus showing a high demand for
residential care during later life in New Zealand. The increasing number of people in
residential care facilities shows demands for residential care in the near future.
In 1999, due to substantial public dissatisfaction, the government made promises of
more structural changes in the health sector. The Ministry of Health established 21
District Health Boards in 2001. The residential care services were included in the
District Health Board and mostly replaced long term aged care beds in public hospitals.
There is still instability, uncertainty, and lack of long-term planning in the health sector
for the provision of quality care. The major problem of residential care service in New
Zealand is the privatisation of care services, which focuses on making a profit rather
than providing a standard service. Recent statistics show that 61 per cent of care homes
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are owned privately, 20 per cent are owned by charitable, religious or welfare
organisations, and 19 per cent are publicly listed. The private overseas-owned
companies run the majority of the residential care facilities in New Zealand (Grant
Thornton New Zealand, 2010). To explain factors influencing the privatisation of care
services in New Zealand, Tennant (1983) suggested that the higher pressure of older
adults in institutional care led to difficulties for public and charitable organisations in
meeting the demands of the 21st century. Changes in Maori cultural practices signified
further increase in demands for rest home care in the near future.
Data suggest that due to the ‘ageing in place’ strategy, many older adults move to
residential care at later ages with high and complex needs. This has brought more
challenges in providing care services than in past decades. In 2010, New Zealand
statistics predicted that due to the current social welfare policy, the number of older
adults in rest home care would decrease between 2012 and 2015, but the demand for
hospital and dementia care would increase until 2026 (Grant Thornton New Zealand,
2010). This underscores the importance of improvements to the system of care through
sustainable investment to ensure the quality of life for older citizens.
The incidence of dementia is increasing as the population is ageing. It has been
estimated that over 170,212 New Zealanders will have dementia by 2050 (Alzheimers
New Zealand, 2017). An estimated 60–70 per cent of older adults residing in rest homes
have some form of dementia (Alzheimers New Zealand, 2017). Dementia requires
specialised care in rest homes; therefore, the costs and challenges of dementia continue
to grow, and serious action is needed to reduce its burden. The Ministry of Health
continues to set standards which all residential care are required to meet. All facilities
are audited every one to four years, and spot audits may be performed to ensure that
they meet the standards defined in the Health and Disability Services (Safety) Act 2008,
which came into force in 2009 and replaces the 2001 Act, as outlined on the Ministry of
Health website. As mentioned, Standard 3.7 calls on rest home to provide activities
appropriate to people’s needs, ages, and cultures which are meaningful to them
(Ministry of Health, 2008).
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1.6 Issues in Residential Care
In this section, I describe the issues of marketisation in residential care and its impact
on caring practice.
The gradual expansion of residential care has brought about massive changes in caring
culture due to marketisation. Woods et al. (2017) argued that marketisation of
residential care diminishes the quality of care and compromises the ethics of caring
practice. They asserted that this is the result of a lack of accountability, inadequate
monitoring, low staff minimums and training, low wages, and staff shortages. Studies
have highlighted that many older New Zealanders are receiving substandard care (New
Zealand Labour Party, 2010; Woods et al., 2017). A recent report by the New Zealand
Labour Party (2017) revealed that some improvements have been made since the 2010
report, but still many of the problems remain. In this scenario, offering diverse leisure
opportunities can be in the shadows because most attention has been given to care
rather than leisure activities.
Due to increasing frailty of those in care, older adults in residential care have more
complex needs. In addition, there has been a decline in the number of trained nurses
and staff to look after the residents. It has been argued that to provide excellent care and
treat older adults with dignity and respect, an aged care commissioner must be
appointed and a new aged care policy needs to be developed. New Zealand Care
Association Chief Simon Wallace said, “There should be a minister of aged care like in
Australia” to maintain the standard of care. The Labour Party, the Greens, and Grey
Power also recommended establishing an aged care commissioner to protect older
Kiwis from substandard care (Elderly Aged Care Commissioner: Labour, 2017). The
evidence revealed that there are chronic and widespread problems in this sector, and
signals that these problems will increase in the future.
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1.7 About This Study
It is important to study the leisure experiences of older adults in residential care in New
Zealand. In this section, I support the focus of my study before presenting my research
question. I finish this section by defining the terms that I use in this thesis.

1.7.1 Importance of the Study
This study examines the leisure experiences of older adults in residential care centres in
New Zealand. The lived experiences of older adults in residential care have
predominantly been perceived negatively. However, most of the studies have focused on
older adults in the community rather than in residential care. Older adults in residential
care were more likely to be stigmatised as a burden and useless due to their frailty and
dependence. Considering this, it is not surprising that older adults lose their identity and
then seek identity through active participation in rest home culture despite various
challenges. A changed living environment and physical and cognitive impairments are
considered key obstacles to adaptation, leisure activities, and well-being among older
adults in residential care. Also, discussion mostly revolves around leisure patterns, type,
and quality of life but less is focused on individual experience. Therefore, this study adds
further knowledge in describing the lived experiences of older adults in residential care
in the New Zealand context.
The current study builds unique insights by examining how life is experienced and what
is the prominent discourse that informs the experiences of older adults in residential
care through a theoretical construct. Many researchers have described research in
gerontology as atheoretical (Alley, Putney, & Bengtson, 2010; Atchley, 1999; Bass, 2006;
Bengtson, Rice, & Johnson, 2000; McMullin, 2000). This study attempts to fill this gap in
the literature by developing the constructs from several major theories of ageing in
seeking to understand lives in residential care from residents’ perspective. The
theoretical and conceptual framework of this study is explained in detail in the next
chapter. This study includes views of both residents and staff on leisure experiences in
order to gather a holistic description of the lived experiences of older adults from a
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range of different perspectives on leisure activities, adaptation and well-being. Thus,
this study investigates the ways residents and staff interpret the lived situation,
experiences in care settings, and the discursive lenses they used to construct these
phenomena.
Understanding the lived experiences of older adults in residential care has important
ramifications, not only for older adults but also for organisational practice and wider
successful ageing policy. Numerous authors, both national and international, have noted
the need for more research into everyday leisure activities of older adults in aged care,
and interconnectedness of these activities with institutional, health and national policies
(Cornwell, Laumann, & Schumm, 2008; Fernández-Mayoralas et al., 2015; KoopmanBoyden, Cameron, Davey, & Richardson, 2014; Toepoel, 2013). The combination of these
factors is intensely influential in determining what the aims of activities are, and how
the problems are defined and addressed. What might be done to solve these problems?
A review of the literature on leisure participation at 85 plus conducted by Haslam
(2008) highlighted the scant research in New Zealand among the oldest old. However,
some efforts can be seen in the work of Bland (2004), Jorgensen (2006), Kiata-Holland
(2010) in describing the lived experiences of older adults residential care, and
O’Sullivan and Chard (2010) and Wright-St. Clair (2008) among community dwellers.
These studies suggested community-based care is fundamental in providing comfort
(Bland, 2004) and offering quality of life (Jorgensen, 2006) in residential care through
involvement in day-to-day work meaningful to the older adults(Kiata-Holland, 2010).
Taking this into account, this study aims to demonstrate older adults’ leisure experience
after their transition and its impact on well-being from a phenomenological perspective.
Phenomenology has been a useful research technique in sociological gerontology in
recent years; this has been exemplified by some local research Wright St-Clair, (2008)
among community dwellers, Kiata-Holland (2010) and Bland (2004) in residential care.
Both international and national phenomenological studies in residential care context
such as Miller (2016) and New Zealand Labour Party (2010) have found that the elderly
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have suffered losses and have been bullied after moving into residential care facilities.
These studies have suggested a change in the “culture of care” in the facilities,
particularly

through

staff

training

and

education.

These

phenomenological

interpretations illustrated the misery and myths of care and also highlighted the
importance of further research.
This thesis helps in complementing knowledge by contributing to an understanding of
how older adults engage in leisure activities in their day-to-day lives in order to cope
with a frail and ageing body and dependence in a residential care context in New
Zealand. Thus this study sets out to identify social constructions underpinning leisure
activities and examine their impacts on residents’ lives through a phenomenological
approach. In this study, I am adapting conceptual elements from several major theories
of ageing in gaining knowledge of rest home life as important for future practice and
policymaking.

1.7.2 Research Aims
The main aims of the research are as follows:


To describe leisure experience of older adults in residential care



To describe changes in activities as they move into residential care



To describe the relationship between leisure activities and well-being

This study explores how older adults spend their time in residential care with various
health limitations. In particular, it aims to increase in-depth understanding of the life of
older adults in residential care in the New Zealand context in relation to the adaptation
process, leisure activities, and satisfaction. The findings of the study may help to
increase older adults’ diverse leisure opportunities as per their interests and abilities in
order to live a life with choice and respect. This study may help to explain the
importance of offering diverse and meaningful leisure opportunities that older adults
are interested in pursuing.
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1.7.3 Definition of Terms
Older adults:3 In this study, older adult refers to people aged 65 years and above.
Residential care:4 In this study, residential care means a place where older adults are
assisted with their both Activities of Daily Living (ADL) and Instrumental Activities of
Daily Living (IADL) in rest home, hospital, and dementia level care. In New Zealand, it is
usually known as a rest home, which includes all dependent levels of care. In this thesis,
I use the term ‘residential care’ while referring to rest homes in New Zealand. The rest
homes included in this study did not provide all four levels associated with residential
care in New Zealand; therefore, the study is situated across three levels: rest homes,
dementia unit and hospital level care.
Leisure: Leisure is a very broad and controversial topic in the literature, especially
when referring to older adults. In this study, leisure refers to “the state of mind,” “free
time,” “freedom of choice” and “achieved meanings.”
Leisure activities: Leisure activities refer to behaviours performed in free time.
Furthermore, I use the terms “leisure pursuits”, “leisure activities”, and “leisure
occupations” interchangeably as found in the literature when referring to the activities.

1.8 Structure of the Thesis
CHAPTER ONE gives a brief overview of the ageing population worldwide and in New
Zealand. It further highlights the objectives and significance of the study.
CHAPTER TWO presents the theoretical and conceptual framework guiding my
understanding and explanation of lived experiences, including the challenges, losses,

3

I use the term ‘older adults’ in this study because ‘elderly ‘is no longer an acceptable term, as it shows ageism
in language when referring to older people.
4
I use the term ‘residential care’ to refer to a place where my participants were living because in the literature
such terms as aged care, nursing home, institutions and rest home have been used interchangeably.
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adaptation process, leisure activities, life satisfaction and well-being of older adults in
residential care. The chapter briefly presents the overview of six major theories of
ageing. I also describe the importance of applying an integrated approach to
understanding the diverse needs of older adults in residential care. I attempt to outline
the theories of ageing in relation to the leisure activities, adjustment, life satisfaction,
and well-being.
CHAPTER THREE reviews the literature on the concept of leisure, leisure activities, the
adaptation process, satisfaction, and well-being in residential care. I attempt to expand
knowledge on these subjects to provide deeper insight into the background of the
problem and the significance of the study. The review lays out the relevant literature on
the notions of the benefits of and barriers to leisure participation, covering a range of
selected literature regarding activities in care facilities. The literature review then
examines the importance of leisure activities and other studies on the transition to care
facilities, adaptation approaches and well-being.
CHAPTER FOUR describes the methodology and methods employed in this study. It
explains the interpretative phenomenological approach and the rationale for adopting it.
It then explores the qualitative triangulation approach (participant observation, semistructured interviews and key informant interviews) and thematic analysis applied in
this study. The chapter then details the recruitment procedure, data collection, ethical
consideration, data analysis, and reflexivity and rigour of the research.
CHAPTER FIVE describes the participants and the places (residential care facilities)
where they live. This chapter further describes the organisational culture and the
importance of a homey atmosphere, family, social networks, and leisure activities in
residential care.
CHAPTER SIX presents the role of leisure activities in the adaptation process in
residential care from the perception of both staff and residents. It further addresses the
challenges of moving, adjustment, and coping skills in their transition to care facilities.
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The chapter finds that residents negotiate their preferences and interests despite many
challenges in order to adapt well to the rest home culture.
CHAPTER SEVEN presents some unique insights gained from this study on leisure
experiences and life satisfaction of older adults in residential care. Leisure participation
was particularly influenced by life-world in care facilities. For a more in-depth
explanation, I further describe the benefits of and barriers to leisure participation. I also
address the relationship between leisure activities and well-being by describing the
interplay of leisure activities, adjustment, life satisfaction, and well-being of older adults
in rest homes.
Finally, CHAPTER EIGHT discusses the implications of this research based on its key
findings in relation to the key issues that have been highlighted. Further, it presents the
limitations of the study, recommendations for future research, and conclusions.
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CHAPTER TWO
CONCEPTUAL FRAMEWORK
This chapter begins with the observation that much gerontological research has been
atheoretical. It also makes a call for framing research with theory. Despite the
tremendous interest in ageing, leisure, and life satisfaction in recent years, these
concepts remain poorly understood because of limited application of theoretical
understanding in this area. I describe my own conceptual framework, and discuss how
my framework is rooted in six major ageing theories which have emerged during the
past fifty years to understand the lived experiences of older adults. This chapter uses a
phenomenological approach as a guide to develop a holistic understanding ageing as a
social phenomenon.
Bengtson et al. (2000) noted that there has been an increase in empirical research in
social gerontology but a lack of theoretical explanation, and they argued that
atheoretical research has undermined knowledge about ageing. They highlighted the
absence of explicit theorizing in ageing research and emphasized the importance of
acknowledging theory:
If theory is inadequate, the research, intervention program, or public policy
will fail because it will not achieve its intended goals. If explanation is not
backed by theoretical assumptions which are tested by research, then it is
difficult to judge whether the findings or intervention policy is grounded in
supportable assumptions about why things happen (Bengtson, Burgess, &
Parrott, 1997).
Likewise, other authors have raised concerns about theory. Bass (2006) acknowledged
the difficulty of building fundamental theoretical constructs in understanding the ageing
individual within a societal context. Alley et al. (2010) highlighted the importance of
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theory in social gerontology and described its increasing popularity in recent years.
They noted the underutilisation of theory such that at the time of writing, 61 per cent of
articles still did not mention theory, and argued that “the majority of research in social
gerontology continues to be atheoretical” (p. 583).
At the same time, the inclusion of theoretical constructs from social or behavioural
science theories outside the core sociological theories increased from 12 per cent
(Bengston et al., 1997) to 39 per cent between 2000 and 2004 (Alley et al., 2010). The
use of thirteen core ageing theories mentioned by Bengston et al. (1997) in social
gerontological research has only increased from 13 to 18 per cent (Alley et al., 2010). Of
these theories, life course perspective was most frequently mentioned, followed by
person-environmental theory, disengagement theory, activity theory and continuity
theory. Least frequently mentioned were selection, optimization, and compensation
theories and phenomenology (see Alley et al., 2010). They argued that the models were
used widely in the research as a substitute for theory, and further posited that the
increase in use of theory in recent years is difficult to explain: it could be due to editors’
influence as they encourage the submission of theoretical manuscripts or to other
changes in social gerontology (Alley et al., 2010). Using the concepts of several theories
in my research, I hope to advance the use of theories in social gerontology and provide a
robust understanding of my topic from a multidisciplinary perspective.
Recently, researchers of ageing have realised the significance of a larger social and
historical context in understanding the leisure, health and well-being of individuals
across the lifespan. This highlights the importance of a life-course perspective in
understanding the experiences of older adults in residential care. The investigation of
sociological theories deals with the changed roles, relationships and adaptations that
shape the lives of older adults. Similarly, Howe (1987) highlighted that leisure and
ageing can only be understood by examining the adjustment process of individuals in
later life. The common conclusion in the literature is that for both substantive and
methodological reasons, disengagement, activity and continuity theories, life course,
environmental press, selection, optimization, and compensation (SOC) are not sufficient
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by themselves in explaining the leisure, adjustment and life satisfaction of older adults
in residential care. Despite the importance of understanding the importance of theory in
research, Howe (1988) argued that much of the research in ageing and leisure is
atheoretical and testimonial.
In recent decades there has been a gradual development in the focus of sociologists
towards ageing issues. Disengagement and activity theories emerged and remained
central to social gerontology in the 1960s, when the focus was on age-related losses and
the individual’s adjustment to losses. A decade later, keeping this broader view of
ageing, these theories focused on more global, social and structural factors that
influenced the life of older adults. “In the 1980s and 1990s sociologists viewed the
interrelationships of older adults with the physical, political, environmental and
socioeconomic milieus in which they lived, thus recognising that ageing is a complex
process and yet an individualised issue” (Lueckenotte, 2000, p. 27).
No single theory can explain the ageing process. Thus, I draw on multiple theories in
order to create a framework explaining the complex ageing phenomena. First, I present
the conceptual framework, “an integrated approach” constructed from the six major
theories of ageing in order to understand the complex and diverse needs of older adults
living in residential care. Second, I describe recent literature in order to discuss
residential care context including areas such as frailty, identity, stereotypes and
socialization. Then I explain each theory by providing its overview, precepts and
applicability to my research. I begin with life-course theory and move to selection
optimization and compensation theory, environmental press theory, disengagement
theory, activity theory and finally continuity theory.

2.1 An Integrated Approach
This study applies an integrated approach to investigating the phenomenon of leisure
and adaptation in residential care. Ageing theories shaped the understanding of the
ageing context in society and how this has impacted the perceptions of older adults.
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These theories provide a set of lenses, which helps in viewing ageing phenomena, and in
interpreting observations (Bengtson & Settersten, 2016, p. 2). Rapid changes in health
and living circumstances require multiple approaches in describing the experiences of
older adults. These theories have shaped my understanding of ageing, guided interview
questions, and supported the interpretation of data and discussion.
This study takes a phenomenological approach in describing the meanings of lived
experience. The main aim of phenomenology is to describe, analyse and interpret the
lived experiences by going beyond description to interpretation of life-worlds through
shared understanding between researcher and participant. Phenomenology is
important in understanding participants’ life-worlds from their context by articulating
hidden meanings. The researcher’s presuppositions help to deepen understanding,
developing richer rapport with participants in their world, and interpretation closely
aligns with participants’ points of view and lived experience. The researcher’s viewpoint
is an integral component. The interpretative phenomenological approach I used is,
described in detail in Chapter 4.
Phenomenology is used to understand embodied subjectivities by reflecting individual
situatedness (van Manen, 1990, 2017). The phenomenological approach in this study
adds an opportunity to obtain deeper information from participants’ experiences
concerning how everyday experiences have influenced their leisure experience and
adaptation process in residential care. This study focuses on understanding the
experiences of older adults which include, as explained by van Manen (1990, 2017):
lived body, lived space, lived time and lived relationships in developing in-depth
understanding and seeking the patterns of meaning and what it means to be in-theworld and engage with others. In this study the concept of lived body is linked with that
of the frail body, which determines the stay in residential care as a lived space. The
experiences of body and space are interrelated with the time and relationships among
older adults in residential care. In order to reveal hidden meanings or make sense of
participants’ lived experience, understanding four themes (body, space, time and
relation) of the experience is important.
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Developing an understanding through the different ageing theories serves an important
role in applying the phenomenological approach. In describing the experiences of older
adults, the theories help to explain how their experiences are influenced or impacted in
residential care setting. Theories also contribute to the understanding of multiple
perspectives. The subjective experiences and perspectives of residents living in
residential care are highlighted by the phenomenological approach. Hence, adopting an
integrated approach was required in order to understand the subjective lived
experiences of older adults’ losses and gains in residential care. Adopting only one
approach would not reveal the complexity of older adults’ experiences of everyday life
in residential care. Activity, continuity and SOC theory each emphasise the importance
of active involvement in later life, emphasising the roles of habits, hobbies and activities
from earlier life to facilitate adaption. The theories help in understanding how
perceptions shape over the life-course. The conceptual frame guides my understanding
of the impact of the transition and adaptation process in which residents’ attitudes and
behaviour influenced their coping strategies and leisure participation.
A conceptual framework provides guidelines for the researcher in order to interpret and
explain data obtained through investigation (Imenda, 2014). The conceptual frame of
this study is influenced by the understanding of the theories in order to develop indepth knowledge on lived experiences of older adults in residential care. In other words,
I adopted this framework to understand residential care life, adaptation process, leisure
experiences and well-being of my participants in terms of available space, body, time
and relationships through life-course perspective, SOC theory, environmental press,
disengagement, activity and continuity theory. The framework below highlights the role
of different factors associated with everyday experience in residential care. This helps in
understanding that the multifaceted experiences of older adults are linked with lived
body, time, space and relations. The attitude, behaviour and emotions are the result of
the experience of the person’s life-world. The person makes meanings in their life
through the experiences of their body, time, space and relationship (van Manen, 1990).
Understanding the life-world of older adults’ through their ageing frail body, enormous
free-time, residential care and fewer relations is significant. Studies have found that the
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past, present and future were interconnected to make meaning in the everyday life
worlds of older adults in residential care.
Life history and lifespan influence the attitudes and behaviour strategies of adjustment
during the transition and impact on well-being. The findings are presented using these
concepts in explaining the lived experiences and well-being of older adults in residential
care in the findings chapters.

Time

Life course
perspectives
Life history

Life span development

Adaptation

Transition into
care

(Selection,
Optimization and
Compensation)

Well-being

Environmental Press
Activity Theory
Disengagement
Theory
Continuity Theory

Figure 1: Conceptual Framework
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2.2 Residential Care Contexts and Older Adults
Life in residential care is influenced by the structure and culture of the institution and
the society. Residential care culture is focused as routinised and medicalised (Stafford,
2003) rather than personalised care. However, the culture is currently changing as
various studies have highlighted the importance of person-centred care, stressing
personhood rather than patienthood (Bland, 2004, 2005, 2007; Parkinson et al., 2019;
Wright-St. Clair et al., 2012). Frailty and stereotype impact on identity formation and
socialisation among older adults. Understanding the experiences of older adults from
different contexts such as frailty, identity, stereotypes and socialisation is important in
recognising and meeting the diverse needs of this group.

Frailty or ill-body
Moving into a rest home is typically not a choice, but rather a necessity due to increasing
frailty. Residents experience feelings of abandonment, displacement and disorganisation
during the initial days of movement (Brooke, 1989; Brandburg et al., 2013). The
meaning of frailty is ambiguous among older adults. Pan, Bloomfield, & Boyd (2019)
found that older adults reject the term ‘frailty’ when describing themselves; maintaining
independence, despite increasing dependence, was important. Autonomy, resilience and
independence were keys to reducing feelings of frailty. The adaptation process is
interconnected with frailty, an unfamiliar environment, rest home culture and available
support. A phenomenological perspective adds depth to understanding the different
facets of rest home life through the lived experiences of older adults. Increasingly frail
people with specialised needs and demands are the reality of today’s rest homes: due to
advanced medical technology, people live longer and require rest home care in their late
lives. As people age, frailty increases and adds pressure in meeting their needs. Due to
their uncertainty about life in rest homes, adaptation becomes a complex and
challenging process. Declining function in everyday life increases dependence and
impairs personal identity. In such circumstances, how older adults maintain an active
life is of concern. Due to frailty, most activities were difficult for older adults to expand
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(activity theory) and maintain (continuity theory) and were ultimately abandoned
(disengagement theory) (Janke, Davey & Kleiber, 2006).
Not only frailty, but gender differences also impacted on leisure participation. Female
were more likely to participate in sedentary activities than men. Studies have revealed
participation in physical activity decreased with age, especially among women (Li,
Procter-Grey, Churchill, Crouter, & Kane et al., 2017). Incorporating gender differences
in understanding leisure participation among older adults is important (Jaumot-Pascual,
Monteagudo, & kleiber, 2016), especially in residential care. A study by Duncan (2014)
in the US found that females were more likely to participate in activities than men in
residential care. Older women were more likely to participate in social activities than
men, who participated in sedentary activities (Resnick, Boltz, Galic, Holmes, Fix & Zhou,
2020). Liechty & Genoe (2013) found that older men were not interested in trying new
activities, but were rather more interested in retaining their previous work-related
activities. This contrasted with older women, as they adopted new activities to develop
new identities.
Older men may find more difficulty expanding and maintaining activities than women,
especially in residential care. Studies have highlighted that older adults maintain their
activities close to their previous work. Older men were involved in outdoor work or
home maintenance and women were involved in caring or household work (JaumotPascual et al., 2016). Frailty added more difficulty for older men in adapting or
maintaining activities than for women (Resnick et al., 2020).
Disconnection from society, family and personal life after relocation adds more
challenges. The health condition of older adults is dynamic and requires attention to
diverse elements. Following one kind of strategy blurs the vision of comfort and wellbeing in rest homes (Bland 2007; Kiata-Holland, 2010). Increased frailty, routinisation,
dependence, and a compromised sense of self and identity increased the risk of
loneliness among institutionalized older adults (Neves, sanders & Kokanovic, 2019).
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Increasing frailty in older adults challenges the notion of ageing theories, such as
continuity and activity in residential care. In this context, the Selection, Optimisation
and Compensation (SOC) model by Baltes & Baltes (1990) highlighted that older adults
tend to develop a variety of strategies in maximising their independence and well-being.
This adds to the integration of multiple approaches in understanding the needs of this
population.
Some studies found that involving older adults in making the decision, with adequate
time and proper information helps in their adaptation after relocation (Brownie,
Horstmanshof, & Garbutt, 2014; Johnson 2010; Mckenna & Staniforth, 2017). The move
creates feeling of loss and grief among older adults. Lee, Simpson, & Froggatt (2013)
argued that the adjustment process among older adults was influenced by their identity,
uncertainty and control over their lives. The movement to residential care increases
dependence and hinders the identity of older adults. The adjustment is influenced by
one’s lived experiences during and after their relocation, where lived body, lived time,
lived place and lived relationships play an important role, as explained by van Manen
(1997). A phenomenological study by Wiersma and Dupis (2010) found that older
adults fit their body with the structure and practice of the institution and its staff. The
positive adjustment occurs when people can achieve mastery over their environment.
Wahl, Heyl, Drapaniotis, Hormann, Jonas, Plinkert, & RohrSchneider (2013) found that
the adaptation process among older adults is a complex relationship between loss and
maintenance. Mastery over the environment is only possible through maintaining
personal identity (Riedl, Mantovan, & Them, 2013). Feelings of a home and participation
in the activities helps frail older adults in maintain identity in rest homes. Cooney
(2012) highlighted that older adults can maintain their personal identity through
participation in the activities and their past life stories.
Identity
Moving to residential care increases dependence among older adults as they depend on
staff for their basic needs. Loss of ability and independence and waiting for support
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develops loss of control over their lives (Bland, 2005). The rest home care process
reduces the sense of home (Cooney, 2012). Within this context, some studies found that
older adults drew strength from their faith in maintaining their independence and
identity (Riedl et al., 2013). Retaining autonomy and feeling valued and purposeful is
important. The majority of studies have reported older adults need support from others
to fight against frailty. As explained by Baltes and Baltes’ (1990) SOC model, in this
challenging situation older adults tend to reframe their choices. They select the goal that
fits with their preference, ability and resources. Older adults develop their strength to
fight against their dependence and seek alternatives to make meaning. Increasing
physical disabilities and cognitive decline reduces the strength of older adults. In such
instances, family and staff support is important in strengthening their ability (Bland
2007). A caring attitude, respect and interaction of staff with residents also contributed
to developing strength and hope for residents (Moore, Hall, & Jackson, 2014; Myren,
Enmarker, Hellzen, & Saur, 2017). Frailty among older adults in residential care is
unavoidable and uncertainty exists. However, the support of others eases their
difficulties and provides comfort to residents (Bland, 2005, 2007), especially for
cognitively impaired older adults. The support not only develops confidence (Matthews,
2012) among older adults but also supports adjustment and re-engagement (Matthews,
2012).
Many studies have shown the importance of leisure activities in residential care in
forming identity and reducing ill-being (Duncan et al, 2017; Morrow-Howell, Putnam,
Lee, Greenfield, Inoue, & Chen, 2014). Individual experience is the result of the
interrelationship between their body, self perception and identity. The finding of the
previous study highlights that older adult in rest homes experience difficulty in
retaining their autonomy and identity. In order to maintain identity, continuity was
important for maintaining their sense of self in relation to their past lives (Riedl et al.,
2013). Bland (2005), in an ethnographical study of rest homes in New Zealand, believed
that seeking comfort in an unfamiliar environment was a struggle among older adults in
residential care. Frail bodies, a routine life, fitting with staff schedules for day-to-day
activities and fewer social contacts among residents added discomfort in rest homes. A
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study in the southern part of the Netherlands in psychogeriatric and somatic ward in
seven residential care centres found evidence of inactivity among older adults (den
Ouden, Bleijlevens, Meijers, Zwakhalen, Braun, Tan, & Hamers, 2015). They observed
that residents were spending their day sleeping, watching television or doing nothing.
Activities were mostly related to mobility, eating, and drinking.
Identity was related with autonomy and independence in residential care. A study by
Parkinson et al. (2019) highlighted the importance of autonomy, respect, certainty and
caring as important values among residents and family members in residential care.
Cheng, Rosenberg, Wang, Yang, & Li (2011) argued that the lived experience in
residential care is determined by the characteristics and attitudes of older adults on
ageing and residential care and family support. The experience of body is influenced by
their health condition, identity and society. In old age, frailty increases challenges in
maintaining independence, autonomy and identity. The understanding of personal
control and health among older adults is important in understanding how older adults
make sense of the world. The experience of reduction of one’s personal resources
increases the ratio of losses over gains. Macia, Dial, Montepare, Hane, & Duboz (2019)
found that poor health determines individuals’ identification of their body. Taking care
of one’s body becomes important in order to achieve well-being in later life. The
meaning of body changed in old age. The body becomes subjective body in later life –
“lived body” rather than objective. As explained by van Manen (1990), the lived body is
embodied in everyday experiences of an individual in their life world. The lived body is
attached to one’s identity and sense of self. The battle between self and body impacted
on individuals’ identity. In this process self capitulates to body and acceptance occurs
among older adults.
Stereotypes
Stereotypes as to how older adults are perceived or treated by the society as a whole,
including stereotypes held by older adults themselves, are ‘pervasive’ ( de Sao Jose and
Amado, 2017) in our culture and difficult to define and identify. Negatively constructed
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images of older adults and residential care increase complexity in older adults’ lives. The
view of old age is negative among both older adults and their adult children, and it is
perceived as a time of loss and frailty (Ayalon, 2015). Negative attitudes of health
providers and families may result in assuming that little can be done for older adults,
reducing treatments and options. Older adults are sent to aged care for custodial care,
only focusing on daily necessities such as shelter, personal care and medication (Doyle,
2014). In such circumstances, Parkinson et al. (2019) found that older adults in
Australia were not willing to think about their movement to residential care due to
negative views of moving. The findings of Parkinson et al. (2019) provide evidence of
how stereotypes of residential care impact on older adults’ lives. These authors found
that perceiving residential care as a place to die is still prevalent in older adults’
thoughts. The negative feeling was higher among urban older adults compared to those
in rural areas in Australia. The socially constructed identity of older adults as dependent
and useless develops concerns about how life is experienced in aged care.
Rest homes have been portrayed as a place to die for older adults, and this stereotype
also creates stress among residents. Routine life, losing freedom, incidents of abuse and
staff attitudes are the concerns of older adults. Studies such as Brownie, Horstmanshof,
and Garbett, (2014), Johnson (2010); Mckenna & Staniforth, (2017) highlighted
involving residents in decisions and allowing time and visits to rest homes before
movement takes place. Residential care has been perceived as a place for older adults
who have little to contribute to the society.
Some studies have revealed ageism in residential care (de Sao Jose and Amado, 2017;
Zimmerman et al., 2014). This culture impacts on older adults’ perception, performance,
attitude, decision, physical and mental and physical health, and overall well-being
(Dionigi, 2015; Chrisler, Barney, & Palatino, 2016). In particularly, older adults in
residential care tend to live longer and are more vulnerable compared to community
dwellers. Old age, as a phase of life course is characterised by ill health, cognitive
decline, living in residential care, uselessness, isolation, dependence, loneliness, and
depression. The stereotype culture impacts on older adults’ lives, they internalise the
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stereotype as described by stereotype embodiment theory (Levy, 2009) and this
impacts on their health and well-being. A qualitative study conducted in New Zealand
among nine older adults moving to residential care found that older adults have ageist
beliefs. Characterisation of older adults as “zombies” and “the walking dead” and the
fear of being perceived in this light have highlighted the internalised dominant
discourse of ageism among older adults (Mckenna & Staniforth, 2017). The strong
internalisation of stereotypes among individuals results in frequent hospitalization
(Levy, Slade, Chung, & Gill, 2015) and perceived illness (Ramirez & Palacious-Espinosa
2016). In such a scenario, some studies suggested that education on negative
stereotypes can increase power to resist (North & Fiske, 2013; Chrisler et al., 2016).
The ageing process is not only a physiological process but also a social construct (Levy,
2009). The inevitable losses of frailty and senility are not only results of the ageing body
but also negative stereotypes pervasive in society. These stereotypes have detrimental
effects on older adults’ lives (Levy, 2009). Older women are more vulnerable, and more
live in residential care than men (Chrisler et al., 2016). The structure and caring culture
in residential care can enforce ageing stereotypes. Some of the issues in residential care
discourage older people from engaging in certain tasks due to safety issues, lack of
respect or privacy, and reinforce dependence (Zimmerman, Dobbs, Roth, Goldman,
Peeples, & Wallace, 2016). Dependence among older adults is not only created by their
deteriorating bodies but also by the negative stereotype such as all older adults are frail,
with cognitive decline. The inability to acknowledge the diversity of older adults, and
incorporating them in one category as frail and senile enforces negative impact on their
lives. Older people often perceive care homes as “a jail,” or “a place to die.” A study
found that older adults experienced loneliness and frequently sought help due to
negative stereotypes (Coudin Alexopoulos, 2010). Residential care in recent years is
more focused on the task of caring for the body rather than caring for the person.
Tremendous workloads and insufficient health care workers have brought more
challenges in addressing the diversity of demands. Studies have suggested a more
individualised approach in understanding the diverse needs and mitigating the negative
stereotype through positive relationships and maintaining autonomy and independence
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of frail older adults in residential care. Studies have highlighted the importance of a
multidimensional perspective for frail older adults in developing a positive self-image
(Ayalon, 2015, Pan et al., 2019). Rigid care routines and practices impact on older
adults’ autonomy and independence. An interpretative phenomenological study in
Australia found that maintaining autonomy and independence was associated with good
relationships among carers (Doyle, 2014). Including older adults in decision making and
providing choice has been over looked during care provision. As described by Gubrium
(1975) in “Murray Manor”, the culture of care was bed-and-body work, where the focus
was on bodily needs and making beds. The current studies also have highlighted the
same culture of care in residential care where staff routine is much more important than
residents’ preferences (Wiersma and Dupuis, 2010). Staff describe residents as
“troublemakers”, “time consumers” who require help and “feeders” who need assistance
with feeding. The ageist behaviour of society as well as older adults creates more
challenges in residential care as they are less likely to ask for services (Mckenna &
Staniforth, 2017).
Socialisation
The concept of lived body and lived place is important in understanding social
relationship among older adults in residential care settings. Social activities are
associated with good mental health in later life (Iwasa & Yoshida 2018). Older adults
participate in the activities to meet people and expand social relations in residential
care (Tak, Kedia, Tongumpum & Hong, 2015). The transformation of culture from
resident care to resident engagement is important to develop social identity and
productivity in residential care (Theurer, Mortenson, Stone, Suto, Timonene &
Rozanova, 2015). A systematic review of social participation in old age revealed that
social disengagement is common among older individuals (Pinto & Neri, 2017). Many
frail older adults have difficulty in social participation (Provencher et al., 2018). A
number of studies have reported that decline in social participation is due to age,
physical and cognitive disabilities among older adults (Agahi, Lennartsson, Kareholt &
Shaw, 2013; Hughes, Flatt, Chang, & Ganguli 2013; Huxhold, Miche, & Schuz, 2014).
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Lower function was associated with lower engagement and poor well-being (Simone &
Haas, 2013). The study has suggested the importance of compensatory strategies in
avoiding the barriers. Conversational partners for meaningful conversation are
important among residents with cognitive impairments in residential care (Clare,
Rowlands, Bruce, Surr, & Downs, 2008). In this context, socialisation is an important tool
in maintaining the health and well-being of older adults. Especially, interpersonal
relationships are important in making a home-like environment in institutional settings
(Wilson, Davisen, & Nolan 2009; Canham, Battersby, Fang, Sixsmith, Woolrych &
Sixsmith, 2017). Failures to find meaningful connections have resulted in loneliness and
depression among older adults. Developing close relationships is difficult and
challenging among older adults. Lack of quality relationships with others and fewer
family and friends contacts have increased cases of loneliness and depression in
residential care and remain a critical problem. Lack of meaningful opportunities, limited
opportunities for contribution, and fewer interactions with staff and family fostered
frustration, anxiety and depression in residential care. Theurer et al. (2015) suggests a
model of resident engagement and peer support in increasing participation in group
activities in residential care.
There is evidence that older adults’ social activities have been neglected in residential
care for numerous reasons. The role of staff is important in developing new relationship
with others in residential care (Brownie et al., 2014). Forming new relationships was a
challenge among older adults in residential care due to cognitively impaired coresidents and the high workload of staff (Davison, Camoes-Costa, & Clark, 2019). Other
studies also reported the difficulty of forming friendships with fellow residents, and
isolation and boredom as a barrier to socialisation in residential care centres (Thomas,
O’Connell, & Gaskin, 2013). Social isolation, loneliness, boredom and depression results
in negative health outcomes and the prevalence of loneliness is increasing (Alpert 2017,
Neves et al., 2019). Chronic illness, physical disabilities and cognitive impairments are
the major issues affecting social participation among older adults. Understanding the
experiences of loneliness and social isolation in residential care is vital to improve care
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practice and inform policy interventions in addressing the challenges faced by tis
population.
The diverse and challenging lives of older adults require a robust understanding of
theories as well as lived experiences and behaviour in later life. Hence, this study
employs an integrated approach using multiple theories to understand the phenomenon
of leisure and adjustment in residential care.

2.3 Life-course Theory
Life-course theory was developed in the 1960s by Glen H. Elder to analyse people’s lives
within structural, social and cultural contexts. Elder’s seminal work on “Children of the
great depression” involving 167 participants, explained the losses and hardship of
families due to the economic crisis and its impact on people’s childhood experiences and
adult behaviour during the early 1930s in America (Elder, 1974). The study found that
due to experiences of economic crisis, the children understood economic responsibility
and were in a higher status and well-paid jobs in adulthood. The theory studies people’s
lives and investigates, for example, how past experiences impacts their future decisions.
Life-course theory highlights the importance of time, context, process, and meaning on
human development from family and social relations, moving towards constructive
directions (Bengtson & Allen, 1993).
The main theme of life-course theory is that human ageing is viewed as a process from
conception to death and is determined by three major principles through long-term
sequences of transition that form trajectories, history and personal biography, and
linked lives (George, 2003). This theory is relevant in studying individual lives and
social change. It conceptualises lives within the context of family, society, and historical
time. Life-course theory was not fully applied to the ageing population until 1990.
However, rapid social changes and an ageing population drew its attention to social
gerontology and it emerged as a new research paradigm due to its multidimensional
approach.
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The main focus of this paradigm is the relationship of time, place and lives through
events, transition and trajectories. Life-course transition and trajectory contributes by
developing specific forms and meanings in people’s lives. This perspective is a
multidisciplinary paradigm for studying the lived experiences of people in relation to
their social, structural and cultural context (Elder, Johnson, & Crosnoe, 2003). Lifecourse theory implies the age differentials as social phenomena through five different
principles described below. This perspective helps social scientists to understand the
relationship between an individual and their environment based on the five different
principles. It is important to understand lived experiences of people in changing times
and across various contexts. It basically describes the sequence of events and
experiences of life from birth to death, which shape the progression of the further lifecourse (Elder, 1999). Holmes (2006) stated life-course as “a useful theory for
understanding the cumulative effects of life’s experiences upon well-being in old age” (P.
21). From a life-course perspective ageing is understood as an entire life span, rather
than as a separate life cohort. Hence, it is important to explore the ageing phenomena
from a life-course perspective.
Precepts of the Theory
Life-course theory refers to three distinct perspectives such as “life-course as a life span
development, “life-course as events, transitions and trajectories, and life-course as an
early life influences on later” (Alwin, 2012, p. 206). Later in 1994, Elder developed five
core principles: life span development, linked lives, time and places, heterogeneity and
variability, and agency of life course theory for problem identification and conceptual
development.
First, the principle of life span development emphasises the importance of past
experiences in shaping the present life of an individual. This is a cumulative process and
emphasises the need to study the whole life course in order to understand any specific
periods of life course.
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The second principal is agency, which refers to the capacity of individuals to make their
own choices within their opportunities and constraints. The life course perspective
defines the individual as an active agent in making choices and setting goals that shapes
their social structures. It assumes individuals have planful competence, as they are
proactive, thoughtful, and self-controlled. The ability to make choices depends on
accessibilities and restraints. Elder (1974) found that individuals apply the concept of
control cycle to negotiate, construct and pass over life course milestones and struggles.
The third principal is time and place, which advocates that people are influenced by
their history and specific location experienced over a lifetime. The meaning of
experiences varies depending on the time and location in which they occur. Elder
envisioned time as sequences of transition from one stage of life to another. Transition
occurs within the trajectories. Trajectories are the long-term patterns where multiple
transitions occur such as education and career choices. It denotes the range of
behaviour and experiences.
The fourth principle is heterogeneity and variability, which refers to the differences in
people’s lives. Different cohorts have different experiences: people are heterogeneous in
nature due to age, gender, ethnicity, social class, family structure, and religion.
Adaptability varies in terms of economic, social and cultural capital. There is also
recognition of increased diversity associated with ageing.
Finally, the fifth principle is linked lives, which emphasises the mutuality of lives and the
bond of kinship. Lives are embedded in relationships with people and are influenced by
them. Relationships are formed over time in relation to changing times, places and social
institutions. This principle relates to the interaction between the individual and the
social world over the life span. Elder explains that family powerfully influences
individual development, and then society. This explains the link between family and the
wider world that influences people’s lives. Different social networks cause differences in
life-course experiences.
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Alwin (2012) argued for clarity in the use of the life-course perspective in research. He
asserted that the concept of life-course has been misinterpreted as meaning the same as
“life span,” and “life cycle.” Later life transition involves retirement and rest home life
that defines relevant life trajectories of social lives. Alwin found the use of five different
concepts in the literature on life-course from 1960s to the present day. They are lifecourse time or age, life span human development, life-course as life stages, life-course
events, transitions and trajectories, and life-course as early life influences. From these,
he highlighted the importance and usefulness of life course perspectives as events,
transitions and trajectories across life phases in the research, particularly in
demography and ageing.
Application of the Theory to Ageing Research
Life-course theory obtained its popularity in the social and behavioural sciences. It is of
note that this theory is often referred in the literature also as a “perspective” and
“paradigm.” Streib and Binstock (1990) have shown gradual attention to the
applicability of life course perspectives on the ageing population. Similarly, Kok (2007)
highlighted the increasing popularity of life course perspective in social gerontology. It
has emerged as a research paradigm because of its main silent dimensions of time,
context and process. Elder argued that the later lives of older adults cannot be deeply
understood without a firm understanding of prior life, because life history always
influences the health and adaptive skills of an individual (Elder, 1994).
Life-course is defined as a product of age-related transitions that are constructed in
social organisations and the history of an individual (Alwin, 2012). Applying the life
course perspective in research helps to explain the dynamic nature of ageing, and agerelated transitions. This theory helps us to understand the interconnection between life
trajectories, age, social, cultural context, social structural locations, and time in shaping
the ageing process. However, not all four concepts have yet been incorporated in
research (Bengtson et al., 1997). Various researchers such as Clausen (1991), Riley
(1987), and Hagestad and Neugarten (1985) studied the interconnection between
46

people and social change based on age and time. The gradual development and its
utilisation in understanding the lived human experiences results in life-course
perspective as an “emerging paradigm.”
Elder and colleagues (2003) state “life-course provides framework for study
phenomena at the nexus of social pathways, development of trajectories and social
change” (P. 10). Environmental changes and pathways influence the life-course of an
individual. The lived experiences of an individual are shaped by their social, economic,
and cultural environment. Changes in society and age expose the individual to different
constraints and options. The core theme of life is based on the institutionalised context
such as family, school, and work, which describes the key transitions, personal
behaviours and health trajectories of the person as they move through them. Age serves
as an analytical link between changing lives, family, and historical contexts.
The life-course perspective is guided by basic concepts such as “cohort, transition,
trajectories, life event, and turning point” (Hutchison, 2011, p. 10). Cohort is defined as
“a group of persons who are born at the same historical time and experience social
changes within a given culture and at the same time”. Transition refers to “changes in
roles and status, for example, starting school, leaving school, marriage, starting career,
retirement and so on”. Trajectories are “the long-term patterns of stability and change,
which usually involve multiple transitions”. Life events refer to “significant occurrences
that produce serious and long-lasting effects, such as the death of a spouse, illness, and
divorce”. Turning points are “life events that produce a lasting shift in the life-course
trajectories” (Hutchison, 2011, pp. 10–17).
Applying the concept of life-course theory in ageing research helps us to understand key
life transitions such as retirement and relocation. Therefore, it is important to
understand institutionalised life from a life-course perspective because individual
experiences are affected by life trajectories and social contacts. The role of family,
friends, and staff is a core aspect in developing adaptive skills to live a meaningful life in
old age. Thus, I applied the perspective of linked lives, time, and place as core principles
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to understand the lived experiences of older adults in residential care settings. This is
described in detail in the chapters in which I present my findings.

2.4 Selection, Optimization and Compensation Theory (SOC)
Selection, optimization and compensation (SOC) theory was first presented by the late
Margaret and Paul Baltes in 1990 in their work “Psychological perspectives on
successful ageing.” Baltes and Baltes (1990) proposed a general adaptive framework to
deal with the “dynamics between developmental gains and losses across the life span”
(Riediger, Li ,& Lindenberger, 2006, P. 293). The framework stresses minimizing the
losses that limit ability and maximizing gains to promote the growth and maintenance of
existing conditions. “The framework proposes that adaptive development results from
the

interactions

of

three

general

mechanisms:

selection,

optimization

and

compensation” (Riediger et al., 2006, p. 293) within the existing context, situation,
functioning and personal preferences (Baltes, 1997).
This theory describes the process of adaptation of an individual through their entire life.
The model is also known as theory of adaptation, which describes the notion of striking
a balance between gains and losses in later life. Baltes (1997) asserted that individuals
learn to cope with losses of ageing through the process of SOC. The process of SOC is
applied to maximise gains and minimise losses over time. In other words, this is an
explanatory framework for adaptation to ageing. The SOC model explains that people in
their later life experience the loss of physical, social and economic resources. Within this
context they use a number of strategies to adapt to limited resources.
Precepts of the Theory
The selection mechanism in the SOC model refers to the process of goal selection in the
situation of increased restrictions of one’s life world. The selection process can further
be divided into two parts: “preference selection” and “loss-based selection”. Preference
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selection refers to maintenance of higher levels of ability, whereas loss-based selection
refers to changing goals in the absence of previous resources (Baltes & Baltes, 1990).
The optimisation mechanism refers to the behaviours involved in achieving selected
goals by planning activities to avoid challenges. Lang, Rieckmann and Baltes (2002)
defined optimization as “the enhancement and refinement of the means to maximise
one’s resources in a selected domain of functioning and adaptive process or strategy” (P.
502). “When resources are available individuals seem to be more resistant to ageing
losses and thus keep up relatively high levels of everyday functioning”(Staudinger,
Marsiske & Baltes, 1995, as cited in Lang, Rieckmann & Baltes, 2002, P. 508). Having few
resources breaks down the orchestrations of SOC. Therefore, resources facilitate
adaptation to ageing loss.
Compensation refers to the reorganisation of life and functioning around the loss
through alternative means to meet the desired goal. This emphasises the recognition of
constraints or challenges in the environment and responds to these challenges through
compensation mechanisms, for example, using hearing aids, walking sticks or frames
and mobility chairs. Baltes (1997) explained the applicability of the SOC model in a
nursing home context where older adults need support from staff. Here the weaknesses
of the residents are compensated for by the staff and the development of social contact.
Baltes explained that the loss of independence is compensated through social contact as
care is done by staff, which assumes the avoidance of isolation in the nursing home
context. The compensation of activities among older adults also lies in their interests,
abilities, preferences and resources.
Application of the Theory to Ageing Research
Baltes and Baltes (1990) explained the applicability of this model within the context of
adaptation to health-related conditions. Many studies such as Gignac, Cott, and Badley
(2002), Raya, Kawakami, and Rodriguez‐Esteban (2003), and Wilhite, Keller, Hodges,
and Caldwell (2004) have applied this model in describing the adaptive behaviours in
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health-related conditions. Janke, Jones, Payne, and Son (2012) and Hutchinson and
Warner (2015) concluded that the SOC processes may contribute to maintaining the
continuity of valued leisure activities of individuals with functional limitation by
developing their confidence and new skills. Wilhite et al. (2004) explained the adaptive
behaviours of individuals to achieve optimal health and well-being. A study conducted
by Rozario, Kidahashi, and Derienzis (2011) among 45 older adults from senior centres
in New York highlighted that older adults are more likely to select a goal of
independence by using compensation strategies, and suggested that service providers
facilitate the goal of being independent, useful and occupied.
The SOC model is gaining popularity for rehabilitation in order to meet the complexities
of adjustment due to health conditions such as cognitive and physical illnesses. Studies
have noted that older adults incorporate SOC strategies in their daily lives to maximise
well-being despite physical decline and other losses (Carpentieri, Elliott, Brett & Deary,
2017). Collins and Smyer (2006) suggested the applicability of this model in the longterm care context, where individual and social structure can help to manage and
optimise opportunities for successful ageing. In addition, this model serves in increasing
understanding of adaptation in relation to illness and disability.
Research based on the SOC Model by Hutchinson and Nimrod (2012) among 18
community dwelling older adults aged between 58 and 87 with a variety of chronic
conditions found that older adults participate in leisure pursuits (optimization) in order
to manage challenges and develop strength and resilience (compensation) through goalsetting strategies (selection). The study found that older adults manage their limitations
and losses through leisure participation in order to optimise their remaining interests
and capacities. The strategies of optimization were less common among older adults
with low physical functions. Older adults used strategies of selection and compensation
and pursue new goals and add new chapters to their life story (Carpentieri et al., 2017).

50

2.5 Environmental Press Theory
Environmental press theory is the theory of adaptation developed by Powell Lawton
(1983) to explain how older adults adapt to changed environments. This is also
sometimes considered as a model or a construct. This theoretical framework focuses on
individual competencies, environmental demands or “presses” and their interactions.
Competencies refer to the capacities of an individual such as physical and cognitive
abilities. Environmental presses are the stresses or demands posed by the environment.
The fit between environmental press and individual ability is important to optimise the
well-being of older adults.
Precepts of the Theory
The environment can be both positive and negative. A positive environment offers
opportunities for individuals to enhance their adaptation skills, whereas a negative
environment develops obstacles and impacts adaptation processes. Lawton (1983)
defined negative environment as a maladaptation. With gradual decline in their health,
older adults seek support from their family, friends or society for their adaptation to
new environments. Environmental presses refer to both the physical (living spaces such
as home or institution and accessibility of the resources) and the social environment
(family, friends and community). Being able to access physical resources with the
support of family and community despite poor function and health enhances adaptation
in old age. In old age the ability to function independently declines and impacts personal
behaviour. Therefore, it is important to explore the link between environment and
personal characteristics.
Lawton and Simon (1968) presented the hypothesis of “environment docility,” which
states that as people age their competencies decline and they are more likely to be
vulnerable when faced with increased environmental demands. The model shows the
constant fluctuation between the competency of an individual and environmental press,
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which results in behaviour ranging from adaptive to maladaptive. Lawton (1977)
characterised the behaviour of an individual as positive, neutral and negative.
The interaction between a person and the environment is the behavioural outcome.
According to Lawton’s environmental press model, the greater the individual
competence the greater the ability to adapt to higher levels of environmental press in
old age. This hypothesis was criticised by number of researchers because Lawton
presented a passive interpretation of the individual. Later in 1987, Lawton presented
another hypothesis where he argued that individuals are actively involved with their
environment in meeting satisfaction. Hence, the environment becomes a source of
increasing diversity in the person’s ability to satisfy their needs. The model presents the
view that adaptive behaviours are the result of interaction between personal
characteristics (the capacities of an individual; physical and cognitive health) and
environmental support (the resources of the environment).
Application of the Theory to Ageing Research
Applying this notion is important in understanding the adaptability of older adults,
particularly those with declining health in residential care. The study particularly
focuses on developing a deep understanding of personal competence and environmental
press and its interaction in institutionalised settings by including both physical and
social aspects. However, the applicability of this theory in the literature is not common.

2.6 Disengagement Theory
The disengagement theory of ageing is known as the first generation of social
gerontology theories developed between 1949 and 1969. Cumming and Henry
introduced disengagement theory in the book “Growing Old,” in 1961. The theory was
based on a five-year study of a sample of 275 individuals between the ages of 50 and 90
years. They explained the mutual withdrawal or disengagement of older people with
society based on a functionalist perspective, arguing that this is universal, inevitable,
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and intrinsic. Their theory conceptualised older adults as weak, disabled and unable to
work in later life. These authors argued that in old age people voluntarily withdraw
from work and social responsibilities in order to provide opportunity to younger people.
The theory proposes that withdrawal happens automatically in old age based on the
assumption that old-aged people withdraw from society in response to multiple losses.
The main critics of the theory objected to its assumption of universality and
progression, which was highly criticised not only by sociologists but also by members of
the public and especially older populations, as it described older adults from a decline
and demotion perspective (Maddox, 1965). Rose (1965) also noted that disengagement
theory fails to consider the culture and meaning of ageing. Many sociologists argued that
the theory over-simplified the ageing process by neglecting variation in individual
circumstances.
Disengagement theory is no longer supported; however, discussion and research
stemming from its premise continues today. Most scholars (Hochschild, 1975; Maddox,
1970; Rosow, 1974) have rejected this theory because it portrays ageing as an
institutionalised phenomenon by excluding older adults from being active. Despite the
criticism, this theory still draws the attention of gerontologists in understanding the
lives of frail older adults.
Precepts of the Theory
Today, disengagement theory is largely disregarded as an effective approach to promote
health and well-being in old age as it poorly interprets the fact that older adults can still
contribute to society. However, scholars have described types of disengagement in later
life. For instance, Hochschild (1975) asserted that disengagement is not an innate,
universal and inevitable process because it is affected by multiple conditions such as
poor health, the nature of society, location and widowhood. Older people disengage
from work but may engage more with the family and leisure in later life. Likewise, Streib
and Schneider (1971) introduced the notion of differential disengagement, recognizing
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that many older adults withdraw from some activities and increase their involvement in
others. Furthermore, the concept of differential disengagement also matched with the
“consolidation approach” mentioned by Atchley (1999), as substitution of the activities
as we age due to functional limitations. Therefore, Baltes and Baltes (1990) argued that
substitution, consolidation and disengagement should be blended in adaptation to
specific loss for specific people. They further accepted that people in poor health are
more likely to be forced towards disengagement, even in terms of solitary pursuits. The
balance of these three terms particularly depends on one’s health. Atchley further
explained that disengagement could occur involuntarily due to extreme physical and
mental disabilities. Moody (2002) also described the discontinuity or declining
participation in activities in very old age because many older adults lose motivation,
energy, and ability.
Turning to those in residential care, Goffman (1968) argued that the institutional
service provided to older adults aggravates disengagement from social roles and
relationships. Others (Etherton-Beer, Venturato, & Horner, 2013; French, 2002; Haslam,
2008; Hearle, Prince, & Rees, 2005) argued that the institutional management style,
quality of services and the health of older people determine the degree of
disengagement. A study conducted in a senior housing centre among older adults aged
60 and above found that older adults were disengaging from activities despite living in
the facility that offered a variety of activity programs (Fox et al., 2017). The culture of
residential care is another major factor that impacts residents’ engagement in activities.
Shortage of staff, staff turnovers, and lack of communication are major issues that
hinder the provision of person-centred care and influence disengagement and low
quality of life (Etherton-Beer et al., 2013). The organisational culture of residential care
facilities impacts residents’ participation in activities (French, 2002; Haslam, 2008;
Hearle et al., 2005). French (2002) found that people aged 85 and older in care facilities
have fewer opportunities than older adults living in the community. Hence, it is clear
that disengagement is especially likely in residential care settings.
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Application of the Theory to Ageing Research
Applying disengagement theory helps us understand the form of disengagement that
occurs with physically and cognitively frail and dependent elders, especially in
institutionalised settings. This theory supports the notion of alienation in later life.
Older adults in residential care alienate themselves from day to day activities. This helps
to explain why and how older adults in residential care choose to disengage. Theories do
not adequately explain when disengagement occurs involuntarily due to changed living
environment, physical and mental disability for older adults of care facilities. Therefore,
we cannot avoid disengagement theory when examining the lived experiences of older
adults, especially in residential care. However, this theory has been criticised and is not
popular in ageing research.

2.7 Activity Theory
Disengagement theory has become outdated in the present era. Social interaction
decreases in old age due to the withdrawal of society from ageing people rather than the
withdrawal of older adults themselves. Therefore, the focus is now to encourage older
adults to live active lives. The organisations such as AARP, Elder Care and Senior Japan
are working together to enhance active and continued involvement in old age. Thus, the
idea of engagement or being involved optimises the life of older people, even the very
old. Gerontologist Robert. J Havighurst introduced activity theory in 1961 (Havighurst,
1961) as a response to the disengagement theory of ageing, with the idea of ageing
successfully by remaining active. This theory assumes the positive relationship between
activities and ageing.
Havighurst and Albrecht (1953), in a cross-sectional study of 100 older adults aged 65
plus in a small town in the mid-western US argued that optimal ageing occurs when
individuals maintain the activities of middle age as long as possible and find substitutes
for lost jobs, friends and loved ones. They developed the concept of “successful ageing”
and suggested that engagement in life is an important constituent of successful ageing.
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Precepts of the Theory
Activity theory argues that activity is essential to the well-being of older adults and that
lost activities should be replaced by other useful activities. This theory views activity as
a necessary tool to maintain life satisfaction and assumes that, unless constrained by
poor health or disability; older people have the same psychological and social needs as
middle-aged people. The loss of personal identity, ability, roles, and spouses among
older adults results in isolation. Activity theory explains that activity is important in
order to achieve a high level of satisfaction, even following life events such as
widowhood and retirement. Activity theory proposes that disengagement is neither
inevitable nor advantageous to society or older adults. Instead, activity is a key to
successful ageing.
This theory is based on three assumptions: 1) it is better to be active than inactive, 2) it
is better to be happy than unhappy, and 3) an older adult is the best judge of his or her
success in achieving the first two assumptions (Havighurst, 1972). Based on this theory,
activities are defined broadly to include physical, intellectual and social aspects. Even in
advancing age or illness older adults can remain active and live satisfied lives
(Havighurst, Neugarten, & Tobin, 1963). This has been described as “a kind of antiageing perspective” (Baum & Baum, 1980, p. 23).
Application of the Theory to Ageing Research
Activity helps to rebuild lost roles and identity among older adults. However, it has been
argued that participating in activities might be difficult for older adults to achieve their
goal. The theory is often criticised as carrying with it an unrealistic expectation as it is
overly focused on the power of positive thinking; it does not adequately address the
barriers to remaining active: physical and mental disability, chronic illness, and ageism.
This theory does not meet the needs of frail older adults. The aspects of depression and
sense of loss no longer supports frail older adults continuing the activities of middle age.
It assumes that activity and life satisfaction go hand in hand without addressing
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individual life experiences. Activity theory takes a more positive attitude towards
growing old and considers activity and engagement as important components of
successful ageing. This theory is commonly used in ageing research, while referring to
the research on leisure and ageing.
The use of activity theory can be found in some quantitative studies. Blace (2012),
Nimrod (2007), Johnson et al. (2014) and Paggi et al. (2016) explored the relationship
between leisure activities, health, and well-being in old age by using this theory. The
findings of these studies found a positive relationship between leisure participation and
well-being among community older adults. Participation in leisure activities decreased
among older adults due to physical and cognitive limitations. Exploring leisure
participation of older adults in residential care using a qualitative approach is important
for understanding the diverse needs of older adults, especially those in residential care.

2.8 Continuity Theory
Between 1970 and 1985 a second generation of theoretical perspectives emerged,
including continuity theory (Atchley, 1993), which built on or rejected earlier theories.
Robert Atchley proposed continuity theory as a dynamic concept for the first time in
1971 in his article “Retirement and leisure participation: continuity or crisis?” Later, in
1989, in his article “A continuity theory of normal ageing” and in his book Continuity and
adaptation in ageing: creating positive experiences in 1999, he attempted to strengthen
his theory by drawing upon data from the Ohio Longitudinal Study of Ageing and
Adaptation.
As people age, they try to maintain or continue previous habits, preferences,
commitments, values, beliefs and all the factors that have contributed to their
personalities,

despite

significant

changes

in

health,

functioning

and

social

circumstances. Atchley argued that people follow general adaptive principles when
involved in normal ageing. On the one hand, he argued that continuity is an elusive
concept and a static view, which is not applicable to human ageing. On the other hand,
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he posited the idea of dynamic concept as applicable to ageing. He described this theory
as

“continuous

development

theory

including

adaptation

to

changing

situations.”(Atchley 1999, p. 1). Atchley found in his 20- year longitudinal study among
older adults aged 50 years and above in Ohio township that late life development is
continuous because older adults are more resilient in coping with physical, social, and
mental losses. Continuity theory speaks to the evolution of life structure, personality,
and self. Older adults organise their ideas continuously in order to adapt to change and
pursue their goals. In short, it is known as an adaptive strategy promoted by individual
preference and social approval, whereby developing and preserving adaptive capacity is
central to adult development. Drawing from feedback systems theory, Atchley argued
that older adults are constantly learning about themselves and their world by using
information to make decisions to strengthen their adaptive capacity by avoiding their
weaknesses.
Precepts of the Theory
Continuity theory views old age as a continuation of earlier life, which is the integral
component of the entire life cycle. This theory argues that being active and withdrawing
from society does not necessarily bring happiness in later life.
Continuity theory suggests two types of continuity in old age as robust adaptive
strategies: internal and external continuity. Atchley defined internal continuity as
memory. Internal continuity consists of personal values and preferences, whereas
external continuity represents individual choices of activities, social roles and
relationships and living arrangements. The continuation of both internal and external
experiences is helpful in adjusting to the changes and losses of late life (Salmon, 1981).
Atchley argued that ageing theory is a homeostatic or equilibrium model because it
assumes older people seek to restore the previous equilibrium in changed
circumstances. That is, older people reshape their personal values, character and
identity with changing life situations. “Individual choices are made not only to achieve
58

goals, but to adapt with constantly changing circumstances” (Atchley, 1999, p. 6). Fox
(1981-82) described continuity as static and dynamic, arguing that a static view
(sameness or no change) is not applicable to human ageing. Therefore, to enhance later
life he suggested viewing the meaning of continuity as coherence or consistency, instead
sameness, homogeneity or lack of change.
From Atchley’s (1989) point of view, continuity and adaptation are ongoing processes,
as people adjust to the changes, drawing upon past experiences to create purpose in life.
He defined successfully aged people as those who can adapt to the losses of old age and
maintain their identity. He described frail and disabled older adults as examples of
pathological ageing, and suggested that continuity theory would not be helpful in
understanding frail older adults’ external realities because activities could be
maladaptive to them (Atchley, 1999). Hence, continuity theory neglects those older
adults with chronic illness.
Application of the Theory to Ageing Research
A cross-sectional survey was conducted among 268 persons aged 60 plus who utilised
the clinical health service in Malaysia (Minhat, Rahmah, & Khadijah, 2013), in which
leisure participation was measured using a validated leisure participation questionnaire
specific for Malaysian older adults, using regression analysis. The findings were
consistent with continuity theory that leisure participation in later life is influenced by
earlier life experiences. Older adults who were active in their youth were more likely to
be continuing the same activities or altering the activity as per their capability. Older
adults choose their level of involvement based on their past experiences. Older adults
maintain continuity and consistency of thought, activities and habits. Seipke, Lysack, and
Potter (2002) interviewed a group of women over the age of 85 and found an
association of well-being and meaning of life with the ability to continue activities of
their earlier life. An increasing population of over 85 years raises interest in the
application of continuity theory to maintain well-being and satisfaction in very old age.
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Some studies have used continuity theory in explaining the relationship of leisure
activities and health benefits in later life among community members (Minhat et al.,
2013; Cuskelly & Brien 2013). Minhat et al. (2013) explored the association between
past and present leisure participation among older adults in eight health clinics in
Malaysia. The findings highlighted that older adults continue their former leisure
activities, despite considerable changes in health and social conditions. Cuskelly and
Brien (2013) noted the importance of developing a sense of continuity through
transitioning older adults into a volunteering role in order to retain their identity and
social contacts. A recent long term study by Lin and Yen (2018) in Taiwan found a
positive relation between leisure participation and adjustment in residential care. This
study highlighted the greater benefits of participation in former leisure activities
compared to new activities among institutionalised older adults.
Moving into residential care is inherently disruptive. New residents face the challenge of
maintaining both internal and external continuity in residential care. The move
emphasises the remembered past in order to continue life which is no longer possible to
those older adults with cognitive illness. In such cases, Atchley (1999) further explained
external continuity as problematic and characterised it as maladaptive when there is
serious erosion of mental and physical capacity and the requirement of assistance for
continuity to occur.
Currently, scholars present older adults as active and productive. However, they have
overlooked the concept that ageing is not experienced uniformly, as mentioned by
Dannefer (1987), a sociologist, who viewed older people as a diverse and unique
population. Baltes and Baltes later acknowledged this notion in 1990 in their selective,
optimization and compensation theory: that older adults are diverse in nature and
added the cognitive issues of ageing; however, the theory was still too general. Older
adults are not a homogenous population. Activity theory and continuity theory remain
popular because they reflect current societal beliefs about ageing as “active,”
“productive” and successful”, despite lacking in clarity. These concepts do not
necessarily explain the issues of older adults residing in care because their needs are
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very complex and highly demanding. Finally, after the 1980s a third generation of
theories emerged with a multidisciplinary approach drawing from sociology,
psychological, history and economics, including life-course theory (Elder, 1960), social
constructionism and critical gerontology (Bengtson et al., 1997). Hence, the integration
of multiple theories is important in understanding the dynamic and unique
characteristics of older people in residential care. Applying an integrated approach
complements understanding the life-world of older adults, a phenomenological
perspective.
Activity and continuity theories are popular at present in understanding leisure
activities among older adults. But both theories are not sufficient to understand the
holistic ageing phenomena in residential care settings. As discussed earlier, the impact
of frailty, stereotypes, loss of identity and social contacts hinders the notion of
continuity and activity among older adults. Neither activity theory nor continuity theory
addresses the problems of older adults in residential care. Understanding the
adaptation, leisure and well-being is not possible by focusing only on these two theories.
Therefore, I have adapted conceptual elements from several major ageing theories in my
research to present a holistic understanding from both care receivers and the providers
in explaining the lived experiences.
2.9

Summary of Chapter Two

This chapter has reviewed concepts from six major theories, clarifying how each one
contributes to understanding the lives of older adults in residential care. It further
illustrates the importance of using an interdisciplinary approach to capture a holistic
view of the dynamics of individuals and their living environments, which is the central
theme of this study. As we will see, the results highlight the importance of leisure
activities and social support in developing adaptation skills among older adults.
Understanding the multidimensional construct and context of older people in residential
care is essential. Understanding different facets of ageing such as frailty, identity,
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stereotype and socialisation explained in this chapter shows how older adults’ lives
have been impacted. Hence, incorporating these facets is important in addressing the
diverse and complex needs of older adults. The findings and discussion are presented
within a framework of the above-mentioned theories. In addition, throughout the study,
the importance of an integrated approach from six major theories of ageing as explained
in the conceptual framework such as life course, transition, adjustment and satisfaction
has been pivotal to an understanding of the complex needs and demands of older adults
in residential care. The next chapter will discuss the literature on leisure, leisure
activities, life satisfaction, and well-being.
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CHAPTER THREE
LEISURE, LEISURE ACTIVITIES, LIFE
SATISFACTION AND WELL-BEING IN LATER
LIFE
This chapter presents a review of the literature on leisure and well-being. The chapter
begins with the challenges in defining ‘leisure’. Based on the available literature, I
articulate how leisure has been understood from multiple perspectives. I attempt to
increase this understanding by presenting reviews of empirical work on the experience
of leisure in later life, before turning to an examination of the benefits and barriers of
leisure pursuits in later life, including for older adults in residential care. I then address
how the transition to residential care and loss influences the lives of older adults in
residential care. In the next section, I describe adjustment, acceptance, and coping
strategies of older adults. Finally, I describe the sources of life satisfaction and wellbeing among older adults in order to understand leisure experiences, adaptation and life
satisfaction of older adults in residential care.

3.1 Challenges of Defining Leisure
In this section, I provide a brief overview on objective, subjective and holistic
perspective of leisure. Further, I describe the experiences and measurement of leisure.
The definition of leisure as time is currently being debated. Some scholars see leisure
from a time perspective and as activity, whereas others see leisure as a state of mind, as
a quality of experiences beyond time (Wilson, 1980). Leisure has attracted the interest
of scholars and researchers from various disciplines. The definitions of time, activity,
and state of mind overlap and are dependent on researchers’ interests. Neulinger
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(1981) stated that “leisure is quite often ambiguous, and we are left to choose whatever
interpretation we wish to adopt.” (P. 3). The researcher defines leisure in accordance
with the needs and demands of their research (Haecker, 2002). Voss (1967) highlighted
that the definition of leisure depends upon the interest of disciplines:
Because leisure has so many popular associations, it is difficult to use the
word in any precise and universal manner without first a careful process of
re- definition. For, rather than accepting a universal definition of the concept
and then working within this broader framework, each discipline has tended
to adopt a definition of leisure which serves to facilitate its own specific
needs (p. 95).
Objective Concept of Leisure
The objective concept of leisure refers to time in terms of observable behaviour,
defining it as a time and activity participation (Kelly, 1973). Leisure as time is popular in
economic disciplines. The objective concept of leisure includes the time perspective:
“leisure as free time”, “discretionary time” or “non-work time”. Leisure as time and
activity is also related to the residual or discretionary time remaining after people
complete their work or job (Kleiber, Walker, & Mannell, 2011). This is mostly related to
activity patterns, frequencies and time spent (Brajsa-Zganec, Merkas, & Sverko, 2011).
The validity of the objective definition of leisure has been criticised because leisure
exists beyond time constraints and structured activities (Newman, Tay & Diener, 2014)
and linked with the meanings that individuals derive from it (Jaumot-Pascual et al.,
2016). Leisure mostly focused on observable behaviour is popular in business, economic
and recreational research as it is related to participation in these types of activities. The
meaning of leisure as activity is only relevant to classify the leisure activities. Voss
(1967) defined leisure from a time perspective, arguing that “leisure must be defined in
a time context, not only because of the important place time holds in past definitions,
but also because it provides a maximum of objectivity.” (P. 99). Nash (1960), as cited in
Torkildsen (2005) also viewed leisure on four levels: passive, emotional, active and
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creative involvement. However, a use of the time approach might not be suitable in
understanding leisure amongst those who are unemployed, ill and older adults living in
residential care. For them “time” is not really “leisure time” or “true leisure.” Newman et
al. (2014) approached leisure from two different perspectives structural and subjective.
The structural approach was an objective definition, in which leisure is measured as
non-work time, whereas the subjective approach measures amounts of time and
individuals’ perceptions associated with their leisure.
I argue that applying the objective concept of leisure as “free time” to ageing in general
and residential care in particular, is difficult because free time is not leisure to many
older adults. Older adults may have large amounts of free time because they no longer
work or have other obligations, such as raising children. Among older adults in
residential care, free time may be spent in unpleasant experiences. Many experience
enforced idleness in residential care due to the lack of leisure opportunities (Cahill &
Diaz-Ponce, 2011; Hawkins, Prasher, Lusambili, Ellard & Godfrey, 2018; Reidl et al.
2013; Smith, Towers, Palmer, Beecham, & Welch, 2018; Tak et al., 2015).
Subjective Concept of Leisure
The subjective concept of leisure moves beyond time and activity and incorporates state
of mind. Leisure as “state of mind” refers to the value (Henderson, 1990) or meaning
attached to an activity (McGuire, Boyd, & Tedrick, 1999). The subjective meaning of
leisure dates from the ancient Greek, “activity pursued on its own sake.” It refers to
freedom without coercion or obligation, derived from the Aristotelian definition
“freedom from necessity to work” (Kaplan, 1975; Neulinger, 1974). Leisure is the state
of mind associated with the quest for meaning. Free time alone does not guarantee the
experiences of leisure, but neither does work time. Leisure is not a function of time; it is
the outcome of certain conditions that may be present or absent at any time, during socalled work time, at this state of development (Neulinger, 1981).
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Holistic Concept of Leisure
A holistic concept of leisure sees it as experience which brings satisfaction to the
individual and can occur any time, both work or non-work (Howat, Howat, Fisher &
Earle, 1986). According to this view, work cannot be separated from leisure (Edginton,
Jordan, DeGraaf, & Edginton, 2002). Neulinger (1974) stated that this subjective concept
relies on a broader sense of the mind and requires an interdisciplinary approach to deal
with experiences of people such as enjoyment, relaxation, personal development, and
religion. Murphy (1975) viewed leisure using traditional, discretionary time, social
instruments, antiutilitarian and holistic models. He believed that leisure contributes to
establishing one’s status and personal identity. Holistic concepts position leisure as
multidimensional, and attempt to deal with every aspect of the person as well as society.
According to holistic concepts the meanings of work and leisure are inextricably related
to each other (Murphy, 1974, p. 5, as cited in Neulinger, 1981).
Neulinger (1981) stated that leisure is concerned with people’s attitudes and
perceptions. Other scholars, such as Baron (1995), argued that the definition of leisure
is debatable as confusion revolves around the concepts of time, activity, sport,
recreation, and hobbies. He asserted that leisure cannot be understood in one form: it
involves more elements such as time, activity, experience, choice, and state of mind. He
defines leisure as “freely chosen experience, either active or passive, that is enjoyable,
relaxing or fun and that can happen anytime and last any amount of time.” (P. 2).
Spracklen (2009) argued that choices are constrained by a ‘core set’ of structures of the
wider society. The holistic model is more frequently used as an eclectic approach.
Leisure is thus seen as a complex concept, particularly when participation in leisure
pursuits is constrained by life challenges such as poor health and financial difficulties.

3.1.1 Experiences of Leisure
Experiences of leisure are identified through perceived freedom and intrinsic
motivation (Iso-Ahola, 1980). Leisure experiences vary from person to person, with, the
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experiences of leisure influenced by enjoyment, motivation and individual choice.
Perceived freedom, intrinsic motivation, perceived competence, and positive effect are
critical to distinguishing between leisure and non-leisure experience. Donald and
Havighurst (1959) concluded that differences in the meaning of leisure depend on the
personality of the people rather than their age, sex, or social class. They argued that
people may become involved in different activities according to their interests but the
main aim is to gain measure of satisfaction.
Older adults experience loss of identity from disengagement with activities. Hendricks
and Cutler (2003) focused on the meaning of leisure from an ageing perspective as a
way to fill in time and compensate for lost roles. They highlighted the importance of
viewing leisure as a social-psychological mechanism that contributes to one’s selfidentity. The authors described leisure as a natural domain in which people explore,
maintain, and create a sense of identity throughout life. They argued that leisure has a
subjective dimension that changes over the life-course and needs to be explored from
both qualitative and quantitative approaches. In this view, leisure is related to the
meaning that people gain rather than a list of activities.
Leisure is beyond “free time” and related to the meaning attached to people’s lives. ChinSang and Allen (1991) defined leisure as a meaning that people derive from their
participation in activities. For instance, the older black women in the study utilised their
free time to contribute to the community and maintain their independence despite
experiences of losses and loneliness. In this sense, leisure should be seen beyond “free
time” or “non-work” and is related to older adults’ pursuit of meaning and a sense of
personal identity. A quantitative study among young older adults aged from 65 to 74
years in Spain found that leisure activity is an important dimension in their lives
(Cuenca-Amigo Aristegui, Cuenca, & Luisa, 2017). Kiata-Holland (2010), in a
phenomenological study in New Zealand, also revealed that leisure was work for
residents in residential care. The study found that older adults work hard in their
everyday life in adapting to residential care.
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The meaning of leisure is also attached to goals of participation that people set for
themselves. A quantitative study conducted among 335 university students found the
meaning of leisure is attached to the effort level, social interaction, and purpose (Esteve,
San, & Lopez, 1999). The meaning of leisure from effort level conveys has two levels:
one as low effort level as a rest, freedom, and discretionary time, and the second as high
effort associated with challenges and personal growth, such as active and passive
participation. The experience of leisure often involves social interaction and its purpose
is to obtain a goal, for example, to feel competent.
The meaning of leisure is associated with individual needs and the meaning and
satisfaction that people derive from their leisure. Leisure is time spent in activities
which provide interest, pleasure, relaxation, and happiness (Aristotle 1998; Li et al.,
2010). Roelofs (1999) in his research “The meaning of leisure” conceptualised leisure
from the perspective of older adults living in retirement homes. He defined leisure on
the basis of four themes: non-work time, relaxation, choice and enjoyment. Hence,
leisure is “non-work time that may be chosen for relaxing and enjoying.” He developed
strategies like educating, continuing, contributing, computing, edifying and engaging in
describing the meaning of leisure that enables older adults to meet their individual
needs. Furthermore, he stressed the need for culturally specific research to find the
meaning of leisure. However, in the New Zealand context, the meaning of leisure has
been defined as “a time when people can do what they want to, separate from work and
other commitments” in order to provide a sense of identity and personal autonomy, add
meaning to individual or community life and encourage growth and self-expression
(Ministry of Social Development, 2008, p. 86).

3.1.2 Measurement of Leisure
Individual satisfaction is a key component in the measurement of leisure. Measurement
addresses the participation and satisfaction of an individual, and whether this arises
from intrinsic satisfaction, perceived freedom, and/or involvement (Iso-Ahola, 1980;
Neulinger, 1974; Unger & Kernan, 1983). Kelly (1978) found that perceived freedom
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and intrinsic motivation are two dimensions of leisure measurement. Iso-Ahola (1979)
concluded that enjoyment is an outcome of perceived freedom and intrinsic motivation.
Freysinger (1987) also asserted that leisure is more attached to the satisfaction
achieved through participation and consists of different dimensions such as freedom to
do, learning, time for self and others, learning, physical health and fitness,
accomplishment and mastery. Furthermore, Dumazedier (1967) classified leisure in
contrast to work, family obligations, socio-spiritual and political obligations and
activities.
Based on their comprehensive literature review, Ragheb and Beard (1980) developed a
leisure satisfaction scale to measure the satisfaction gained from engaging in general
activities in order to conceptualise leisure. Various researchers have used these six
subscales (physical, educational, social, relaxation, physiological and aesthetic) to
measure the life satisfaction of older people. These researchers found a correlation
between leisure satisfaction and life satisfaction. In 1983, Unger and Kernan (1983)
investigated the meaning of leisure in terms of six subjective domains. The authors
concluded that the satisfaction gained from leisure can be accurately measured in terms
of intrinsic satisfaction, perceived freedom, and involvement then arousal, mastery and
spontaneity.
Esteve et al. (1999) developed a nine-point scale to measure the meaning of leisure and
satisfaction from the perspective of participants by combining concepts developed by
Neulinger (1974), Iso-Ahola (1980), and Argyle (1996): perceived freedom, intrinsic
motivation, goal-orientation, relation to work, active-passive participation, optimal
incongruity, social interaction, perceived competence and discretionary time
availability.
A quantitative study of 626 persons over 16 years in New Zealand and 234 persons aged
40 to 74 years in the United States by Donald and Havighurst in 1959 concluded that the
satisfaction of men and women comes from participation in the activities of their own
choice. Shaw (1985) revealed that factors like enjoyment, freedom of choice, relaxation,
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intrinsic motivation and a lack of evaluation differentiate leisure from non-leisure. He
insisted that the combinations of these factors are important.
Recent focus has turned to types of activities (Adams et al., 2011), frequency of
participation (Merkas & Severko, 2011), and in particular, the meaning associated with
the participation (Liechty et al., 2017; Provencher et al., 2018). Leisure in later life
should deepen the sense of meaning in life through happiness, enjoyment and pleasure
(Nimrod & Hutchinson 2010). For older adults leisure is attached to developing a sense
of belonging, identity formation (Riedl et al., 2013, Cuenca-Amigo et al., 2017), retaining
independence (Pan et al., 2019) and fostering well-being (Chang, Wray, & Lin,
20142014; Novak & Vute 2017; Paggi, Jopp & Hertzog, 2016).

3.1.3 Leisure Activities and Residential Care
This section describes leisure and leisure patterns in residential care. The concept of
leisure has received increasing attention among researchers, especially within
gerontology, due to a rapid growth in the ageing population and increasing levels of free
time (Iwasaki, 2007); however, there is very little literature on leisure for older adults
living in residential care (van Malderen, Mets, & Gorus, 2013). Most of the leisure
research has focused on adults aged 65 years and above rather than among those aged
85 years and above (Iwasaki, 2007; Janke et al., 2012; Kaplan, 1975; Nimrod, 2007).
This research has also highlighted the importance of leisure in later life as a means to
fulfil physical, social, and intellectual needs. Chin-Sang and Allen (1991) explored the
meaning of leisure from the perspective of 30 older black women aged between 64 and
75 years and above from a qualitative approach. The older black women described their
everyday life as leisure. Further, their leisure experiences were categorised into four
subcategories: loneliness; church, worship and duty; affiliated activities and solitary
activities.
Residential care has always been negatively perceived in society. Murphy, O’Shea,
Cooney, Shiel, and Hodgins (2006) sought to see residential care as places of
70

rehabilitation and recovery rather than places of dependency and decline by offering
choices to the residents according to their physical and cognitive abilities. A
phenomenological study by Clare et al. (2008) among 80 individuals with dementia
ranged from 0 to 20 on the Mini-Mental State Examination (half of them scored 11 or
fewer points and were described as having moderate to severe dementia) in residential
care homes reported a lack of activities in care homes in maintaining their identity and
sense of worth. These studies have shown limited leisure opportunities in residential
care.
Common activities among older adults in residential care are watching television, and
listening to music, reading, walking and religious activities (Li et al., 2010; Gautam,
Saito, & Kai, 2007; de Castro & Carreira, 2015). A cross-sectional study conducted
among 297 older adults in seven long-stay institutions in Maringa-PR asserted the
importance of personalised and humanised care through greater attention to leisure
activities (de Castro & Carreira, 2015). There is no clear evidence of the types and
pattern of leisure activities. The majority of studies in residential care have grouped
leisure activities into different categories (see Bradshaw, Playford, & Riazi, 2012). For
example:


Formal and informal and sedentary activities: watching television, listening to
radio, reading books



Physical activities: walking, exercises, playing bowls, gardening



Cultural/religious activities: chapel, events



Social activities: group activities

3.1.4 Leisure Studies in New Zealand
The positive association of leisure participation and well-being in later life in New
Zealand has been highlighted in studies such as Grant (2004), O’Sullivan (2005),
Koopman-Boyden & van der Pas (2009), Grant & McLean (2011), and Wright- St. Clair et
al. (2012). The authors argued that research on leisure and recreation in New Zealand is
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scant, and has yet to incorporate its multidimensional perspective in order to consider
heterogeneity in old age so as to maximise participation despite challenges.
Patterns of activities change over the life stages. Older adults seemed to be active in
outdoor activities and social activities such as visits to restaurants or cafés and family
events until their early 80s. The above studies highlighted the gender influence in the
selection of activities. Men participated in physical activities such as sports and women
were involved in home-based activities such as gardening, embroidery, knitting, and
flower arrangements. Wright-St. Clair et al. (2012) among community older adults
found the difference in activity pattern among Maori and non-Maori older adults. Maori
older adults were engaged in more social activities such as attending family gatherings,
supporting family, taking care of grandchildren. Non-Maori were interested in visiting
with, or talking to, family. The most common activities among older adults were reading
newspapers, books or magazines, being outdoors, walking, playing cards and doing
puzzles, and handicrafts such as carving, woodwork, knitting, and drawing.
This difference in activities influences later participation, as females are more likely to
retain activities in old age. Grant (2008) argued that the leisure and recreational choices
of older adults are influenced by their lifestyle. The research on leisure participation in
New Zealand highlighted that participation in physical activities declined with age.
Leisure participation was lowest among individuals aged 65 and above (Ministry of
Social Development, 2008). The findings of three nationwide surveys of Health, Cultural
Experiences of Quality of Life by the Ministry of Social Development (2008) highlighted
the decline of leisure participation among old people aged 80 plus, especially men, and
called for further research. This trend might further impact on residential care where
the number of those aged 80 and above is higher.
Over the 20th century studies have shown relatively higher leisure participation in both
sports and cultural activities among New Zealanders. A report by the Ministry of Social
Development (2001–2007) in New Zealand has begun to focus on the association of
leisure participation and well-being in recent decades.
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Summary
In the above section I presented three different concepts of leisure: leisure as an
objective concept, leisure as subjective and leisure as a holistic concept. The objective
concept of leisure is more related to the notion of time and types of activity as described
by many scholars as “free time,” “discretionary time,” “non-obligatory time,” “residual
time” and “non-work time.” Leisure as activity also refers to the types of activity that
people participate in. The activities can be categorised in various forms such as active,
passive, emotional, creative, and relaxing. The subjective notion of leisure contradicts
the objective view of time and activity, and suggests that leisure is not the time or
activity; rather it is the state of mind. This is derived from the perceived freedom and
intrinsic motivation of an individual. The holistic view of leisure argued that work and
leisure cannot be separated: they are closely interrelated.
Although the definition of leisure is based on different concepts, its applicability in
modern society is difficult due to lack of specific data. Leisure as “a free time” is the most
commonly used concept in modern research. Recent empirical research has focused on
the subjective dimension rather than the objective. Today, a definition of leisure
depends on the experience of the person and their satisfaction.
I then pointed out the experiences and measurements of leisure involved in attempting
to discuss the leisure experiences of people who have few obligations, such as
institutionalised older adults, where notion of leisure as “a state of mind” seems to be
more satisfying, but there is hardly any research. It is also necessary to explore the
effects of socioeconomic, personality and skill level of an individual in order to
understand the experiences of leisure. Although there have been studies regarding
leisure and well-being, samples were more often community dwellers than rest home
residents. In examining the research on rest home residents, I pointed out that research
was more focused on activity patterns, and applying a single understanding of leisure
would not be able to generalise the current needs and demands of older adults in
maintaining high leisure participation and well-being in residential care.
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3.2 Benefits of and Barriers to Leisure Participation
This section describes the benefits and barriers of leisure participation among older
adults. It highlights the benefits of leisure participation for the physical, psychological
and social health of older adults, and then presents barriers to participation: physical,
mental and social.

3.2.1 Benefits of Leisure Participation
This section begins by introducing leisure as a crucial component of a healthy lifestyle
and a source of enjoyment. I then detail specific physical, mental, and social benefits
associated with leisure activities.
A large number of researchers have demonstrated the association of leisure
participation with health benefits, and as a predictor of well-being among older adults
residing in residential care (Janke, Payne, & Van Puymbroeck, 2008; Chang, Wray, & Lin,
2014; Kim, Yamada, Heo, & Han, 2014, Smith et al., 2018; Tak et al., 2015). Engaging in
leisure activities led to physical, psychological, and social benefits for older people (Kim
et al., 2014; Sala, Jopp, Gobet, Ogawa, Ishioka, & Masui, 2019). Through participation in
leisure activities, older people experience improved memory function, increased levels
of confidence, increased positive feelings and improve social relationships. These factors
enhance and maintain well-being (Li et al., 2010; Luh & Dupuis, 2005; O’Sullivan, 2005).
Hence, participation in leisure activities enhances the well-being of older adults by
reducing symptoms of depression and loneliness. Many studies have highlighted that
leisure promotes a positive mood and gives an opportunity to take a break from
stressful situations (Iwasaki & Mannell, 2000; Nimrod, 2007). Despite the positive
relationship between leisure activities and quality of life, the role of leisure activities in
enhancing the quality of life in older people’s care has been poorly understood due to a
lack of substantial research.
Pressman et al. (2009) defined leisure activities as enjoyable activities that give
pleasure to an individual when they participate, and are free from the demands of work
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and other responsibilities. In their research, the authors identified enjoyable activities
that help to reduce stress and ‘restorers' that helped to increase positive emotions
through social interactions or relaxation. They argued that participation in leisure
activities enhances overall life satisfaction. But restorative activities are focused
towards cognitive outcomes. Although there is growing literature that relates the
physical and psychological benefits of leisure activities in person’s life, the majority
involve physical activity. A number of studies have highlighted leisure as a domain of life
and important indicator of well-being in later life (Blace 2012; Heo, Stebbins, Kim, &
Lee, 2013; Kim et al. 2014; Newman et al., 2014; Pagan, 2014).
Some studies have highlighted the benefits of participation in leisure activities. Johnson,
Whitlatch, and Menne (2014) argued that quality of life is not associated with the level
of cognitive impairment. Although older adults can benefit from the physical and social
activities, there is not much evidence to determine which type of activities work well for
them. However, McGuire et al. (1999), Henderson (1990), and Lawton (1993) have
highlighted the importance of meaning attached to an activity rather than the types of
activity. For instance, the majority of research has focused on overall benefit rather than
physical, mental, cognitive and social benefits. Pressman et al.’s research (2009)
highlighted the benefit of engaging more frequently in enjoyable leisure activities,
resulting in improved psychological and physical functioning.
3.2.1.1 Physical Benefits
This section highlights the benefits of leisure participation in maintaining or improving
health; in other words, maintaining body functions, and mobility as well as reducing
chronic illness. Suto (1998) argued that participation in leisure activities neither cures
nor removes the effects of ageing and chronic health problems, but it does have the
potential to maintain the quality of life for many individuals. There is a strong
relationship between leisure activities and physical health. Participation in leisure
activities decreases the risk of developing chronic diseases, slows the rate of motor
function decline and improves self–esteem and brings positive feelings among older
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adults (Balboa-Castillo, León-Muñoz, Graciani, Rodríguez-Artalejo, & Guallar-Castillón,
2011; Heo et al., 2013; Taylor, 2014). A study in Malaysia by Minhat et al. (2014)
highlighted lower participation in physical activities among older adults. Huang, Gibson,
Tran, and Osness (2005) highlighted the advantages of moderate exercise in promoting
blood circulation, body functioning, preventing diseases, increasing strength, resulting
in a healthier life. Despite the evidence of benefits, physical inactivity is more common
in older people than in other age groups (Smith et al., 2018; Tak et al., 2015). A study in
Western Australian residential care among 37 older adults who are mobile and who did
not require assistance from another person found that they were highly sedentary and
inactive (Parry, Chow, Batchelor, & Fary, 2019). Koltyn (2001) reported lower physical
activity rates among older women living in assisted care facilities than in the
community. Rye and Heo, (2018) also support the notion that higher physical activity is
associated with a higher quality of life in old age. Research by Balboa-Castillo et al.
(2011) suggested that regular walking is the safest physical activity among older adults
and that this also develops self-efficacy in older people.
Many studies have highlighted the benefits of physical activity among individuals of all
age, suggesting that it could provide a medium for adaptation (Kelly, Comello, &
Edwards, 2004). Participation in physical activities delayed mortality or helped to
manage diseases and conditions among older adults with chronic disease, including
cardiovascular disease, stroke, and cancer. Despite the importance of physical activities,
older people were likely to be sedentary. In New Zealand, people of 80 years and above
were less active (Ministry of Health, 2011).
Females are more likely to be less active than males. A report by the Ministry of Health
(2011) in New Zealand reported that male older adults were more active than females.
A quantitative study among older adults aged 60 plus in Taiwan highlighted gender
differences in leisure participation, and found that men benefitted more from physical
activities than did women (Zimmer & Lin, 1996). Studies have found the importance of
regular physical activity such as strength training, muscular endurance, flexibility and
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balance exercises in helping to prevent falls and functional disability among older adults
(de Castro & Carreira, 2015).
3.2.1.2 Psychological Benefits
Psychological benefits refer to the maintenance of one’s emotional health. Participation
in leisure activities reduces stress and increases positive feelings in older people.
Moreover, engaging in leisure activity helps people to gain valued meaning in life, which
consequently contributes to enhanced psychological wellbeing (Edginton, DeGraaf,
Dieser, & Edginton, 2006; Iwasaki & Smale 1998; Nimrod, 2007). Leisure activity is
considered a key factor in satisfying a wide range of psychological needs (Kuykendall,
Tay, & Ng, 2015). A qualitative study among older Koreans found leisure activity
provides a way to overcome negative feelings and adds psychological benefits by
increasing happiness and positive feelings (Kim et al., 2014). Furthermore, participation
in various activities reduces the risk of dementia and depression and increases cognitive
function (Iwasa, Yoshida, Kai, Suzuki, Kim, & Yoshida, 2012; Li et al., 2010; Andel,
Silverstein, & Kareholt, 2015; Lee & Chou, 2016; Lee, Chi, & Palinkas, 2018).
Both physical and mental activities can mitigate cognitive decline among older adults.
Research conducted among 110 older adults with very mild dementia in nine different
nursing homes in China found that Mahjong and Tai Chi are physical activities that
delayed dementia rather than simple art and craft even in those with cognitive
impairment. The authors argued that not all mental activities are effective in reducing
the risk of cognitive impairment (Cheng, Chow, Song, Yu, Chan, Lee, & Lam 2014).
Similarly, a study of 1,649 people aged 55 and older reported mental benefits such as
companionship gained through contacts with friends, temporary disengagement
through passing time, compensation through new experiences, and expressive solitude
through being creative and achieving goals (Tinsley, Teaff, Colbs, & Kaufman, 1985).
A positive attitude influences rates of leisure participation among older adults. In their
cross-sectional quantitative study in Brazil, De Castro, and Carreira (2015) identified a
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positive attitude as one of the most important factors among the residents of care
homes to determine their involvement in leisure activities. The study found that the
notion of positive attitude is associated with higher rates of leisure participation among
older adults. The authors identified three types of attitude: cognitive (benefit for the
individual, self-growth), behavioural (pleasure, good, revitalisation) and effective
(planning, opportunities for the participation). Leisure is the pursuit of fun and desire to
feel pleasure. Brajsa-Zganec et al. (2011) suggested that participation in leisure
activities fulfils the psychological needs of older adults and results in greater
satisfaction. Participation reduces the risk of dementia, Alzheimer’s disease, and
vascular dementia. The benefit of participation in the activities is also linked with the
frequency of participation (Verghese et al., 2003).
The concept of resident-centred culture in residential care centres is highlighted in
much of the research. A study by Joseph, Choi, and Quan (2016) highlighted the physical
and psychological benefits of the outdoor garden. Exposure to outdoor environments
reduces falls, depression, agitation, and stress in residents. The authors highlighted the
importance of smaller facilities or units for frail residents with dementia. Building this
culture is important and can only be possible by involving both the outside and inside
environment with good attitudes and support. Leisure participation was also found to
be important to preserve the identity of older adults in later life (van Malderen et al.,
2013).
3.2.1.3 Social Benefits
Social benefits refer to the reduction of isolation through socialisation and interaction.
The majority of the literature reviewed reveals that participation in leisure activities
enhances the social relationships of older adults, and leads to greater happiness and life
satisfaction among older adults in care facilities (Cooney, Dowling, Gannon, Dempsey, &
Murphy, 2014; Coughlan & Ward 2007; Duncan, Killian, & Lucier-Greer, 2017; Kim et al.,
2014; Tester, Hubbard, Downs, MacDonald, & Murphy, 2004). These studies have
highlighted the importance of companionship, friendships and connectedness as key in
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shaping the life satisfaction of older adults by creating an avenue to share life challenges
and personal problems. Connectedness with self, others and environment is important
not only for older adults with physical disabilities but also those with cognitive
impairments (Han, Radel, Mcdawd, & Sabata 2016).
Chen and Fu (2008) argued that the desire to make good friends and socialise plays an
important role in determining older people’s leisure participation and enjoyment. It has
also been argued that participating in group activities provides greater happiness and
helps to reduce stress and depression. Kim et al. (2015) and Duncan (2017) argued that
engagement in leisure activities provides an opportunity for older people to interact and
expand social networks and develop a sense of belonging (Broughton, Payne, & Liechty
2016). Studies by Findlay (2003) and Cattan, White, Bond, and Learmouth (2005) found
that spending some time occasionally in a group helps to reduce loneliness and
isolation. Grenade and Boldy (2008), Nyqvist, Cattan, Andersson, Forsman, & Gustafson
(2013) and Neves et al. (2019) asserted that the level of loneliness is higher among
older adults in residential care settings than in the community. Contributing to this
loneliness were physical frailty (Gale et al., 2018), sensory impairments (Wright-St.
Clair, 2012) loss of self-determination (Paque et al., 2018), autonomy, independence and
personal identity (Nyqvist et al., 2013; Neves et al., 2019). Older adults in New Zealand
also experienced loneliness in both community and residential care (Wright-St. Clair,
2012; Jamieson, Gibson, Abey-Nesbit, Ahuriri-Driscoll, Keeling, & Schluter, 2018).
Socialisation is important for improving the well-being of older adults who have fewer
contacts due to their living situations and the problem is magnified because older adults
are more likely to live alone.
A study conducted in Malaysia among adults aged 60 and above found that social
activities, such as having conversations with family and friends, were the most
frequently performed activities among older adults. Most of the studies have reported
the benefits of social interactions and engagement in later life (Silverstein & Parker,
2002; Adams, Leibbrandt, & Moon, 2011; Triado, Villar, Sole, Celdran & Osuna, 2009;
Paggi, Jopp, & Hertzog, 2016). Participating in social activities could also have social
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benefits as it allowed people to build family bonding and connect with people and
network with others (New Zealand Labour Party, 2010; Brownie & Horstmanshof,
2011). Studies by Fingerman and (2009), Morgan, Carder, and Neal (1997), and Shaw,
Krause, Liang, and Bennett (2007) argued that contact with varieties of close and not so
close people in later life is important for maintaining well-being.
More women are involved in and benefit from social activities than men (Kim et al.,
2013). A study by Zimmer and Lin (1996) in Taiwan also found that women are more
likely to participate in social and indoor activities and benefit from social activities than
men. The finding of Gautam et al. (2007), conducted in Nepal, also highlighted the
importance of social activities and noted that visiting friends and socializing with others
was associated with well-being in older adults. Masi, Chen, Hawkley, and Cacioppo
(2011) suggested that doing things together provided an opportunity for social
interaction. Toepoel (2013) highlighted the benefit of leisure activities as it provides an
opportunity for social interaction and connection and mitigates social isolation and
loneliness among older adults. Many studies have suggested that social leisure activities
produce higher levels of happiness through shared experiences and thoughts among
participants (Son, Yarnal, & Kerstetter, 2010; Lakey & Orehek 2011). This could be
achieved by participating in social leisure activities such as bingo through social
bonding (Cousins & Witcher, 2004). Similarly, Haugan (2013) and Han et al. (2016)
noted the importance of interaction among residents and staff for easing life in nursing
homes and suggested that offering connectedness is crucial in nursing home care.

3.2.2 Barriers to Participation in Leisure Activities
Barriers relate to factors that reduce leisure participation. After addressing how
barriers can impede participation, I then describe how health, social and structural
factors can act as barriers to participation in leisure activities in residential care.
The barriers to participation in leisure activities among older adults both in community
and residential care have been highlighted by many studies. Older adults are living
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longer and are more likely to require support in their late life as they age. Masi et al.
(2011) noted that ageing is associated with a decline in social interaction, diversity in
relationship and interactions. Increased disability and frailty reduces leisure
participation by older adults as they require support (Wise, Mathews-Dalton, Dikmen,
Temkin, Machamer, Bell, & Powell, 2010). A quantitative study among 234 older adults
without dementia and 525 with dementia living in residential care in Spain concluded
that declining health and weakening of family relationships and social ties was a major
barrier to leisure participation in residential care settings (Fernández-Mayoralas, RojoPérez, Martínez-Martín, Prieto-Flores, Rodríguez-Blázquez, Martín-García, & Forjaz,
2015).
The most frequently cited barriers to leisure participation among older adults are health
and functional ability (Hutton, Gamble, & McLean, 2009; Kalavar, Kolt, Driver, & Giles,
2004; Kolt, Paterson, & Cheung, 2006; Lawton, Ahmad, & Hanna, 2006; Lee, Arthur, &
Avis 2008; Mathews, Laditka, & Laditka, 2010; Pringle, 2008; Rasinaho, Hirvensalo, &
Leinonen, 2007; Schutzer &Graves, 2004; Stumbo, Pegg, & Lord, 2007), social barriers
such as loss of family, friends, and support groups, and environmental barriers such as
lack of transportation and poor weather (Belza, Walwick, & Shiu-Thorton, 2004; Stumbo
et al., 2007; Crombie et al., 2004; Rasinaho et al., 2007). In addition, a study by Iden,
Ruths, and Hjorleifsson (2015) highlighted sources of loneliness such as the loss of
health, functional ability, dependence in long-term care, loss of family and friends and
lack of conversation with staff members and fellow residents. Hence, barriers to
participation can be categorised as health, social and structural barriers.
3.2.2.1 Health Barriers
Health barriers refer to functional and health limitations, which can result in less
participation in activities among older adults due to fear of falls, lack of balance, and
disability. Research has documented that greater functional impairment lessens activity
participation and lesser participation increases the risk of further functional
impairment among older adults. A longitudinal study in Sweden found that meaningful
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activities including social interaction are an important tool in reducing the negative
psychological effects that occur in an individual’s life through widowhood, low levels of
family contact and declining functional abilities (Silverstein & Parker, 2002). The
authors suggested that the adaptive potential of activity is important for older adults to
adapt.
A quantitative study conducted among 525 residents with dementia aged over 60 in
Spain found that declining physical and mental health and the loss of functional
capabilities are significant barriers to leisure participation in the context of residential
care (Fernández-Mayoralas et al., 2015). A recent study in South Africa by Mthembu,
Abdurahman, Ferus, Langenhoven, Sablay, and Sonday (2015) found that many older
people in rest homes are frustrated and depressed due to a lack of meaningful leisure
activities. Furthermore, the majority of older people in this study did not want to take
part in activities or socialise with other residents or staff. The study also highlighted,
however, that “leisure participation provides a feeling of enjoyment, pleasure and
support among older adults when they participate in leisure activities that give them a
sense of belonging” (Mthembu et al., 2015, p. 215). A study by Mozley (2001) in the
United Kingdom also concluded that the majority of care centre residents live passive
lives due to the prevalence of depression and dementia. Therefore, he suggested that
engagement in leisure activities should be promoted to increase participation in
meaningful activities with the help of occupational therapists.
Research by Li et al. (2010) suggested that arranging appropriate leisure activities as
per the needs, interests and ability, health status and cognitive skills of the individual is
important. A cross-sectional survey conducted in Scotland among 409 older adults (6584 years) living at home, found that participating in physical activities among older
adults was a challenge as they were deterred by physical symptoms such as painful
joints, shortness of breath and concerns for safety, lack of interest, and a perceived fear
about their ability to undertake physical activities (Crombie et al., 2004). Leisure
participation among older adults in residential care centre is influenced by their
functional status (Minhat, Amin, & Shamsuddin, 2014). A cross-sectional study among
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259 older adults of 8–81 years of age concluded that the reduction in leisure
participation is due to physical health limitations argued for interventions in order to
develop a variety of activities, regardless of physical ability (Paggi et al., 2016).
3.2.2.2 Social Barriers
Leisure activity is an important tool to develop social connectedness in later life
(Toepoel, 2013). Toepoel argued that older adults lose social contact in later life and
often feel lonely. His research showed a strong correlation between active activities and
the development of social relationships through activities like voluntary work, cultural
activities, sports, holidays, reading books, hobbies and shopping. Watching television,
listening to radio and spending time behind a computer are considered passive activities
and do not demonstrate a relationship between leisure and social connection. In this
regard, a systematic review analysis of 31 studies found a common difficulty in forming
appropriate relationship in care homes (Bradshaw et al., 2012). However, little is known
about the relationship between leisure activities and social connectedness.
Social isolation is linked to physically and mentally disabled older adults because of a
weakening of family and social ties. Many researchers have highlighted the importance
of social activities as an important tool in reducing loneliness, depression and isolation
and enhancing the well-being of an individual. However, this idea may be difficult to
implement in countries with high cultural diversity, especially in institutional settings
where culture and language could be the main barrier. Productive activities are much
more important than consumptive activities. Productive activities are those that provide
meaning in the life of an individual. It is important to understand individual
characteristics and life histories when determining meaningful activities.
A study by Cahill and Diaz-Ponce (2011) found four main themes underpinning quality
of life for older adults in terms of leisure activities: social contact, attachment,
pleasurable activities and positive and negative effects. The study also highlighted a lack
of social contact, human contact and lack of awareness of structured pleasurable
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activities among cognitively impaired older adults, which resulted in feelings of
loneliness, isolation, and search for a home among the residents of the care facility. The
authors also noted less engagement in activities and fewer interactions with other
people. Lack of meaningful activities among people with dementia has been identified as
one of the main issues in enhancing the quality of life (Han et al., 2016; Orrell et al.,
2008; van der Roest, Meiland, Maroccini, Comijs, Jonker, & Droes, 2007). Riazi,
Bradshaw, and Playford (2012) also highlighted the lack of interaction among other
residents in care due to their limited ability. Similarly, Hughes, et al. (2013) and Huxhold
et al. (2014) found a reduction in social engagement and network with age due to
declining cognition. Huxhold et al. (2014) suggested that social engagement in cultural,
political and sporting and emotional support activities predicts one’s life satisfaction.
James, Boyle, Buchman, and Bennett (2011) asserted that socially active older adults are
less likely to be incapacitated.
3.2.2.3 Structural Barriers
Structural barriers stem from organisations, and include a lack of leisure opportunities,
fewer social programmes as well as a shortage of staff. A case study in residential care
by Paddock, Brown Wilson, Walshe, and Todd (2019) reported that institutional
restrictions impact on independence, autonomy and identity formation. A qualitative
study in care homes notes fewer opportunities for enjoyable activities to older adults in
institutional settings (Cahill and Diaz-Ponce, 2011; Smith et al., 2018; Tak et al., 2015).
The participants in their study reported an absence of social contact and structured
pleasurable activities by individual past interest, life stories and needs, and highlighted
the importance of family visits. Momentary pleasures like having a cup of tea and ice
cream as a sensory stimulation have an important role in promoting quality of life. The
study showed a greater degree of loneliness and isolation among severely demented
older adults in care. In general, the residents are always in search of connecting with
people. The New Zealand social report (2010) showed a declining trend in participation
of both physical, cultural and art activities. Riazi et al. (2012) suggested facilitating
meaningful activities for residents in care in order to reduce social isolation.
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Coughlan and Ward (2007), in their qualitative study of 18 residents of long-term care
in Canada, examined the impact of a shortage of staff in facilitating leisure activities.
Residents reported few opportunities for leisure participation. They further suggested
that facilities should take into consideration the importance of improving relationships
between staff and residents. Similarly, a study of six care homes in England found that
inactivity among older adults was due to insufficient funds and working practices
(Smith et al., 2018).
Summary
In the above section I have described research establishing the various benefits of
leisure activities among older adults living in care. Physical benefits include improved
health functioning, mobility and reducing the risk of chronic illness. Mental benefits
include cognitive improvement, the stimulation of mood and reduction of stress, and
social benefits include enhancement of the opportunity to connect with people. In the
research documenting barriers to participation, I highlighted various barriers, including
poor health conditions, loss of family and friends, lack of opportunities in residential
care and lack of interaction among staff and residents under health, social and structural
barriers.

3.3 Importance of Age-Friendly Environment in Offering Leisure
Opportunities
In this section, I explain the importance of creating age-friendly environments in
residential care by offering a variety of leisure opportunities for older adults from a
person-centred approach. Participation in leisure activities generates positive feelings
by stimulating people’s mood and increasing strength to participate, despite the barriers
or challenges as explained in the earlier section. The development of age-friendly
environments in residential care settings is important in order to provide ample choices
to the residents. A suitable environment helps residents cope with challenges in the
ageing process and helps to reframe their lives with the available resources, and ability.
In recent years, this notion is seen in the Eden Alternative philosophy, which was
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developed in the early 1990s by William. B. Thomson. He introduced this notion in
residential care settings and envisions older age as the combination of beauty, worth
and meaning. He argued that the traditional caring culture in care facilities increases
loneliness, helplessness, and boredom and decays the spirit of the residents.
Older adults need variety in their environments to avoid monotonous surroundings.
This can be improved by using different concepts to decorate their rooms, communal
area, and even the dining area which is lacking in the facility. Joseph et al. (2016) argued
that the built environment also impacts on the quality of life of residents in a residential
care. Research on residential care centres has highlighted the importance of variety in
the physical environment, for example arranging different plants and flowers on the
table with attractive dining, clothes and music, all of which help to improve the mood
and dietary intake of residents. In this regard, Rappe and Kivela (2005) noted that
outdoor activities also benefit residents. Exposure to nature, participating in indoor
gardening and structured walking paths with an attractive destination or attractive
views improve the cognitive and physical functioning and satisfaction of walking for
residents. In addition, Rappe, Kivela, and Rita (2006) argued that achieving this goal can
be a challenge in the absence of assistance and good weather.
Due to chronic illness and the ageing process, the functional abilities of older adults
reduce and they become increasingly frail. Thus, they experience problems navigating
the environment in which they live, needing constant support to be familiar with
surroundings. This is true especially with cognitively impaired older adults who can
become increasingly passive and isolated in unfamiliar settings due to poor vision,
cognitive impairment, and frailty. In the same way, the risk of falling is increased in an
unsafe environment. Therefore, it is important to develop a safe environment that
ensures their needs are being met, such as doing things and being involved (Rowles,
1991) to add meaning to residents’ lives. Providing opportunities to do things and be
part of a group helps to reduce the risk of isolation, loneliness, and depression. This can
be done through access to the outdoor environment and increasing a connection with
nature like fresh air, plants, animals, birds and other social connections as demonstrated
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in the Eden Alternatives. In addition, a positive environment improves cognition
function by reducing agitation, depression, and sleeplessness (Detweiler, Murphy,
Myers, & Kim, 2008; Lee & Kim, 2008). Nature plays a vital role in retaining functional
abilities. Joseph et al. (2016) strongly indicated the benefits of participation, whether
active or passive, in the outdoor environment regardless of frailty and disabilities in the
facility. Ageing is often conceptualised as a process of adaptation and acceptance in
order to be successful. The adjustment process and acceptance helps older adults to
improve their emotional well-being on ongoing age-related changes. Successful
adaptation retains well-being by maintaining life satisfaction. Furthermore, adjustment
refers to coping strategies that are used to overcome the stressful situations. Below I
describe the role of adjustment, acceptance, coping strategies and life satisfaction
among older adults based on empirical evidence.
Riazi et al. (2012) demonstrated the importance of the physical environment as an
important factor to be taken into consideration in determining the life satisfaction of
older adults in care. The Eden Alternative philosophy seeks to improve the barriers to
growing well by introducing biological diversity in nursing care. This can be through the
support of community and family members if there is insufficient funding. Raizi et al.
also described the reciprocal relationship between human beings and nature, and
claimed that nature enhances the well-being of older adults living in nursing care.
Nature gives purpose to living in later life despite poor health; individuals can still live a
happy and pleasurable life. A supportive culture helps them to reframe their needs and
demands. Introducing pets (dogs, cats, rabbits, birds, and chickens), children (for
summer camps or after-school care), and gardens (many plants, flowers, and
vegetables) into a nursing home gives a variety of opportunities for residents to become
involved. Biological and social diversity creates companionship which is often lacking in
facilities and provides opportunities to give care and be cared for. The leisure and
happiness of older adults is dependent on their feeling useful and able to contribute, as
they don’t want to feel they are a burden or useless, as they are often stereotyped.
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3.4 The Experiences of Leisure in Residential Care
This section describes the leisure experiences of older adults in relation to their losses
and adaptation. I begin with an explanation of the transition of older adults to
residential care centres. This highlights the challenges that older adults face during their
transition into a new environment. I further describe the losses associated with this
change and how older adults lose their identity, possessions, home, family, friends and
community and leisure activities. These losses highlight the differences between homes
and rest homes for older adults, which I describe as home vs. nursing home and
meaning of home.

3.4.1 Transition to Residential Care
The transition to residential care is difficult for older adults who may fear moving away
from their familiar comfort zone to a completely unknown environment. A number of
studies highlighted that in most cases older adults’ participation in the decision to move
was minimal, and the decision to move was made by the general practitioner or family
members (Jorgensen 2006; Parkinsion et al., 2019). Older adults typically perceive entry
into care facilities to be one of life’s worst life events. The existence of care facilities has
always been negatively portrayed in society because of stories of abuse and neglect.
Hence, older adults feel alone, helpless, overwhelmed, abandoned and alienated from
the outside world as their life shrinks within the four walls of a residential care facility.
The oldest of the old (85 years and above) are more likely to become rest home
residents and this scenario is unlikely to change (Tobin, 1980). Nevertheless, individual
characteristics like age, gender and health status, physical, as well as social and
organisational factors like policies, and culture of care also make a difference in the
living style of older adults in residential care. Riedl et al. (2013) asserted that
transitioning to a rest home endangers and threatens a sense of identity. The older
adults found themselves helpless and overwhelmed due to new spaces, their changing
social roles, a lack of autonomy, changes in social contact and a reduction in habitual
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activities. During the adaptation phase, residents seek to find their missing identity
through several coping strategies.
Developing new identity and a sense of normality is only possible when older adults are
able to preserve their mobility and autonomy to some extent. Riedl et al. (2013)
suggested that new identity can be developed by maintaining their previous identity,
keeping memories alive in their rooms through their favourite objects (photos, crockery,
furniture and clothes) that they bought with them. These objects inspire these older
adults to develop a sense of life through past reflection. Hence, both environment and
objects have an impact on people’s lives.

3.4.2 Losses Associated with the Transition into Care
Older adults describe losses as a natural part of ageing in order to create meaning in
their everyday life (Kirkevold et al., 2013). Transition to residential care increases
personal, social and economic losses among older adults, which is sudden and frequent.
Garret (1987) stated that “people loss” in old age is devastating. Baron, Baron, and
Associates (1995) described residential care life as a “myriad of losses” and also
asserted that staff rosters are prioritised over residents’ convenience:
Gone are all the familiar facets of a previous life, the well-used kitchen, the
treasured garden, perhaps the pet cat or dog, even the noisy neighbour, replaced
by a strange place filled with strangers. Routines that have been followed for
decades are replaced with imposed regimes that seem to suit staff rostering more
than resident needs. Is it little wonder that this unsettling process often leads to
the resident complying to others wishes, which in turn is seen as an acceptance of
what is happening. Such is institutional living (Baron, Baron, & Associates, 1995, p.
3).
Health, identity, home, family, social contacts, freedom, choice, independence, activities
and comforts are the common losses of older adults mentioned in the literature
(Atkinson, Tilse, & Schlecht, 2000; Baltes, 1995; Grenade & Boldy, 2008; McKenna &
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Staniforth, 2017). These losses result in a sense of disconnection, isolation, loneliness
and depression among older adults in residential care. The loss of previous role and
work increases feeling of uselessness and being nobody (Riedl et al., 2013). Having
illnesses and physical limitations can create feelings of dependence for older adults
because they have to rely on care staff for their daily activities and personal care. The
loss of ability to drive a car is a major loss of independence among older adults in
residential care, as this restricts their connection with the outside world (Metz, 2000).

3.4.3 Home vs. Nursing Home
It is important to understand the meaning of “home” within an institutional setting from
a resident’s perspective, because the spaces are more communal than private. Lounges
and dining rooms, where most of activities and events occur, are communal spaces
shared by all the residents as well as staff and visitors. Residents are bound to certain
rules and routines, which they need to follow. These differences in circumstances could
affect the meaning of home in care facilities. A study in western Canada in long term
care by Canham et al. (2017) highlighted the importance of relationality in making
residential care as home. The role of staff, family members and friends was vital in
developing feelings of home among residents. Older adults require time and space in
developing interpersonal relationship in residential care (Canham et al., 2017; Wilson et
al., 2009).
A feeling of home is important in order to age well in residential care. The feeling of
home can only be fostered when staff take into account both prior and present
experiences of older adults. In a medically focused culture where personhood is seen as
patienthood, staff and residents of residential care struggle to provide a homelike
environment (Stafford, 2003). Cooney et al. (2014) revealed the importance of feeling
known and valued as an individual. Similarly, having fun, laughing and friendship with
one another is also important (Robinson, Reid, & Cooke, 2010) in developing a sense of
home. A qualitative study among 21 staff members from two different residential care
facilities in New Zealand described different cultures of care in the different
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environments. One rest home provided homey care by focusing on kinship and treating
residents as family members, whereas the other provided a hotel-like environment
through a professional relationship among staff and the residents as a service provider
and receiver (Robertson & Fitzgerald, 2010). In this regard, they emphasised the
importance of understanding environmental factors while offering activities. Bland
(2005) and Jaye, Hale, Butler, McKechnie, Robertson, Simpson, & Young (2015)
highlighted the importance of understanding the unique story of an individual in order
to build comfort in a strange environment. A qualitative study conducted in two
residential care facilities in New Zealand found that older adults’ biographies helped
residents to develop a sense of home through their stories (Jaye et al., 2015). Of course,
most older adults prefer to live in a homelike environment with values of caring,
respect, choice and certainty (Parkinson et al., 2019).
The term “rest home" refers to the assisted living situation in shared experiences, where
an individual has to negotiate the space from entire personal space to social space. A
rest home resident gets their own bedroom as a personal space and a communal lounge
and dining room and other shared environments as a social space. Some studies suggest
that the physical environment impacts on residents’ choice of space as they have little
opportunity to personalise their space (Murphy, O’Shea, & Cooney, 2007). Studies by
Calkins and Cassella (2007) and Choi, Choi, Ransom, and Wyllie (2008) have identified a
lack of private space as a contributor of low quality of life in nursing home residents.
Similarly, there is an argument that older adults benefit much more from social rather
than personal spaces. However, transferring to new environments creates odd feelings
among people and they choose to remain in their personal space, that is, their room,
which isolates them.

3.4.4 Meaning of Home
“Home,” is more than a living space: it is a symbol of independence, a focal point for
family gatherings, a source of pleasant memories and a link to neighbourhood and
community. Cooney (2012) conceptualised home as place where individuals have
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emotional, behavioural, cognitive and social bonds. Older people have higher
attachment to their homes. A study in Auckland of 83 older community dwellers on
attachment to space and meaning associated with home found that older people feel
secure, comfort and cherished in their home, despite declining capacity and
impairments (Wiles et al., 2009). Moving to a residential space is a major life event for
older adults; most of them do not wish to leave home, because it plays a major role in
determining independence, self-esteem and meaningful life goals in old age by providing
comfort, familiarity and a sense of belonging. Wiles et al. (2009) found in their study
that older adults were more concerned with having physical and emotional comforts.
This comfort might be unavailable in care facilities because of unfamiliar space and
relationships. This has also been highlighted by Bland (2005), in an ethnographic study
in three residential care facilities in New Zealand.
A study conducted in Belgium and the Netherlands in 2010 and 2011 by van
Steenwinkel, Baumers, and Heylighen (2012) on the built environment and older
people’s sense of home suggested that a sense of home is a multi-factorial phenomena,
highly influenced by personal experiences and emotions that develops gradually
through choice, control, identity, security and positive memories. The factors
contributing to a feeling of home are psychological factors (sense of acknowledgement,
preservation of one’s habits and values, autonomy and control and coping), social
factors (interaction and relationship with staff, other residents, family, friends and pets
and activities) and built environment (private space, public space, personal belongings,
outdoors and location, look and feel, and technology) (Rijnaard, Van Hoof, Janseen,
Verbeek, Pocornie, Eijkelenboom, & Wouters, 2016). Home is the place to pursue
personal interests and maintain self-identity, and place is integral to the experiences
and construction of old age (Kontos, 1998). Hence, home is attached to feelings of
comfort, familiarity, independence, security and a source of identity (Bland, 2005; Jaye
et al., 2015; Robertson & Fitzgerald, 2015; Wiles et al., 2009).
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3.5 Adjustment
This section describes an overview of literature on the adjustment process of older
adults in residential care centres. I explain that these studies show acceptance is the
most common approach adopted by older adults to normalise their life in residential
care. I then describe the coping strategies adopted by older adults to adapt to the
changed living environment.
The adjustment of older adults in residential care is influenced and related to leisure
activities. It is important to understand the adaptation process of older adults in
understanding the lived experiences of older adults. Ample leisure opportunities
strengthen and motivate older adults during their adaptation process. In order to
explore the leisure experiences of older adults, it is important to develop a firm
understanding of the adaptation of older adults in residential care. Hence, I present an
understanding of the adaptation process of older adults.
Adjustment is driven by internal factors (positive attitude or religiousness) and external
factors (family, friends and social support) of older adults (Atchley, 1999). Nimrod
(2007) defined transition in later years as a phase of leisure, where older adults have
enormous free time and a period of adaptation. Michalos (1980) states that life changes
influence levels of satisfaction for a while, but the same condition in the long run results
in adaptation and people revert to their previous roles. This process has been defined as
a “hedonic treadmill” where people apply some kind of compromise to their living
conditions. A study conducted of middle adulthood from ages 34 to 43 years (based on
54 case studies) found that leisure activity is important for adjustment and adaptation
with the issues of transitions of life (Freysinger, 1987). Similarly, a study among 243
retirees in Australia emphasised the importance of activities such as watching television
and listening to music as well as social engagement and networks in adjustment (Earl,
Gerrans, & Halim, 2015). A qualitative study using focus group discussion among 34
older adults who attended senior centres reported that older adults develop adaptation
strategies to overcome challenges in achieving autonomy, competence and relatedness
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(Dattilo, Lorek, Mogle, Sliwinski, Freed, Frysinger, & Schuckers, 2015). Silverstein and
Parker (2002) suggested that activity participation is an adaptive strategy among older
adults to compensate for social and physical loss.
Transitioning to a rest home is traumatic, stressful and life changing for older people
(McKenna & Staniforth, 2017; Tobin & Lieberman, 1976) and challenges older adults to
develop feelings of familiarity and belonging (Rowles, 1991). Despite the challenges,
evidence shows that older adults regard the ageing process as normative and most
achieve life satisfaction through successful adaptation and acceptance (Ranzijn &
Luszcz, 1999). These studies have asserted the importance of considering the sudden
change of routines, privacy and roles of older people in an institutional context as they
have to adapt to the rigid routines, reduced privacy and dependence.
A phenomenological study of Porter and Clinton (1992) of 243 participants in nursing
homes argued that scholars are drawing from coping and crisis theory in order to
explain the adjustment experiences of new residents (see Tobin & Lieberman, 1976;
Brooke, 1989 Lazarus, 1966) which no longer fit with the individual’s unique
characteristics. The researchers found 11 passive adjustment approaches, which were
influenced by admission status, a person’s life history, person-environment mesh and
beliefs. The most common approaches among the residents were reframing their
negative perceptions of institutional life, getting used to it and going along.
The literature reveals that adjustment has different phases, which can vary from one
individual to another. In general, the adjustment process ranges from one month to a
year. Some people adjust quickly, while others take more time to adapt to their new
environment. Many studies have found that the first or second month is the hardest
phase of adjustment. Brooke (1989) described four phases of adjustment in her study.
The first phase is called disorganisation, which lasts about six to eight weeks for most
residents due to challenges in dealing with past and present loss. The second phase is
reorganisation, which begins in the second or third month with the challenge of finding
meaning in life through institutionalised experiences. The third phase is building
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relationships, which begins after three months where the challenge is to develop
relationships with family, staff and co-residents and stabilisation occurs within three to
six months of admission where the challenges are in maintaining self-identity. Brooke
further asserted that adjustment phases differ between voluntarily and involuntarily
admitted residents. A number of studies such as Brownie et al. (2014), Johnson, 2010,
and McKenna and Staniforth (2017) elucidated that involving older adults in the
decision to move and providing enough information and time helps in the adaptation
process in residential care.
A study on the meaning of leisure concluded that leisure is not only important for wellbeing but also important for successful adjustment and adaptation during the
transitions (Freysinger, 1987). A study in New Zealand and the United States asserted
that the meaning of leisure and the value people draw from it depends on their personal
characteristics (Donald & Havighurst, 1959).
A phenomenological study by Hersch, Spencer, and Kapoor (2003) based on the
adaptation experiences of five older adults identified a sense of place and a sense of self
as the indicator of adaptation among older adults. Furthermore, maintaining physical
needs, meaningful activities and developing social relationships can develop a sense of
place. Older adults adapt in new environments through resilience (Brandburg, 2013),
reframing activities, constructing new social relations, and developing connectedness
(Han et al., 2016). Social support and the physical environment are other aspects linked
to the adaptation process. Hence, adaptation is a cumulative process where older adults
seek adaptation strategies in connection with their past, as well as being open to try
new experiences. This further enhances positive attitudes such as “making the best of
it,” “I am better than others,” and “I am independent.”

3.5.1 Acceptance
The gerontological literature to date has paid little attention to the concept of
acceptance, although there has been a growing interest in recent years. The concept of
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acceptance emerged from the work of Dittmann-Kohlj (1990), Keller, Leventhal, &
Larson (1989), Wallace (1992), Erikson (1959/1980) and Ranzijn & Luszcz (1999).
Acceptance is one of the processes of adjustment. Accepting one’s living condition
results in developing positive feelings and reduces the impact of losses (Bradshaw et al.,
2012; Clare et al., 2008). Accepting all changes in lives leads to adaptation in a new
environment. Acceptance of life changes is higher among older adults because they
accept age-related changes as part of a normal ageing process more than other age
groups (Ranzijn & Luszcz, 1999). In their study, Ranzijn and Luszcz (1999) found a
reciprocal relationship between acceptance and well-being and health and well-being. A
positive attitude develops resilience in order to provide strength to accept care home
life. According to Erikson’ psychological theory, self-acceptance is crucial in later life as
it is considered one of the components of well-being. This enables older adults to
maintain independence and resilience in order to strengthen internal resources to
thrive in life in care homes, despite restraints (Walent, 2008).
Acceptance easily fits within one’s cognitive behavioural framework and helps to alter
thoughts from frailty and isolation to a positive attitude towards the situation as it
appears. The work of Ranzijn and Luszcz (1999) in Australia among 840 community
dwellers aged between 74 and 105 years, suggested that acceptance is a component of
well-being rather than a contributor, because acceptance is a psychological factor which
helps to enhance coping strategies to develop positive attitudes in life, despite losses.
Conversely, lower levels of acceptance towards age-related changes may lead to despair.
Therefore, high levels of acceptance result in high levels of well-being. However, the
authors argued that there is not much evidence in the literature of the link between
acceptance and well-being.

3.5.2 Coping Strategies
Atchley in his longitudinal study among 335 older adults found three major coping
strategies mentioned by the participants: relationships (family, marriage, and friends),
positive attitude (optimistic outlook, perseverance, loving life, sense of personal agency)
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and spirituality (God’s grace, praying, spiritual journey, relationship with God). Coping
is the crucial variable that influences human adaptation. Adaptation becomes easier by
basic coping resources such as adequate income, good health, high physical functioning
and adequate social support (Atchley, 1999). An absence of basic coping resources in a
person’s life increases the difficulty in adapting to change.
People generally seek to change things, and if they are unsuccessful in achieving change
they use cognitive modes to change the meaning of the situation. Coping thus refers to
the thoughts and actions that individuals use to handle difficult situations in order to
maintain a balance between themselves and their environment. The coping strategy is
generally adopted to adjust to the changed living circumstances. Moving to a new
environment following a life event such as chronic illness or the death of a family
member is stressful, and forces the individual to change their attitude and behaviour
either by reducing it or avoiding it. It is important to provide sense of order and
continuity for people as they struggle to make sense of stressful life events.
Older adults apply both active and passive coping strategies in order to adapt (Bergland
& Kirkevold, 2006). Coping is a psychological mechanism and coping strategies among
older adults can be categorised as problem-focused or emotion-focused. The
implementation of problem-focused strategies in older people is difficult due to
inevitable age-related declines. Hence, emotion-focused strategies such as acceptance
contribute to maintaining well-being. Being able to thrive in care facilities through the
development of positive attitude and acceptance of an undesirable situation makes an
active decision to make the best of their present life. Rowe and Kahn (1998) suggested
that this behaviour should not necessarily be considered passive because great effort
has been made to accept the unfavourable and uncontrollable situation. In this regard,
older adults in care facilities use emotional strategies in order to cope with the changed
circumstances, for example denial, resilience, reinterpretation, wishful thinking,
avoidance, rescaling of goals, rearranging values and their religious faith. Many studies
have shown that leisure participation is a coping strategy of older adults in order to
maintain independence, dignity and control through affirming self-identity (Clare et al.,
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2008; Bergland & Kirkevold, 2006). Also, leisure participation develops the ability to
resist problems that develop as a result of advancing age (Nimrod, 2011). Being able to
make choices is one of the most important tools in maintaining independence in rest
home care (Kimondo, 2012).
The challenges faced by the residents include having to adhere to regulations, a lack of
private space, a feeling of isolation from the outside world, busy staff and cognitively
intact co-residents. This living environment contradicts the home environment where
they come from. Preparing to live in such an environment is obviously a traumatic and
stressful situation for many older adults. Therefore, they need to compensate for their
preferences for living in their home and develop strategies that help them to overcome
such a stressful situation. Many studies have suggested that family, friends and staff play
an important role in encouraging older adults to cope with the changes in life and
environmental settings (Grenade & Blody, 2008; Janke et al., 2008). Similarly, older
adults regulate their sense of humour as a coping strategy to distract them from the
stressful situation, as they feel that the situation is beyond their control and cannot be
changed. In this regard, they seek positive means to cope with age-related losses
(Simon, 1988). The telephone also plays an important role in institutionalised life as it
enables connections with family and friends and provides strength to cherish life in
nursing homes (Hjaltadottir & Gustafsdottir, 2007).
Iwasaki and Mannell (2000) have argued that participating in leisure activities is one of
the coping strategies to overcome stress in order to maintain good health. Despite the
importance of leisure involvement, there is still debate because age-related frailty limits
the ability to participate in leisure activities and decreases the level of coping resources
(van der Meer, 2008). Therefore, there is demand for further investigation into how
older adults deal with the challenges brought on by functional and cognitive
impairments. Additionally, research is lacking on these issues among institutionalised
older adults (Ouyang, Chong, Kin, Ng, & Liu , 2014).
Summary
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The above section describes the leisure experiences of older adults in residential care. I
have described losses experienced by older adults due to their relocation and how this
loss influences adaptation. The loss of home, family, friends, community and activities
increases feelings of isolation and loneliness. Due to a loss of independence, institutional
routine policy and unfamiliar environments, older adults find it difficult to accept rest
homes as home and this fosters feelings of loneliness, boredom and depression due to
the unfamiliar environment. I also highlighted the importance of a favourable
environment in offering ample leisure opportunities and minimising feelings of
loneliness, boredom and depression in rest homes as suggested by Eden Alternatives.
Developing a connection with nature and community is required in order to generate
various leisure opportunities in residential care centres.
I explained the importance of leisure activities among older adults during their
adaptation in residential care. The adaptation process begins with acceptance of the
situation and the development of various coping strategies. The activities help
strengthen and motivate them to adjust well, despite various challenges. It is important
to understand the role of leisure activities and the adaptation process among older
adults in residential care as key to life satisfaction and well-being in later life. The next
section describes the life satisfaction and well-being of older adults in relation to leisure
activities.

3.6 Life Satisfaction and Well-being
In this section, I introduce the concepts of life satisfaction and well-being. I then discuss
in detail the following aspects: leisure activities, personalised care, social relationships
and networks and meaningful activities in relation to life satisfaction and well-being.
Well-being has been interpreted as both an objective and subjective concept. An
objective concept of well-being measures the available resources and income. A
subjective aspect of well-being generally refers to the happiness and satisfaction an
individual achieves in their life which is related to the body, mind and circumstances in
99

which they live (Diener, Lucas, & Scollon, 2006). Life satisfaction is one of the main
indicators of well-being. Hence, it is important to understand the life satisfaction of
older adults in order to measure well-being. Previous studies have reported the positive
relationship between leisure activities and well-being in later life (Chang et al., 2014;
Ryu & Heo, 2018). A study by Paggi et al. (2016) demonstrated the importance of leisure
activities for older adults and urged the development of an intervention to offer a
variety of activities, regardless of physical ability, to improve the well-being of older
adults.
There is growing concern about determining the life satisfaction of the older population
in residential care due to the paradox of leisure. Studies have shown the link between
leisure

activities

in

determining

self-confidence,

self-esteem,

connectedness,

belongingness, happiness, enjoyment and social interaction in maintaining the wellbeing of individuals. Often life satisfaction among older adults is linked to leisure
activities. Participation in activities enhances feelings of fulfillment, achievement, sense
of belonging and connection despite chronic illness among older people. Scholars have
often described life satisfaction as a complex term associated with one’s emotional state.
In another words, it is an evaluation of one’s life as a whole. The level of satisfaction
generally depends on maximizing feelings of happiness. A study by Hall et al. (2011) in
the United Kingdom found leisure activities, friendships, social relationships, peace and
independence as the most important quality of life domains in institutional settings.
Various studies have identified health satisfaction as one of the important components
of life satisfaction in later life (Beaumont, 2011; Hutchinson & Warner, 2015). Health in
later life can be viewed from a subjective lens, despite physical health losses. The ability
to participate in activities is related to the health satisfaction of older adults in
residential care (Brajsa-Zganec et al., 2011; Nimrod, 2007). Older adults in residential
care tend to see their health as a relative concept. A study of Janečková, Dragomirecká,
Holmerová, & Vaňková (2013) of 364 older adults ranging in age from 59 to 102 years
found older adults use positive attitudes to manage their life in residential care despite
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poor health. They asserted that individual care plans, the consideration of individual
needs, social contact, and psychological growth provide satisfaction in life.
Life satisfaction is the measure of broader terms such as “successful ageing” and “wellbeing.” This is further expressed in other positive terms such as “active ageing,”
“productive ageing,” “healthy ageing” and “positive ageing.” The concept of life
satisfaction is related to subjective life experiences. However, the applicability of these
concepts under care has attracted much criticism. Indeed, older adults in care facilities
are more susceptible to poor physical and cognitive functioning, which might lead to a
decline in life satisfaction. Increased frailty adds a further challenge as it might affect the
ability to practice the concept of “successful ageing” in institutional settings.
Atchley (1989) introduced the concept of “successful ageing” and proposed continuity
theory as an explanation of normal ageing, later defining successful ageing as adapting
to situations by maintaining identity despite the losses of old age. This has been
described in detail in Chapter 2. The active ageing model mainly refers to maintaining
happiness among older adults even in the presence of disease and disability. Many
developed nations have adopted these concepts to promote health and social
participation of older adults in order to reduce the economic cost of an ageing
population. Hence, these nations have shifted the health systems from curative to
preventive. The new health system empowers an individual to maintain their own
health in order to achieve successful ageing that refers to the feeling, emotions and
satisfaction of one’s life physically, psychologically and socially. Hence, achieving
satisfaction in all aspects results in well-being. Successful ageing emphasises life
satisfaction, mastery, growth, independence, and active engagement with life without
any illness and disability. Similarly, many aspects such as self-acceptance, positive
relationships, personal growth, purpose in life, environmental mastery, autonomy,
connectedness, and meaningful activities are measures of well-being.
Self-acceptance is achieved through a positive attitude towards life. Personal growth is
related to continued development, new experiences and knowledge. A purpose in life
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denotes having goals, a sense of direction in life and a meaningful life. Environmental
mastery means being able to manage a complex environment and feeling of
completeness. Autonomy concerns making decisions and maintaining an independent
life. Having positive relationships with others refers to building trusting and satisfying
relationships. Connectedness is achieved through social relationships with others
including family, friends, community, staff and the outside world. Meaningful activities
are those which develop a sense of belonging, enjoyment and a sense that life is worth
living. A study by Bradshaw et al. (2012) asserted that older adults show concern about
a lack of autonomy and difficulty in establishing relationships with others.
Moreover, life satisfaction among older adults is a multidimensional, holistic concept,
and is often merged with the terms “well-being” and “quality of life”. Well-being and
quality of life is the result of the satisfaction of one’s psychological needs which is
generally associated with mood, positive emotions and negative affect and cognitive
evaluation of one’s life. Evidence shows that older adults experience life satisfaction,
despite disability and illness. Declining abilities, loneliness, disease and depression are
associated with ageing. Despite these issues older adults can still possess the potential
to manage their life in care facilities (Falk, Wijk & Falk, 2012). Determining the wellbeing of older adults in later life is a “paradox.” It is difficult to define and measure and
cannot be explained solely with a single factor as it contains both subjective and
objective elements (Gabriel & Bowling, 2004). The empirical evidence shows that older
adults, despite illness, disability and depression report their satisfaction with the global
quality of life and good health. Life satisfaction among older adults can increase or
decrease depending on their situation and circumstances. Bradshaw et al. (2012)
identified acceptance, adaptation, connectedness, a home-like environment and caring
practices as the most important aspects of ageing well in care homes. An environment
that provides familiarity, connections and security makes an acceptable environment
within which to live and contributes to life satisfaction. Furthermore, the familiarity of
people and place is essential in order to feel a sense of security, attachment and
belonging (Clare et al., 2008).
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The importance of quality interactions has been documented among older adults,
particularly in residential care. Fewer family visits, cognitively impaired co-residents
and heavy staff workloads are the reality of residential care, which hinder interactions
(Tu, Lai, Shin, Chang, & Li, 2012). A qualitative study conducted in a long-term care
facility in Canada found that staff had limited time to talk to and interact with residents,
and emphasise the importance of good relationships and interactions between staff and
residents in enhancing life satisfaction in residential care (Coughlan & Ward, 2007).

3.6.1 Leisure Activities, Life Satisfaction and Well-being
Numerous studies have shown positive link between leisure activities, life satisfaction
and well-being in later life (Beger 2010; Iwasa & Yoshida, 2018; Newman et al., 2014,
Kim et al., 2015; Minhat et al., 2014; Toepoel, 2013). Leisure is increasingly linked with
notions of well-being, and in this section I present the theoretical connections and
research establishing this link. Experiences such as enjoyment, relaxation, personal
fulfilment and a sense of pleasure make us satisfied when we pursue activities in our
leisure time (Page & Connell, 2010; Kim et al., 2015). Many researchers have linked the
association of leisure activities with life satisfaction in old age including physical,
cognitive and social well-being (Hoe et al., 2013; Newman et al., 2014; Silverstein &
Parker, 2002). Leisure activities are considered an important tool in enhancing quality
of life (Toepoel, 2013). According to activity theory (as described in Chapter 2), high
levels of participation are required in order to maintain psychological well-being
(Havighurst, 1963). Despite the positive relation, Diener and Biswas-Diener (2008)
argued that less is known about how and when leisure influences well-being. Similarly,
continuity theory suggests that despite obstacles in old age, older adults need to remain
active and involved in order to adapt within the changed circumstances (Atchley, 1989).
Both theories emphasise being active to achieve happiness in later life.
From an ageing perspective many researchers have asserted the importance of leisure
activities in achieving life satisfaction not only among community dwelling older adults
but also in residential care settings. O’Sullivan (2005) argued that leisure activities
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provide an opportunity for older adults in residential care to achieve good health and
life satisfaction. The three terms: leisure activities, leisure benefits and life satisfaction
are intertwined. The literature shows various approaches applied to leisure which can
be categorised under three different perspectives; for example, pattern and time
perspective (Tsai & Whu, 2005), specific leisure activities such as gardening, digital
games, cycling (Maillot, Perrot, & Hartley, 2012) and categories of physical, nonphysical, solitary, and social activities (Kahana, Bhatta, Lovegreen, Kahana, & Midlarsky,
2013; Silverstein & Parker, 2002).
Older adults adopt the new leisure activities in order to achieve meaning in life, which
results in well-being (Nimrod & Hutchinson, 2010; Nimrod & Rotem, 2012).
Participation in leisure activities provides leisure benefits and these benefits leads to life
satisfaction as explained in the above section. A study carried out in Israel of older
adults aged 50 and over demonstrated that participation in leisure activities resulted in
leisure benefits such as essentiality, growth, challenges, companionship and work-life
(Nimrod, 2007). This study found that participation in activities was important from the
older adults’ perspective. Similarly, Kleiber and Nimrod (2009) revealed that leisure
involvement is an opportunity for older adults to maintain personal growth,
development and companionship by strengthening social and personal relationships.
Nimrod (2007) argued that not all activities lead to satisfaction; therefore the benefits of
participation depend on the activity, based on the individuals’ preference to achieve
satisfaction. Therefore, leisure develops a compensating capability in later life, despite
ill-health and less social and family contact, as explained by Baltes and Baltes (1990).
However, Nimrod and Shrira (2016) presented the paradox of leisure as both benefit
and constraint, and suggested that older adults maintain well-being to some extent
through leisure participation but the constraints to leisure participation increase as
people age. A quantitative study by Johnson et al. (2014) of 324 (222 cognitively intact
and 104 cognitively impaired) older adults over 50 years in Northeast Ohio highlighted
the importance of leisure engagement, regardless of cognitive impairment, for older
adults’ well-being. Hence, leisure participation is important in later life because it acts as
a resource for resilience and coping skills.
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A study by Duvdanvay and Arar (2004) in Israel highlighted the importance of
friendship and leisure participation in achieving a higher quality of life. They also
revealed the association of friendship among intellectually disabled older adults. The
study emphasised the importance of friendship in enhancing the quality of life of older
adults living in foster homes and the community, living with and without disabilities.
Their findings show that friendship is a motivational factor among older adults for
leisure participation. The individual with more friends is more likely to take part in
activities.
A study conducted by McGuinn and Mosher-Ashley (2001) in Massachusetts found that
generic activities provided by long-term care did not enhance the life satisfaction of the
participants. Activities chosen by individuals did, however, have a positive relationship
with life satisfaction. Therefore, it is necessary to develop the activity according to the
interests of the individual. Mozley (2001) explains the importance of leisure activities in
maintaining both physical and mental health of older people. He also argues that the
research has been more focused on older people living in the community, and that more
research is required to understand the experiences of those living in care. It has been
argued that to ensure a good quality of life for older adults there must be an equal
contribution from the resident, family members and staff.
A study by Pagan (2014) found that life satisfactions among older adults were
determined by the nature of leisure activities. The study found that going on holiday
trips, social relationships and cultural events develop self-esteem, confidence, personal
development, autonomy, optimism and a sense of being healthy. However, Pagan argued
that these activities are more popular among healthier older adults than physically and
psychologically disabled older adults. He emphasised the importance of facilitating a
range of leisure activities for disabled and frail people, and developing an inclusive
leisure environment. Those activities more strongly related to life satisfaction are less
accessible to disabled older adults.
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Regular participation in social, outdoor and sports activities positively affects life
satisfaction, but it seems that in recent years these activities have been lacking among
older adults’ leisure experiences. Although some studies have highlighted the benefits of
social, outdoor and sports activities this may not be relevant to older adults living in
institutional settings as they have fewer social contacts and more frailty than older
adults residing in the community. A study by Kelly, Steinkamp and Kelly (1987) (as cited
in Parker, 1996) found that social activity and travelling is associated with higher levels
of life satisfaction among adults aged between 65 and 74 years, and home-based
activities are associated with adults of ages 75 years and older.
A cross-sectional study among 577 older adults aged eighty plus in Sweden showed a
significant association of life satisfaction with health, partnership relationship, leisure
and activities of daily life. The study further reported that increased frailty hindered life
satisfaction (Wilhelmson, Fritzell, Eklund, & Dahlin-Ivanoff, 2013). Kimondo (2012)
suggested that decisional autonomy is important among older adults in nursing care to
achieve life satisfaction. Feelings of isolation were another issue among the residents
because of less contact with family and friends, as well as being unable to go outside.
Hence, studies have highlighted the importance of social support in later life. Krause
(2004) suggested the importance of social support in maintaining life satisfaction in
stressful life events and further argued that all older adults might not respond in the
same ways. The difference particularly depends on the cohort in which the older adults
are embedded. The author linked the importance of life satisfaction with the ageing
theory of Erikson (1959/1980), where the human body is considered a development
process and has to undergo different phases of life. The later phase is considered to be a
stage of crisis, where older adults have to fight against their integrity versus despair.
The successful accomplishment of this crisis leads to a meaningful life. However, the
process is very difficult for older adults to make sense of and find purpose in life and
maintain satisfaction on the basis of lived experiences. Older adults need to manage
troubling emotions such as shame, anger, and anxiety in order to develop a sense of
integrity and life satisfaction.
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The satisfaction level has also been measured on leisure participation in many studies.
Parker (1996) noted that higher life satisfaction is associated with higher engagement.
Social activities, crafts and hobbies are more strongly correlated with life satisfaction
than cognitive and physical activities. Parker further mentioned that there is no
relationship between time spent in leisure and life satisfaction. He suggested taking into
account the individual’s history, interests, values and culture before suggesting which
leisure activities could add meaning to their life and facilitate motivation.
Krause (2004) revealed the importance of social support among older adults in
maintaining life satisfaction. The emotional support of family and friends helps them to
overcome traumatic life events. The oldest adults show higher levels of courage in
maintaining their life satisfaction through emotional support than any other age groups.
Erikson (1959/1980) also pointed to this in his later work, and asserted that this could
be because those oldest are closest to death.
A longitudinal study revealed a decline in the life satisfaction of older adults aged 85 and
above (Gerstorf, Ram, Estabrook, Schupp, & Wagner, 2008). However, other scholars
have reported that the level of life satisfaction remains stable in later life (Baltes &
Carstensen, 1996; Staudinger, 2000). In contrast, Schilling (2006) argued that stability
in life satisfaction was similar among both old and young age groups. Kimondo (2012)
found that lack of autonomy, feelings of isolation, lack of private space, and the rules of
institutions hinder the life satisfaction of older adults. Hence, he suggested that
maintaining decisional autonomy, good relationships with caregivers and flexible
personalised care is important for life satisfaction. A qualitative study among 15 older
adults aged between 80 and 94 in Sweden found that activity, independence and
adaptation was a significant contributor of life satisfaction (Aberg, Sidenvall, Hepworth,
O’Reilly, & Lithell, 2004). Furthermore, the authors concluded that adaptation was one
of the most significant factors in enhancing life satisfaction, despite loss of activity and
independence among frail older adults. The lack of ability to engage in the activity of
their preference and daily life requires several coping strategies to affirm satisfaction
within negative life events. Recalling memories provides meaning and a sense of self to
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the older adults under unsatisfactory life situations. Personalised care, meaningful
activities, and social contacts are key aspects associated with the life satisfaction of
older adults, despite physical and cognitive decline.

3.6.2 Personalised Care
The concept of personalised care has received extensive attention in recent research
because of the unique characteristics of older adults. Following a fixed routinised
system might not help in identifying their unique characteristics. For some older adults
autonomy might be very important and others might like to maintain privacy, or having
social contacts and visiting different places. Moving into residential care foster a feeling
of loss among older adults. They sense the loss of material possessions, as well as
functional and past roles. These factors hinder life satisfaction. Therefore, it is important
to understand older adults individually to fulfil their needs as per their preferences. This
develops autonomy as they are able to make decisions about what they want and how
they like to do things. Murphy et al. (2007) advocated that flexibility in the care system
is necessary to bring about a change in the institutional environment and culture.
Davison et al. (2019) highlighted the lack of individualised care and lack of autonomy in
residential care. Residents should have opportunities to put their views forward and its
implementation reflects the cultural change where residents receive care in a flexible
manner.

3.6.3 Social Relationships and Networks
In this section, I describe well-being research focusing on social relationships among
older adults. Many studies have established the importance of social relationship in
maintaining well-being of older adults (Bradshaw et al., 2012; Chang et al., 2014; Cahill
& Diaz-Ponce, 2011; Yeung & Rodgers 2017). A survey among 39 residents and 31
family members of two residential care highlighted dignity and relationships as key
factors in maintaining quality of life of residents. This was achieved through respect and
a good relationship with staff, co- residents and family in residential care (Yeung &
Rodgers, 2017). A study by Cahill and Diaz-ponce (2011) and Fernández-Mayoralas et
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al. (2015) also identified social relationships as the most important aspect of quality of
life among older adults living in residential care.

3.6.4 Meaningful Activities
Meaningful activities have also been linked to well-being, and I explore the link in this
section. Kimondo (2012) highlighted the importance of meaningful activity in
maintaining life satisfaction in a nursing home. He suggested that staff need to
understand the preferences and interests of each resident while choosing activities.
Organizing activities as per older adults’ interests, capacities and expectations maintains
independence, autonomy, dignity and self-control, which are the key indicators or
sources of life satisfaction as they develop a sense of meaning in life (Murphy et al.,
2007) through connectedness (Han et al., 2016), social relationship and networks
(Yeung & Rodgers, 2017). A study conducted in Australia among older Italians also
emphasised the importance of meaningful leisure activities in maintaining positive
subjective experiences and health benefits (Pereira & Stagnitti, 2008).
The majority of the research in this area has highlighted the importance of outings and
socialisation as meaningful activities for both physically and cognitively impaired older
adults. These activities enhance a sense of connectedness, stimulate the brain, provide
companionship and help in recalling memories. Hence, more consideration should be
given to arranging frequent family and friend visits, outings, and inviting community
into care facilities. This will reduce feelings of isolation and develop a sense of
connection to the outside world. Numerous studies have shown the importance of
outings for both physically and cognitively impaired older adults (Murphy et al., 2007).
Social contacts become an important and meaningful activity among older adults, as
they are no longer able to see family and friends in institutional setting. A number of
factors such as geographical location, lack of time, fitting with institutional routine and
stigmatised institutional life decrease the social networks of older adults. Hence social
networks become threatened among co-residents mainly due to frailty, death of co109

residents, and individual personality. This notion has also been supported by Taylor and
Kay (2015) who argue that engagement in activities involves interaction and provides
meaning in order to shape one’s identity.

3.7 Summary of Chapter Three
This chapter pointed out that the concept of leisure is multidimensional, especially in
relation to older adults residing in residential care. I then highlighted the benefits of and
barriers to leisure participation. The meaning of leisure is attached to the benefit
achieved by an individual from leisure participation. The barriers to participation are
associated with frailty, transition to residential care and losses. Increased frailty is
connected to prolonged lives, which has resulted in an increase in diversity in the needs
of older adults and impacted on their leisure participation. This chapter explained the
interrelated dynamics between leisure participation, adaptation and well-being in
describing the leisure experiences of older adults. The next chapter describes the
methods and methodological approach applied in this study.
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CHAPTER FOUR
METHODOLOGY AND METHODS
This chapter describes the methodological foundations of this research. The purpose of
this study was to inquire into the leisure experiences of older adults in a residential care
context. In this chapter I explain how phenomenology can be used to explore the
meanings residents assign to their leisure experiences. The chapter also addresses the
ethical considerations of the study and provides information on the geographical
location of the research and the processes of data collection and analysis. I then address
reflexivity and rigour.

4.1 A Phenomenological Approach
As a research methodology, phenomenology is uniquely positioned to generate
understanding of lived experiences. It has recently become a widely-used qualitative
research method in several disciplines, including gerontology, health, and nursing.
(Tuohy 2013; Neubauer, Witkop & Varpio, 2019). Phenomenology is both a
philosophical and a research approach (Tuohy et al., 2013; Dowling 2007). It can be
divided into two types – descriptive and interpretative.
Descriptive phenomenology was introduced in the 20th century by the European
philosopher Edmund Husserl (1970), who is known as the father of phenomenology.
Husserl introduced “descriptive or transcendental” phenomenology, which was later
expanded by others including Heidegger (1996), Schutz (1972) and van Manen (1990)
into “interpretative phenomenology. This approach, also known as hermeneutics
phenomenology, moves away from description to seek meanings from individuals’
experiences.
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The phenomenological approach is employed in order to understand the ‘life-world’ or
“lived experience” of an individual. In general, this involves exploring the lived
experiences of people in social contexts. Heidegger believed that human existence is
inherently concerned with “being” and describes phenomenology as a “theory of the
unique; it is interested in what is essentially not replaceable,” hence phenomenological
research always begins in the life world of participants (van Manen, 1997, p 7).
“Life-world” refers to being and becoming through the natural attitude or everyday life
of the person. van Manen (1990) explained the aim of phenomenology “as gaining a
deeper understanding of the nature or meaning of everyday experiences” (p. 9).
Interpretative phenomenology involves four different concepts: “being in the world,”
“fore–structures,” “life world existential theme” and “hermeneutic circle.” People’s lives
are influenced by the social, cultural and political context of their lived worlds (Flood,
2010). The main point, for our purposes, is that interpretative phenomenology supports
the idea of having pre-understanding or knowledge about the phenomena under
investigation, because interpretation will be guided by the researcher’s preunderstanding. Therefore, phenomena can never disclose themselves entirely and
require interpretative work to understand their meaning.
Descriptive and interpretative phenomenology differ with respect to their approach
(description versus interpretation) and their treatment of researcher subjectivity
(Liamputtong, 2013). The main aim of descriptive phenomenology is to simply describe
the experiences of participants Interpretative phenomenology goes beyond description
to interpretation of the phenomena to look. The role of the researcher in the inquiry is
another key difference. The descriptive approach advocates bracketing the researcher’s
subjectivity to see the experiences as the participant experiences them. This is achieved
by the researcher setting aside their a priori knowledge, biases, beliefs and assumptions.
However, the interpretative phenomenological approach assumes that the researcher’s
past experiences and knowledge are valuable guides to the inquiry (Lopez & Willis,
2004).
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An interpretative phenomenological qualitative research design developed by van
Manen (1990) is a popular and suitable method in the field of ageing research. This
approach allows participants to talk freely in their natural settings without any pressure
or stress, as it involves a subjective approach and focuses on an understanding of human
experiences. It explores actual meanings from the perspective of the participants, which
is important in order to understand the problem or issues from their perspective.
At the start of this study, my personal knowledge of rest home life was informed by my
cultural background in Nepal. Due to demographic transitions and changing culture, the
possibility of being a rest home resident is increasing for older adults in Nepal. So the
study of residential care in New Zealand might prepare me to better understand and
intervene in my own culture.
I prepared to enter into the New Zealand residential care sector by volunteering in a
rest home prior to the onset of data collection. I also immersed myself in professional
and academic literature on older adults’ lives in residential care and diverse theories of
ageing.
Local phenomenological research into the well-being of community dwelling oldest-old,
(Wright-St. Clair, 2008) and all in a day’s work (Kiata-Holland, 2010) has provided
useful examples for choosing a phenomenological research design to describe the lived
experiences of older adults. Phenomenology as a research methodology in the above
studies has been chosen in constructing meanings of rest home life from the lived
experiences of older adults. Like these studies, I also adopted a phenomenological
approach in describing the phenomenon as experienced by the participants, and
interpreting the hidden meanings in the experiences of the participants. This approach
is particularly useful when little is known about the phenomena, in order to understand
the behaviours, beliefs, views and emotions of participants from their perspectives and
the meaning they give to their experiences (Hennink, Hutter, & Bailey, 2011).
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This study is based on the understanding of phenomenology developed by van Manen
(1990), who defined interpretative phenomenology as a human science approach for
exploring lived experience. He believes that both description and interpretation are
important in phenomenological inquiry. Description concerns what the participants
have experienced, whereas interpretation goes beyond description to look for meanings
and implications within participants’ accounts that may not be apparent to them. This
involves two steps: first, participants interpret their own experiences, and then the
researcher interprets their accounts (Smith, Flowers, & Larkin, 2009).
Phenomenology is based on the principle of “intentionality” because it describes the fact
of being and becoming in the world through the experience of lived time, space, lived
body and lived human relations. It is thus retrospective in nature, as meaning is derived
from and based on past experiences. This study fits within this framework because the
participants’ experiences are centre-stage. This study draws on the understanding of
van Manen (1990), who followed the ideas of Husserl (1970), and applies life-world
existential themes to reflect on how people experience the life world through the four
fundamental existential themes of “lived body,” “lived space,” “lived time” and “lived
relation” as defined below. van Manen (1997) argued that these themes are interrelated
and cannot be separated to understand the life world.
The “lived body” is the concept of embodiment in the world. Embodiment refers to the
body as seen by oneself and perceived by others. van Manen (1990) suggested that
when health is sound, the body is predominantly experienced silently. However, poor
health centralises the body. In good health older people do not necessarily feel old. The
feeling of being old may arise as their body functions are disrupted by ill-health. The
body and the world are intertwined (Finlay, 2006, p.19), in such a way that an interplay
occurs between the body, which explores the world, and the world which discloses itself
through the body –a process that is termed “intersubjectivity” (Schutz, 1970). From a
phenomenological perspective, it is important to learn how the lived body is
experienced in order to foster a deeper understanding of human experience.
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Placing ageing bodies in cultural and social settings is challenging because the body is
always located in place, and body and place are linked to lived experiences. The lived
body generally represents individuals’ experiences and is influenced by the
environment in which they are living. The concept of body has biological, social and
cultural aspects in terms of the way we experience our bodies and the world through
our bodies. Merleau- Ponty (1945/1962) argued that subject and the world have been
poorly understood by both science and philosophy. Human experience is “the result of a
unique relationship between embodied subject and that it shows itself to him/her at
every instant” (Bullington, 2013, p. 23). He presented body as both material and selfconsciousness. Body, mind and world are intertwined and constitute a unique field. He
described body as subjective body in “dialogue with the world.” Our body, mind and
language, history and culture always influence our lived experiences; thus, we cannot
discuss the body apart from its mind and world. Therefore, body is a socially
constructed phenomenon, and its actions occur within social and cultural relations.
Applying the notion of subjective body to ageing is important since the body is “a vehicle
for thinking, feeling and acting” (Kirmayer 1992, p. 325). Often gerontologists present
older people’s bodies as the source of decline in physical and cognitive health.
Occurrences of illness among older adults highlight the impact on their everyday lived
experience and portrays them as bodily incapacitated. This blurs the vision of successful
ageing. Older adults require a residential care environment in order to perform
activities such as getting up, dressed, washed, moved, fed, and toileted. Reduced
capacity in these activities represents the experiences of ill-health and they are
undoubtedly constructed negatively. The negative body is often stigmatised (Goffman,
1968); however, despite having frail and disabled bodies, many older people have
shown positive attitudes towards the ageing process. In this study, I refer to the lived
body as a body living with various health challenges, including functional, cognitive and
medical diagnoses.
van Manen (1990) defined lived space as the location where the person lives. He further
described how lived space impacts on the person’s feeling (felt space) of personal space
(home) and impersonal space (workplace or business and communal space). As he
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noted, “we become the space we are in.” We easily talk about mathematical space
comprising length, height, depth and distance, but we seldom discuss the feeling of
space because huge spaces can make us feel small and small spaces can make us feel
free. van Manen (1997) asserted that being alone in an unfamiliar space can create a
sense of loss, strangeness and vulnerability, but also the possibility of excitement or
stimulation. Hence, it depends on individual variation in how they experience and feel
about space. Space impacts on people’s lives. The same space could make some people
feel vulnerable, but create worthwhile opportunities for others. As van Manen stated,
“Walking alone in a foreign and busy city may render a sense of lostness, strangeness,
vulnerability, and possibly excitement or stimulation” (van Manen, 1997, p. 102).
Home refers to the special place where we develop a sense of belonging. van Manen
described home as a place where “we can be,” “what we are.” In other words, lived space
refers to an existential theme: homelessness is the sense of not having a roof over one’s
head. Therefore, to understand a person’s experiences we need to explore the impact of
lived space on the person’s life as it helps to understand the meaning of their life. van
Manen gives an example and explains that experience is always influenced by the “lived
space” or “felt space”:
“When we feel like reading a favourite novel we tend to look for a certain
space that is good for reading: perhaps a nice overstuffed chair, a quiet corner
somewhere, or a small table in a coffee shop where we feel shielded from
traffic noise by the lull of quiet music and the muted talk of patrons” (van
Manen, 1997, p. 102).
Phenomenologically, it appears that the lived experience is always influenced by one’s
lived space. van Manen (1990) referred to lived space as the place where people live. In
my research I have applied the notion of lived space as residential care in order to
explore the experiences of older adults. Agnew (1993) defined place as “a locale, a
setting in which social relations are constituted” (p. 261). Furthermore, Agnew viewed
place as a source wherein people can develop meanings for their emotions and
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experiences. Thus, in this study I refer to residential care as a lived space because
participants have adapted to the changed space from home to a rest home. The changed
lived space posed various challenges for my participants who had to develop adaptation
skills, not only in terms of frail bodies but also in terms of a new space.
van Manen (1990) defined lived time as subjective time because it depends on personal
experiences: when a person is bored time can pass slowly, or quickly if a person is
having an enjoyable time. It thus differs from clock time, which is objective time.
Temporality is influenced by the past, present and future experiences of being in the
world. I applied the notion of time in referring to the leisure time of older adults. For
many older adults, and particularly those who live in residential care, free time is not
marked by leisure but by an unpleasant experience. This describes how leisure time is
experienced as they are less busy but have limited time to be alive.
Lived relations describe the communally experiencing world, in which we create and
develop relationships with others in the shared interpersonal space. van Manen (1997)
stated that human beings develop relationships with others in order develop their
selves.
“Human beings have searched in this experience of other, the communal,
the social, for a sense of purpose in life, meaningfulness, grounds for
living, as in the religious experience of the absolute other, God” (van
Manen, 1997, p. 105).
Through lived relations we influence and are influenced by others. Positive
relationships with staff and family in residential care help to develop the identity of
older adults and add meaning to their lives. Social relationships provide the premise for
companionship and one-to-one relationships. I applied the notion of lived relationship
to explore social lives and their impact on residents’ lives in care.
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The main basis of the phenomenological approach to research is to understand human
experiences as they are lived (Pringle, Hendry, & McLafferty, 2011). This study follows
the understanding from van Manen (1990): phenomenology as a blend of description
and interpretation in order to understand and interpret the meanings of life as
experienced by the participants. In the interpretative phenomenological analysis (IPA)
approach, theories can contribute in different ways in the research process, as described
by Neubauer et al. (2019), for example, to focus on inquiry, to make decisions about
research participants, the way research questions can be addressed, and understanding
the findings of the study. The leisure experience of older adults in this study was
explored as told by the residents through their stories about their life world. The
questionnaire (see Appendix H) was informed by a phenomenological lens with the
concept of lived space, body, time and relation, and six major theories of ageing, as
mentioned in Chapter 2. Consistent with the application of life-course theory,
participants were encouraged to share their stories of lived body both in the past and
present, which was also informed by life-course theory. This provided insights into their
life history, life span development and transition to residential care. Life in residential
care as lived space and selection, optimization and compensation theory also guided
data collection, as I sought information on the challenges that participants encountered
and their strategies for adjusting to residential care. The concept of time referred to
leisure. Leisure time was described by residents as involving much free time, without
obligations, roles and responsibilities. Thus, data collection on lived relations was
guided by life-course theory and selection, optimization and compensation (SOC)
theory. The data collection on leisure activities was guided by the activity, continuity,
disengagement, continuity and environmental press theory. Lived relation referred to
the relationship with family, staff and co-residents. This helped me gain a holistic view
of socialisation among adults in residential care.

4.2 Ethical Consideration and Approval
For this study the University of Otago Human Ethics Approval was required, as the
individuals had vulnerable health status and were living in residential care. Through the
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ethics approval process, I was able to structure and plan the entire data collection
process and ensure my responsibility as a researcher to protect the privacy, welfare and
safety of the participants. A peer review of the ethics protocol was completed before
submitting the application to the ethics committee. The ethics protocol and the research
ethics (Health) application were submitted to the University of Otago Human Ethics
Committee (Health) and approval was received from the Committee in June, 2016 (See
Appendix A). The details of participant observation were described and reviewed by the
University of Otago Human Ethics Committee (Health).
Information sheets and Consent forms for managers, residents, and key informants
(staff) are included in Appendices C through Appendices I. I provided all the required
information to the participants about my research in the information sheet and made it
clear that if they had any uncertainties or queries before the interview they should
contact either me or the ethics committee on provided contact details in the information
sheet. I also assured participants that the information would only be used for this
specific research and that their participation was entirely voluntary. All participants
gave informed consent before the interviews. I assured them of the anonymity and
confidentiality of the information, which was also in the consent form (Appendix F). For
those who agreed to participate, a suitable day was fixed to spend time with the
resident. On the same day the consent forms were signed by each of the participants.
I was also aware of the health conditions of my participants. To ensure their comfort, I
asked them to take rest breaks during the interview and reminded them if they were not
feeling well then we could stop the interview and continue after some time or the
following day.
I stored all participant information in the password-protected computer in my office
located in the Department of Sociology, Gender and Social Work, University of Otago.
For privacy and confidentiality, the audio files and transcripts had ID numbers in order
to remove identification. The information collected was only available to my supervisors
and myself solely for the purpose of this study. Furthermore, I stored all the hard copies
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of the transcripts, consent forms and other associated files in a locked cabinet and the
password-protected computer in my office at the University of Otago. The identification
information of the participants was for administrative purposes only.
I sought Māori consultation prior to the data collection. This consultation recommended
that I consider the ethnicity of participants, which I have done (see Appendix B).
To ensure the anonymity of my participants, I used pseudonyms. I chose the
pseudonyms from the most popular name list of the 1930s to 1950s cohort as my
participants belong to that generation. I used quote marks for direct quotations.
Material in square brackets within quotes is used to add clarity to the text.

4.3 Geographical Location
The study was conducted in six different residential care facilities in Dunedin city.
Dunedin is the second largest city in the South Island of New Zealand. It has a diverse
economy with a population of 120,249 (Statistics New Zealand, 2013). Dunedin has a
high proportion of European and Asian ethnicities and a lower proportion of Māori and
Pacific Island ethnicities. According to Statistics New Zealand, the total population aged
over 65 in the Otago region was 15.7 per cent in 2013, has increased to 16.5 per cent in
2018 (Statistics of New Zealand, 2020).

4.4 Data Collection Method
Data collection refers to the tools utilised while collecting information from the
participants. Collecting information in rest home settings was a challenge due to their
physical structure, environment and the health condition of the older adults, as some
have sensory and functional limitations that pose communication difficulties. Therefore,
a researcher needs special consideration while working with this population.
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4.4.1 Triangulated Approach
A phenomenological approach requires in-depth qualitative methods. In data collection,
triangulation involves the integration of various techniques while collecting information
(Ritchie & Lewis, 2003). Triangulation is considered one of the central ways of insuring
the credibility and validity of qualitative research evidence. (Denzin & Lincoln, 1994,
1998). More recently, researchers have argued that the strength of triangulation as a
research method lies in expanding understanding of the analysis, adding to its depth
(Fielding & Fielding, 1986; Creswell, 2003, 2012, 2013, 2014). In my study, I use
triangulated information collected through three different qualitative methods:
participant observation, in-depth interviews and key informant interviews (see figure
2). I describe each of these methods in the following sections.
Data collection was carried out in a sequence. After obtaining consent from the rest
home manager, I arranged a suitable day for participant observation, in consultation
with staff and residents. After completion of the participant observation, I arranged
times suitable for the participants for the interviews. Four participants in each facility
were interviewed. After completion of in-depth interviews, the key informant
interviews were completed. After completion of all three steps of data collection in one
facility, I moved to the next rest home. Two staff members were selected in medium and
large rest homes, and one activity staff member was selected in the small rest home as
they had only one activity staff in the facility.
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Recruitment Process

Rest Homes (n = 6)
(Small - 2, Medium - 2 and large - 2)

Small (25-79 beds)
Medium (50 -79 beds)
Large (80-125 beds)

Stratum
random
sampling

All the three steps below were completed in one rest home and repeated in five other rest homes

Participants Observation

1 day’s observation

Participants (n=24)
In-depth interviews with
participants

Key informants interviews

Small – 2x4 =8
Medium – 2x4 =8
Large – 2x4 = 8

Key Informants (n=10)
Small – 2x1 =2
Medium – 2x2 =4
Large – 2x2 = 4

Purposive sampling (list
was provided by the
manager of the facility)

All the activity
staff were
interviewed

Figure 2: Recruitment Process
Rest home recruitment
A list of 26 rest homes in Dunedin was obtained from the website of the New Zealand
Ministry of Health. Each rest home was categorised into one of three groups according
to its bed capacity: large (80-125 beds), medium (50-79 beds) or small (25-49 beds). A
random sampling method was employed to choose two homes from each stratum for a
total of six rest homes.
After completion of the selection process, I contacted the manager of each of the
selected rest homes through post letters, emails and telephone. I also visited each rest
home to deliver the information sheet (See Appendix C) stating an outline of the
research, including a brief description of the aim of the project, inclusion and exclusion
criteria, confidentiality, expectations of the participants, information about the
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voluntary nature and freedom to withdraw from the study, data collection and storage.
Then I visited each rest home a few days later as a follow-up. The manager of three rest
homes declined to participate in research, stating that they were very busy and not
interested to participate. If the manager of the facility agreed to participate, a meeting
was arranged with the manager to obtain the required information about the
participants. In the case of the rest homes that declined, another home was randomly
selected from those remaining in the stratum and the same process was followed.
Once they had agreed to participate, the rest home manager allowed me to spend one
day in the facility for participant observation. The manager also provided a list of
residents they thought might be able and willing to participate in the study, as well as
the names of key informants.
Resident recruitment
Institutional rest home policy is that residents can only be contacted through the
manager and activity staff. Potential participants were identified by the facility
managers based on their clinical judgement. I asked them to provide me with a list of
residents who would be capable of participating in the research interview, including
residents who did and did not participate in leisure activities and those with multiple
health issues. I then arranged a meeting with the manager to obtain the list of
participants who she thought were appropriate for the interview, and who consented to
proceed in the interview process.
After obtaining lists of potential participants from the manager I visited each individual
and asked them to take part in the interview, consisting of semi-structured questions on
four different areas (personal information, health, leisure activities and well-being). The
participants recruited from three different levels of care, which includes rest homes,
dementia unit and hospital level care. None of the facilities I studied provided psychogeriatric care. The inclusion and exclusion criteria of the participants were as follows.
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Inclusion criteria
Inclusion criteria called for participants to be:


65 years and above



residents of rest homes



able to communicate well in English



able to give consent

Exclusion criteria
Three residents were excluded from the study as they were unable to answer the
interview questions. To manage the sadness and disappointment among the excluded
participants, I did not inform the participants that I excluded them from the study.
Instead, I had a brief conversation with them and thanked them for their time.
Key informant recruitment
Ten participants from six different rest homes were selected to be key informants. From
the six participating rest homes, two staff members from the large and medium homes
and one from the small homes, responsible for leisure activities, were selected from four
rest homes through a purposive sampling process. The small rest homes had only one
activity staff member.
The manager arranged for me to meet with the staff members who were responsible for
the leisure activities available to the residents in each of the selected rest homes. During
the meeting I provided and explained the information sheet (See Appendix E) and
requested their participation in an interview. Once the staff agreed to participate, a
suitable time and place was arranged to conduct the interview. A list of possible
questions had been emailed to the staff prior to the interviews. The consent form (See
Appendix G) was also signed prior to the interview.
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4.4.1.1 Participant Observation
Participation observation emerged as a principal method of data collection in the late
nineteenth century by anthropologists who developed methods of ethnographic
research. Since then, it has extended from anthropology to other social science
disciplines. Participant observation enables the researcher to collect information about
behaviours occurring in their natural settings. In this method the researcher joins the
institution or community to record actions, interactions or events that occur. The
researcher spends time getting to know participants and the contexts within which they
live, and this also provides opportunities for them to get to know the researcher. “This
offers the researcher the opportunity to gain additional insights through experiencing
the phenomena themselves” (Jorgenson, 1989, p 15). This helps to establish a strong
relationship, as well as trust between the participants and the researcher. The time
invested in getting to know an individual at a personal level ensures that people feel
comfortable enough to participate and are willing to share their stories. This increases
the possibility of achieving successful outcomes.
I adopted the participation observation tool to develop relationships with the
participants and make them feel comfortable to share their feelings and experiences.
Prior to the in-depth interviews, I spent one day in each participating rest home to
familiarise myself with the participants and develop an understanding of the context in
which they live. I took every opportunity to interact with staff and residents at different
events, such as morning tea, lunch and activities. Observation occurred both in private
and communal spaces. This provided an opportunity for me to develop rapport and
build positive relationships with the participants. The main aim of this technique was to
develop relationships with the participants in order to gather rich information from
them by gaining their trust. Gaining trust is a key to enabling the participants to express
their feelings in a comfortable manner. Detailed notes were made during each
observation. The field-notes during observations along with in-depth interviews and
key informant interviews added depth of meaning to the data.
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4.4.1.2 In-depth Interviews
There is a long history of utilizing in-depth interviews to obtain knowledge, and this
method is used in various social science disciplines such as education, psychology,
criminology, and health (Holstein & Gubrium, 2003; Liamputtong, 2013). According to
Bryman (2001) the in-depth interview allows deeper examination of people’s personal
views, thus enabling more thorough understanding.
In-depth interview in qualitative research is the most commonly and widely used
method in the field (Kavale, 2007; Bryman, 2012). As Kavale (2007) pointed out,
conversation is one of the basic modes of human interaction, allowing an opportunity to
know others and learn about their feelings, experiences and hopes. The aim of in-depth
interviewing is to gather detailed information from the participants by providing them
enough time and comfort to share their stories. This enables the researcher to gain
unique and rich information about individuals’ personal histories, perspectives and
experiences.
The information can be collected using unstructured or semi-structured questions. The
purpose of using these techniques followed with probing and follow-up questions is to
enable the participants the space and the opportunity to voice their own words, rather
than compelling them to choose a fixed response. This method of data collection allows
an understanding of participants’ perspectives. Interviews are thus an ideal means by
which to explore an insider perspective (Taylor, 2005, p 39) and capture participants’
thoughts, perceptions, feelings and experiences in their own words (Liamputtong,
2013). Interviews capture the participants’ viewpoints in their own words, giving them
more power and control over the interview process.
I used a semi-structured questionnaire (See Appendix H) as an interview guide. The
interview protocol was divided into four different sections including personal
information, health status, leisure experiences, and life satisfaction. Questions were
developed in order to gather holistic information to answer the research question.
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Probing questions were asked as needed to expand on points raised by the interviewees
(Bryman, 2012). The health information came only from participants and was based on
participants lived experiences. I didn’t consider the InterRAI long term care facility
method.
The information on satisfaction was collected by asking how satisfied they were with
leisure activities, social activities, health and overall life in residential care. I asked
residents during our interview to rate their satisfaction on a 5-point Likert Scale from
“extremely satisfied” to “dissatisfied”.
Interview protocol and process
On the basis of the research questions derived from my literature review on leisure
activity and well-being of older people in residential care facilities, I developed an
interview protocol to guide my interviews. Prior to the main interviews, pilot interviews
were conducted prior. The three participants selected for pilot interview were not the
same participants that I selected for the research interview. These were older adults
who were acquaintances of the researcher and were not living in rest homes. The main
aim of pilot interviews was to review the quality of the questionnaire and its ability to
provide answers to the research question. The pilot interview lasted between 30 and 90
minutes. The age range of these participants was from 70 to 85 years. The pilot gave me
an opportunity to ensure the feasibility and effectiveness of my methods. Based on the
feedback received from the pilot interviewees, I modified unclear and confusing
questions to develop clarity in my questions. This also led me to discovering challenges
or obstacles which I hadn’t considered. The main challenge was to deal with emotions
when talking about their past spouses, and children. Giving them time and holding their
hands helped me to address these challenges. I also learned to use probes when the
information was not sufficient on the desired context or was off-topic.
I conducted 24 semi-structured interviews with the residents of the rest homes. The
interviews were with both male and female residents, with ages ranging from 71 to 94
127

years old. The interviews ranged from 30 minutes to 2 hours in length, with an average
of one hour. Twenty interviews took place in the residents’ rooms and the remaining
interviews took place in the rest home library.
Before starting each interview, I asked the participants to read the information sheet
(See Appendix D) to inform them about the research. I printed the information sheets in
a large font so that all the participants could read by themselves. I read the information
sheets to those participants with eye impairments and who preferred to listen rather
than reading by themselves. I also answered their queries or concerns about the
research before starting the interview. I took the required information on the consent
form (see Appendix F). After completion of the consent process I obtained their
permission to turn on the recorder and start the interview.
Each interview began with personal information (See Appendix H). I opened the
conversation by asking questions such as “When and where you were born?”, “Where
did you grow up?” and “Where did you live most of your life?” The main aim of asking
these questions was to provide them with an opportunity to share their good memories
from their childhood to their present life situation, as well as sad memories of their
lives. A series of probes were used to broaden understanding of their experiences. Many
participants shared stories about their busy lives before moving to the facility. This
helped the interviews to transition smoothly from their life stories to their health status,
leisure activities and then to their well-being. The follow-up questions were asked when
necessary for clarification if the participants had failed to address a particular issue.
After each interview, notes were made. I transcribed the recordings immediately after
each interview.
4.4.1.3 Key Informant Interviews
Key informant interviews are qualitative in-depth interviews with people who are
viewed as experts in the community. These people’s knowledge and rich experiences
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regarding events occurring in the community can contribute to understanding problems
and suggesting insightful solutions and alternatives.
In this research the activity coordinators and staff members were considered key
informants, as they were involved with the older adults’ activity programs. The purpose
of these key informant interviews was to develop an understanding of the leisure
activities of older adults in rest homes from the key informants’ perspectives.
A semi-structured interview was conducted with each key informant using the
interview guide (See Appendix I). The questions asked about their area of work, leisure
activities and their importance in residential care. These questions were chosen to
explore the leisure experiences of the older adults in relation to their well-being in
residential care.
Interview protocol and process
I conducted ten semi-structured key informant interviews with the activity staff. Before
starting the interviews, I invited them to read the information sheet (See Appendix E)
and answered their concerns and queries. I retrieved the consent forms and sought
permission to turn on the recorder and start the interviews.
Each interview began with questions about the participants’ work (See Appendix I),
such as “Can you briefly describe your work and area of responsibilities?”; “How long
have you been with the organisation?”; “Can you tell me more about your work and
experiences concerning the leisure activities of older people?”; “What are the challenges
in organising activities?” and “What are common activities among residents?” The main
aim of asking these questions was to provide participants with an opportunity to explain
their role and the leisure activities in the rest homes. This further helped to transition
from their roles and responsibilities to the adjustments, barriers and challenges in
implementing activities in residential care, and their role in maintaining the well-being
of older adults. Follow-up questions were asked where necessary for clarification.
Immediately after each interview, notes were made and each interview was transcribed.
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4.5 Data Analysis
Using a phenomenological approach, data analysis involves a process of summarisation,
identification, and building patterns and themes within data to make a sense of it by
adopting both inductive and deductive approaches (Liamputtong, 2013). In this study I
applied a lens of Interpretative Phenomenology Analysis (IPA) to describe the
phenomena or social problem by interpreting the subject of the study. There are no
prescribed methods for IPA – it is an interpretative process which involves multiple
analysis activities (Bynum & Varopia, 2018; Neubauer et al. 2019). Despite a wide range
of approaches, the common approach shared by most phenomenological researchers
involves developing themes within the collected data (Elliot & Timulak, 2005; Brown &
Kouriatis 2014; Kawulich, 2005; van Menen, 1980). Based on several strategies
identified in the literature, I applied the step-by-step approach developed by van Manen
(1990), which begins with the first stage of reading the transcript line-by-line in order
to develop the initial coding with notes. In the second stage, this coding was developed
into themes. After completion of the first stage, I used Braun and Clarke’s (2006) six
steps of thematic analysis as part of the second stage to generate robust themes in order
to explore the stories of my participants and the key informants. These steps are
detailed in the next section.
Thematic analysis
In the phenomenology approach, data analysis can be approached in several ways, and
is not bound to a single analytical process; the key is to find meaning from the lived
experiences of participants. I adopted thematic analysis as it is a widely used method in
phenomenological analysis because of its flexibility, transparency, insightfulness and
clarity in finding meanings from participants’ accounts. In addition, thematic analysis
provides an opportunity to identify, analyse, and develop themes from words,
narratives, and stories of the entire data set by allowing researchers to build broad
themes from the sub-themes (Braun & Clarke, 2006). Thematic analysis fits well with
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phenomenology because it helps in finding meanings embedded in participants’ lived
experiences as a whole.
A theme is an important pattern of meaning that lies within the data set. Ideally, themes
are not dependent on quantity, but are important in addressing the research question.
The flexibility of thematic analysis is that it allows the researcher to generate the
themes in different ways. Braun and Clarke (2006) argued that there is not a systematic
rule to be followed while doing thematic analysis, and neither is it a linear process.
Indeed, it is a recursive process which involves repeatedly moving backwards and
forwards through the data instead following the one particular phase to the next. It is a
process which a researcher should not rush as it develops over time.
I used an inductive, bottom-to-top approach to analyse the data, where the themes were
identified from the entire data set rather than from theory or the literature. This process
allowed me to code and analyse the interview itself. The participants’ perspectives
introduced the themes and patterns. I used my understanding to develop themes
holistically from participants’ lived experiences, and thus needed to be flexible while
creating themes and coding. I followed the six different phases of the thematic analysis.
Now I describe how I analysed my data by using these six phases.
Phase 1: Becoming familiar with the data
In order to become familiar with the depth and breadth of my data set, I recorded the
entire interview and then transcribed each one after completion. The transcription of
oral text is essential for the researcher to become familiar with the data. I followed the
same steps and produced verbatim transcriptions of all interviews, which gave me a
thorough understanding of the data and facilitated note-taking during the transcription
process. I also listened to the recordings repeatedly in order to check the accuracy of the
transcription. To develop meaning, coding and themes from the entire data set, I read
and re-read the transcribed interviews. To assist coding, I started reading all the
transcripts and highlighted the main keywords, adding notes throughout.
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Phase 2: Generating initial codes
For the first step, I created a list of ideas from the participants and interesting key points
by highlighting concepts, words or phrases that denoted the core ideas and stories of the
participants. I produced initial codes and reviewed the lines, sentences and paragraphs
from the transcripts and field notes, including participant observation notes. In doing so,
I was looking for patterns in the participants’ experiences and perceptions to answer
the research questions regarding their adjustment, leisure and leisure engagement in
residential care. In the second step, I coded the key informants’ interviews and
generated the codes. While analysing data, I adopted a number of approaches, coding by
hand and using qualitative software NVIVO. As recommended by Hennink et al. (2011), I
adopted both an inductive and a deductive approach in generating coding. Inductive
coding is a bottom-up approach, whereby codes and themes are generated directly from
the data. In contrast, a deductive approach generates coding based on issues raised in
the literature, theories, research questions and interview guides. I first read the
transcripts semantically (for their overt meaning) and identified codes, and then re-read
them for their latent content and identified codes. In the semantic phase, themes arise
from the data itself. By contrast, in the latent set themes represent underlying ideas,
assumptions and conceptualisations. Inductive coding was concerned with capturing
and describing the adjustment process and well-being from participants’ perspectives,
as outlined in Chapters 6 and 8. Deductive coding focused on patterns of leisure
activities. Reviewing text segments and categorizing them helped in the extraction of
sub-categories and then categories (see Table 1). This process assisted in progressing to
the next step of the analysing process in order to generate themes.
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Table 1: List of coding, sub-categories and categories
Codes
- Exercises

- Outings

- Walking

- Choir, chapel, Sing-along

- Playing bowls

- Housie

- Listening to the radio

- Happy hour

- Watching television

- Reading books

- Crossword/Puzzles

- Quizzes

- Filling time

- I don’t mind helping others

- Being useful

- Makes me feel important

- Keeps mind active

- Picking flowers for the rest

- Being occupied

home

- Joining people

- Making others happy or laugh

- Opportunity to talk

- Raising funds for charity

- Fun and enjoyment

-

- Gives company

boredom

- Something to do

- Feeling of doing something

- Being involved

- Stimulates mood

Avoid

Sub-categories

Categories

Physical leisure activities

Leisure Practice

Mental leisure activities
Social leisure activities

loneliness

and

Sense of purpose

Benefits of Participation

Develops self-confidence
Identity
Independence
Feeling of contribution

- Gives you a bit of exercise
- Learning something
- I feel lonely

- Not very much here because I

- I feel bored

can’t see very well

- There is not enough activity

- I like to knit but I can’t see to

- People are not conversational

knit.

- Mostly ladies’ things

- I just sit here and sleep. I

- Staff are busy

don’t do anything else because

- Nobody talks to me

I can’t read, you see.

- Nobody comes to visit

- I don’t join in any activity

- Nothing else to do that I am

because I need to be near a

interested in

toilet, you know.

- Activities are different from

- I used to knit but now I can’t

what I used do at home

because my hands cramp up

- I don’t bother joining in

- I can’t do many leisure

- I enjoy my own company/ I am

activities I am restricted.

happy on my own

- Well I haven’t got a great lot

- At my age there is no more

of choice because I can’t hear.

activities

- I can’t do that now because I

- It’s not my thing

can’t see the print. I can’t read

- Feels limited

books.

- Lack of physical and outdoor

- I used to play the guitar but

activities

the fingers are a bit stiff, you

- I found them a little bit limiting

know, I can strum but I can’t

- I think exercise is a big thing,

pick the nodes.

which is missing here.

- There aren’t enough people

Limited opportunity
Individual preferences
Cultural difference
Institutional
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Health condition
Gender difference

Barriers to participation

Codes

Sub-categories

Categories

Family visits

Companionship

here that you can play to.
- I don’t see my family very often

- Has family to do things

- Family are busy

- Have friends to do things

- Have telephone to contact

- Misses family friends and

Friends visits

spouses
- Not able to see others so

Volunteer visits

much
- Staff are very thoughtful

- People here are always

- Everybody being so nice I think

willing to help you

it makes a big difference

- We are very lucky because

- They all make you feel that you

we are very well looked after

are wanted

- They are very caring

- Talking mostly to the staff as

- Safe place

they are like a family.

- Well looked after

- Everybody wants to help you

- Very well treated

- Self-identity

- Furniture

- Family

- Social life

- Friends

- Shopping

- House

- Driving

- Taking the good with the bad

- Find out which activities best

- I am not a complainer

suits then and now because I

- I’m healthy from here up.

am 75.

- It is the best that I can do

- Taking things as much as I

- If I couldn’t fill in time reading

can.

books I would curl up and die

-

- Now, I have got used to it

positive I hope.

- When I came here it was a

- Taking up what sort of comes

shock to my life

- You’ve got to keep it accepted

- You realise everyone is in

- I don’t have a favourite now

difficulties

- The gardening is gone but I

- I just know that I am a lot better

see the flowers grow up now

Being active

Staff attitude and care

Caring Practice

Feeling of belongingness

Losses

Adjustment

Coping strategy

Positive attitude

and being
Acceptance

Adaptation
Re-framing

than all other people.
- Fun

- Entertaining

Satisfaction

- Pleasure

- Achievement

- Enjoyment

- Having family and friends
around
- Being able to do things

Phase 3: Searching for themes
After completion of the initial coding and collation, I started matching each code to the
broad themes. First, I utilised semantic analysis to generate the themes from the
participants’ words, then I used latent analysis to develop the themes beyond what the
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participants said regarding their life in care. I started drawing tables and mind maps to
fit the long list of codes into different broad themes and sub-themes. This enabled me to
obtain my initial themes through organising codes and identifying logical relationships
and overlaps. At this stage codes were organised and reorganised to generate several
broad and sub-themes from codes generated from participants’ transcripts, key
informants, field notes and participant observation. The themes were then illustrated by
exemplars in order to enhance the credibility of the findings.
Phase 4: Reviewing themes
In this stage, I reorganised the themes and omitted those which were not a main theme
or sub-theme. I also integrated the themes that were too similar to each other and had
been broken down into two different themes. In this stage, I paid attention to developing
coherence between each theme and the codes under it. I generated new themes where
the codes were not able to cohere with each other to develop meaning. In order to
ensure the validity of themes I repeated this process several times until I obtained
salient themes that reflected the findings of my research in relation to the research
questions and theoretical framework.
Phase 5: Defining and naming themes
After developing an accurate thematic map, I started to relabel the major themes by
going back to the codes and sub-themes I had initially created. In creating the themes, I
was especially aware of making them specific, clear and broad enough to present several
ideas. In order to improve credibility, the entire data set with coding, sub-categories,
categories, and themes were reviewed by my supervisors. Based on their feedback, I
revised and finalised my themes.
Phase 6: Producing the report
After identifying the final themes, I then began reporting and writing up a set of themes
that I developed by analysing the entire data. This was important to ensure accuracy,
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consistency and coherence while describing the themes in order to make the final report
clear and easy to understand.

4.6 Reflexivity
Reflexivity refers to the position and self-consciousness of the researcher and their
active participation in the research process. It is the process of understanding,
examining and recognizing the effect of social background, location and assumptions in
the research practices. Reflexivity from a research standpoint is also called a learning
journey, in which the researcher must be aware of how their values, beliefs, perceptions
and experiences are shaping the research (Palaganas et al., 2017). I adopted
interpretative phenomenological analysis, which is grounded in hermeneutics and
phenomenology, to understand individuals’ lived experiences. IPA frames the reflexivity
that I bring to thematic analysis of the lived experiences of participants. The dialogue
between researcher and participants becomes double hermeneutics, as described by
Smith and Osborn (2008). Practicing reflexivity is important in phenomenological
studies to enhance the rigour and credibility of the study (Hennink et al., 2011;
Liamputtong, 2013).
While undertaking research within an interpretivist or constructivist paradigm using indepth interviews, participant observation and key informant interviews, a researcher
cannot remain objectively distant because their subjectivity influences the research
process. Hence, it is important that the researcher identifies their own positions, beliefs
and biases relative to the research process. I now describe my experiences, position and
role as a researcher throughout this process.
I applied various reflexivity techniques in explaining my position as a researcher. The
techniques included recording the thoughts, ideas, experiences and assumptions,
dilemmas and emotions that I experienced during the research process. I also took the
advice of my mentors and colleagues regarding my dilemmas and ideas throughout the
research journey. I was also aware of not being over-influenced by my values and beliefs
136

while listening to my participants. I constantly tried to create a comfortable zone for the
participants to share their experiences and ideas without any hesitation. I was also very
conscious of not being overly influenced by the emotions of my participants because I
was likely to experience some unexpected situations during the research journey.
I admire the participants’ resilience in dealing with the challenges of living in a rest
home —how they find hope despite the hardships. As a woman in her mid-thirties, I
reflected on their situation through the diverse voices of 34 participants, and imagined
how I will age and what challenges I will face when I am 90 years old. I became
emotional when participants broke down while sharing their ageing experiences, which
was one of the biggest challenges for me to overcome during the interview process. I
had to balance the emotions of being a researcher, as well as a person to provide a
comfortable space for my participants. I had to hide my sad expression without ignoring
the tears of my participants. At the same time, I was worried that my questions would
make them sadder. I tried to ease them by holding their hands and letting them have a
break by stopping the conversation. I also offered to stop the conversation when they
were very emotional. Participants were emotional when talking about their health,
family, spouses and losing their belongings and independence during their transition to
the rest home.
This research gave me an opportunity to understand the multiple facets of participants’
personalities. The stories and experiences of my participants provided me with
opportunities to gain new insights. I came to recognise that diverse personalities,
experiences and stories provide deeper and broader understandings and insights of
lived experiences. As a researcher, I gained the opportunity to gather vivid and rich
experiences of ageing which would not have been possible through reading theoretical
and research literature.
As an international researcher, my main concern was conducting interviews within a
different cultural context, keeping in mind that interviewing participants from different
cultural backgrounds and languages would be the biggest challenge. I therefore started
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my research journey working as a volunteer in the rest homes and joining older adults’
communities to establish good communication skills in the different cultural context
prior to my data collection. This prepared me in developing valuable rapport with the
participants. I also had great support from the university, my mentors and colleagues.
Carrying out the interviews as a younger researcher may have led to difficulties in
gaining in-depth information about older adults. However, my previous research
experiences with older adults provided the strength to overcome the challenges of being
a younger researcher. I was able to open the boundaries between my participants and
myself through friendly conversation prior to the interview. The participants
acknowledged that they had a good time chatting with me and the conversation gave
them an opportunity to have a quality time by recalling past memories. One of my
participants praised me, stating that, “well, you are a very good visitor and [this was a]
nice way to spend a good afternoon.” This somehow gave me an indication that she
might have felt lonely, as she has nobody around to talk with, which she had expressed
in the conversation. This was indicated strongly to me when she compared herself with
her husband, that he would have had difficulty in living such a life in rest homes “my
husband would have found . . . the sort of life I am living very difficult because he wasn’t
a great reader but he was very sociable, he wanted to talk all the time and engage with
people a lot more than I do, I think.” Having fewer opportunities for interaction was the
most common view of my participants. The feeling of happiness was also reflected
through their facial expressions when they had an opportunity to interact, and they
shared this with others, such as friends, staff and family members.
Almost all the participants were happy to be a part of the research and were hoping to
have a better opportunity to spend quality time in their accommodation. Twenty
participants expressed their sadness seeing other residents just sitting the whole day
without doing anything. In comparing themselves with those who had disabilities, they
felt that they were at least doing something. A feeling of contribution was experienced
among the participants through participating in the interview. The staff also mentioned
that they were happy to contribute to this research. However, a few participants
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expressed that they were of not much help as they were not participating in any kind of
activities offered by the facilities. Most of my participants acknowledged that my
research was interesting and it was a great opportunity to be part of this research. This
study applied multiple approaches while collecting information in order to deepen the
understanding of the problem from multiple views and perspectives.

4.7 Rigour of the Research
In qualitative research, the researcher is prone to subjectivity as the interpretation of
the data is influenced by the researcher’s beliefs, experiences and research interests.
Due to the subjective nature of qualitative research, maintaining rigour can be
challenging (Cypress, 2017). Rigour reflects the appropriateness of the methods in
answering the research question by providing strength to the research design.
Therefore, it is important to address the influence of the subjectivity of the researcher in
data collection, and bringing transparency to the process is central to producing a
trustworthy research (Lincoln & Guba, 1985). At the same time, the researchers
introduced the concept of ‘trustworthiness’ and ‘rigour’, replacing reliability and validity
in qualitative research. They were the first people to introduce rigour in their
trustworthiness model and provided five major analogous terms; credibility,
transferability, applicability, dependability and conformability to maintain rigour in the
research. In the next section I will discuss how I achieved each of these features.

4.7.1 Credibility
In qualitative inquiry, credibility refers to the true meanings of the research participants
or accuracy of the findings, which can be obtained from various techniques as described
below. As cited in Korstjens and Moser (2018, p. 121), Lincoln and Guba (1985)
described ‘natural inquiry’ credibility as the confidence that can be placed in the truth
of the research findings and establishes whether the research findings represent
plausible information drawn from the participants’ original data and is a correct
interpretation of the participants’ original views. The credibility of my study was
maintained by means of the following techniques.
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Prolonged engagement on research site
In order to immerse myself in the participants’ world, I began my research journey
through volunteering in one of the rest homes. I thought my age and different cultural
background might influence the research process and outcome. Being a younger
international researcher, my concern was how my participants would perceive me and
how I would develop a mutual relationship under a different cultural context. Working
as a volunteer in the facility provided me with an opportunity to build strong
relationships with the older adults, and also helped me in grasping an in-depth
understanding of the culture and ambience of a rest home. This prepared me to deal
with the situations that occurred during the interviews.
I also joined a community knitting group of older women in one of the community
organisations in Dunedin. The older women gathered once a week to socialise and share
their knitting projects. Joining the group helped me to make new friends, as well as
learning how to knit. I was so happy that everyone appreciated my interest in knitting
and taught me to knit, as I was the only young woman in the whole group. Sharing each
other’s knitting over conversations and coffee created a valuable socializing
environment. This also prepared me to overcome barriers of communication and my
unfamiliarity with New Zealand culture. Being involved with the older adults’
community developed my confidence in communicating effectively with the
participants, and enabled me to develop a strong relationship with the participants,
which is very important in qualitative research.
Triangulation
Triangulation in data analysis involves to multiple approaches in collecting information.
In recent years researchers have suggested that it is important to include one or two
triangulation techniques in qualitative studies, as this helps to reduce the bias of the
data and enriches the information. As mentioned, there are three different types of
triangulation approaches, however here I have used the data triangulation approach. I
applied multiple methods including participant observation, in-depth interviews and
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key informant interviews to obtain a deeper understanding of the research problem. As
DeWalt and DeWalt (2002) noted, using participation observation with other methods
such as interviews increases the validity of the study.
Reflexivity
According to Lincoln and Guba (1985), “reflexivity is the process of critical selfreflection about oneself as researcher (own biases, preferences, preconceptions), and
the research relationship (relationship to the participants, and how the relationship
affects participants’ answers to questions)” (as cited in Korstjens & Moser 2018, p. 121).
Finlay (1998) also suggested that being reflexive in qualitative research involves
thoughtful analysis, and suggests that adopting a self-conscious critical, and systematic
and analytic approach would ensure the rigour of the research. Personal and
methodological reflexivity is important in research to make it open and transparent.
Jootun et al. (2009) also expressed the importance of reflexivity in qualitative research
in improving the rigour of the research. Hence, my data were supplemented with the
reflexive notes I made during participants’ observations, the interview process,
transcribing audio tapes and analysing the transcripts.
Sampling design
Using appropriate sampling techniques is important in providing rich information of the
phenomena. As explained in the methods, I adopted a purposive sampling method while
collecting the data. Recruitment and data collection continued until data were saturated,
completed and replicated. The detail of sampling techniques has been explained in the
methods section.
Peer briefing
In order to ensure the credibility of the study, peer briefing was undertaken with the
supervisors to critically discuss the data analysis and findings. I accepted the questions
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and suggestions from peers, colleagues and academics during conference and poster
presentations. This enabled me to enhance my ideas and interpretation of my data.

4.7.2 Transferability or Applicability
Lincoln and Guba (1985) defined transferability as “the degree to which the results of
qualitative research can be transferred to other contexts or settings with other
participants. The researcher facilitates the transferability judgment by a potential user
through thick description” (as cited in Korstjens & Moser 2018, p. 121). Morrow (2005)
described the complexity of transferability in qualitative research due to small sample
size and no statistical test. Hence, the finding of the study provides an opportunity for
the readers to assess the potential transferability of the findings to other contexts. The
researcher’s duty is to provide sufficient transparent information to enable others to
grasp new insights from the research outcomes. To maintain transparency of my study, I
first immersed myself in the phenomena to describe and understand them
comprehensively. Second, I provided detailed information of the research paradigm,
research process, sampling techniques, data collection and data analysis and maintained
the reflexive approach throughout the research process. The issues and stories outlined
by my participants have broader applicability in developing intervention programmes
focused on the needs and demands of older adults in residential care facilities. Finally,
the reflexive approach that I applied throughout the study also contributes to the
transparency and quality of the research.

4.7.3 Dependability
Moon, Brewer, Januchowski-Hartley, Adams & Blackman (2016) define “dependability
refers to the consistency and reliability of the research findings in qualitative research”
(p. 2). Dependability is known as reliability in quantitative research. This can be
maintained through clear documentation of the entire research process. The researcher
should document the methodology, methods, data collection process and reflective
appraisal of the project (Guba 1981). Lincoln and Guba (1985) define dependability as
the stability of findings over time. Dependability involves participants’ evaluation of the
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findings, interpretation and recommendations of the study, such that all are supported
by the data gained from the participants (as cited in Korstjens & Moser 2018, p. 121).
Demonstrating dependability includes descriptions of research design, triangulation
(Liamputtong, 2013), reflexive appraisal, and an audit trial (Shenton, 2004). Shenton
(2004) asserted that the researcher needs to provide detailed information to allow
replication by other studies. Thus, research should be able to be logical, traceable and
well documented to ensure its dependability. The detailed information provided in
methodology, data collection and data analysis ensure the dependability of this
research.

4.7.4 Confirmability
Confirmability is also known as neutrality. It ensures that the findings are clearly
derived from the experiences and opinions of participants rather than their
individuality and preference of the researcher. Lincoln and Guba (1985) defined
confirmability as “the degree to which the findings of the research study could be
confirmed by other researchers. It is concerned with establishing that data and
interpretations of the findings are not figments of the inquirer’s imagination, but clearly
derived from the data” (as cited in Korstjens & Moser 2018, p. 121). In order to ensure
the confirmability of my research I have provided detailed descriptions of the
methodology that I adopted. This can be considered by triangulation, reflexive analysis
and an audit trail. An audit trail helps to bring transparency through thick information
such as documenting the entire data analysis process. Additionally, the findings were
further discussed with my supervisors to prevent bias from only one perspective of the
research. Detailed notes were made as the research progressed and decisions were
made during methodology selection, data collection and analysis.

4.8 Summary of Chapter Four
This chapter has explored the theoretical and philosophical underpinnings of this
research. I have described how I used a phenomenological approach to examine the
lived experiences of participants. I used triangulated data collection composed of
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participant observation, semi-structured interviews, and key informant interviews to
explore the lived experiences of older adults in residential care in their own voices.
Detailed information on methodology and methods, including the recruitment process,
data collection and data analysis and reflexivity in this thesis demonstrates the rigour of
the study. In the next chapter, I introduce my participants and their context by
describing their demographic backgrounds and residential care settings, before moving
to the main findings chapters.
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CHAPTER FIVE
DESCRIPTION OF THE PARTICIPANTS AND
THE FACILITIES
The aim of this chapter is to provide information about my participants and their
residential facilities. The phenomenological description offered in this chapter explores
how everyday experiences are embodied in the rest home in terms of lived body (frail
body with multiple health conditions), lived time (leisure time), lived space (rest home)
and lived relationships (relationships with others such as staff, family, friends and coresidents). The chapter reflects participants’ unique characteristics and circumstances,
and notes that their interest and abilities vary.
First, I provide a short biography of each participant, followed by individual health
information and the general demographic characteristics of the participants. Next, I
describe the infrastructure of the facilities according to their size. Finally, I describe the
leisure activities that residents participate in. When referring to my participants, I use
the terms ‘residents’ and ‘older adults’ interchangeably. When I specifically refer to their
age, I use the term ‘older adults’ to refer to those aged 65 - 79 and ‘oldest old’ to mean
those who are 80 years and above.
Participants’ biographies
Pseudonym
Jennifer

Biography
Jennifer is 71 years old. She is married and has no children. She worked
as a typist and as a teacher, although she did not enjoy teaching. She
moved into the hospital unit in the rest home twelve years ago when she
was unable to manage her activities of daily life (ADL) due to a stroke.
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Margaret

Christine

Sylvia

She enjoyed knitting in the past. Her husband visits her daily at lunch
time. She likes to be around people and participate in activities but has
mobility limitations that prevent her from doing so. She spends time
watching television and reading the newspaper when someone holds it
for her. She said that her physical condition limits her activities.
Margaret is 84 years old. She is a widow. Her husband died 10 years ago
after they had been together for 46 years. She has three children and
nine grandchildren. She moved into the hospital unit in the facility
following a heart attack one year prior to our interview. She did not
want to come to the rest home at the beginning but her family thought
that she wouldn’t be able to live by herself. Now she feels that she is
better off in residential care. Due to arthritis and a heart problem she
thinks that she wouldn’t be able to maintain her own home or garden.
She keeps herself occupied by watching television and knitting. She
enjoys knitting; her room was full of different toys that she has knitted.
She also said that she knits the dolls and teddies and sends them to her
family and friends on their birthdays. She told me that she had knitted
different things for her great grandchildren. Her daughter visits her
once a week. She thought she wouldn’t be able to see her greatgrandchildren due to her health condition. However, she survived the
heart attack and was happy to see her great-grandchildren.
Christine is 87 years old. She is a widow. She has five children. She
moved into the facility one year prior to our interview, following the
death of her husband. She served in the church with her husband when
he was a Presbyterian minister. She had graduated as a nurse and this
was her occupation. Her family thought that it wouldn’t be safe for her
to live on her own. She has been diagnosed with Alzheimer’s and was
moved to the dementia unit. She has mobility issues; however, she
manages to walk with the help of a walking stick along the corridors of
the rest home. She was an outdoors person: walking to beaches,
trekking, tramping and socialising were her favorite activities. At
present, she passes her time reading. She finds limited options for
socialising in the facility as she is unable to interact with people in the
lounge and can’t enjoy outside life due to limited mobility.
Sylvia is 83 years old. She is a widow. She was married for 60 years; her
husband died a few years ago. She has two daughters and five
grandchildren. She moved to the rest home 3 years ago as she had a fall
and broke her shoulder. She worked as a typist and stopped working to
raise her daughters. She explained that she was not ready and didn’t
want to come to a rest home But her daughters thought it would be best
as she was unable to manage her life at home. She enjoys knitting,
visiting friends and reading the newspaper. She participates in the
activities organized by the facility such as chapel and bowls. She does
crosswords and puzzles to pass the time. She does not like to sit doing
nothing. One of her daughters lives in the same city as she does but the
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Sarah

Bridget

William

other lives in a different city. One daughter visits her at least once a
week or sometimes more. The other daughter talks with her over the
telephone. She also has a friend who visits her once a week. Initially, it
was very challenging for her to cope with the rest home culture. Now,
she thinks that staff and family support has made her life better there.
Sarah is 94 years old. She is a widow. She has no children. Her siblings,
one sister and two brothers had passed away. She has been living in the
facility for the last two and a half years. A stroke and poor eye vision led
her to the rest home from hospital. She worked in a wool mill. She was a
great gardener and knitter in the past. She used to go to knitting
festivals every year. She also likes to take photographs with her own
camera. After the death of her husband she lived alone in her home for
18 years. Due to the deterioration of her health she had to be
hospitalized and after that had to come to the rest home. She had very
good friends and neighbors over her lifetime. She has no visitors in the
rest home other than a niece and nephew. She enjoys listening to the
radio and sitting outside in the sun. Eye impairment limits her
participation in the activities.
Bridget is 87 years old and a widow. She has three children and eight
grandchildren. She worked as a shop assistant. She moved to the rest
home four months prior to our interview, due to her bowel problem and
arthritis. She was managing well at home and enjoyed socializing with
family and friends. Her health deteriorated in the past six months and
she stayed in hospital for a long time and decided to move to the rest
home. She was a golf player in the past. She used to enjoy knitting but
due to arthritis she can’t knit. She enjoys reading religious books,
listening to music and doing crosswords. She doesn’t like joining in the
activities in the facility as she has to go to the toilet very often and she
hates being soiled. She prefers to be in her room rather than going out
for the activities.
William is 75 years old, and a widower. He has two children, a daughter
and a son. He worked as a security officer. He was a karate player in the
past. He moved to the rest home after the death of his wife. He has been
living in the facility for four years. He could not manage his life after the
death of his wife. He could not overcome the grief, he stopped going out
and doing activities. He told me that he was very depressed. His doctor
and daughter decided to move him to the rest home. Diabetics, cellulitis
and eye impairments were his health issues. Cellulitis has affected his
mobility; he can manage walking short distance with the help of a
walking frame. He likes to interact with people, mostly the staff because
most of the co-residents were unable manage conversation. His
daughter and son come to visit him at least once a week. He loves his
wife very much; the photograph of her mounted on the wall showed his
love of her, he was talking about her in almost every conversation by
pointing out the photograph. He keeps himself busy by doing
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Catherine

Albert

Elizabeth

crosswords and listening to the radio. He feels that they have limited
opportunities for outdoor activities. He believes that going outside for a
drive or going out to watch a game would be more beneficial for
everyone.
Catherine is 90 years old. She is a widow. Her husband died due to a
stroke after living in the rest home for a year. They were married for 45
years. She looked after her husband when he was in the rest home. She
used to visit him regularly there. She lived an interesting life with her
husband after marrying him at the age of 41 years. She has two step
children. She worked as a postal officer and a nurse in different
hospitals. She moved to the rest home two months prior to our
interview from hospital as she had collapsed at home. The doctors
suggested moving to the rest home as it was difficult for her to manage
on her own due to limited mobility as she fractured her femur. She is in
the process of sorting out all her belongings and also selling her house.
She appreciates the help of her neighbor who was helping her sort out
all these tasks. Her two stepchildren were not in contact with her. She
tried to be in touch after the death of her husband but never succeeded.
She enjoys bird watching, tapestry and knitting. After coming to the rest
home she was trying to adjust to its routines. She felt the activities were
more indoors than outdoors as she enjoyed outside life. She has spent
most of her life travelling to different places in New Zealand as well as
foreign countries. She was looking forward to moving to another rest
home where her husband stayed. She likes the outside area where she
can sit and see the outside. Also she was familiar with the place.
Albert is 87 years old, married, moved to the rest home with his wife as
they were unable to manage their life in their home. He has four
children and eighteen grandchildren. He was a nature lover; he spent all
his life pruning bushes as his occupation. He has been in the facility for
the last four months. His family decided to move them to a rest home,
but they were not thinking of moving at the beginning. He was in bed for
a long time at home but due to his wife’s short term memory loss it was
difficult for them to manage on their own He had several operations,
including hip and heart. He has limited mobility, hearing impairment;
back pain and shakiness are the other health problems. He used to enjoy
watching rugby matches, playing piano and visiting different places.
Now due to his health condition he does not like to participate in the
activities and interact with people. His family mostly visits them at least
three times a week. They take him to a café or for a drive around
different places which he enjoys. He likes reading books and listening to
music. He also goes walking for a short distance with the help of a
walking frame near the car park just for a change. He feels sorry for his
wife as he is hard of hearing and cannot interact well with her. Hearing
impairments and shakiness limits his participation in the activities.
Elizabeth, 83 years old. She is married and she has three children and
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Angela

Helen

five grandchildren. She was a nurse and has worked for many years in
rest homes in Auckland. . She moved to Dunedin to look after her
grandchildren. She moved to the rest home three and a half months ago.
Her husband had a stroke and she could not mange on her own as she
has been diagnosed with leukemia and gout. She describes herself as an
outdoors person as she has enjoyed her life travelling and being
involved in church activities. She loves gardening and walking. They
used to go walking on the beach. She does flower arranging for the
dining table in the rest home. She also helps the staff fold the towels
after washing. She is happy as she has many visitors and is in contact
with a church group. She felt she is quite busy on her own and she
doesn’t bother participating in the activities as she feels that they were
not her type of activities as she was an outdoor person and mostly the
activities were indoors.
Angela, 86 years old. She is a widow. She has three daughters and a son,
but he had died at the age of 24. She has nine grandchildren and thirteen
great-grandchildren, most of whom live in Dunedin. She worked in an
insurance company and the railway station. She moved to the rest home
two and a half years prior to our interview. She collapsed, fell from her
bed and broke a bone. She was admitted to the hospital and then had to
move to the facility. She did not want to come to the rest home but the
family decided that it was best for her and them too. She had been
diagnosed with Parkinson’s. She enjoyed gardening in the past. She likes
to keep herself busy all the time. She helps staff in household chores,
such as picking flowers from the garden and arranging them at the
dining table, and folding towels. She does this with one of the other
residents. Being able to help her gives satisfaction that at least she can
contribute to something rather than sitting and doing nothing. Her
daughter visits her at least once a week and she goes grocery shopping
with her. One of her friends visits her once a week and they have lunch
together at the facility. She likes to tidy up the garden in the rest home.
She also reads books and does decorating activities with the staff on
different events such as the Melbourne Cup, St. Patrick’s day, Christmas,
and New Year. Being around family and friends makes her life
meaningful.
Helen is 94 years old. She is single and had no children. She worked in
different jobs for example, printing and factories. She has been living in
the rest home for a year. Before coming to the facility, she was living
alone at home but due to her eye impairment she had to move to the
rest home. She enjoyed household chores, gardening and travelling to
different places. She also used to go to the blind foundation organization
every week. Her nephew comes to visit her occasionally and takes her
out for a drive or to concerts. She likes to go to concerts. She enjoys the
activities in the facility. She joins most of the activities offered in rest
home. She had never played bowls in her life but she enjoys it as it helps
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Dave

Florence

John

Edward

her to pass the time, otherwise her life would be boring. She can’t read
and do things which she used to do due to poor eyesight.
Dave is 76 years old and a widower. He has one son of his own and four
stepchildren. He worked as a teacher. He has been living in the facility
for a year prior our interview. He had a motor accident twelve years ago
and had to undergo major surgery to repair his broken bones and brain
hemorrhage. He was managing well at home but something went wrong
and he had to be admitted to hospital and couldn’t return home. First he
moved to another rest home but did not like it so he moved to the
current one. He was a great tramper and a walker. He travelled to
different countries for tramping and hiking in the past. He has very good
friends who come and visit him regularly and he also rings them often.
He goes to church every Sunday when someone comes and picks him
up. Limited mobility and living in the rest homes limits his participation
in the activities. He expressed dissatisfaction with the activities offered
in the rest homes.
Florence is 90 years old. She is a widow. Her husband passed away
about a year ago. She has two adopted daughters and six grandchildren.
She worked as a library assistant. She has been living in the facility for
three years. She moved to the rest home from hospital due to her health
deterioration. She is a diabetic and takes insulin regularly. Her husband
was in the hospital unit at the same facility. She misses her husband;
they both used to live at the same rest home and used to spend time
together. She is a very good painter. She enjoys painting and being in
contact with people. Painting, sewing, and socialising were her favourite
activities in the past. She can manage to walk short distances with the
help of a walking frame, although arthritis had limited her mobility. She
has two sisters living in the same place but they hardly ever visit her,
which is the only thing which makes her sad. Her daughter lives far
away in a different city, but they keep in touch over the phone. She
enjoys painting, joining in the activities and watching television. She
finds limited opportunities for outdoor activities.
John is 91 years old. He is a widower. His wife died about seven years
ago He has four children and thirteen grandchildren. He worked as a
postman and also used to install telephones. He has been living in the
hospital level rest home for the last four years. Due to limited mobility
and health deterioration, his sister-in-law looked after him for a while
but he had to come to the rest home. He had travelled to most places in
New Zealand. He enjoys music, he used to sing and play guitar, bridge
and fishing in his free time. He has an electric wheelchair to move
around in the facility. He participates in the activities such as concerts,
sing-alongs and chapel. His family visits occasionally as they live in a
different city. He keeps in touch with the family over the telephone.
Edward, aged 75 years old is married and has four children who live far
away from him, and seven grandchildren. He worked as a printer. He
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Dolly

Martin

Lawrence

had to move to the hospital unit in the rest home due to a stroke. He has
been living in the facility for two years. His wife wouldn’t be able to
manage him at home. He needs full assistance on ADL except eating. His
wife visits him once a week. He used to enjoy household chores, singing,
playing guitar and swimming. He is very hopeful that his health will get
better and one day he will be able go back home. Half paralysed body
limits his participation in the activities.
Dolly, aged 82 years old, a widow, has two daughters and nine
grandchildren. She worked as a cleaner. She has been living in the
facility for the last three years. She had a fall and was admitted to
hospital. She used to live in her home with the help of a caregiver but
due to the fall she was admitted to hospital and then moved to the
hospital unit in the rest home. She enjoyed gardening; she used to have
pets, a dog and three cats at home. Her daughter and son visit her when
they can as they are busy working. She has brother and sisters, who ring
her very often. She enjoys watching television and making pompoms at
the facility. She is helping a children’s charity by making pompoms,
which she enjoys and it satisfies her that she can still contribute to the
community. Due to stroke one hand is not working well but still she puts
an effort into making pompoms. Although she does not like to
participate in the activities, she joins in sometimes to meet people.
Martin, aged 91 years old, has been married for 64 years. He has two
children, three grandchildren and one great grandchild. He moved to the
hospital unit in the rest home from hospital due to his health
deterioration.
His wife also moved to the same facility after
advancement of dementia. She couldn’t communicate well due to
dementia, he expressed his sadness that they had spent many years
talking to each other but now they couldn’t communicate well He was
very happy on the day of the interview as this was his 64th marriage
anniversary. He is looking forward to the celebration in the afternoon
organised by their children in the rest home. He was a cyclist, and
participated in many race competitions for 30 years. He worked in a
grocery shop and later owned a restaurant. He enjoyed travelling
around different places. He was interested in sports. After his
retirement he played golf for many years until his health deteriorated.
He had a stroke and that affected his hand and mobility, which limited
him in his ADL. He enjoys reading the newspaper and books, and
watching television. He can manage to walk short distances with the
help of a walking stick or walking frame. His house was near the facility
and he was in the process of selling his house. He told me that his
present life was not exciting but it could be worse. He does not
participate in the activities. The offered activities in the facility were
mostly female and indoors.
Lawrence, aged 88 years old, has been married for 67 years. His wife is
92 years old and is managing well at home. He has four children and
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Ruth

Janet

nine grandchildren. He moved to the hospital level rest home four
months prior to our interview due to his leg amputation. He was
diagnosed with diabetes. His house was nearly 38 kilometres away from
the rest home. He was a farmer. Gardening, repairing things at home
and travelling were his favourite activities in the past. Both leg
amputations have limited his mobility and required assistance. He does
not enjoy the activities offered in the facility. He joins the activities some
time to pass his time. He moves around the facility with the help of an
electric wheelchair. He described himself as an outdoors person who
enjoyed nature. He goes for a ride on his electric chair outside the
facility and enjoys seeing birds and breathing fresh air. He is looking
forward to going home once he is able to walk with the support of
artificial legs. His wife and son visit him often in the facility. Most of the
activities were not of interest to him and were more suitable for women.
Ruth 91 years old, a widow, has four children. She was a teacher in the
past. She moved to the hospital level care rest home one year ago when
her health deteriorated. She has been diagnosed with dementia. She
thinks that she has worked a lot and now she is 91 and it’s her resting
time. She enjoyed gardening in the past. She was happy that she does
not have to do all the household chores and gardening because she
wouldn’t be able to manage at this age. She describes herself as an easy
kind of person who can adjust well to the situation. Her family visits her
at least once a week. She expresses her happiness that she is not
physically fit enough but she can be mobile with the help of a walking
frame. Her room is far away from the lounge and she has to walk along a
long corridor to go to the lounge for her meals and other activities. She
describes it as a ‘country mile walk’. She prefers to go home but then she
realises that this would put pressure on her family, so she is happy to be
in the rest home.
Janet 78 years, a widow, has six adopted children. She worked as a
social worker and was not retired from her job. She moved to the rest
home directly from her work due to her health condition, which affected
her ability to work. She moved to the rest home level care two years ago
after certain deterioration of her health due to poor management of
diabetes. She has several diagnoses such as diabetes, heart, kidney and
liver problems. She mentioned that she has never thought about health
and her life changed suddenly and it took a long time for her to
overcome the change. It was very difficult for her to accept that she is in
a rest home. She stayed in her room for six months; she did not come
out to the lounge for meals or participate in the activities. She likes
helping people. She used to enjoy cooking and driving in the past. She
keeps in touch with her family. If they are unable to visit her she talks to
them on the telephone. She runs a fundraising program at the facility
with the help of the staff and contributes to the community. She is glad
that she is coping with her life and can continue her occupation as a
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Harry

Jacqueline

Frank

social worker, which is different, but she is satisfied that at least she is
doing something.
Harry is 92 years old. He is a widower. He has three children and five
grandchildren. He worked as a manager of a steel factory. He moved to
the hospital level care rest home with his wife when her health
deteriorated due to cancer. His wife died after six months of their move
to the rest home. He has been living at the facility for the last two years.
He enjoyed working in his garden and maintaining his house in the past.
He enjoys walking and reading to pass the time. He goes for a walk
around the rest home premises. His two daughters visit him very often.
He misses his wife a lot. He does not like to participate in the activities
offered in the facility. He thinks the activities are female-oriented.
Jacqueline, aged 75 years old, a widow, has three children. She worked
as a shop assistant and cleaner. She moved to the rest home one year
ago. She described herself as a worrier but after moving to the facility
she does not have to worry about things. She enjoyed gardening at
home. She was living alone at her home and moved to the rest home due
to a heart problem. She is mobile with a walking frame. She participates
in most of the activities in the facility and enjoys them. She also likes to
help people. Whenever she won prizes in the activities she likes to give
them to the staff as they work hard.
Frank, aged 90 years old, has been married for 65 years. He has two
daughters and a son, but he had died at the age of 24 He worked in an
insurance company in the printing department. He moved to the rest
home with his wife four months ago. His wife was sick and admitted to
hospital and they had to move to the rest home as they wouldn’t have
been able to live on their own. He has a problem with his leg and can
only walk short distances with the help of a walking stick. He also has
short term memory loss. He finds it difficult when he can’t think of the
words to express himself. I observed his frustration at the time of our
interview, when he was unable to express his feelings. He used to enjoy
driving around different places in the past. His daughter visits them
three times a week. He also used to enjoy walking with his wife but now
his wife can’t walk. He goes for a walk around the facility, reads book
and watches television to pass his time. He spends mornings with his
wife. He does not participate in the activities as there were not many
activities in the facility. He sometimes plays housie. He reads the
newspaper, watches television and spends time with his wife.

5.1 Health Conditions and Functional Status
In this section, I describe the health conditions of my participants. Most of them moved
into care when they were no longer able to manage staying at home by themselves;
usually because of frailty or functional limitations. The Table 2 below describes their
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health conditions, functional limitations and length of stay in the facility at the time of
our interviews.
Table 2 : Self-reported health conditions and functional limitations
Pseudonym
Jennifer
Margaret
Christine
Sylvia
Sarah
Bridget
William
Catherine
Albert
Elizabeth
Angela
Helen
Dave
Florence
John
Edward
Dolly
Martin
Lawrence
Ruth
Janet
Harry
Jacqueline
Frank

Health conditions including functional and sensory
Stroke, lack of mobility and hearing impairment
Heart attack, arthritis
Alzheimer’s, hearing impairment
Kidney problem
Stroke, eye impairment
Bowels problem, arthritis
Cellulitis, diabetes, eye impairment
Hearing problem, lack of mobility due to femur fracture
Heart surgery, hearing impairment, back problem, shakiness
Gout and leukemia
Parkinson’s
Eye impairment, hypertension
Brain hemorrhage, eye impairment
Diabetes, arthritis
Hip replacement, hearing impairment
stroke, lack of mobility
Stroke, one hand is not functional, lack of mobility
Stroke, kidney trouble, heart attack
Diabetes, both legs amputated
Dementia
Diabetes, heart, kidney and liver problem
Middle ear problem
Heart problem and pain
Leg problem and memory loss

Length of Stay
12 years
1 year
1 year
3 Years
2.5 years
4 months
4 years
2 months
4 months
3.5 months
2.5 years
1 year
1 year
3 years
4 years
2 years
3 years
2.5 years
4 months
1 year
2 year
2 year
1 year
4 months

The most common health conditions among the participants were stroke, arthritis,
diabetes and heart problems. Five participants had strokes, which left them half
paralysed or with difficulty in functioning. All participants had mobility limitations,
caused either by stroke, arthritis, but, with the help of walking frames, walking sticks
and automatic wheelchairs, twenty one participants managed to get around. Among
them, two participants managed to get around the facility with the help of automatic
wheelchairs, but required assistance to get into and out of them, and required complete
assistance to perform their ADLs except for eating. Three participants did not have
automatic wheel chair and required assistance to push the manual chair to get around.
Lack of mobility was one of the major restrictions or limitations among the participants.
Three participants had eye impairments, and four had hearing impairments.
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Length of residency among participants varied. The majority of them had been resident
from six months to one year whereas some had been resident for two to three years.
Residents with stroke, Parkinson’s, diabetes or arthritis had longer lengths of residence,
from two to four years. One participant had been a resident for 12 years in the same
facility. A few wanted to go back home once their health improved and this desire was
highest among those who had a spouse at home.

5.2 Demographic Characteristics of Participants
This section presents a general summary of participants’ demographic characteristic.
Table 3 below presents the information on age, gender, marital status, ethnicity,
education and occupation of the participants. The 24 participants in my study were the
residents of six different aged care facilities. Their ages ranged from 71 to 94 years. The
average age was 85 years.
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Table 3: Demographic characteristics
Age
70-74
75-79
80-84
85-89
90-94
Gender
Male
Female
Marital status
Single
Married
Widowed
Ethnicity
NZ-born European
European-born
Maori
Education
Informal
Primary
Secondary
High School
Tertiary
Occupation
Labourer
Farmer
Business
Teacher
Nursing
Social Worker
Total

Number
1
5
4
5
9
9
15
1
7
16
23
3
1
3
2
3
10
6
16
1
1
2
3
1
24

As illustrated in Table 3, most participants were in their 80s and 90s. The number of
female participants was higher, which could be due to the higher life expectancy of
females than males. The majority of the participants identified as New Zealand-born
European, whereas three participants were from Scotland and one resident identified as
Maori.
The educational background of the participants varied from primary to tertiary
qualifications. Five participants had a tertiary qualification. However, the number of
those who had only completed primary school was high among the participants due to
the lack of a proper education system during World War II. Nearly half of the
participants had completed primary education which was followed by those with
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secondary education. Three participants only had informal education with no
qualifications. Bridget (87 years old) explained the lack of a proper education system
during the war:
Well, I don’t have any [education] because I was brought up during the war.
No, I hadn’t gone to high school because there were no schools, you know, like
schools we went to. When the war came up we used to go to school in a church
hall. Mother used to teach us because all of them they were called up for the
war. So, no, I didn’t get through the high school or chance to go to the college
you know. (Bridget, 87 years, resident for 4 months)
The occupational status of the participants varied. The majority were labourers
in the mills, factories, and shopping centres, whereas others were teachers,
nurses, and farmers (see Table 3).

5.3 Activities of Daily Living
Most of my participants experienced physical restrictions due to health conditions and
functional limitations, as shown in above Table 2, and required some assistance with
one or more activities of daily living, such as bathing, eating or toileting. However, one
participant needed complete assistance. Table 4 below presents the ADL status of
participants reported from their perspective at the time of interview.
Table 4: Self-reported activities of daily living ADL status
Activity of Daily Life (ADL)

No. of Participants

Need assistance with all ADLs
Need assistance with showering
Need assistance with walking
Need assistance with dressing and undressing
Need assistance in getting into and out of bed
No assistance required

1
13
17
3
1
3

Florence, age 90, described her multiple health issues:
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Well, I think for 90 years old it’s very good. [laugh] I have had a few health
problems in my life, if you write this down. I’m diabetic, and I’m dependent on
insulin, and I’ve had got arthritis in my back, who hasn’t, you know, and I have
a lot of pain in my legs because of that and that affects my mobility quite a bit, I
can walk quite well but I have to have a walking frame. (Florence, 90 years,
resident for 3 years)
The majority were able to perform activities like eating, dressing and undressing,
going to the toilet, taking care of their appearance, and getting into and out of bed
without any assistance. However, four participants needed assistance in all these
activities except for eating. As indicated above, all twenty one participants were able to
walk with the help of walking aids (walking frame or stick or automatic wheelchair).
Among twenty one participants, two were able to get around the facility with
automatic wheelchairs but required assistance to get in and out of the chair. Other two
participants did not have automatic wheel chair and required assistance to push the
manual chair to get around. One participant required complete assistance “I had a
stroke and this has left me paralysed one side, and I can’t do things.” (Jennifer, 71 years,
resident for 12 years). Participants with arthritis also needed some assistance in
dressing and undressing. Three participants were quite independent as they were able
to fulfil their daily tasks without any assistance. However, they needed to be in a rest
home due to health conditions such as short-term memory loss, arthritis and heart
disease, which hindered their capacity to live alone at home.
Most of the participants rated their health as better than their acquaintances in the
facility and felt fortunate that they could still manage independently as much as they
could. .The scenario is completely different for three residents who needed assistance
with the toilet, getting in and out of bed, dressing and undressing. As Edward pointed
out, such dependency could be frustrating.
To get to the toilet, I have got to walk, you see, and I am not allowed to. They say
I am not allowed to because if I fall down it’s my problem and I shouldn’t have
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done, you see, because they have told me not to, which is nuisance because when
I want to go to the toilet, if you want to go to toilet it would be so nice to be able
to go you know but you have to ask, or you have got to ring bells and all, you
know, and also carry on, and it’s very demeaning. (Edward, 75 years, resident
for 2 years)

5.4 Key Informants
This section provides the demographic characteristics of activity staff who served as
key informants for this study. .

Demographic information of key informants
The Table 5 below provides detail information on key informants who were organising
activities for the residents in rest homes, including age, qualification, ethnicity and
duration of work.
Table 5: Demographic information of key informants
Staff

Age

Qualification

Ethnicity

Duration of work

1
2
3
4
5
6
7
8
9
10

50
62
61
45
54
62
48
59
51
27

Diversional Therapy Certificate
No formal qualification
Diversional Therapy Certificate
No formal qualification
Diversional Therapy Certificate
Diversional Therapy Certificate
Diversional Therapy Certificate
Schooling Education
Diversional Therapy Certificate
Diversional Therapy Certificate

Kiwi
NZ European
NZ European
Kiwi
Kiwi
Kiwi
Kiwi
Kiwi
Kiwi
Irish

11 years
8 years
2 years
23 years
34 years
15 years
17 years
4 years
6 years
4 years

All the activity staff were female. The average age of key informants was 51.9 years. The
oldest was 62 years and youngest, 27 years. Seven staff members had obtained the
diversional therapy certificate. However, two staff members had no formal education and
one had completed schooling. Those with no formal qualifications had 8 and 23 years of
work experience. One staff member had 34 years’ experience in this role. Seven staff
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described themselves as Kiwi and two identified their ethnicity as NZ European. One staff
member described herself as Irish.

5.5 Description of the Facilities
In this section I focus on the facilities. I devote a section to each size: small, medium, and
large, as this reflects the physical structure of participants’ lived space. As per my
research protocol, two homes of each size were randomly selected for participation in
my study, thus each section includes two homes. The lived experience is also affected by
the facility’s ambiance, both physical and social. Therefore, I intend to describe the
structures of my participants’ living environments. These included e six different care
facilities which were classified as small, medium, or large. Small facilities had only the
rest home level care; however, the medium and large care facilities offered rest home,
hospital and dementia level care.
5.5.1 Small Rest Homes
The small rest homes had a capacity of 25 to 49 beds, and offered rest home level care.
The residents living in these facilities did not require 24-hour care as they were more
mobile and independent than in the hospital and dementia level care (New Zealand
Government, 2019).
Each resident has a bedroom, communal lounge and dining hall. Each room has a single
size bed, single couch, wardrobe, notice board and a small table. Some have a radio,
television or telephone whereas others have all three. The room is decorated with
pictures and greeting cards that the residents received on special occasions some
residents’ rooms were bright with enough natural light, an outside view, and attached
toilet whereas others’ rooms were dark and with no views and no attached toilet. In
small rest home residents had to use the communal toilet and bathroom. This was
different for the residents who were living in a premium room. While in large and
medium rest homes residents had attached toilet and bathroom but had to share with
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one co-resident. Premium rooms, which were large, with good view, and attached toilet
and bathroom, were available. It was quite frustrating for those who had to go to the
communal toilet very often. Bridget expressed this feeling. She wished to have an
attached toilet in her room so that she could go whenever she liked and didn’t have to
wait in the queue:
I also walk to the toilet because there are no toilets in the bedrooms. So, it
depends on how many times I need to go to the toilet. It would be good if there
were a toilet in my room. It’s difficult as it remains occupied all the time. So,
when the days are very bad then they leave the commode in the bedroom.
(Bridget, 87 years, resident for a year)
According to the facilities’ policy, residents were allowed to bring their personal
belongings into the facility when they moved in. However, when I asked my participants
“What did you bring when you first moved into the facility?” the majority reported that
they just brought some clothes and pictures. Very few stated that they brought furniture
or other belongings. They expressed that they missed their home, furniture, garden, car
and the things they used to have in their own home. Table 6 below shows the physical
structures of the small, medium and large facilities.
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Table 6: Physical structure of the facilities
Facilities
Small

Level of care
Rest home

Medium

Rest home unit

Dementia unit

Hospital unit

Large

Rest home unit

Dementia unit

Hospital unit

Physical structures
Individual room with or without attached toilet and bathrooms
One lounge
One dining hall
Small garden
Mobile library/ library bus
Individual room with attached toilet and bathrooms to share
with next room
One lounge
One dining hall
Small flower and vegetable garden
Library
Individual room with communal toilet and bathrooms/
One lounge
One dining hall
Small flower and vegetable garden
Library
Individual room with attached toilet and bathrooms
to share with next room
One lounge
One dining hall
Small flower and vegetable garden
Library
Individual room with attached toilet and bathrooms to share
with next room
One lounge
One dining hall
Small flower and vegetable garden
Library
Individual room with communal attached bathrooms
One lounge
One dining hall
Small flower and vegetable garden
Library
Individual room with attached bathrooms to share with the next
room
One lounge
One dining hall
Small flower and vegetable garden
Library

Note: All facilities had some premium rooms with good view, large space and attached toilet and
bathroom.

5.5.2 Medium Rest Homes
The capacity of the two medium rest homes was 50 to 79 beds. They offered all three
levels of care (hospital, rest home, and dementia care) in separate units due to their
larger area and capacity. The facilities were built with small flower and vegetable
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gardens where residents could go for walks. They also had long hallways that connected
different sections which allowed residents to take long walks. Regarding the rooms, all
the residents had en-suites and toilets had to be shared among two residents. The
following extract shows how she makes sure that there is no other person in the toilet.
My bathroom is used by the people who come from the other side and you
talk to them and are careful to knock on the door because sometimes it's a
man and they use the toilet. It’s a bit embarrassing when you open the
door and somebody is standing in the loo and it's embarrassing to them
too. (Ruth, 91 years, resident for a year)
5.5.3 Large Rest Homes
The two large rest homes had a capacity of 80–125 beds. The large rest homes offered
three levels of care: rest home care, dementia care and hospital care. These were in
different units and named accordingly. The room quality varied depending on the unit.
Rooms at the rest home level of care had large bedrooms, and each unit included a small
living area with a small kitchen and attached bathroom. The hospital level care had a
mixture of small and medium sized rooms and attached bathroom to share with the next
room. Dementia level care had a mixture of small and medium sized rooms and
communal toilets and bathrooms. The lounge area had an outside view from windows
with couches, television, music player and some indoor plants in the corners of the
room. The dining hall had sets of tables and chairs. The rest home unit had a bird in a
cage in the lounge.
A report by the Ministry of Health, New Zealand, highlighted the importance of
maintaining a natural and homey environment through access to the garden, natural
sounds like birdsong, running water and small animal noises, as a pleasurable music
environment will help in stimulation (Ministry of Health, 2016c). One of the large rest
homes that I observed had a cafeteria area at the main entrance, which was quite good
for the residents to spend some time in a different environment with their family and
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friends. It was also a place for socialisation where they could see many people around
them.

5.6 Organisational Culture
In this section, I continue my focus on the institutional context by describing the
organisational culture of the rest homes. Hill and Jones (2001) defined organisational
culture as psychology, attitude, belief, values, and experiences of the organisation.
Organisational culture can impact the wellbeing of the resident. Relationships and
attitude matter in maintaining the well-being of an individual. A study by Etherton-Beer
et al. (2013) in Australian long-term care found that even good physical environments
cannot ensure the well-being of residents; a friendly culture fosters the residents’
engagement in the facility. The study highlighted the importance of cultural change in
residential care centres where leadership, teamwork, and communication can work as
key elements in ensuring a sustainable, caring culture by allowing residents a measure
of control.
Older people in care centres are often characterised as passive, dependent and
incompetent due to lack of social integration, connectedness, loss of ability and lack of
opportunity to demonstrate their ability. These characteristics increase the “three
plagues” of nursing care identified by Dr Bill Thomas.5 One participant reported that
living in residential care had resulted in loss of family and social contact as they could
not do things on their own due to their health issues. Several participants reported that
living in an institutionalised setting challenged their daily routines, including mobility
and engagement. Therefore, person-centred care need to be based on various principles,
for example, knowing, understanding and listening to residents and honouring their
experiences and perspectives to develop relatedness, autonomy, and competence
among the residents. Staff attitudes and relations with residents matter in a residential
care facility.
5

Dr Bill Thomas is the founder of The Eden Alternatives in 1990, developed in order to change the culture of
caring in nursing homes by bringing growth and laughter into the lives of older adults by elevating the “three
plagues” of boredom, helplessness and loneliness.
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The participants in my study who lived in the small facilities were happy with the caring
and friendly attitude of staff. A good caring culture develops the feeling of being and
wanted and fosters good bonding:
Well, I say all the girls and the men here go out of their way to help you and
make you feel like you are a wanted person, you know, you are not just here
and have to do like they say, you know? And they will have a laugh and a
joke with you. They will come in, I had one young girl come in and shave the
hair of my chin [laughs] and you know they chat with you, and they will
share their personal things. Well, I mean she didn’t have to do it but she did
it and you see you are just grateful for all the little things people do for you,
like cut your finger nails and a lot of other things. I can go and get my hair
done on a Thursday and that makes you feel as though you are you. If they
are selling their house, they will tell you about it. Or, you know, just everyday
things or one of their children doing well in something, so you feel that you
are a part of their family, even though you don’t know them, you know.
(Bridget, 87 years, resident for 4 months)
The findings are supported by the work of Kane et al. (2007) that residents in the
smaller units have a better self-reported quality of life as they have good relationships
with staff. The other studies also indicated that smaller-sized facilities are more
beneficial for older adults with both physical and cognitive impairments (Slaughter &
Hayduk, 2012; Becker, Andel, Boaz, & Howell, 2009).
In one large facility, the culture was completely different, with my participants
describing a lack of interaction and relationship between staff and residents:
Well, I mostly have a positive attitude to things. So I don’t have things that upset
me much except one or two of the caring staff, who are not always pleased. That
upsets me a bit because then I think, well, perhaps they are having a bad time at
home or perhaps they are upset about something. Mostly I can just brush it off,
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but sometimes if I’m having a bad day and they are not very nice what is . . . yes
and I think they probably have some difficulties at home or with the job or their
shift they are working. (Florence, 90 years, resident for 3 years)

5.7 Homey Atmosphere
Another aspect of the centres is the atmosphere they create, and in this section I focus
on what is known as a ‘homey atmosphere.’ In this type of facility, residents are allowed
to bring some of their belongings like furniture, chairs, and pictures when they come
into the facility to make them feel they are at home. When residents first move into the
facility, they have to go through a lot of changes such as having no place to call home, a
lack of social contact and having different habitual activities. This leads them to lose
their comfort zone and lose their identity and self-determination. Therefore, it is
important to develop a familiar environment where they can feel comfortable and
develop new strategies for adjustment.
The narration of participants revealed that small rest homes were providing a more
homey atmosphere to the residents than in large and medium rest homes. This could be
because they had fewer residents in the facility. However, participants reported that the
staff were friendly and helpful in small rest homes. The staff were treating them like
their own family, sharing personal things. This expression was not very often expressed
by the participants of medium and large rest homes. A good one-to-one conversation
with staff developed the sense of a homey atmosphere. One of the participants living in a
small rest home reported that have meaningful conversation with staff gave her a
feeling of being like a family.
Several participants mentioned that sitting in the lounge was not meaningful to them
because they had difficulty with social interaction due to the lack of residents who can
participate in as good a conversation as they can. In addition, some residents also
highlighted personal, cultural, and educational status as barriers to communication.
Residents who were frail and disabled were placed in the living area and kept in front of
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the television all day, and were not able to make conversation. Christine expressed her
experience in the facility when she visits the day room and stated that her husband
would find it difficult to live in this situation where the people were not more
conversational, as he was a sociable person who spent his whole life socialising:
Well you just need to go up around the day room, and I think if you went up to
the sitting room where everybody sitting now are (she mimics how they slump
on their chair) so there is not much conversation. I started spend about threequarters of an hour before lunch, yeah, I will be in the sitting room, sort of a
room where the people sit, they just sit there and don’t do anything. (Christine,
90 years, resident for a year)
In this regard, lack of social contacts, an unfamiliar environment, and cognitive
impairment of co-residents hinders a homey atmosphere and increases the risk of
loneliness and depression among residents.

5.8 Family and Social Networks
Contact with individuals from outside the rest home is the focus of this section. Family
and social contacts are important to help residents cope with ongoing changes in their
lives (Riedl et al, 2013). As Ball et al. (2000) stated, people experience loneliness and
depression due to lack of purpose in their lives and the absence of meaningful choices in
their new living situations. Visits from family and friends can enhance emotional wellbeing and the adjustment to facility. They also give residents something to look forward
to (Robinson et al., 2010).
In one exception to this general finding, Lee (2000) found that the residents of a nursing
home care in China ignored family visits as they did not want to show their living
situations to the family members. This could be due to their cultural norms.
Family support was important to my participants. They reported that they love to see
their loved ones and listen to what they are up to or how they are doing. I asked my
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participants how frequently their family and friends visited them and how they felt
when they saw them. The Table 7 below shows the frequency of visits from family
members.
Table 7: Visits from family members
Number
1
9
12
2

Frequency of visits
Daily
Two or three times a week
Once a week
Less than once a week

The table above presents the information on family contact. The majority of the
participants were able to see family and friends at least once a week. Several
participants had at least one family member living nearby. However, the scenario is
different for participants with no children or friends. Indeed, for them, living in a rest
home can be considered a lonely and barren experience with no contacts. More often,
geographical distance, family business or employment, the death of partner or spouse,
siblings, and friends results in diminishing social contact in the facility.
Jennifer looked very sad while describing how she can’t see her family members and
friends very often “Not very often . . . Because they are usually busy . . . My sister comes
once a month. Sometimes my friend comes about once every three months.” (Jennifer, 71
years, resident for 12 years). Sarah also added that she has no family around, except her
niece and nephew, who only occasionally visit as they are busy:
I have nobody. I haven’t got family of my own. I didn’t have any family. So I am
just on my own. Now I am on my own because my sister passed away. I had two
brothers as well, but they are both gone. There is only one here I have only got
a niece here and a nephew. (Sarah, 94 years, resident for 2.5 years)
Helen expressed her feeling of being lonely and restricted as she couldn’t see her family
as she used to when she was at home:
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My family used to come and see me when I was at home. I knew that I was on
phone, I could pick up the phone and ring them, you know, but I haven’t got a
phone to ring them, so I have to go and ask for a phone. (Helen, 94 years,
resident for one year)
Sylvia expressed her feeling that she looks forward to seeing her daughter, and also
acknowledged their situations:
My daughter comes, not every day because she works and she is busy, you know, she
has got her own family. So, I don’t expect her to come daily. I look forward to my
daughter coming, and the other one rings me every week from Hamilton. (Sylvia, 83
years, resident for 3 years)
Family support makes a lot of difference in older people’s lives, especially when they are
in a care facility. William was very happy with his family visits and explained that his
children are doing great. He told me that they all c visited him regularly and took him
out for dinner or a drive to fill in his time:
Of course our family is good, doing very good and we have got one daughter
living in Wingatui, in the south of Dunedin and the one son lives in Dunedin. We
have also got a daughter who lives in Milton, and our golden boy than when I
come from Takaki he lives there and they . . . Peter and his wife come in every
Saturday to see us take us for a drive, and Suzanne, the one who lives in
Wingatui, comes in about every second or third day and we usually go for a bit
of a drive somewhere just to fil inl a bit of time in and she takes me around to
their place for dinner break, all that sort of thing. The other girl lives in Milton.
She is really good too, she looks after us. (Albert, 87 years, resident for 4
months)
The activity staff also stated that residents enjoy the family visits and nature
rather than the organised activities:
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Some people just don’t want to do activities but some people are quite happy if
they get an afternoon family visits and they want to be down in the lounge and
look at the sea for a while. Then they want to go back to their room and they
are happy, get the door open, watch people go by and, you know, that’s the
nature of the beast. (Activity Staff, 8, worked for 4 years)
Similarly, Dave appreciated the care and visits he receives from his friends in the
facility:
Sam, you know, the tall carer who came in, will tell you that I am very lucky in
the friends that I have. They pay a lot of attention to me and look after me, and
so that is good, I enjoy that. (Dave, 76 years, resident for a year)

5.9 Activities in the Facilities
I will now turn to the activities offered by the facilities. There is no consistent evidence
on the categorisation of activities; it varies from study to study. Leisure activities have
been categorised in different terms, such as formal and informal activities, active and
passive activities, physical, social and mental activities or solitary activities, indoor and
outdoor activities, individual and social activities and intellectual or cultural activities.
Based on the common utilisation in the literature, I have applied three categories
physical, mental and social to the activities in my facilities (Table 8). I consider physical
activities as those activities where the body is used to complete the task such as walking,
exercise, household choirs and playing bowls or mini golf. Mental activities denote
activities where a person needs to use their brain for performing activities like reading
books, doing puzzles or crosswords, playing housie, arts and crafts, and quizzes. The
social activities relate to choir, concerts, outings, family and friend visits and celebrating
festivals, those activities that provide an opportunity to socialise.
Each facility offered a range of activities on a weekly basis. The facilities assigned
activity staff, known as diversional or occupational therapists, to run all the programs.
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Moreover, the three types of facilities have the same activity trends, with the difference
in the number of staff running the program. In the small rest homes, only one activity
staff member was assigned to organise the activities among all the residents. That was
somewhat challenging from the staff perspective, to ensure the needs and demands of
all the residents were being met. In fact, staff reported that they did not have enough
support while conducting leisure programs for the residents, which is detailed in the
next chapter under barriers.
However, the medium rest homes had assigned two activity staff members who run the
activities in different units. A diversional therapist was assigned to the dementia unit as
older adults here need distraction therapy all the time due to their agitation and
fluctuations in their mood. Both staff members divided their tasks for the different units
and run the activities accordingly.
Similarly, in the large rest homes, the only difference was in the number of activity staff.
Among the selected rest homes, one facility had two and another four activity staff
members. All the rest homes had the same system of assigning activities to the
residents. They do all the paperwork and discuss their hobbies and past activities with
residents and their family members when they first come into the facility. The staff
explained that first they need to build a good bond by gaining their trust which is hard
and takes time. On the other hand, they also stated that it depends on the individual as
well. Some residents adjust quickly, whereas others don’t.
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Table 8: Activities in the facilities
Activities

Small Care Facilities

Medium Care Facilities

Large Care Facilities

Physical

Bowls

Bowls

Bowls

Mini golf
Exercises
Gardening

Mini golf
Exercises
Gardening

Mini golf
Exercises
Not Available

Mental

Word Game/Puzzle
Quizzes
Reading Newspaper/book
Housie

Word Game/Puzzle
Quizzes
Reading Newspaper/book
Housie

Word Game/Puzzle
Quizzes
Reading Newspaper/book
Housie

Social

Happy hour
Sing-along

Happy hour
Sing-along

Happy hour
Sing-along

Outings in van
Entertainment (choirs,
chapel, concerts, playing
musical instruments)
Not available

Outings in van
Entertainment (choirs,
chapel, concerts, playing
musical instruments)
Volunteer visits

Outings in van
Entertainment (choirs,
chapel, concerts, playing
musical instruments)
Volunteer visits

Table 8 demonstrates the types of activities offered in three different care facilities.
Activities include housie, choir, word puzzle, quiz games, chapel, reading newspapers
and stories, outings, exercises, baking, bowls and mini golf. The tradition of offering
activities is quite similar in all three sizes of facility. The one notable difference is that in
some facilities the residents were encouraged to become involved in household chores
like arranging flowers, walking in the garden, weeding, or folding towels to develop a
homey environment which wasn’t common at the other facilities.
A typical day
Based on my field notes during participant observation in one of the rest homes, I
describe a typical day, from 9 am to 5 pm. I reached the facility at 9 am and greeted the
staff at the nurse station. One of the staff reported to me that this was the time for each
resident to get washed and dressed for the day and invited me to feel free to move
around. I decided to sit in the lounge. As I was walking along the corridors on my way to
the lounge I observed that residents who were able to do their daily tasks independently
were ready for the day, while others were waiting to get washed or showered and
dressed. Some of the residents were reading the newspaper in their room while others
172

were watching television. As I reached the lounge, I saw a group of four residents who
were listening to a staff member who was reading the newspaper to them. Without
disturbing them, I quietly sat on a chair in the corner. The staff were in and out of the
lounge assisting residents from their rooms to the lounge once they were ready for the
day. They placed residents in front of the television and left the room, assuring them
that morning tea would arrive soon. The newspaper reading session was over and the
staff helped residents get seated in their designated places for morning tea.
Morning tea was served between 10:00 am and 10:30 am. Some residents preferred to
have morning tea in their rooms, while others came to the lounge. The residents who
needed assistance were not ready until morning tea as the staff needed to assist a group
of four or five residents. Few residents got dressed before morning tea while others
were washed or showered and dressed after morning tea. All the residents were up and
ready before lunch time. The residents who needed assistance with mobility were
usually brought to the lounge for morning tea and remained in the lounge all day.
I noticed that residents without mobility problems preferred to stay in their own rooms.
They were in the lounge and dining hall during their meals and some organised
activities, not for socialising with each other. All the residents had a weekly activities
information flyer in order to choose to attend the activities they were interested in.
Mostly two activities sessions were scheduled in a day, one after morning tea and the
other after lunch. The staff encouraged everyone to join the activities by visiting them
individually and inviting them to the activities. When morning tea was over, the activity
staff organised the activity according to the schedule. However, sometimes it was hard
to organise the activities according to the schedule. One scheduled activity on the flyer
was outings in the afternoon, but due to some problem the staff had to change it to
housie. This was quite frustrating for the residents who were looking forward to going
on outings. As soon as the residents realised this was cancelled, their facial expression
showed disappointment. Some residents went to their rooms from the lounge, while
others just stayed there. Some went for a walk in the corridors or garden, depending on
their mobility condition.
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I observed a lady who was sitting alone in the corner of the main entrance. She looked
at me and smiled. I introduced myself to her and we began a conversation. First, we
talked about the weather as it was a lovely and bright day, which was very rare in
Dunedin, especially during winter. She stated that she was waiting for her daughter to
come as they were going out for lunch. I appreciated that and wished her a lovely time
with her daughter.
I left, and went to the activity room where the residents were getting ready for bowls. I
saw that only ten residents turned up to the activities although the facility had forty
residents. The staff had arranged the chairs for the residents, with one chair in the
centre opposite the bowls for the players to bowl. There was a whiteboard on the side to
record the scores. The residents were divided into two groups of five each. I helped the
staff in calling out the name of the residents one by one from each group and writing
scores on the whiteboard, as suggested by the staff. The staff took care of the position of
the balls, and encouraged and assisted the players to throw the balls. Residents took
turns, assisted by activity staff to throw the bowl to meet their target. However,
interactions between the residents were minimal during the game. Some residents
looked excited while others were neutral. Once the game was over the activity staff
announced the winner and congratulated them. The staff and another caregiver assisted
every resident to their desired place, for example, the lounge or their room for lunch.
On my way to the lounge I again met the lady who was still waiting for her daughter to
come, but later I learnt from the staff that this was her normal routine. She always gets
ready and waits for her daughter to come. However, the daughter comes, when she can,
but not every day. A few residents came to the lounge for lunch and returned to their
room after lunch, while some chose to have meals in their room rather than coming to
the lounge. Lunchtime in the lounge looked chaotic, due to the movement of staff and
residents. Conversation mostly occurred between staff and residents rather than among
residents. Few residents greeted each other before joining the table and after lunch at
the table.
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After lunch the day was quiet as residents were napping in the lounge as well as in their
rooms. Some were waiting for the next activity (housie) which was starting at 2 pm. A
group of residents were gathering to play housie. Some stated that this was a good time
as it kept their minds occupied, while others stated that it was a good way to pass the
time, better than doing nothing. Residents were following the instructions of the activity
staff and focusing on the numbers and matching them with the list they had. After the
completion of housie, residents were served afternoon tea. At the end, the winner got a
prize. The resident who received the prize was very happy and shared her happiness
with other staff on the way back to her room. I had a chance to have a conversation with
her on her way to her room. I congratulated her on her achievement. She thanked me
and stated that it was good to achieve something.
All residents had their afternoon tea and left the room. The majority of the residents
went to their rooms. It was four o’clock in the afternoon, the day slowed down;
everyone was either in the lounge in front of the television and having a nap or in their
room listening to the radio, watching television or resting on their beds. Residents were
now looking forward to dinner at 5:30 pm Lunch and dinner clearly helped residents to
fill in the time.
I encountered one resident in the lounge, who was waiting for dinner. As soon as she
saw me, she asked me if it was dinner time. I reminded her that dinner would be served
at 5:30 pm (as the staff had told me). She looked at the clock on the wall and said that it
was still a long time to wait for dinner. Her gesture explained that it was really a long
way to go. She took a seat on a chair near a window and looked outside. The outside
view offered her a way to pass the time while she was waiting for the meal. The outside
view was beautiful as there were different varieties of flowers and a well-maintained
lawn. I went near her and had a conversation with her about the view. I said what a
beautiful view; she told me that this is really great. She appreciated that the gardener at
the facility does a very good job. She said it’s a good way to pass time looking outside.
She also used to have a garden at her home and loved gardening. The garden at the
facility reminded her of her home. She said she had a big garden at home. She and her
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husband used to maintain it. They used to grow all sorts of things such as flowers,
vegetables and fruit. She sadly expressed that this was all gone now. “I can no longer do
gardening and I sold my house”. Again, she said she didn’t worry about it now, at the age
of ninety nothing could be like normal. “I am happy with whatever I can do, I am not like
the others. I can feed myself and can walk around with the help of a walking frame”. I
appreciated her thoughts and left the room saying ‘goodbye’ to her.

5.10 Summary of Chapter Five
The biographies, demographic description, health condition, and leisure activities
presented in this chapter contextualise the everyday life of participants in the rest
homes. The description of different types of facilities illustrates the living environment
and services offered to the residents. The typical day presented in this chapter also
describes the normality of the day in rest homes where residents do their best to remain
engaged despite personal and institutional limitations. The diversity of participants
presented in this chapter exemplifies that every individual has different experiences
based on their lived body, lived time, lived space and lived relationships. Based on their
lived experiences, the next chapter describes how residents adapt to their transitions to
residential care.
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CHAPTER SIX
ADJUSTMENT TO RESIDENTIAL CARE: THE
CONTRIBUTION OF ACTIVITIES
The purpose of this chapter is to describe and interpret the residents’ experiences of
adaptation after their relocation to the rest homes, and the role of activities in this
process. The chapter provides details on how older adults develop different adaptive
strategies to manage living in a rest home with frail bodies, having more free time, and
having fewer relationships with others. Participants’ narratives revealed the
phenomenon of adaptation to residential care. The process was challenging and
required many strategies to optimise their responses in order to compensate for their
losses.
In this chapter, I intend to articulate the challenges experienced by my participants as
well as the coping strategies they adopt. Participants’ narratives of the adjustment
process reflect the strategies of selection, optimization and compensation, where
activities played important roles in developing the sense of meaning and purpose. These
are illustrated by quotes. Strategies of selection were influenced by health condition and
available resources. They focused on what participants could do rather than what they
could not do. Participants’ positive attitudes displayed their use of optimisation to
overcome challenges. They compensated for their loss through seeking alternatives.
The chapter is divided into three sections. The first describes frailty and sudden health
deterioration as the main reasons for moving into residential care, followed by spouses’
health deterioration and lack of family support. The second describes the challenges
experienced after the move. Two themes – institutionalisation and identity: loss and
renewal – were identified in explaining the challenges of moving. The third section
describes how activities helped participants overcome the challenges of moving into
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residential care. Three themes were identified in describing the coping strategies
employed by the residents.

6.1 Reasons for Moving to Residential Care
Increasing frailty and sudden changes in the health condition of participants or their
spouses determined their movement into residential care. Their narratives revealed
how quickly they experienced these changes. Often, a sudden deterioration in health
determined their journey to residential care direct from hospital. Bridget (87 years,
resident for 4 months) stated deteriorating health as the main reason for her move;
“Well, I always had good health until about five years ago and since then my health
deteriorated a lot. But in the last six months it became worse. So, that's why I came here.”
However, some participants indicated that their spouses’ health that caused them to
move. For example, Elizabeth (83 years, resident for 3.5 months) who was suffering
from Leukaemia and gout was being cared for at home by her husband. Three and a half
months prior to our interview he was hospitalized following a major stroke. Without a
caregiver she had to move a rest home. She described her sudden move:
Because of my husband, we were living together and he was my caregiver, but
he had a stroke. So, he was hospitalised and he couldn’t look after me
anymore, I needed to look after him. So, within two days I was here and then
he was in hospital for two weeks or more, and then they sent him home, which
was the wrong thing to do because my daughter’s hardly over there and he
just couldn’t cope. So now he’s coming here as well. So, we are both here
permanently. (Elizabeth, 83 years, resident for 3.5 months)
Elizabeth’s experience illustrated how sudden relocation into care gives no time to think
and plan.
Lack of family support is another reason to move into a facility. The deteriorating health
condition of her husband and the unavailability of her daughter to provide care left no
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choice for Elizabeth to remain at home. After a stroke her husband could not cope well at
home and had to move to the same rest home where she was. Her chances of returning
home had deceased due to lack of support at home. Similarly, Albert (87 years, resident
for 4 months) and Harry (92 years, resident for 2 years) reported that the deteriorating
health of their spouses contributed their move to rest homes.
All participants reported that moving to residential care was not their choice but the
result of medical emergencies. The decision to move was influenced by family members
and their general practitioners. Sylvia (83 years, resident for 3 years) said that she was
not ready to go, but her daughter insisted that she go to a rest home:
I wasn’t ready to come. I told my daughters [that] when they told me and
asked me to come into the rest home. I said, “No,” she said, “You have to.”
When I came here it was a shock to my life. (Sylvia, 83 years, resident for 3
years)
All participants directly or indirectly confirmed that moving into a care facility raised
fears of loss of space, belongings, independence and freedom. Participants described the
transition from home to residential care negatively. They feared being institutionalised
and were reluctant to lose their freedom and independence. They further reported that
they did not choose to be in a care facility, but their family members persuaded or
encouraged them to move to one, due to their deteriorating health and need for care.
This process was like starting a new life with various difficulties and challenges. It
became a source of trauma for residents as they had to deal with major changes.
Accepting change in later life requires a great deal of support from others. The fear of
losing the support of family, friends, neighbours and the community made participants’
the decision to move difficult.
Despite having underlying health conditions it was difficult for participants to accept
the transition. It was difficult for participants to accept that they were no longer able to
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live in their homes. Sylvia said that she was not prepared to come into a rest home. She
was shocked to see how quickly she came to the home despite not wanting to. The
mismatch between her desires and her health condition made the situation more
challenging.
Participants did not want to be a burden to others and some reported that they
sacrificed their desire to live at home for the betterment of family and for their own wellbeing. Margaret’s narratives described how quickly she understood and accepted her
family’s decision to move her to a rest home, although she did not want to move.
My family decided that it wasn’t safe for me to live on my own. I didn’t want to
come here, but they said it was sort of better for them and better for me. Yeah,
so I came here. It’s nice here. . . . I am happy as long as my family are happy.
They know that I am in a good place and well looked after. (Margaret, 84
years, resident for 1 year)
Her initial acceptance was due to fear of being a burden to the family. This was a
common theme among participants. The decision to move was often determined by
family members due to the safety concerns of their parents. None of the participants
reported that they had considered moving to a care facility prior to their admission.
Residents felt that their sudden health deterioration or that of their spouses left them no
choice.
According to New Zealand policy, older adults need to go through mandated
comprehensive need assessments using the InterRAI home care method prior to their
admission, and the Long Term Care facility method within 21 days of their move to
residential care (Aged-Related Residential Care Services Agreement, 2019, p. 52)
Despite going through all these processes, participants still felt that relocating was not
their choice but was due to their underlying health condition. It is noteworthy that
despite the assessment process, participants felt the decision to move was made by their
general practitioners and families.
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Despite underlying health conditions it was difficult for participants to accept that they
could no longer manage life in their own homes. All my participants narrated that they
were not at all prepared to live in a rest home. The lack of preparedness and
involvement in selection of the rest home and moving direct from hospital to a rest
home wove the story of their having no choice. Deterioration of health, lack of
preparation, and sudden move from hospital to residential care created many
challenges for participants. The next section describes the challenges associated with
entering into care.

6.2 Challenges of the Move
This section describes the challenges reported by the participant after their move to
residential care. The first theme discusses the challenges of being institutionalised by
reflecting on the physical challenges, for example, dramatic changes in physical location,
daily routine and habitual activities. The second theme presents the emotional
challenges experienced by the participants from lost identity to renewal.

6.2.1 Institutionalisation
Participants reported significant challenges adjusting to institutional life .Getting used to an
unfamiliar environment, being confined in one room all the time, and following the
routines contributed to this feeling. All participants reported that transforming their
lives from large living personal spaces (their homes) to semi-personal spaces (a room)
was a big challenge. Feelings included a sense of loss a lack of security and limited
comfort. The change from a home to a single room was devastating at times. Residents
told stories of culture shocks. During the interviews, twenty participants said that they
experienced difficulties adapting to the rest home culture, as it was a shock for them.
For instance, Edward (75 years, resident for 2 years) was shocked when he first came
into the facility. He expressed his feeling as “a mat pulled out under his feet” and
accepted that it took a while for him to adjust when he moved from his home to a room.
After his admission to the rest home, he believed that he would soon be strong enough
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to return home. It had been two years and Edward had no firm date to return home but
he was still hopeful.
Similarly, staff also acknowledged that moving into the facility was a cultural shock and
adapting to their new space was a hard process for the residents and they needed time
and support from them to adapt to the rest home culture:
There has to be a settling-in time for the person as well, because often they have
lived on their own, then coming into a place like this, it’s quite a culture shock.
Umm . . . and, you know, they don’t know what it is to chat in the lounge or at the
dining table with a lot of people that they don’t know. So that’s our role, to get
alongside them and give them opportunities to attend the activities.” (Activity
Staff, 1, worked for 11 years)
Unfamiliarity was a significant challenge for the participants. For example, adapting to a
different culture, unfamiliar faces, following new routines, and a different living
environment brought feelings of institutionalisation among residents. In such a position,
time and support was important to aid residents to cope with changes. Staff also noted
that accepting the rest home as a home was challenging:
The first week or two, because it’s the grieving for their home, you know, this
is not their home and there is no place like home. They come in here because
they need to be here, umm . . . they go through the grieving period. Some
people get over it quicker than others and some never do, which is, you
know, understandable because they have gone from the home to a room.
(Activity Staff, 4, worked for23 years)
Increased dependence and adapting to rest home culture engendered a sense of
helplessness among participants. Nineteen of the resident participants in this study
expressed a sense of helplessness. Feelings of helplessness were intense among
participants who were physically, mentally and functionally disabled, as they needed to
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ring the bell and wait for someone to come whenever they needed help. The narrations
of Edward and Martin provided an example of how institutionalisation developed a
sense of helplessness. Edward burst into tears during the interview when he said, “I am
stuck in this room all the time.” This revealed a sense of helplessness among participants;
their life was confined to one single room. Their health condition and indefinite stay in a
rest home destroyed their strength. Likewise, Martin (91 years, resident for 2.5 years)
decided not to disturb the staff schedules by ringing the bell when he needed assistance
showering and dressing; instead, he chose to wait for them as he stated that they would
come when they had time as he required assistance showering and dressing. Fitting into
the staff schedule was something that Martin learned as the best option for both of
them, instead of upsetting staff.
Lack of sufficient support from staff and rigid routines enhanced the feeling of being
institutionalised. Participants felt that their care facility failed in developing a feeling of
“home.” An expression of sadness was noticed when they spoke about how they “ended
up” or “got stuck” in a room. All the participants found it hard to accept these changes;
however, they expressed their acceptance of being in a care facility, as they understood
that they were no longer in a position to make decisions about their living situations due
to ill health and lack of mobility. In other words, it was beyond their control and could
not be reversed. Martin’s (91 years, resident for 2.5 years) inability to walk a long
distance and need of help from others has confined his life in the rest home, despite
living close to his home. Home was central to participants’ narration when talking about
themselves or other residents. Still having their own home was a source of pride, and so
they experienced a sense of loss.
The behaviour of cognitively impaired co-residents impacted on the feeling of the rest
home as home and normalising life for other residents. Fifteen resident participants
explained that a lot of co-residents shouted, swore, cried, complained and always
wanted to go home. Edward (75 years, resident for 2 years) states “most of the people
that I have heard, is that most of the people love to be at home with the family. I have
heard all the residents crying out the families’ name all the time.” Cognitively intact
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residents found the behaviour of other residents disturbing. The disturbing behaviour of
cognitively impaired residents such as wandering around their room, aggressive
behaviour, calling out for families, and wanting to go home made it difficult for other
residents to feel at home.
The system of care also influenced residents’ feelings of institutionalisation. All the
decisions had been made for residents such as when to get up, when to eat, when to
shower, when to get dressed, when to sleep and where to go and residents needed to
follow the routine. Participants also mentioned that continuously being under others’
guidance and following instructions given to them served as continuous reminders that
they were rest home residents.
One of the staff also said that she had observed that coping with the completely different
environment was quite challenging for the residents:
People come in here because their whole life has changed; their whole routine has
been completely changed. When they first come in here . . . their life is completely
[disrupted]. . . . They [often] come straight from home to hospital to here, in which
case, you know, they’d like to sort of go home and finish things up to, you know?
But, you know, they are not going to be able to do that. So it’s not their decision.
So I think that it takes sort of like a grieving process they have to go through, in a
way, that, you know, you have to give up everything and have to be under
somebody else. You have [to be told] when to get up, or when to get dressed, when
you get showered, when you get . . . you know it’s always rules. (Activity Staff 8,
worked for 4 years)
The quote above revealed that older adults lose their autonomy after moving to a rest
home. They need to adjust to the rest homes and staff needs rather than their
preferences. Difficulties in adapting to the rest home rules and regulations were
common among residents. Following specified times for breakfast, lunch, dinner and
supper and adhering to the routines for showering, being dressed and taking part in
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activities elicited feelings of being in an institution rather than a home for many. Among
my twenty-four participants, nineteen experienced their rest home as a controlled
environment where they had to negotiate their wants and desires according to the
regulations. Seven participants, however, expressed that being in a controlled
environment did not matter at their age, because they were no longer able to do the
activities that they liked. Martin (91 years, resident for 2.5 years) said he noticed the
controlled environment in the facility, but it did not bother him, as he was no longer able
to do the things he enjoyed such as cycling, playing golf or driving. In contrast to
Martin’s philosophical stance, Dave (87 years, resident for 1 year) felt

that the

organisation was not putting a lot of effort into what he wanted to do or what he was
able to do. In many cases, participants were careful not to criticise the service received,
instead focusing on the positive. Despite having problems, they were doing their best
sticking to rigid routines and seeking the comfort of the staff. The suggestion given by
Martin that residents need to move with the flow without disturbing staff schedules
revealed how older adults accept the situation. They did not complain, instead accepted
the problems such as their weakness rather than confronting it. Five residents
expressed positive feelings about having a routine, as it helped them structure their life
and gave them something to look forward to.
Loss of home and deteriorating health condition impacted on willingness of participants.
On the one hand, not being able to have their possessions with them revealed the sense
of loss, but they described this as less important by explaining the current situation that
they were experiencing. For instance, Sarah (94 years, resident for 2.5 years) did not ask
her family to bring the things that were important to her, especially the scarf and jerseys
that she knitted herself. She states “I don’t know where they went, I never asked because I
was too sick to be bothered with it. I didn’t care when I was willing to die, and especially
when I had to give up my flat and come here.” Loss of home and ill health increased the
feeling of disempowerment among the participants.
Staff described their efforts to make the rest home more home-like for the residents.
These included actions such as helping residents display photographs of their choice on
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their walls and encouraging them to bring some of their belongings with them, such as
their bed, couch, television and radio:
Some people don’t want to be here because they are living in their own house and
then they might have a fall and go to hospital, next thing they (doctors) insists
[they need to go to a] rest home or a hospital part and they don’t even go to their
own house to choose what belongings they wanted. So it happens so fast for them.
So when they come in and something like that happens, I like to take them to
their own house so they can get what they want and bring it in, to make their
stay happier and give them choices that way. (Activity Staff, 5, worked for 34
years)
Staff also talked about encouraging residents to engage in household chores like picking
and arranging flowers or folding towels as they felt that would help to ease the
transition. Encouraging engaging in household chores was only observed in two rest
homes. This was not possible in other places due to staff workload. Despite these
attempts, none of my participants expressed a feeling of being in a homey environment.
A contributing factor to residents’ feeling institutionalised was a lack of privacy and
freedom. One of my participants told me that he did not like it when people passing by
gazed at his room. The safety concerns of management had impacted on the freedom
and privacy of the residents.
The sense of institutionalisation and lack of a homey environment increased the risk of
loneliness and boredom among participants. Fewer social contacts, lack of interactions
among staff and co-residents, fewer leisure opportunities and multiple health conditions
were the reasons for boredom and loneliness. However, despite challenges, participants
encouraged themselves to fight against loneliness and boredom in order to get through
the trauma of moving to the facility. Based on his experience, Edward (75 years, resident
for 2 years) described that being lonely or sad would not help him adjust to the facility.
He joins the musical activities organised in the facility. He said: “It’s not good to have your
mind not doing anything. It’s very unhealthy.” Furthermore, he added that socialising was
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also important as interacting with people would provide opportunities to share sorrow
and happiness together in the care facility, rather than just sitting alone in the room:
“If you are very down in life, if you don’t have something to keep your mind
interested . . . of course mixing with people, all smiling and laughing, cracking
jokes and it’s all part of living, is mixing with people. You got . . . definitely got to
do that always, otherwise you are in trouble.” (Edward, 75 years, resident for 2
years)
Based on Edward’s experience socialising with people was important to reduce
loneliness but Lawrence’s (88 years, resident for 4 months) experience revealed that
socialising or interacting with people was minimal in the rest home due to many
cognitively ill residents.
People here you have you can't talk too because they can't talk to you umm...
they are mostly stroke victims and dementia victims and they can't talk,
some of them can't talk at all, some of them they can but disjointed and
that's what I find is someone that I can talk to apart from nurses.
(Lawrence, 88 years, resident for 4 months)
The narratives of participants revealed that socialising in the rest home was minimal
because staff were busy, co-residents were not able to interact and there were fewer
family and friends visits. Based on residents’ experiences, Table 9 presents the various
reasons which contributed to feelings of loneliness and boredom due to
institutionalisation.
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Table 9: Feelings of loneliness and boredom
Loneliness
All the time
Sometimes

Participants
18
2
16

Do not feel lonely
Total
Boredom
All the time
Very often
Sometimes
At weekends
Do not get bored
Total

6
24
20
9
2
5
4
4
24

Reasons
Fewer leisure opportunities
Unable to see family very often
Missing their houses and wives
Missing their outside life
Health condition
Keep themselves busy with the activities
Offered activities were female catered
Lack of contacts with family
Lack of social life
no activities at weekends
Keep themselves active and occupied

The table above shows that eighteen participants reported that they felt lonely in the
facility. Of these, sixteen participants said they felt lonely sometimes and two
participants with stroke mentioned that they felt lonely all the time. Opportunities to
participate in the activities were fewer as they required complete assistance. Having
fewer accesses to the activities developed a sense of loneliness among them.
Of the 16 participants who said they felt lonely sometimes, eight participants reported
that was because they were not able to see their family very often. Two participants
reported they felt lonely sometimes because they missed their houses and their wives.
Two participants mentioned that they felt lonely as they missed life outside the facility.
Two participants reported that they felt lonely due to their health conditions. Six
participants stated that they did not feel lonely at present, but they had felt lonely in the
first few months after the move. However, six participants mentioned that they did not
feel lonely because they keep themselves busy with different activities.
Twenty participants reported that they felt bored. Among them, five participants
reported that they felt bored sometimes. Two participants reported that they felt bored
very often because of a lack of contact with family and friends, activities of their interest
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and a lack of social life. Four participants mentioned that they felt bored due to the fact
that there were no scheduled activities on weekends. All nine male participants said
they felt bored due to a lack of activities of their interest, because they felt that most of
the activities offered in the facility catered to female preferences.
Twenty-two resident participants stated that taking part in meaningful conversations
and building relationships was very hard due to many of the co-residents being very
unwell. The residents who did not have dementia distanced themselves from those who
did. Being confined in one room with fewer opportunities to pass time and unable to
meet the family and friends often increased the cases of loneliness. The interactions
among staff were also minimal due to heavy staff workloads.

6.2.2 Identity: Loss and Renewal
This section begins with a description of losses experienced by the participants and
their impact on their identity after transition to residential care. Then I explain how
participants retrieved their lost identities, despite challenges.
Residents’ identities were defined in terms of their possessions, activities, and roles. All
the participants reported experiencing a loss of freedom, choice, a place to call home,
their belongings and roles and outside life, and this had resulted in a loss of identity.
During the interviews, several participants spoke spontaneously about their previous
lives and homes and described such details with specific names, such as the areas or
streets where they used to live. Talking about their past experiences helped them to
present their previous identity of what they were. Hence, participants were doing their
best to retrieve a lost identity by linking to their past lives. They also gave brief
descriptions of their family, friends, neighbours, furniture, belongings and gardens,
which they left behind after moving into care. In many cases their homes had been sold
and a few of them were in the process of selling their properties. Although a few
residents reported that the staff motivated them to identify the care facility as their
home and let them invite their family and friends for meals, it was still hard for them to
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feel at home, as this was an institutional living situation where they had to negotiate
their wants and desires according to the institutional policies.
Participants also expressed that they felt they had lost their identity and what skills they
had. They talked of their previous experiences, the contributions they had made to the
family and society as mentors and carers. These losses further added to the loss of
independence, autonomy and choice. Florence (90 years, resident for 3 years) states “You
lose so far independence of course when you come in rest home care that’s unavoidable I
think.” Participants described how loss of mobility has changed their life and confined
them into the rest home:
We were used to being out in the community and looking after the grandchildren
for the last 20 years. So, I miss all that schooling and what they doing, our
grandson now who is sitting another exam, . . . The other grandson is at polytech . .
. So, normally we have been involved in all that and helping them with things but
that’s all gone over here. We used to walk a lot until we came in here. We used to
go to the beach almost every day and the waterside, you know, we made a point of
going, walking outside. We can’t drive; we can’t get out so we are sort of stuck.
(Elizabeth, 83 years, resident for 3.5 months)
Elizabeth’s narration describes how declining health and rest home life diminished
the independence of residents.

Christine’s story is similar. She reported that

management and staff discouraged her from walking outside.
I could walk for miles if I needed to but I usually don’t. They are not very keen for
us to go out for too long from here so before I came here I could be out for an hour
or an hour and half walking. But since I came here I am their responsibility and so
I just have to cope with my desire to walk. So, I walk up and down the corridor
quite often. (Christine, 87 years, resident for 1 year)
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Like Christine, other residents reported that they still could retain their independence
but the institutional safety polices had diminished their freedom and independence.
Participants, particularly those with poor mobility and functional limitations, struggled
to manage day-to-day activities without staff support. They experienced day-to-day
difficulties in managing normal life due to their limited mobility, and complex health
issues and were left with little to hope for and a lack of self confidence. For instance,
Martin thought he would not last very long, as day-to-day activities were not easy for
him. It was clear from Martin’s narration that he had lost his enthusiasm for life.
Mainly life outside really, that’s what I miss. But the sort of condition that I,”
I’m in I have to accept that, I have got to. I wouldn’t last very long out there
now, not really, I can get around, but it’s not easy. (Martin, 91 years, resident
for 2.5 years)
Participants used their past experiences to reflect on their identity, who they were and
what they prefer. Elizabeth (83 years, resident for 3.5 months), who recently moved to a
rest home described herself as an ‘outsider’ because she liked being outside and she
described that the activities offered in the rest home were indoors than outdoors.
However, she felt fortunate to have visitors, which filled her time, and she was able to
maintain her identity as a member of the community she belonged to. She said a rest
home was not the place for looking for her own entertainment because everyone in the
rest homes was disabled. She states “What could they do it’s about rest home, not outside,
because everyone is disabled here. It’s not the place to look for your own entertainment.”
Elizabeth’s experience clearly illustrates the limited opportunities in rest homes.
Despite complaining, Elizabeth showed her understanding that the rest home was doing
its best and that outside activities would not suit physically or mentally disabled people.
Like Elizabeth, other residents felt that they were spending more time inside than
outside. Rigid routines and activities inside the facilities developed feelings of monotony
among participants.
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Being surrounded by sick residents, being unable to do the things they wanted to do,
being unable to meet family and friends and being confined to only one room were some
examples that participants gave of aspects that contributed to their loss of identity. Only
four participants felt that they had been able to retain their identity in the facility, while
others said they had experienced a loss of identity because they were no longer able to
continue their life as they used to. One participant stated that she felt she had ruined her
first six months in the rest home, as it was very difficult for her to accept the ongoing
changes she experienced in the facility. Despite these challenges, she had since managed
to rebuild an identity as a volunteer that she felt she had lost after coming into care. At
the time of the interview, she described that being able to continue her past occupation
as a social worker had maintain her well-being. She accepted that the current role was
not the same as before, but she was happy to continue her past occupation in a different
way.
The changed living circumstances from private house to one room in a residential care
as explained in the section above also increased the likelihood of residents staying alone
in their rooms and being unwilling to get involved in any activities or events in the
facility. Participants were ambivalent about their opinions on activities in the facilities.
On the one hand, they said they appreciated the activities offered in the facility and that
they were there if they wanted to join in. On the other hand, they expressed that they
were content and happy to be on their own and preferred not to participate.
Developing their new identities, rest home culture was challenging for my participants,
due to their loss of personal identity, autonomy, freedom, possessions, social
relationships and activities. Entering into the facility required them to compromise their
individual preferences in order to fit into the organisations’ routines. They were no
longer allowed to do things as they wanted to, due to rest home routines such as
mealtime and activity schedules, bedtime and morning schedules, and the strict health
and safety policies of the organisation.
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Furthermore, their diminished physical capacity also fostered a loss of identity by
decreasing the autonomy and control they had over their lives. Dave (76 years)
expressed his frustration with not being able to do the things that he wanted to do:
I can’t go out and do things for myself; I can’t drive any longer, so going places is
hard. So, I’ve basically given up control of what I can do and what I can’t do, where
I can go and where I can’t go. I was a very active tramper and walker. I can’t do
that anymore. (Dave, 76 years, resident for 1 year)
Living with frailty in an institutional context contributed to a sense of helplessness and a
loss of identity.
Summary of the Transition to Care
This section described the difficulties associated with the transition to residential care.
The participants reported that sudden health deterioration and fear of being a burden to
the family were the main reasons for the move. The challenges of moving were feelings
of institutionalisation and a loss of identity. Loss of home, family and friends and routine
life created feelings of institutionalisation, developed a sense of helplessness and
increased the risk of loneliness and boredom. Participants managed to retrieve their lost
identity through taking part in the activities. The next section describes the role of
activities in various coping strategies adopted by the participants.

6.3 The role of Leisure Activities in the Adjustment Process
In this section, I turn to the role of leisure activities in the adjustment process, based on
the narration of both participants and staff. Participants reported various coping
strategies in relation to their leisure activities that helped them adjust. Each participant
had different approaches. My analysis identified three themes: Active approaches,
where they participated in activities that suited their physical and mental abilities and
were attached to their past life. Passive approaches among participants were acceptance
and reframing, which contributed to adjusting to rest home culture through a positive
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attitude. Finally, relation-based coping, where maintaining good relation with staff was
important for residents to adapt. Working with caregivers, they compensated for their
desires and adopted alternatives to adapt to the changes.
Activities played an important role in providing meaning and purpose in participants’
lives. Participation in the activities provided a sense of mastery, a feeling of
contribution, personal competence, an opportunity to socialise, and helped to retrieve
their lost identity. The achieved meanings enhanced participants’ adaptation process.
The activities motivated them to normalise their life by adapting to different
alternatives. The narration of the participants revealed three coping strategies applied
to their activities. Some participants chose to be active by involving themselves in
different activities that gave them a meaningful goal and motivated them to optimise
their life, despite challenges. The participants with passive approaches also
demonstrated that strategies of accepting their condition, reframing, and social
comparison contributed to them developing their strength to overcome challenges
through positive attitudes. Relationship-based coping strategies helped participants to
develop a sense of belonging, respect and worth of living. I illustrate how these three
themes are derived from both residents’ and staff experiences.

6.3.1 Active Approaches
Nine participants described their active approaches as getting involved in organised
programmes, setting meaningful goals, becoming involved in charity activities, working
as a volunteer at the facility, taking care of others, helping others and trying to make
others happy. The stories of participants revealed how small things provided meaning
to their lives. For instance, some participants were working to seek identity through
contribution. For example, one participant described how she liked to make others
happy. Whenever she found anyone who was feeling sad in the facility, she tried to talk
to them or took her “talking teddy bear” to entertain them:
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My daughter sent me this. She said “Well I thought it would be company Mum.” So, if I
see anybody miserable I take it up and I just take it on around to make them laugh.
Even the men like it. (Florence, 90 years, resident for 3 years)
Taking care for others gave a meaning to Florence. She liked to take care of co-residents.
Florence’s story reflects her desire to recreate the nurturing role, she enjoyed in taking care for
their family. Achieving meaningful goals and retaining previous identity was important for
Florence to overcome losses and challenges. Furthermore, she explained that moving to the
rest home was not an easy process and it took a long time for her to discover what was
meaningful to her.
That’s what I miss. I looked after my husband for a long time and that left me with
nothing to focus on, to look after. It took me a long time to come to terms with that.
People think you go to a rest home because you need looking after, but I felt the
opposite, that I wanted someone to look after. (Florence, 90 years, resident for 3
years)
On the one hand, Florence’s experience reveals that overcoming losses was important
for adapting to the changes. Developing a sense of being useful was important to her.
Florence’s example underscores the way older adults living in rest homes could
contribute to the people around them. Seeing life positively and focusing on things they
could do was a key strategy for several of my participants.
Other participants focused on their own enjoyment and well-being. As 91 year old John
(resident for 4 years) stated: “’You’ve got to try to enjoy yourself at all the time you are
here. That’s the main thing.” Likewise, Helen (94 years, resident for 1 year) selected
activities which she never did at home. She applied the strategies of selection to adapt to
the rest home through an active approach. She was no longer able to do household
chores and gardening due to eye impairments but she chose to participate in the indoor
games offered in the facility, such as housie and bowls which she had never played at
home. She states, “Some things I can’t do of course, but I make the best of what I can.”
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Setting meaningful goals was an important strategy for some participants.
Identifying and aiming for goals in order to maximise their physical and mental
abilities added a purpose to life and helped them to cope with the ongoing changes.
The story of Catherine (90 years) revealed that optimisation was one of the common
strategies of adjustment among participants. Catherine, who had just moved into a
care facility due to her health deterioration, said that she was trying to adjust to the
ongoing changes. She had not yet joined the activities organised by the residential
care centre; however she had managed to keep herself occupied knitting and setting
a goal of trying to finish it soon. She had a further aim of starting a tapestry after the
completion of the jersey she was knitting at that time. This knitting goal had
developed a sense of mastery and personal competence in Catherine, and she hoped
that the staff were aware of what she had been doing:
I will get it done. It will take me a wee while, but I will get it done. No, I will do it
as soon as I can. I think the staff down below will understand that I am not sitting
here moping and wishing I was somewhere else. I am being active and being
positive, I hope. (Catherine, 90 years, resident for 2 months)
Having meaningful goals have helped participants to overcome the sense of despair
and ultimately provided strength to affirm their life in the home. This developed
their sense of self-worth, which further empowered them in developing a positive
sense of self during their adjustment. Albert (87 years) and Martin (91 years)
described how being with their wives in the facility gave them a sense of satisfaction.
Albert described how being able to support his wife had given meaning and purpose
to his life:
We have to wait till 9:30 [pm] before we get our tablets and my wife, she
takes sleeping tablets, but I have got to wait with her to keep her company
because I think she will be a bit lost without me, because she depends on me
to remember the things too quite a bit. And I don’t mind. That makes me feel
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a little bit important, a very small bit, but a little bit better. (Albert, 87
years, resident for 4 months)
The story of Albert gives an example of the strategies of selection, optimization and
compensation: how older adults look for their strengths rather than weaknesses in
adapting to the living situation. Albert’s cognitive skill helped his wife to remember
things and this gave a sense meaning and value.
Likewise, being motivated from others or motivating other co-residents was an active
approach among some participants. Three participants explained that they had been
motivated by co-residents. Elizabeth (83 years) explained that her desire to help
others motivated her to join housie, though she does not enjoy playing the game:
Well with coming back to this housie, I don’t like . . . I couldn’t be bothered.
Well, there is a woman whose mind is wandering and so I can sit with her
and well, I thought, I can sit with her, you know, to help her, which I did and
she was so thrilled. So she went the second time and she won a prize and she
wears that prize around her neck and she comes out day after day with this
sort of golden necklace and she was just so thrilled that she won a prize. So,
she motivated me to help her and so I sit there and do it. And I mean it’s just
given her such pleasure. (Elizabeth, 83 years, resident for 3.5 months)
Like Elizabeth, Florence (90 years, resident for 3 years) also explained that interacting
with others helped her to adjust well to life in the rest home. She liked to motivate the
other residents who were new, sad and lonely. She commented that moving to
residential care is a painful experience for everyone and she decided to help other
residents to ease their adaptation by motivating them to participate in the activities:
He is a nice man. He lives next door. He hasn’t been here as long as I have. He is
originally from the north of Scotland and when he came here I could tell that he
was a bit . . . we all take a while to settle down here, but he was so quiet . . . so
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gradually I got him talking and I said “Now you must take part in these things
Bill, you know, this will be good for you.” And he’s gradually getting to know
people and I can see the difference in him you know? He is brighter and he’s
laughing and so that’s good. See I’m a terrible woman like that, I take people into
things. But he didn’t seem to want to, you know, but we all know it’s hard when
you first come in to a rest home to feel at home, like there’s is a little sentence in
one of the pamphlets about [this] home, where it says “Change your address, but
not your lifestyle,” which simply means to me, keep on doing what you do and so I
thought that was pretty good, and took that on board. (Florence, 90 years,
resident for 3 years)
Here Florence as the caring personality was a benefit for both her and her co-resident.
On the one hand being able to do something for others made Florence feel useful, and on
the other hand being motivated by Florence helped other residents to participate in the
activities. The active participants also helped other co-residents to settle in. In one of the
small rest homes there was a group of women who looked after the overall activities in
the rest home. The staff in this home observed that these women also took special care
of the new residents:
We have got a group of ladies that make everybody feel welcome and when
new people come, they take them under their wings. It’s like, you know,
going to school and getting new friends and you buddy up with them.
Because it’s horrible, you know, you come here and you don’t know anybody.
You’re sitting there, so we have about six ladies and one man that make sure
that person’s being talked to and they are not sitting by themselves and they
introduce them to other people in the building . . . just make them feel
welcome you know? And they show them around the building and this is the
toilet, this is such and such, this is the library, this is my room and feel free to
come and have a chat you know, which is so nice. (Activity Staff, 4, worked
for 23 years)
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Looking after each other and supporting new residents gave purpose to some of the
residents in the small facility. However, in the large rest homes groups such as this were
more focused on different activities, like art, crafts and raising funds. Staff mentioned that
they were collecting money to help their community:
We have a resident action groups as well, so it’s a group of residents, with my
help obviously, umm . . . who raise a money for organisations because that’s
keeping them as part of the community there and keeping busy, you know? And
actually they are doing a lot of things in the community too. They raise money for
Red Cross, breast cancer and child cancer . . . anything with cancer in it and they
have raised, you know, over two thousand dollars. (Activity Staff, 9, worked for 6
years)
These activities gave an opportunity for the residents to connect and revealed their
importance within the community, giving them a sense of purpose and helped in
developing their identity as a contributor rather than a burden to society.

6.3.2 Passive Approaches
Fourteen participants used passive approaches as an adjustment strategy. Among them,
twelve participants revealed that accepting the rest home as their home and moving
with the flow of rest home culture was the best option if they wanted to adjust to the
facility, rather than continue grieving. Passive approaches largely corresponded to
acceptance, reframing, and social comparison strategies such as “getting on with it,”
“taking it as it comes,” “making the best of it,” “fitting in to it,” “doing one’s best” and
“obeying staff.” Martin described how developing a positive attitude and accepting
reality helped him to adapt within the care facility culture:
I realised that when I came here, I’d probably finished with my previous life and so I
have learned to accept it. So, I used to say “you have got to accept it” and that sort of
helped. It’s no good sort of thinking, you know, “I want to go home, I want to do this
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or do that,” you know very well you are not going to do it very well, so you’d best be
satisfied with what you got. (Martin, 91 years, resident for 2.5 months)
Martin’s experiences illustrate how acceptance could be important in developing a
positive attitude under challenging circumstances. He did not participate in any
activities in the facility, as he saw that these were more female-oriented. Instead he
watched television, went for a walk around the corridors and read the newspaper to
pass the time. He had learned to accept by gaining control over what he could and could
not do, and adjusting to rest home culture. Martin explained that they needed to fit into
a structured environment where they must abide by new rules and regulations. After
their move into care they needed to reframe their lives in order not only to adapt but to
thrive. Adjusting to a new environment is a unique experience for each person due to
their cultural background and beliefs, personal status and personality. Reframing refers
to coming to the realisation that this is now their life, talking to oneself and accepting.
Reframing was one of the most common strategies my participants utilised in adapting
to the rest home culture. The majority of participants had purposefully reframed by
consciously perceiving the situation in a positive manner. They described several ways
in which they had reframed their lives in the care facility. Participants developed a
feeling of acceptance by using self-talk such as: “I am doing the best I can,” “I need to get
used to it,” “I need to take the good with the bad” and “I am no longer able to manage my
life at home.” They also added that they understood that they were not in a place where
their individual preferences could be catered for, as everybody was different and
everyone’s needs needed to be met. One resident also remarked, “I said to myself, ‘that’s
what I have to do.” Another person said, “I think this the best place for me.” Lawrence (88
years, resident for 4 months) expressed his realisation that “I had to accept that it was
going to be different from living at home.”
When I asked the participants how they spent their days in the facility and what their
favourite activities were, the majority reported that in this living situation where they
had little choice, they had to accept and be thankful for whatever was being offered.
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They also added that they did not have many opportunities to pursue the activities that
they used to pursue in their past life. They also said that they tried to adapt their
expectations to fit within what the facility could offer.
Nine participants felt that the activities in the facility were boring and did not interest
them. Ten said they didn’t bother participating in the ongoing activities, as they were
happy on their own and with their visitors. Almost all participants said they took part in
different activities in the facility than what they used to engage in at home. Five,
however, managed to continue with the same activities in some form. Two participants
had ambivalent opinions of their current leisure activities, as they said they did enjoy
them when they took part, but they were not the activities they were particularly
interested in:
I am not really interested in you know but I do it [housie] because it’s timeconsuming things and that’s why I do it. I quite enjoy it when I am doing it, but it’s
not my thing. (Lawrence, 88 years, resident for 4 months)
The activity staff also stated that the majority of the residents preferred to be on their
own, rather than participate in the activities offered in the facility. Furthermore, they
also stated that they felt the residents needed individual care and attention rather than
activities, as they were here to gain rest and enjoyment in their later life:
There are people that don’t want to do group activities, so you like to give them that
and just check up on them and they like that. There’s a lot who like to have their own
privacy too, off in their room and they don’t want to join the things, but they’re
perfectly happy watching the TV and mingling with friends and being on the
telephone, just like at home. (Activity Staff, 5, worked for 34 years)
Adapting to the change has been the strategy of residents, and despite worsening
physiological conditions, many participants reported that they managed to keep
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themselves occupied with some activities. It could be bird watching or sitting in the
sunshine, or just listening to music:
I don’t do anything like that now, but I go outside on sunny mornings and sit out in
the sun out there. When I’m dressed, [I sit] in the sun and look at the birds and the
bees and whatever. So I have got used to doing that now. (Sarah, 94 years, resident
for 2.5 years)
Sarah had presented her life very positively here, despite having many difficulties. Her
eye impairment created many troubles for her participating in the activities, but she
compensated by being outside, sitting in the sun and watching birds. Sarah’s story
revealed that she had no choices for the activities due to her eye impairment.
Acceptance denotes the positive attitude which helps to reduce the impact of losses in a
person’s life (Bradshaw et al., 2012). The participants in this study had faced several
losses after moving to the facility. They had lost their independence, family, friends,
social network, home and freedom. These factors obviously contributed to a decrease in
life satisfaction. To these participants, maintaining independence meant making their
own choices and decisions, getting involved in simple tasks and staying positive.
Acceptance was referred by making statements such as: “I am not a complainer,” “I take
as it comes,” “There is no point on complaining at this age”, “I am not making fuss,” “I do
what has been told to you.” These statements not only reflect attempts by the
participants to accept their situations, but also reflect the cultural norms of this society
regarding attitudes to ageing and the loss of power experienced by those in residential
care. Older adults have very different life and living situations in care facilities that
require a different attitude and perception, and demand high flexibility to meet diverse
needs. All the participants expressed that they had a different life in residential care to
what they had before. Their living style, identity, eating habits and daily routine had
changed after entering care. However, they accepted these changes as an outcome of the
ageing process, which was beyond their control. Martin (91 years, resident for 2.5 years)
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stated that “I have to accept [what] I have got, I wouldn’t last very long out here now, not
really. I can get around, but it’s not easy.”
Home was central in participants’ narration. During narration participants talked about
their past homes. Home gives a sense of comfort, a sense of belonging and reminiscence
about their past lives. The feeling of home provides meaning to older adults’ lives.
Accepting the rest home as their home was important. Participants in this study were
aware that thinking about their past lives and keeping themselves in the dark would not
help them to cope. Almost all the participants expressed their difficulty in adjusting in
the beginning, when they first came into the facility. Despite these difficulties,
participants had come to the realisation that there was no point in being sad and
isolated; instead they needed to accept the current living situation and adjust to it.
One of the interviewees, Janet (78 years, resident for 2 years) stated that accepting the
rest home as her home helped her to adapt, although it took six months for her to accept
and become used to her changed living situation. She regretted that she had wasted this
time, as she lived a very unhappy and isolated life, staying in her room all the time. Janet
further explained that being in the room and being sad did not help her, but she found
that coming out of her room and getting involved in the activities did help her to adapt
with the changes.
If you don’t help yourself, no one is going to do it for you. So, I started and they have
been very supportive, so I have been here just two years now and for the last year I
have been able to do things which I never thought I would do. So I am doing a lot of
work which I used to do in my community, but on a different scale and that keeps me
going. That’s how I got here, that’s how I became involved in the things that we do
here and I think that it’s actually [a good] place and you are made to feel that it’s
your place and I think that’s what I took on board. (Janet, 78 years, resident for 2
years)
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Cultural difference also impacted on the adjustment process of residents. Janet had to
deal with two challenges: one, accepting the rest home as home being Maori, as this was
against her culture and the other was lost identity.
It's been a struggle that for the first six months I wouldn't go out of my room or
anything. I couldn't talk, I couldn't think, I couldn't bath and couldn't go to the
toilet. I just didn't cope at all and this thing... see I came straight from working
directly into here and that's why it's very hard to take. In Maori culture, you
see, we don't really believe that our elders should come here. (Janet, 78 years,
resident for 2 years)
Janet did not experience retired life; she transitioned from active working life to rest
home. Janet took six months to adapt to the changes. The strategy of acceptance among
participants not only made it possible for them to accept but also provided strength to
cope with their changed living circumstances. The narration of Janet revealed that
getting involved in the activities was something that residents felt important in
retaining their autonomy and identity.
Participants revealed the difficulty in adjusting in their initial days after movement.
Comparing life with co-residents was also one of the strategies applied by the
participants. Bridget (87 years) shared her experience about first coming into the
facility: it was so difficult for her to adjust. However, she helped herself by comparing
herself with other co-residents: “You know, you realise everyone is in difficulties; we all
are in difficulty, that’s why you are in a rest home.” Social comparison gave participants
to view their abilities on what they can do rather than what they cannot do. This played
a motivational role in developing a positive attitude among participants. Likewise,
Albert (87 years), disclosing his experience of boredom, talks about accepting his
current living situation:
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Well, I suppose it is sort of a bit of boredom. That I have accepted that all, I know
that I am just lacking and being in a position to be here and I have accepted just
to see how the cookie crumbles.” (Albert, 87 years, resident for 4 months)
Albert has lost his ability to participate in the activities and he has been isolated from
other residents because of his deafness and deteriorating health. Albert’s experience
indicates giving up control over his life and moving with the flow of the rest home by
accepting the situation. Almost all participants said that they tried not to be
complainers, believing that accepting the situation as it came would make life easier
than being demanding. William (75 years, resident for 4 years) said he took the good
with the bad and chose to consider himself healthy:
I consider myself healthy. Yes, I don’t complain about those things. What happens
to those things I don’t know, but it doesn’t matter, I just have to put up with it.
Probably not much I can do about it. I just take, I just take the good with the bad,
how’s that’s? That’s all we can do. Take the good with the bad. (William, 75
years, resident for 4 years)
William remains healthy with his own subjective construction of embodied wellbeing, whereby he focuses on the things that he can do rather than on what he
cannot. Developing a positive attitude showed how well-being can be perceived in
later life. Despite having many health limitations, residents considered themselves
healthy and satisfied through acceptance.
Initially, some participants thought they would return home after getting better.
Margaret (84 years), however, explained that it had been very difficult for her to accept
that she would not be able to go back to her home. During the one-year period since she
had been in the facility, she had realised that now she was better here and she would not
be able to manage by herself at home:
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I didn’t really want to come, but then I realised that I needed to. It was a bit hard
to think I couldn’t go back and then you know, I sit here and think about it and I
think ‘No, I couldn’t cope by myself and I couldn’t do the cleaning’ you know, and
that I would love my place tidy. There will be things I couldn’t do, my gardening
which I love too. So, you know it was hard . . . but now I have got used to it and no,
no I am better here. (Margaret, 84 years, resident for 1 year)
For Margaret, rest home was not her choice but after one year of struggling she was able
to accept rest home living. Similarly, Edward (75 years) also realised that to get used to
the rest home environment he needed to moderate his individual desires: “You’ve got to
stop thinking about the things that you want all the time and think about the things all the
people might want.” Like Edward, Harry (92 years, resident for 2 years) also suggested
that acceptance would make life better in the rest home “To make the most of it, you
know go with it rather than against it. You’ve got to accept it.” Christine (87 years,
resident for 1 year) also developed the strategy of accepting the situation within two
months of moving to a rest home. She said: “Well, at the moment I am sort of taking
things as I can. This is a very different environment and I have to learn to adjust.” She
forces herself to accept the different environment as she explained that she does not go
out of her room, participate in the activities and mingle with other residents, as she was
adjusting and sorting things out – her personal things such as selling her house. She goes
out of her room to the dining room for meal times. She explained carefully that she was
learning to adjust as she has just moved to the rest home. Participants were simply
accepting the situation and confirming that they were adjusting despite health
limitations in a different living environment.

6.3.3 Relationship-based coping
Ten participants explained that staff support made a difference in their lives.
Maintaining positive relationships with staff was another coping strategy used by my
participants. In these cases, staff support was apparent when talking about adjustment.
Participants expressed that staff support developed a feeling of ‘belonging,” “respect”
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and “a life worth living.” For Sylvia (83 years, resident for 3 years), living in a care
facility was not her choice, as she said: “I wasn’t ready to come.” It was her daughter’s
decision that she go to the care facility, due to her poor mobility. It was hard for her to
believe that she was no longer able to live on her own.
Sylvia emphasised the importance of staff support in helping her to adjust to the
changed living situation, when she found it a “shock” be in the rest home. In this
circumstance, support from a caregiver helped her to adjust, as she said it took a long
time for her to come out of her room. She said, “There was such a nice man, Andric [staff]
here. He really helped, he was very lovely.” She further added that when she started to
come out of her room her daughter was very happy, as she always encouraged her to go
out for meals and she used to say that one day she would. At the time of the interview,
she was joining in activities such as bowls, attending chapel, and singing in the choir
and going on outings and to concerts. She also had a volunteer who came to visit her
once a week and they played games like darts, ludo, cards, worked on colouring books
or chatted. As she said, “we chat and we do things [playing games] and it’s quite good,
good for me and her.”
Janet (78 years, resident for 2 years) also had a difficult time in her initial days in the
care facility, and she said it took her six months to adapt. She emphasised that it was a
caregiver who helped her to overcome her grief. She added that coming to the care
facility was against her culture, as explained above. She expressed that she had come to
realise that life could also be good in the rest home. She missed cooking as she used to
love it and also missed driving and the independence it gave her.
Another example of participants acknowledging the role staff had to play was their
appreciation of the staff’s friendly behaviour. Some participants shared that the
caregivers and other staff at the facilities were like their family members, because they
came and talked to them about their personal lives. One of the participants said that
they were like her grandchildren. Similarly, Albert (87 years, resident for 4 months) and
William (75 years, resident for 4 years) said that when they were alone in their rooms,
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staff always came and checked on them. Indeed, staff also mentioned that they
continuously encouraged the residents and made them aware that they are still able to
do things:
I support them by letting them know that, you know, ‘You could do this, you used
to do this, let’s give it a go and do it from there,” kind of thing. Again, the
dementia limits them day-to-day. Some days they could be good and other days
not so much, so motivation in engaging in how they are at that moment and it
takes a lot of different techniques from the diversional therapists to motivate that
person. (Activity Staff, 10, worked for 4 years)
According to Lawrence (88 years), obeying the staff was the most effective way of
maintaining a relationship with them, which would then add benefit to their lives:
You’ve got to get along with the nurse for a start, you know? Don’t try to bully
them because they will bully you back if you try and no . . . I think whatever they
are doing they are doing their best for you and I think you’ve just got to take it,
even though you might not like it, they are doing it for your good, not for their
good. You are their boss really, not that way, let them be your boss. (Lawrence,
88 years, resident for 4 months)
Similarly, Margaret (84 years) was also explicit about the importance of relationships
with staff in fostering a rewarding life in the care facility:
Everybody being so nice, I think it makes a big difference . . . you know? Because
you could go to a home where you know, staff aren’t as kind and that, you know?
But here they are [nice] which is good. I think I am doing all right at the moment.
I think . . . you know . . . I mean you just don’t know how long your life is.
(Margaret, 84 years, resident for 1 year)
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For these participants good relationships with staff were extremely important in
helping them to adjust to institutionalisation. Their experiences demonstrated how
maintaining comfort in an institutionalised setting was enhanced when staff
provided them the sense of security and comfort through their continuous support.
However, there were other cases where participants reported that staff were busy
and they did not want to be a burden to them.
Staff also acknowledged that adaptation to a rest home environment was a challenging
and a long process that required lots of support and time for residents to get involved in
the activities. They reported that the adjustment time frame among the residents ranged
from six to twelve months. The adjustment time varied from person to person and there
were some exceptional cases where participants adjusted within a very short period,
and some where adjustment took a very long period. They believed that offering
continuous motivation to join activities could help bring positive changes in the
residents. One of the staff explained how her continuous effort motivated a resident to
come out for the activities after seven months’ residence.
We just keep inviting them. . . one wee lady she have never done anything for months
and months and months, but every day I asked her what was going on and I did this
for months and months, and I thought ‘you know, I will keep on asking her’ because
she said one day she will. And that one day come about and she did after about seven
months. After seven months she said ‘Yes, I will’, and after that she started to come
out to the lounge more often. (Activity Staff, 4, worked for 23 years)
This story revealed how some residents need individual attention and care to become
involved in activities. Staff expressed that supporting was a gradual process of
adjustment and providing frequent motivational support was important in aiding new
residents to adapt:
When they first come in, it is very challenging for some people, as they have gone
through so many changes in their life to come into the facility. Usually, I give them a
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couple of weeks to adjust to this new environment. It is not something we take on
straight away, because they have gone through so much to come into this facility.
Then we look at the ways that we can just introduce things back slowly into their life.
Some people adjust straight away and they will get involved in activities straight
away, but we introduce them slowly. (Activity Staff, 7, worked for 17 years)
Furthermore, for those who struggled to join in with activities, personal care and
attention was important in enhancing these people’s lives in the care facilities. As
described by the staff, arranging volunteer visits for the residents who were not
interested in any activities was important and they tried to offer a volunteer to interact
with residents.
A lot of people . . . again that’s an individual thing... some people don’t take it easily
and some people do, some people adjust really well umm . . . most people here will
adjust to the activities but we do have the odd one . . . those who have no interest. But
that’s fine, what we do for those people is we have community volunteers that come
in and come and just chat with them sometimes. They always want someone to talk
to, just like you and I do when we are at home. (Activity Staff, 7, worked for 17
years)
The staff revealed the importance of visitors in offering one-on-one interaction to the
participants. Bringing community members into residential care was important to
connect older adults with the outside environment, as well as enhancing social relations
within the society. The staff also confirmed that it was hard for many residents to settle
in the beginning. They did not want to come out of their room and had no interest in
engaging with others. One of the staff stated that “Well, sometimes when they come in,
they do not want to be involved, they are just still settling in.” (Activity Staff, 1, worked for
11 years). The first few months became a settling time for residents as they were
grieving for the losses and changes that they have been experiencing after their sudden
move to residential care. The activity staff said at first most of the residents liked to be
by themselves in their own rooms without being involved in any rest home activities.
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One of the activity staff stated that in the beginning it was difficult for them to motivate
the residents to be involved in the activities:
Some come in . . . they like to keep to themselves. They are still happy and they
continue to be happy by not joining the activities, because that’s their choice, but
once they do join in . . . maybe that’s meaningful for them. (Activity Staff, 1, worked
for 11 years)
The staff acknowledged that activities were important for the residents in adapting to
rest home life as they offer a medium for socialisation, interaction, and avoid stress,
boredom, and loneliness among residents. Further, they also accepted that if the
residents chose to be alone in their room then that’s their choice and they respect their
choice.

6.4 Summary of Chapter Six
This chapter has focused on the transition into care, describing the reasons for entering
into a facility, the challenges associated with the move, and the adjustment approaches
participants employed. Residents described the deterioration of health as the main reason
for moving to a residential care facility. Their experiences of transitioning from home to
residential care illustrate the difficulty of this process as they had to overcome numerous
challenges.
The lack of control over participants’ lives brought challenges for them to adapt to. In
order to cope with challenges, participants applied three coping strategies; active, passive
and relationship-based. The active approaches applied by the participants were helping
staff, co-residents, and participating in meaningful activities. Some came to believe that
accepting the reality of the situation would help them to cope with their changed
circumstances. The utilisation of diverse strategies of acceptance: negotiating desires,
pursuing an active life with the available resources and capabilities, obeying the rules and
fitting into the changed settings were ways to move forward. Reframing the activities and
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developing meaningful goals were the coping strategies applied by the participants to
adjust in residential care. Realising one’s current situation and reframing their lives
according to their abilities and available resources was a key. Relationship-based coping
strategies helped participants to adjust in residential care. The support of staff motivated
residents to participate in the activities and ease their lives. The three coping strategies
discussed in this chapter revealed the importance of leisure activities in the adjustment
process. To some extent, participants were successful in achieving positive feelings,
despite the challenges. Utilising various adjustment approaches helped them manage their
lives within the institutionalised setting. The next chapter will explore the benefits,
barriers and satisfaction of leisure activities experienced by residents.
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CHAPTER SEVEN
LEISURE BENEFITS, BARRIERS AND
SATISFACTION
The aim of this chapter is to answer the research question “How do older adults
experience leisure in rest homes?” First, I draw upon a phenomenological approach to
describe how my participants make meanings of leisure in their everyday lives. Second, I
describe how the common activities were embodied in their daily lives with the
experiences of lived body, space, time and relationships in rest homes and apply this
framework to describe barriers to leisure participation. Third, I describe the benefits of
participation in leisure activities drawing up meanings that participants derived from
their experiences. Finally, I discuss life satisfaction and its connection to leisure.

7.1 Common Leisure Pursuits
A majority of my participants were involved in mental or solitary activities rather than
physical and social activities, even though the latter were available to them. As
mentioned in Chapter 6, the activities available to residents were quite similar in all the
facilities Based on participants’ narration this section describes their common activities,
which were walking (physical), listening to the radio, the news and music (mental) and
outings and family and friend visits (social) (see Table 10).
During participant observation, I noticed that most residents were absent from the
activities organised on a daily basis in the lounge. I asked them why they were not
participating in the activity that was taking place in the lounge. They reported that they
were not interested in those activities, in particular male participants. A few
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participants reported that it was due to impairments as they could not hear well, or
could not manage a large group, or could not see the numbers. However, the activity
staff reported that people chose not to participate and they needed to respect residents’
choices.
Table 10: Common leisure activities among participants
Types of Activities

Common leisure activities

Physical

Walking (self-led)
Gardening (self-led)

Number
Participating
15
4

Quotes
I walk up and down
corridor quite often.
(Christine, 87 years,
resident for 1 year)
I go in the garden, keep
the
garden
tidy.
(Elizabeth, 83 years
old, resident for 3.5
months)

Mental

Social

Listening to radio, music and
news (self-led activity)
Reading newspaper (self-led and
organized activity)
Completing word
games/crosswords/Puzzles/Jigsa
w (organised activity)
Watching television (self-led
activity)
Reading books (self-led activity)

17

Chapel (organised activity)
Concert (organised activity)
Family and family visits
Outings (organized activity)
Housie (organised activity)

5
4
17
23
3

6
3
9
10

I
think
that's
important, you know,
as I know some people
can't see to read that's
awful but I have got
magnifying glass so I
can mostly see. So, it's a
matter of keeping my
brain active. Oh! And
then I do crossword
puzzles. I do them
every day. (Florence,
90 years, resident for 3
years)
When you go out in the
van you know they take
you out for shopping
and buy things and
have afternoon tea, just
a few people, you
know, that's good, get
away
from
the
place.(Sylvia, 83 years,
resident for 3 years)

Walking and gardening were examples of physical activities. Walking was very common
among the participants who were mobile or who could walk with the help of walking
aids (frame/stick/automatic wheelchair). Fifteen participants reported that they
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enjoyed walking as it provided an opportunity for them to go out for fresh air or just for
a change.
Gardening was also one of the most common activities for both male and female
participants. Participants were not provided with gardening activities. However, they
compensated for the loss of gardening activities through spending some time outside in
the small garden maintained by the facility. An 83 year old resident in a small rest home
described her leisure as:
Going outside [laugh] . . . fresh air in the garden and we can’t garden here
because there is no garden you know we are not able to garden here but I
always had a big garden. Yes, to me leisure is gardening and the outdoors. We
do go, we go sit outside there is plenty of sits outside. We go and sit outside in
the sun not in the rain [laugh] and I am always picking flowers for different
residents for their bedrooms and for the rest homes generally. [Elizabeth, 83
year, resident for 3.5 months]
Participants who were keen gardeners in the past described their leisure as spending
time outside in the garden maintained by the facility. The small garden in the facility
offered a means to fulfil their desire to gardening and to revisit their past.
Reading books, watching television, solving crosswords and puzzles, and newspapers
were also quite common mental activities among the participants. Some residents had
their own newspapers and the others read the newspaper available at the facility.
Residents who liked to read newspapers reported that they no longer read the paper as
deeply as they used to, when they were not the only ones who read the paper. Since
others wanted the paper, they just scanned.
For instance, Martin said that he got the newspaper from residents next to his room and
he read it at night. Listening to music was also one of the favourite and common leisure
activities among residents. Seventeen residents reported that they listened to music
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alone in their own room. Two participants reported that they leave their radio on all the
time, even at night when they were sleeping.
Similarly, activities like attending musical or choir concerts were also quite popular
among the residents. Chapel offered diverse meaning to the residents: for some it acted
as a spiritual time, while for others an opportunity for social interaction. Activity staff
also reported music to be one of the favourite activities of residents. One activity staff
member (Activity Staff 1, worked for 11 years) stated, “Music always works - most people
really love music. I think you have to get engaged in the activities and interests that they
had.” She further explained that music was good for the residents, even those with
advanced cognitive impairments.
Visits from family and friends were also important for the participants. Among twentyfour participants, seventeen had weekly visits from family and friends. Participants who
had no or infrequent family visits had volunteer visits once a week in both large and
medium rest homes. Eighteen residents reported that they enjoyed outings, for example,
visiting different places, shopping, and playing bowls. Excursions offered by the facilities
or outings with family and friends were the most popular activities among the residents,
but they were not able to go very often due to lack of transportation, staff, or poor
weather conditions. Participants expressed a desire to go out of the facility at least once
a week, but they were only offered facility-led excursions once every two weeks.
Twenty-three participants said they enjoyed exploring the scenery, being with people,
shopping, looking at gardens, flowers, interacting with animals, having coffee at cafés,
and enjoying fish and chips or lunch out. While most participants enjoyed these outings,
three participants reported that they disliked travelling in the rest home van and
preferred going out individually. Staff also asserted that outings were the favourite
activity of the residents:
A lot of ladies like going to the garden shop and having a cup of coffee,
looking at the plants or going to the Warehouse, Countdown, or the
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supermarket. Some of them love to go to the supermarket because they don’t
get to go otherwise.” (Activity Staff, 2, worked for 8 years)
One of the medium care facilities stated there was no facility for taking residents out and
about. The staff in the care facility said that this was due to lack of transportation
facilities in the rest home and the high cost of taxi fares meant they could not organise
outings. These staff did state, however, that they believed that their residents would
benefit from this service.
The interest in outings was high among the participants. The staff also reported that
residents were particularly interested in outings. This helped residents in normalising
and reminiscing about their past life. Having coffee with friends and shopping were
familiar and enjoyable activities.
The majority of the participants as well as staff mentioned that the weekends were very
quiet, with no activities. For instance, participants reported that they felt lonely and
bored during weekends and holidays, as most of the staff were on leave and no activities
were organised. Likewise, one of the activity staff mentioned that she found her
residents more depressed or in a low moods when she met them on Monday due to the
lack of activities during the weekends, and she found her residents more stimulated and
active when they engaged in the activities.
Although the residents reported that they participated in some activities, these were not
the activities they most wanted. My participants reported that they tried their best to fit
into the activities offered in the facility. After moving into the facility, they reframed
their activities as per their abilities and availabilities which were not necessarily the
activities that they wanted to do. This finding is consistent with observations by
Bergland and Kirkevold (2006), who argued that older adults in institutional settings
desired more creative and interactive programs that were more meaningful than what
they were doing in the facility.
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Acceptance of the activities offered did not indicate that these activities fulfilled
participants’ needs and desires. Indeed, easy acceptance of things was quite common
among the participants who stated that they were not complainers. They accepted it as
it came. Acceptance was one of the common adaptive strategies of my participants in the
residential care, as explained in Chapter 6.

7.2 Meanings of Leisure
This section describes the meaning of leisure based on participants’ experiences. The
meaning of leisure discussed in this section highlighted that participants derived more
meaning from self-led activities than from those organised in the facility. Self-led
activities were more common among participants than organised activities All
participants described leisure as “free time” However, the meaning of free time differed
among participants, based on their experiences. For some participants this time was a
moment to relax from their busy lives. Others experienced it as enforced idleness. Still
others filled their free time with tasks and activities that were similar to the work they
had done before moving into care. This is explained with examples below.
During the research process, participants were asked: How do you define leisure? I
followed this by probing questions, such as “What is leisure for you? What does leisure
mean to you? Why is it important to you?” As mentioned in the literature, the concept of
leisure differs from person to person and was influenced by the attitudes, behaviours
and personal history as well as social surroundings (Csikszentmihalyi, 1981, Freysinger,
1993, Shaw 1985). In this study, the meanings of leisure were different for each
participant depending on their lived experiences.
The meanings assigned leisure were influenced by participants’ ageing bodies, living
environments, and family and friends’ visits in rest homes. Participants with limited
abilities found fewer opportunities for leisure and described it as lots of “free time” with
nothing to do. Participants who spent most of the time in their rooms by themselves
described their leisure as ‘free time’. Their ageing bodies and deteriorating health and
218

functional abilities left them with nothing to do. For these participants, use of the word
“free” was used in a negative sense of having too much “free time” and fewer leisure
opportunities resulted in boredom and loneliness, as explained in the previous chapter.
Some participants presented positive attitudes toward their lives despite negative
experiences. When Lawrence (88 years, resident for 4 months) was asked, “What is your
favourite activity?” He expressed that he does not have any favourite in the home. He
carefully stated that at present being out in the fresh air was his favourite activity “I
could say sleeping but I won’t . . . my favourite activity get [ting] outside, there is not much I
can do.” Lawrence’s spent most of the time sleeping as he had nothing to do apart from
going outside sometimes in his wheelchair depending on weather conditions. Recently
moved to the rest home, leaving his wife at home, Lawrence saw his leisure as ‘free time’
with nothing to do in the facility. Despite challenging health issues and having nothing to
do, he compensated by going outside the building in his automatic wheelchair to enjoy
fresh air and birds. However, he was reluctant to complain, he carefully mentioned that
he did not want to say that he passed most of the time sitting and sleeping.
His experiences illustrate the problem of enforced idleness that was particularly
common among the men I interviewed. Like Lawrence, other participants also viewed
their leisure as “free time”. For male participants the meaning of leisure was “free time”
as they had nothing to do in the rest homes. Most of the organised activities were femaleoriented and they did not like to participate. This concept was referred with comments
such as “it’s all-free or leisure time as you have nothing to do” being a typical response to
the question, “What is the meaning of leisure.”
Elizabeth’s (83 years, resident for 3.5 months) definition of leisure was different from
Lawrence’s. Living with her husband in the same facility, Elizabeth saw leisure as rest
time or time for relaxation and said she did not enough of it. She expressed that she
hardly got any “free time” because her day was full on. She had lots of visitors, she
spends time with her husband, and she helped co-residents and staff. She said that due
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to her health condition, she got tired very quickly and needed lots of time to rest.
Sometimes she just needed to shut her door to have some time for herself.
Janet (78 years, resident for 2 years) spent her initial time in rest home by isolating
herself. She said she could not cope with the changes. It was a shock for her to have such
drastic changes within such a short period. The grieving process took a long time and
finally she managed to begin to recover from all the losses that she experienced after her
transition to the home. She managed to retain aspects of her previous role as a social
worker, as she explained:
I am doing a lot of work which I used to do in community but on a different
scale and that keeps me going, that’s how I got here, that’s how I became
involved in things. (Janet, 78 years, resident for 2 years)
For Janet, leisure was work. This finding is in line with the finding of Kiata-Holland
(2010) that older adults were involved in work rather than leisure in residential care. As
a rest home resident being able to run fundraising programs, help co-residents and
contribute to the community gave meaning to Janet’s life. It maintained continuity with
her previous life.
The lived experience of Elizabeth, Lawrence and Janet differed. The meanings they
assigned to leisure were based on their individual experiences. The lived body, lived
space, lived time and lived relationship of each participant influenced their meanings of
leisure. Elizabeth was mobile, lived with her husband, and had many visitors. She spent
considerable time helping staff and was busy with chores much of the time. Elizabeth
defined leisure as rest and relaxation
Lawrence had limited mobility and was unable to do most of his activities of daily life. He
lived away from his wife and had fewer social contacts. Lawrence defined leisure as “free
time” because he experienced this time as idle, as he has nothing to do.
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Janet experienced a sudden change in her life as she was admitted to the rest home
without being retired from work. She was, a widow and needed assistance with some
activities of daily life. Janet’s willingness to help others gave meaning to her leisure. She
used her free time to do things that were similar to her previous work. In Janet’s
experience the meaning of leisure was work.
Participants acknowledged that sitting and doing nothing was not good for them, hence
they motivated themselves to fill their time by participating in different activities. Some
participated in the activities offered in the facility only to fill their time, rather than for
their interest. These participants did not want to spend their olives in their rooms doing
nothing. For few participants leisure was “freedom of choice”: they were free to choose
the activities they wanted to participate in, despite limitations.
Summary
This section provided a description of how participants experience their leisure. The
meanings they assigned to their leisure were influenced by the individual experiences
that reflected their lived body, time, space and relationship with others. The majority of
participants’ experienced leisure “free time” rather than “true leisure” because much of
the time they had nothing to do. True leisure means activities that provided meaning
and pleasure, and bring satisfaction to a person’s life. The participants’ narrations
highlighted the enforced idleness experienced by those who live in residential care.
Participants reported that offered activities were not compatible with their abilities and
interests. Some participants managed to enjoy self-led activities, whereas others just
went with the organised activities.

7.3 Barriers to Leisure Participation
In this section, I describe barriers to participation. From my thematic analysis of the
participants’ narratives, I identify four types of barriers to participation: ill-body,
individual preferences, Lack of social network, and institutional barriers. Coding details
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for this analysis are found in, Table 1, in Chapter 4. Most residents described their
leisure participation as restricted or limited. However, perceptions varied. Some people
struggled to join in the available leisure opportunities due to deteriorating health;
others were not interested in the activities on offer, while others reported a lack of peer
and family support. All participants talked about their leisure experiences by comparing
them with their past living experiences, which were very different. Most expressed
difficulty in dealing with the transition from active, outdoor life to passive, indoor life
after moving into the facility. As a result, they had to adjust their wants and desires to
the available resources. They perceived their leisure as a challenge due to lack of
activities that interested them and limited choices available.

7.3.1 Ill-body
Deteriorating bodies posed a barrier to leisure participation. Participants presented
their ill-bodies as problems in their everyday lives compared to the past. Changing
health conditions impacted on their day to day experiences, and reminded them about
their ill-body. Almost all participants reported that they were no longer able to
participate in activities due to their frailty and illness. Bodily-imposed limitations such
as functional, sensory and medical conditions limited participants’ choice of activities;
they altered their activities based on available resources and their abilities. When
participants talked about their leisure participation, they confessed that their
participation had ceased or altered due to their ageing bodies, a factor that was beyond
their control. When discussing leisure activities, most talked about hobbies they had
enjoyed in the past. Their past activities were threaded throughout their narratives as
they struggled to make sense of the present world. Activities enjoyed in the past
included knitting, tapestry, gardening and golf, playing cards, bowls, swimming,
travelling, and visiting places such as the beach, cafes and pubs. Participants were
unable to continue some of these activities due to their ill body. Below I am presenting
the stories of participants who described their ill-body as a barrier to leisure
participation.
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Participants experienced idleness in rest homes due to their ill-body. In such conditions
their past activities were no longer available and they had limited opportunities.
Participants illustrated their opinion both negatively and positively. Some highlighted
barriers as lack of access to the activities of their interest; however, others related it to
their ageing body and health conditions. For most of the residents the inability to drive
was a key factor in reducing their activity options. The duration of driving limitations
was not clear from most narrations, and driving may have been limited from a time well
before they entered the rest home. A few, like Martin, were able to drive up until shortly
before they entered the rest home. Martin (91 years, resident for 2.5 years), who was
unable to drive after his admission to the rest home accepted that he had lost this ability.
As he states “I sort of miss the car I was driving almost till the time I had to go to the
hospital but now all that is gone now I can’t drive in any case because of the stroke.”
Participants might have lost their driving ability a long time ago before moving to a rest
home or after their move to the rest home. While describing their leisure, they reported
their inability to drive as one of the reasons that limited their options.
The majority of participants noted the absence of activities they wished to take part in.
As a result of this, the majority said, “I don’t bother to participate.” Participants
experienced the offered activities as having little meaning to them. They also added that
they were not worried about it anymore. Participants understood that things were
beyond their control and complaining would not improve their living situations. There
was strong evidence to suggest that participants were reluctant to criticise. Common
comments among participants were “do what I have been told”, “go with the flow”, “I
don’t complain”. The majority of the participants reported that doing what staff said was
the best option to avoid the conflicts between them as they were dependent on them.
Maintaining good relationship with staff was important for the participants in fostering
life in residential care setting. The participants did their best to maintain good
relationships with the staff rather than criticising them.
Participants’ leisure participation was influenced by their functional status. For
instance, those who had decreased mobility accepted their inability to walk and perform
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their daily tasks as their problem that could not be changed. Twenty-one participants
had managed some degree with the help of a mobility aid. However, lack of mobility was
one of the major restrictions or limitations among the participants. The participants
who were not mobile felt more restricted than other participants who could walk with
the help of a walking aid such as a walking frame, walking stick or electric wheelchair.
Out of all of them, four participants who needed supervision of staff to walk felt
restricted, as they had to depend on others to move from one place to other. However,
the others also felt somewhat restricted, as they could not walk far enough and could
not go to places they wanted to.
Sensory impairments, in particular sight and hearing, limited the leisure participation of
some participants. They were affected in all aspects of leisure activities; as they could
neither do the activities on their own like reading, watching television, doing puzzles or
crosswords, nor participate in the activities organised by the facility. These participants
felt more challenges than others, as they repeatedly complained that sensory
impairments limited their participation. Three participants expressed that poor vision
made it difficult or impossible for them to participate in activities such as reading books,
watching television and joining other activities organised in the facility. Sarah (94 years
old, resident for 2.5 years), for example, stated, “I see nothing else to do that I am
interested in.” Nothing to do has escalated the feeling of idleness among residents like
Sarah. Her statement clearly indicates that her eye impairment had impacted on leisure
participation. She liked reading and knitting but said that due to poor eyesight she could
not continue her favourite activities. A few other participants had a chance to see their
family at least once a week but it was frustrating for those with no family and visitors
like Sarah. The participants with sensory impairments described their leisure as
“sleeping and sitting.” Sarah stated that she did not have opportunities to participate
when I asked her “Do you participate in activities?” She answered:
I just sit here and sleep. I don’t do anything else because I can’t read, you see. I’m
trying to read but printings are not big enough but I am hoping that, I don’t know
whether or not my eyes will get better. See, my sight creates trouble. If I could see
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properly I wouldn’t mind doing decorating things and some sorts of things like that
you know. I like to knit but I can’t see to knit. (Sarah, 94 years, resident for 2.5
years)
Participants described their bodies as problems for their participation the activities.
Sarah’s story of sit and sleep underscores the limited opportunities for leisure that she
dealt with for 2.5 years without complaining. At the time of interview she said that there
was no point in complaining and she never complains.
Like Sarah other participants have also experienced little or no choice of leisure
activities in rest homes due to their sensory impairments. Hearing impairments had
confined Albert (87 years, resident for 4 months) in his room.
I think its just frustration you know that I feel sorry for other people too. I can’t
hear them but they’re trying to get through to me too, must be tough for both of
us. Well, I haven’t got a great lot of choices. I don’t mind, sometimes they do a
lot here in the home I thought of all the people and there’s music and the piano
playing and the games which I won’t have now because I can’t hear but Anna
[wife] goes to all of them. (Albert, 87 years, resident for 4 months)
Participants were reluctant to complain; instead they accepted their condition as a
personal problem. As Albert accepts that there were many options for his wife but, due
to his hearing impairment, he was not able to access the services provided in the home.
He accepted that his inability to participate was his own problem.
Medical diagnoses such as heart disease, stroke, cancer, bowel problems, arthritis and
diabetes created restrictions in participation in participants’ favourite leisure activities.
The residents with heart problems were unable to participate in the activities due to
shortness of breath and feeling tired quickly. Four participants diagnosed with stroke
felt restricted or limited in leisure participation, as they did not have a lot of choice in
the facility. They could no longer continue the activities that they used to do. Three
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participants experienced greater limitations due to a half-paralysed body with poor or
no mobility. For them accomplishing a simple task was difficult. The frail body reminded
these participants that they had limited options; however, their determination and hard
work helped in altering their choices. Ninety-one year old Martin (resident for 2.5 years)
expressed his limitations in participating in activities, as his one hand was not working
due to a stroke and he could only watch rather than do the activities. He states “I have
only got one good hand so that sort of limits me so I just watch which is . . . I start watching
the TV usually I like the news, I love the news and some of the sports programmes.
Similarly, Jennifer (resident for 12 years), was the youngest participant at 71. She
revealed that her leisure was limited as due to stroke she was not able to do things. She
used to knit and play bowls before but now she could not do that anymore, as her hands
were not moving. The lack of movement in her body created limitations for Jennifer: she
did not see any options for her in the rest home. When I asked her to describe her
leisure, she reflected on her intention of having visitors. Although her husband visited
daily at lunch to feed her, she stated that “no one comes to talk” and she did not have any
activities. She further states “It’s not very good because I can’t do anything. I can’t write, I
can’t read, I can’t do anything.” This reflected that residents like Jennifer had little or no
opportunity to engage in rest homes as they required full assistance. Her statement
reveals feelings of frustration with not being able to do anything, and have developed
into feelings of isolation. She said she liked to read the newspaper but she needed
someone to hold it for her. The only thing she could do was reading but having no
attempts by others had ceased to read.
Edward (75 years, resident for 2 years) lost his favourite activity. In tears, he explained
that he liked to play guitar but due to his stiff fingers he could no longer play it. He also
liked to swim. Despite a half-paralysed body, he still believed that if he were taken to the
pool he would enjoy swimming. He said “if I could swim, I would be a lot happier”. He
expressed how the chance of swimming would help to maintain his well-being, but his
current health state required a lot of organizing which would be difficult for staff to
manage.
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It’s quite a hard job to get everybody together to be able to make this
happen. I can understand why they don’t do it but I’d love to be able to do it.
If I had a chance I would still love to go to the pool every second day.
(Edward, 75 years, resident for 2 years)
In his opinion the offered activities were not enough to keep his mind and body active.
The experience of participants reveals that restrictions in participating were due to
their ill body and the unavailability of support. Despite complaining, participants
acknowledged that arranging the activities for them was not an easy task for the staff.
Along with physical dysfunction, cognitive impairment was also a common barrier
among participants. Most of the residents, as well as activity staff, expressed that
cognitive impairment was one of the most common barriers for the residents in
facilities. This impacted the participation of the affected person and their co-residents.
Due to their cognitive status they were no longer able to take part in the activities, as
their concentration and speaking power had been affected. Even if they were joining the
activities a lot of them would go to sleep, as they were no longer able to communicate.
Most residents spoke about co-residents being less able than themselves and this was a
reason for not being able to socialise well with them. Some reported that other residents
were dementia patients who were no longer able to communicate well or able to speak,
thus restricting them from developing relationships. All participants repeatedly
revealed that the poor health of their co-residents hindered conversation or interaction
in their rest homes. Participants who were in the dementia unit or the hospital unit felt
most affected by this, as the number of frail older people was higher than in other units.
Activity staff also asserted that the cognitive level of the residents affected participation
in the activities for both cognitively impaired and non-cognitively impaired residents.
They reported that most of the residents chose to be in their own room rather than being
involved in the activities with other residents. Poor concentration levels and agitation
among the residents was the other barrier and challenge mentioned by the staff. Another
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staff member also mentioned the difficulty in providing activities in the dementia unit:
“it’s harder to run activities in D6 level because people are medicated and they are not able
to concentrate on what you’re doing, so you have to adapt and do other things.”
The ill body was viewed as the main barrier to leisure participation among participants.
Participants accepted ill-body as their problem and limited their participation rather
than complaining. I interpret their experiences as a structural problem as residents had
limited opportunities in their everyday world.

Residents with impairments need

support and aid to continue their preferences. Sarah (94 years, resident for 2.5 years)
stated that she would read books if the prints were bigger. Offering books with larger
print, magnifying glasses or audio books would aid residents with eye impairments.
Similarly, residents with mobility problems felt restricted going out for a walk due to
safety concerns. Uneven surfaces, walking a long way to reach the activity room were
some of the issues that discouraged participants from participating in the activities. The
staff members needed to attend residents when they go for a walk, especially outside
the building due to the risk of falling. Some residents compromised walking in the
corridor back and forth as described by Christine (87 years, resident for 1 year). Albert
stated that he does not like to join the activities as he was hard of hearing. He would
benefit from small group activities or one-on-one activities, visual activities, providing
written instructions, music with rhythm, and dance. These individual limitations could
be minimised by offering appropriate aids and support. My participants explained their
barriers as being due to their ill body, thus demonstrating the challenge of identifying
absent structural supports.
Participants reported that they were not interested in organised activities, in
particularly male participants. A few participants reported that it was due to
impairments as they could not hear well, or could not manage a large group, or could
not see the numbers. However, the case was different for Bridget (87 years, resident for
4 months). Due to her health problem she has to go to the toilet very often and she felt
embarrassed to leave the area frequently. She stated that she would participate once her
health gets better. The stories of participants highlighted health as the main barriers to
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their participation. I interpret this as a structural issue highlighting the lack of suitable
options for residents.

7.3.2 Individual Preferences
Participants were individuals with their own life histories and capabilities, which
sometimes operated as a barrier to activity participation. The narrations of participants
reflected their individual preferences. Six participants mentioned their preferences. For
example, they expressed themselves as “I am a different person,” “I am happy on my own,”
“I am not sociable,” “I wouldn’t call them friends, they are acquaintances,” “they grew up in
a different culture,” and “I supposed I am only the educated person.”
During our interviews, participants reported that they preferred self-led activities; the
most common of these being walking, reading books or newspapers, listening to music
or the news, watching television, completing crosswords or other puzzles, talking on the
telephone, and spending time with visitors, friends, and family members. However, a
few residents were also interested in knitting and gardening. The organised activities
were attending concerts and chapel, playing housie and bowls, completing crosswords
or puzzles, and occasional van outings. Two participants were active knitters and four
participants helped staff with different tasks such as raising funds, folding towels,
picking flowers and arranging them on the dining table and folding papers for
envelopes. Table 10 presented the common leisure activities my participants reported
being engaged in.
Twelve of the residents reported that they said “no” to the activities “every time they
ask.” These residents viewed themselves as less sociable. The majority said they enjoyed
their own company more than being involved in the activities offered in the dayroom,
which was the place where most of the activities were organised. The participants
reported the following comments while talking about activities: “I just prefer to sit in own
room, watch TV, read books or do puzzle.” “I will go there sometimes in the afternoon, if
something interesting is going on.” They acknowledged that they were more the outdoors
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kind rather than indoor kind of people. In each interview, participants expressed their
thoughts on being independent: keeping themselves active and engaged, meeting friends
and family were more significant and meaningful then participating in activities such as
housie, quizzes or bowls.

7.3.3 Lack of Social Network
This section describes the residents’ difficulties in maintaining the social networks they
had before moving to residential care, and building new social networks. Socialisation
refers to the connections formed through social ties, whether with co-residents, staff,
family members or the wider community. The participants in this study seemed to
struggle to develop connections within the facility, as well as in the wider community.
The poor health and frequent deaths of the co-residents was one of the challenges the
participants faced in building social connections within the facility.
Lack of previous social networks
All the participants felt restricted by the facility in accessing their social networks as
they didn’t have opportunities to go out, they could drive and they could no longer join
the community. They did not see their friends and family very often due to geographical
distance and busy lives. Through their narratives, participants mentioned that living in
institutional settings decreased the number of visits from family and friends. This often
led them to loneliness and sadness, especially for those participants with no visitors. Due
to geographical distance and busy lives, family members could not manage to visit them
very often, which was so far accepted by the participants. In some cases, visits from
friends was not common because they were deceased or were placed in other rest
homes.
In the same way, the majority of the participants were unable to maintain or develop
connections with the outside community. They felt isolated as they were no longer able
to join and contribute to the community groups they had been involved with previously.
Only five participants reported that they were still in contact with the community they
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had lived in prior to coming to the rest home. This was possible because the community
members were supportive and they still visited them or took them to events.
Building a new social network
The frequency of deaths was also frequently described as a barrier to friendship.
Participants described the death of co-residents as a barrier in developing mutual
relationships or friendships. Fear of losing them was the main reason that the residents
were not interested in having friendships with each other. The frequent death of coresidents had developed fear among the participants in building new relationships. This
created feelings of sadness, depression and loneliness among the participants deaths in
the facility had also developed a feeling of fear, as well as a desire for death among some
of the participants. The fear of death led to wondering ‘who will be next?’ Twenty-one
participants ascribed their difficulties in developing relationships with co-residents to
the frequency of deaths in the facilities and difficulty in overcoming grief after being in a
close relationship.
Participants also stated that they went together to their meals, but nobody talked to
each other. In some cases, they said they were not approached, while other people found
it hard to talk to their co-residents as they felt their interests and status did not match.
One of the participants said that the co-residents were not as educated as she was. She
talked about her late husband and imagined that it would be difficult for him to live in
this environment, as he was a very sociable person. When describing their lack of social
interaction, some people simply said, they were not “mixers.” Lawrence (88 years,
resident for 4 months) said that the poor health of his co-residents was a barrier to
building relationships:
We have people here, you have . . . you can’t talk to because they can’t talk to you
umm . . . They are mostly stroke victims and dementia victims and they can’t talk,
some of them can’t talk at all, some of them they can, but disjointed and that’s what
I find, there’s no one that I can talk to apart from nurses. I can talk to them, but
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nobody else really. There might be one or two that I could say ‘hey’ to, sort of style,
you know, but not have a conversation with. (Lawrence, 88 years, resident for 4
months)
I interpret that ill health of co-residents and frequent death of residents in rest homes
contributed to a fear of loss among participants and to a reluctance to build close
relationships with co-residents. The experiences of Lawrence illustrated how few
opportunities there were to build relationships with co-residents.
All the participants said that the majority of their day-to-day interactions were with staff
rather than co-residents. Six participants had been able to make friends with coresidents, however this was not common. The main reasons for not being interested in
making friends were frailty, social status and frequent death of co-residents. Less
impaired residents described withdrawing from relationships with other residents in
order to maintain both privacy as well as their status.
Social comparison was also evident among participants; they reported their health
condition was superior to that of other residents. Some felt that their peer residents
were more cognitively impaired than themselves and were no longer able to
communicate with them. During the interview, they addressed their co-residents as
‘acquaintances’ or ‘a lady next door’ or ‘a man next door’. Some residents noted that they
were not their friends. Despite feelings of exclusion the majority of the participants tried
to maintain and reproduce their sense of connection through other sources. As one
participant said, she liked to go to the rest home activities to meet people. Similarly,
another participant mentioned that she liked listening to the news so she could stay in
touch with the outside world.
On the other hand, participants who were widowed, single and had no children saw
themselves as loners. Sarah called herself a loner, as she lived her life on her own, so she
preferred to be on her own. She further added that staff asked her not to keep to herself
all the time. It was possible that her preference for being alone resulted from not having
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close relationships such as a husband, siblings or close friends with whom she could
share her feelings. When she first came into the facility, she tried to be out in the
communal lounge where the co-residents asked personal questions that she felt
awkward to answer. She further added that it was hard to communicate with the coresidents, as many of them complained about their health rather than having other
conversation. So, she did not like to be out with other people, so she chose to be on her
own and assured that she was happy listening to the radio. Sarah (94 years, resident for
2.5 years) stated “I’m quite happy with what I am doing. As I say, leave me alone I am quite
happy here, some says you shouldn’t sit here the whole day on your own and I said I listen
to the radio.” Sarah gave an example of how older adults with impairments experience
their everyday lives in rest homes. Despite staff encouragement to participate in the
activities, Sarah chose to stay in her room and listen to the radio. Staff perception and
Sarah’s self-perception did not match. Staff saw Sarah as having the opportunity to get
out of her room, but Sarah saw no opportunity for her to get out of her room and become
involved in the activities. She chose to listen to the radio in order to retain her ability to
entertain herself.
Residents often expressed their desire to have someone sensible to talk to, which as hard
as not many residents had the ability to interact because they were frailer and
cognitively impaired. Christine (87 years, resident for 1 year) illustrated that she liked to
have a lot of conversations with people, but most of the people in her unit just sat and
stared out the window or fell asleep. Participants with no family and friends preferred to
be alone and justified themselves as lifetime loners. However, their narration reflects a
different reality. This was especially hard for the males, as the female population was
higher in the facility and in general in comparison to the female participants, the male
participants were not that sociable. Christine (87 years, resident for 1 year) shared that
it would be hard for her husband as he was a social kind of person and she was
managing well, as she had grown up as an only child and she was happy as long as she
had a book. So she kept herself busy by reading books which she described as her
adventure, because she borrowed three books to read from the library: one about places
in the world, one was a biography and one was a novel.
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7.3.4 Institutional Barriers
Participants as well as key informants highlighted institutional barriers to
participation in leisure activities. I begin with an overview and continue by detailing
the limitations of institutional management. The narratives of participants
explaining the activities emphasised the importance of interventions in reducing the
issues that limit residents in leisure activities, apart from their health issues.
Furthermore, seeking different sources, resources and support in meeting the
participants’ needs was extremely important while dealing with frail, older adults.
This was highlighted by the staff, who argued that the participants needed more
support and encouragement. This could only be possible by giving individualised
time and support. The staff highlighted the importance of more staff, family and
community support in normalizing the life of older adults in care facilities in order
to provide a homey environment.
It was hard for a single person to meet the individualised demands. One of the staff
in a small care facility stated her challenges in meeting the activity needs of the
residents. On the one hand, she explained her multiple responsibilities because she
had to work as a housekeeper and carer when there was a shortage of staff, and this
hindered the activity plans of the day, which residents were not happy with, and on
the other hand, limited budgets:
I am taken off my role, I mean whether the housekeeper was off or a caregiver
was off through sickness . . . so I would be taken off my role and there will be no
activities because I am doing somebody else’s job. . . I have to say look we won’t
be doing that at the moment and you know they sometimes look disheartened . . .
another barrier would be there is never enough money input into the activities.
(Activity Staff, 4, worked for 23 years)
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Staff also highlighted the importance of person-centred care due to changes in the
health care system and increasing frailty. One of the staff who served eight years as an
activity coordinator in the facility stated that:
Residential care has changed, and because of the health system wanting to keep
people in their homes much longer, which is fine, everybody wants to stay at
home. So when they came in here they are sicker [frail] than they used to be and
frail – quite a lot palliative care here. You don’t do activities with people who are
coming in here to die and that’s all about that individual time spend with them
doing nice things. That’s due to their health issues, definitely. It used to be easier
when I first started the people were not too sick and those living here were quite
active.” (Activity Staff, 2, worked for 8 years)
This narration revealed that offering a variety of choices to the residents was
challenging as there were more frail residents than in the past, and it highlighted the
importance of individual time in maintaining their well-being.
Like staff, the residents also narrated the failure of the institution in meeting their
needs. A number of participants perceived that the institutions did not put enough effort
into understanding what they really wanted. They reported a lack of access to the
activities of their interest. A common comment from male participants was, “I don’t
think they organise lots here, they do sometimes but not very often,” “there is nothing that I
can engage in”, “Well, there is no activity really” shows evidence of their leisure
experiences that need attention to details in developing more choices to keep them
occupied and interested. Lawrence described this pastime but the activities were not of
his interest.
I go to the quiz session, I play housie once a week and I am not really interested
in it, you know but I do it because it’s time consuming things and that’s why I
do it. I quite enjoy it when I am doing it but it’s not my thing. I am an outdoor
person and that’s all indoors. (Lawrence, 88 years, resident for 4 months)
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Based on Lawrence’s experience, I interpret that the organised activities in rest home
did not match the residents’ interests and abilities. In many cases residents were
indulging on self- led activities such as reading, walking, listening to the radio, music or
news, knitting and solving puzzles or crosswords rather than engaging in organised
activities. Male residents had fewer leisure opportunities of their interest compared to
female residents. Like Lawrence, other participants who were participating in the
activities also reported that these were not the activities that they would participate in if
they were at home. Dave (76 years, resident for 1 year) criticised the staff who were not
taking into account his suggestion of having a walking group. Furthermore, he added
that he felt unable to interact with people as many residents were dementia patients. In
some cases, both male and female participants reported that the activities were mostly
designed for the frail older adults as there were lots of dementia and stroke patients and
this was not the place for demanding their own entertainment.
The activities offered were mostly influenced by female interests. Male participants who
were mobile with the help of walking aids compensated for their lost activities through
walking. This was challenging for the participants with poor mobility. Participants felt
less access to the outdoors and standard activities as per their capacities. Most of the
participants reported they missed their car and their independence, as they could no
longer drive and travel around. Although they stated they were free to do whatever they
liked in the facility, they were still restricted. Margaret mentioned her restriction: she
requires someone to take her out to play housie with her friends, as she used to do
before. They did not have this in her rest home so she was waiting for good weather:
No, no they don’t have it [housie] here. My two friends might come because we
used to go every Thursday to housie, play housie. They said I could go out if I
have somebody to take me and bring me back. So I said, ‘wait until it gets a bit
warmer.’ I’d just like to go once, because I meet so many nice people there
[laughs]. (Margaret, 84 years, resident for 1 year)
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The story of Margaret shows that moving into a rest home had resulted in a loss of their
favourite activities. In order to join the activities outside the facility they need to manage
by themselves or be escorted to join the activities. The requirement of support from
others and being hesitant to ask family and friends for support might have left many
residents in not pursuing their desires due to fear of being a burden to others.
Three participants said that some of the structured activities they used to take part in
had been discontinued due to lack of enough players in the facility. This disappointed
those who still wanted to take part:
I was going to that [board game] two or three times I think, or four times I went to
that, and it’s at about four o’clock in the afternoon. I enjoyed that, but then somebody
else came and [said] they’d rather play . . . not housie . . . what’s that other game you
play . . . another game anyway. So, we cannot play the board game, so now I don’t
have anything to go to. (Sarah, 94 years, resident for 2.5 years)
Sarah lost the only activity that she used to participate in due to the high demand of
fellow residents for other activities. Residents like Sarah would have no choice except to
accept the situation. The case of Sarah shows that she had no opportunity to participate.
Her favourite activities like knitting and arts and crafts works ceased due to impaired
vision. Unable to participate in the activities offered has confined Sarah in her own room
all the time. The story of Sarah reflects enforced idleness, as she saw nothing that she
could do, except listen to the radio.
Dave (76 years, resident for 1 year) also stated his desire to play bridge and join a
walking group, but said, sadly, that he did not have enough people around to play and
walk with him. Similarly, in the same facility, another participant expressed the same
feeling; that he used to play card games with his friend and now he could not play, as
there were no friends to play with. Both residents would have benefited from each other
as they had the same interest. Furthermore, William (75 years, resident for 4 years) also
expressed that the activity of his choice and interest did not fit with his current health
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situation. Hence, he gave up his favourite activity and now he liked doing crossword
puzzles.
The examples of Sarah, Dave, William and Jennifer revealed that older adults have very
few leisure opportunities in rest homes. The mismatch of offered activities resulted in
enforced idleness among participants as they have nothing to do. While talking about
the activities at the time of interview the common phrase “I am sleeping all the time”,
“not my type” or “childish” or “they don’t bother” by participants provided strong
evidence on experiences of enforced idleness. In particular, idleness was common
among participants with disabilities. The residents saw that their health condition had
given no choice and they had to accept it. However, I interpret that this as a structural
problem.
Physical environment
The physical environment was a barrier to participation, as my participants felt that
they did not have enough space to walk around. Catherine (90 years, resident for 2
months) reflected that her husband was in another care facility where there were more
opportunities to enjoy the outside environment than where she had. She loved watching
birds which she found missing around her facility as she hardly saw any birds around.
She wished to be in the facility where her husband was
Four participants felt that they did not have enough outside space for doing activities.
Three participants reported that they would join bowls games if it was in an outside
space rather than inside. In the same way, the residents of a rest home that had a
children’s playground near the seaside felt fortunate to be there as they could go
walking and enjoyed seeing children playing, feeding ducks near the seaside and
walking in the fresh air. One participant mentioned that she had to walk a long distance
to join the activities in the activity lounge. She called it a “country mile”, as she had to
walk a long distance to go to the activity room.
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One of the rest homes had a café inside the facility which was acknowledged by the key
informants as a way to help people pass time, as they could meet others or enjoy coffee
or lunch with their family there. This created the opportunity for building social contact.
Although this was not highlighted by the participants, I observed them attending the
café. The activity staff highlighted the importance of having a large activity room for the
residents as they had to move them from one place to another, as there was not enough
space. She felt that providing a big room for activities would help more people to join in
and people would also be interested.
Shortage of Staff
Each of the selected rest homes had one or two activity staff in the facility, with numbers
varying depending on the size of the rest homes. The small rest homes with 25-49 bed
facilities had only one staff member for organizing the activities. The medium rest homes
with 50–79 bed facilities had two activity staff, and the large rest homes with 80–125
bed facilities also had two activity staff. However, one large rest home that I recruited
had four activity staff.
The staff in their interviews often mentioned the problem of staff shortage in the
facilities to meet the individual needs of the residents. They noted that each of the
residents was different, as were their interests and abilities. Thus, they needed to be
very careful when organising the activities. Often residents did not like to participate in
the group activities, and preferred an individual time, which required a lot of time to
organize according to individual interests. Individual time was especially required for
residents with cognitive and physical disabilities.
The staff added that they also needed to take over the care-giving role when their
colleagues were sick or on leave. This hindered their role as activity staff, as when they
were in a care giving role they had to cancel all the scheduled activities and inform the
residents that they were in a care-giving role. This created frustration among the
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residents who were looking forward to activities that were going to be held at
designated times.
Likewise, they also expressed the challenges of not being able to take their residents for
outdoor activities, as they needed a lot of attention as well as transportation facilities.
Almost all the participants expressed that they loved to go on outings, but these could
not take place weekly, as they couldn’t accommodate all the residents at one time. They
needed to do turn over and could only take 8-9 residents at a time. This created trouble
because most of the residents desired to go on outings. On the other hand, they needed
more staff to accompany them on the excursions, which was hard to manage due to the
fewer staff. Again, it was more challenging with those residents with physical disabilities,
as they needed to be taken in wheelchairs. They could only take one at a time. I found
that in most of the rest homes there were no weekend activities. However, two rest
homes provided weekend activities, but one staff member described her challenges
while looking after residents:
It’s hard for me because on the weekend I am the only one down there and if I
disappear there is no one to look after down there to other one’s if you got
anyone prime to walking they shouldn’t be because you need somebody there
all the time. (Activity Staff, 8, worked for 4 years)
Having the responsibility of meeting the needs of all the residents created challenges
for staff. The stories of staff reflected the unmet demand of the residents. Likewise,
other staff reported that they needed more staff to meet the individual needs of the
residents. The residents in dementia unit required individual time as they would not
be able to cope with the group activities.
There aren’t enough hours in a day to give people one-on-one [contact]. I
would love to . . . but in dementia care they need so much more attention and .
. . I mean, staff, you could have lots of staff and hardly any staff. For me in
dementia unit, I would love if there was 10 of me, you know, for each person to
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engage with them in a full. (Activity Staff, 10, worked for 4 years)
The experiences of staff revealed an imbalance between the demand of residents
and the services provided. The staff stated the importance of having a larger
workforce in meeting the individual needs of the residents. Not having enough
staff according to residents’ needs had impacted on the person-centred in rest
homes, especially in dementia units.
Lack of Funds
The staff highlighted the consequences of having an inadequate budget, as they did not
have enough funding to organise activities. One of the staff reported that she tried to
organise a speaker or community group in the facility but found it was hard because she
had to find volunteers. She stated that she could not always ask people to do things for
free. If there was a budget for it that would definitely help her to organise some
interesting programmes for her residents.
Similarly, another staff member who organised activities like art and crafts or puzzle
games stated that there were not enough puzzles or crossword books that could meet
the requirements of the residents. She found it was hard to organise crossword or
puzzles sessions as she needed more books and was worried that she was running out of
books because she could not repeat things often. She also reported that sometimes she
bought things herself:
Sometimes, I think we are a wee bit limited in books so I am buying my own
stuff it’s umm . . . it would be good if they had better resources of book and that
umm . . . . it would be good to be here for me is to thinking there should be good
books out there umm . . . not technical books but just like ideal books umm . . .
What I ah . . . you know for looking puzzles and stuff like that it’s very good
books out there we do have for a good age and they are very good books but I
need more often because we are going too fast [Laugh] . . . you know you can’t
repeat things often. (Activity Staff, 8, worked for 8 years)
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She added that not many residents were interested in the organised activities. Among 10
residents, only 4-5 would take part and the rest would go to sleep due to their lack of
concentration. She suggested that many residents liked to watch things, go for outings or
talk rather than doing things by themselves. She would like to do more outings but due
to a lack of resources she was not able to organise them. She explained that hiring taxis
was very expensive and only one or two wheelchairs would fit in the taxi. She found it
difficult to choose residents because this was important for all the residents.
Accommodating all the residents in taxis was impossible both financially and physically.
One of the staff highlighted the importance of having a swimming pool in the facility. She
believed that a swimming pool would definitely help to stimulate her residents, as a lot
of people liked to swim, which they had done their whole life. They tried to organise a
hot bath in the facilities to fulfil the needs of the residents, but it was not like a
swimming pool and they would not benefit as much as from a swimming pool. The other
staff reported that she purchased the required arts and crafts materials from her money
as the budget was insufficient. Staff reported that having a better budget for activities
would help to offer more variety of activities to meet the residents’ needs.
Summary
This section highlighted the mismatch of residents’ individual needs and the services
available in residential care. Participants presented ill-body as their individual problem
in continuing their interest and preferences in residential care. However, staff stated the
issue of their workload and lacking a budget to offer diverse and individualised
opportunities for the residents. The inactivity among older adults was the result of more
structural issues than their health. The narration of participants highlighted the lack of
support and aids in their everyday life, particularly participating in leisure activities.
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7.4 Benefits of Leisure Participation
As well as barriers, participants also reported benefits from their participation in
activities, both self-led and organized activities. My analysis identified eight benefits of
leisure participation: structures the day, provides an opportunity to socialise, creates a
sense of belonging and connection, participation in activities stimulates mood, develops
sense of independence and self-identity, combats loneliness and boredom, keeps active,
provides pleasure, feelings of achievement and contribution and companionship as
benefits of participation. In this section, I offer an overview of participants’ views of the
benefits of activities and then detail each of the eight types of benefits.
Participants perceived the benefits of taking part in leisure activities in a variety of
ways. Their perception of benefit varied according to age, health and functional ability,
and thus varied among the participants. Fourteen participants reported that taking part
in leisure activities helped them socialise; seven participants reported a feeling of
contribution and being useful. Three participants and staff also reported that activities
in the facilities structured their day, three participants reported experiencing enjoyment
and relaxation and two participants reported a feeling of accomplishment. Overall,
participants reported that participating in leisure activities enhanced their well-being
by positively contributing to their physical, mental and social health. This notion was
most common among participants with fewer functional limitations and frequent family
and social contacts.
7.4.1 Structures the Day
Participants reported that the activities provided in the facilities gave residents an
opportunity to structure their daily living. When I asked the participants, “How do you
spend your day?” all the participants highlighted that the days in the care facilities were
mostly like a routine where they had different activities at different times. This sense of
routine helped them to structure the day and plan ahead. The care homes had policies of
distributing the weekly ongoing activity list in advance to the residents, which provided
an opportunity for residents to make their choices around participation or non243

participation. Furthermore, it gave residents occasions to look forward to, as well as
enabling them to plan their and their families’ schedules. Sylvia (83 years, resident for 3
years) stated that her daughter avoided visiting her visit on Tuesdays, “as she knows that
I like to join chapel on Tuesday.” Staff also mentioned that informing the residents about
the activities in advance was beneficial for both the residents and the families. For
residents it helped to provide meaning to their lives as they then had reasons for being
ready and opportunities to look forward to things. I also observed this phenomenon at
work among the participants, as they often talked to me about the activities and events
they were aware of. As Dolly said, “Tomorrow is St. Patricks day and I am looking forward
to it, I am sure we will get some biscuits and lollies.” Similarly, Margaret (94 years,
resident for 1 year) was also looking forward to the Melbourne Cup activity which was
going to be held soon at the facility. The event was an opportunity for her to wear a hat
and dress up differently. It also acted as a prompt for her to recall her holidays that she
had spent with husband at the Melbourne Cup in Australia in previous years. The events
offered them a sense of purpose and planning for the upcoming events.
The organised activity programmes in the facilities helped residents to structure their
day and gave them opportunities to make choices. Giving information in advance helped
them to have something to look forward to. Elizabeth (83 years, resident for 3.5 months)
expressed that her life in the care facility was routine. She explained: “Well, it’s fairly a
routine. You have breakfast in bed and then there is always a program out in the lounge in
the morning and in the afternoon.” Participants emphasised the importance of activities
in structuring their days in the institutional settings. For the majority, activities helped
to organise their day and added meaning to their lives, even as they helped in
maintaining their freedom.
7.4.2 Sense of Belonging and Connection
Seventeen participants who had frequent family and friend visits at least once or twice a
week reported that the opportunity to be in touch with family and friends helped them
to develop a sense of belonging and connection. They added that being able to go out
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with family members, friends, or even with staff for the day or afternoon for coffee, lunch
or shopping was the most pleasurable activity. Also important was being able to see
grandchildren and great-grandchildren; being informed about what they were up to has
increased their sense of belonging and connection and reduced the risk of isolation.
Similarly, participants with no family and friends reported that being outdoors; in
environments with sunlight and watching plants and birds, going out for a drive, having
ice-cream, a cup of coffee and chatting rather than attending the activities in the
communal lounge with someone gave more meaning to them as it developed feelings of
connection to nature. All the participants mentioned that access to outdoor activities
was important to them as all the activities were organised inside and they missed the
outside environment. Lawrence (83 years, resident for 4 months) explained that his
favourite activity was going out in his automatic wheelchair to be in touch with nature:
My favourite activity is to get out and drive around on this chair and I can see
the country and I can hear the birds I love birds and not Seagulls much, I get
sick of them no I enjoy so that’s as my favourite activity get outside. (Lawrence,
88 years, resident for 4 months)
Residents without mobility problems managed to go outside in the garden or courtyard,
and this gave meaning to their lives. They saw happiness in connecting with the nature.
This was something under their control, but they had to inform the staff before leaving
their rooms for safety reasons. Like Lawrence other residents also reported that they
enjoyed going out and sitting in the sun, getting fresh air, watching birds and plants.
Going out in the fresh air helped them to connect with the outside environment. Nature
provided a sense of belonging and connection among the participants.
Good relationships with staff gave them a sense of belonging as staff behaved like their
family members and also shared their personal matters with them, such as about their
family, children or personal things. Bridget shared her feelings during the interview that
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she was in a good care facility where the staff respected and loved her as a family
member:
You know eventually young girls about 18 and 19 they will come in and chat
with you and they will share without help, so you feel that you are a part of
their family even though you don’t know them, you know. (Bridget, 87 years,
resident for 4 months)
The narration of Bridget highlighted how staff could play an important role in their life.
Developing a home-like environment, showing positive attitudes and sharing things
with older adults by staff gave them a sense of attachment that they belong to them like
a family. Individual interaction with staff developed the sense of belonging and
connection in the unfamiliar world for the residents.
All the participants highlighted the importance of being in touch with the outside world
as it gave them a sense of belonging and connection. Among the participants this sense
was not only confined to visits, but also with written correspondence and telephone
communications which strengthened their relationships. Seeing their wives, children,
grandchildren, great-grandchildren and friends gave residents the opportunity to look
forward to something. Albert (87 years, resident for 4 months) was looking forward to
Christmas as his children had planned to take him and his wife to their place where they
spent their life: he was desperately waiting to be there. He also mentioned that his
daughter was planning to take him to her house for a few days and he was looking
forward to spending time with his grandchildren. I observed the feeling of happiness
among them through their facial expressions and body language. The residents who had
frequent family and friends’ visits felt involved and informed of things going with their
family and community’s activities. This added meaning to their life and they felt
fortunate that they still enjoyed their life in the care facility. Albert (87 years, resident
for 4 months), living with his wife in the facility for four months, derived his happiness
from frequent family support. Similarly, Elizabeth, living with her husband in the facility,
also described her days as full enough to get too tired, as they had visitors coming and
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going which kept them busy, and sometimes she had to stop herself as she got tired.
Residents with no visitors managed to develop a sense of connectedness through radio.
For example, Helen mentioned that she was a great gardener and knitter but now she
was no longer able to knit and do gardening. Instead, she preferred to listen to the radio
as it helped to keep her informed about the world outside:
I like radio because it gives me data about and the news comes every . . .
so often. So, they tell me all what it is and that’s why it keeps me up with
the outside world. (Helen, 94 years, resident for 1 year)
Six participants reported that the telephone was a medium to connect them with their
family and friends, as they had access to the telephone in their own rooms. Similarly,
one participant mentioned email and the internet. This enabled them to talk with their
family when they were sad or lonely. Although telephone was an easy medium for the
residents to be in touch with their family and friends, its use was less common. Only five
participants reported the advantage of having access to a telephone. However, some
participants felt restricted in this regard due to a lack of a telephone in their rooms or
the unavailability of a large print telephone.
The telephone acted as an important vehicle in retaining social contact in rest home
settings. It permitted the residents to maintain personal relationships with their family
members and friends. During the interview the residents who had access to a telephone
expressed that they were fortunate to be able to use it. Catherine described how easy it
was for her to do things and keep in touch with people this way:
I discovered the phone was very handy. I could do all sort of things on the
telephone that I could do just as well in person but I couldn’t and at least a
telephone gives me a chance to keep in touch with people. (Catherine, 90 years,
resident for 4 months)
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Similarly, Janet (78 years, resident for 2 years) reported that the telephone had helped
her to getting rid of loneliness and boredom as she could ring her children when she felt
lonely. However, some residents felt awkward too, as they had to ask staff to use the
telephone, as there was telephone in their rooms. Likewise, the telephone was of little
use to the participants with deafness or cognitive impairment in maintaining social
contact. Helen stated her dependence of not being able to use the telephone, as she did
not have a telephone in her room:
I knew that I am on phone, I can pick up the phone and ring them you know but
I haven’t got a phone to ring them, so I have to go and ask for phone. I have to
ask some nurse to ring my family. I have to go and ask for the phone to use. I
had a phone like here, I had at home with big numbers on it so I can see and
pick up the phone on my own, you see. (Helen, 94 years, resident for 1 year)
Helen described how moving to the rest home impacted her independence and she
lost an opportunity to connect with her family.
7.4.3 Develops Sense of Independence and Self-identity
Participation in the activities provided an opportunity for the residents to retain their
lost identity, as well as their independence despite, physical limitations. The narration of
all the participants showed the fear of being dependent and losing control over their life
and was something they wanted to overcome. They understood that being alone in the
room without activities, fewer family and friends’ visits would worsen their health. As
Edward stated, “It’s not healthy to be alone in the room,” and in addition highlighted the
importance of activities. In this respect, they amended their identity through the
respect, care and dignity that they received from family, friends, staff and the
community, and maintained their independence through leisure participation. Being
heard, making them feel like they were wanted, a feeling of connection and being useful
were the most important factors in developing self-identity among the participants. This
was reflected in some participants’ narratives. The participants who were involved in
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simple tasks had felt a sense of worth in developing their self-identity by being able to
help others. Florence (91 years, resident for 3 years) described how activities helped
develop a sense of independence. She explained that after coming to the rest home her
independence was affected, but she managed to maintain it by participating in the
activities:
You lose so far independence of course when you come in rest home care that’s
unavoidable, I think. You lose some of that but I am doing pretty well and I love
going to quizzes. I mostly answer the questions. (Florence, 91 years, resident for
3 years)
Retaining independence was important among the participants. Being able to
participate in quizzes and answering the questions gave a sense of being able to do
something. Similarly, participants with limited mobility stated that being able to read,
knit, and go out with family and friends helped them to achieve independence. Being
able to do something added a sense of independence, despite their dependence.
Participants without mobility problems felt more independent than others. Sylvia (83
years, resident for 3 years) felt proud to be independent in the facility as she could walk
and do things that she wanted. She stated that she was “proud that I can walk, do things
for myself and eat and feed myself. I don’t want to be a vegetable, I would rather die.” The
narration of Sylvia shows how her life changed after being able to mobilise and do
things by herself. Inability to perform the activities was the biggest problem among the
residents. In many cases depending on others led participants to stay in their rooms.
Hence, walking was one of the activities which helped residents to maintain their
independence in the facility. Participants without mobility problems stated that being
able to walk around in the garden or corridor by themselves provided a sense of
independence as they did not have to wait for staff to take them for a walk - they could
go when they wanted to.
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7.4.4 Combats Loneliness and Boredom
All the participants stated that leisure activities provided opportunities to be out with
other people, which helped them to forget about their illnesses and reduced their
feelings of loneliness and boredom. They mentioned that when they were not doing
activities or having no contact with family or friends they developed a feeling of
loneliness. The main reasons for loneliness were not being in their own home, too little
contact with family and too little contact with the outside world. Participation in the
activities was also a medium for participants to avoid boredom in rest homes. For
example Helen (94 years, resident for 1 year) stated that she liked to do something to
get rid of boredom:
I like to do something you know, rather than sitting all day. It’s very boring
sitting and doing nothing but sitting all day. I don’t sit all day, but I get up and
when the weather is good I go outside for a walk around the garden. (Helen, 94
years, resident for 1 year)
Determination to improve the quality of life was high among the participants. Despite
ageing bodies with many afflictions, residents were doing their best to avoid loneliness
and boredom. Despite many challenges Helen preferred to do something rather than
sitting in her room all the time. Similarly, Edward (75 years) stated that when he was
left alone in the room without activities he felt very lonely: “When I am left in the room
doing nothing I feel lonely all the time.” The narration of Edward indicates that activities
were important for participants to avoid loneliness and boredom.
For some residents like Janet (78 years), participation in the activities changed life in
rest homes. Although it took time for Janet to get involved in the activities, now she
always does something to keep herself busy with activities all the time:
I honestly don’t feel lonely because I believe that there is always something. I
always do a lot of reading, which is another thing and I am not a big tele fan but
I have got a television in my room. When I do feel a bit sad I just get on the phone
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and ring one of my daughters or sons and just have a chat. Actually, I used to, but
then I thought well you are gonna come out of it, or you’re not gonna get
anywhere. (Janet, 78 years)
The experience of Janet was an example on how older adults accepted their weakness
and saw the bright side of life regardless of challenges. Providing access to simple
activities would improve their life in rest homes. Staff also explained that activities
helped in lifting residents’ mood and avoiding boredom:
When they are participating their moods can be different you know they
are more alive, they are more happy and more stimulated and when they
don’t do activities sometimes they can be a wee bit not grumpy, but a wee
bit you know they are just bored. (Activity Staff, 4, worked for 23 years)
Activities offered residents a means to avoid loneliness, boredom and depression. The
staff noted that idleness was not good for residents. However, in many cases, as
explained in the previous section on barriers, participants were experiencing idleness.
7.4.5 Keeps Active
Leisure activity was a means of keeping active and interested in a rest home.
Participants often employed strategies of keeping themselves active despite healthrelated challenges. In order to stay active, Helen (94 years, resident for 1 year) played
bowls in the care facility. Due to her ageing body and impaired eyesight she could no
longer continue many of the activities that she used to do. Helen now played bowls, just
to keep herself busy and active. Although she could not see the bowls she liked to
participate:
I like to do something you know, rather than sitting all day. It’s very boring sitting
doing nothing, just sitting all the day. I don’t worry about competing with others,
I’m just concerned with getting the bowls as far as I can . . . I can’t see where it goes
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to, but I just drop all of them on the mat and hope it goes in the right direction.
(Helen, 94 years, resident for 1 year)
Like Helen, Sarah (94 years, resident for 2.5 years) also said she used to play board
games just to keep busy.
I just like to be out there with the players. It’s just a game I don’t have to
worry about, because I throw the dice. If I can’t see well, somebody can tell
me what it is and how far I have to go to on the board, you know? (Sarah, 94
years, resident for 2.5 years)
Sarah’s determination to keep busy motivated her to play games despite poor sight.
Sarah felt doing something was important for her regardless of the challenges. However,
sadly the card game was stopped due to a lack of interest of other residents, and she was
unable to continue it. She now enjoyed sitting outside in the sun and listening to the
radio. The residents did their best to keep themselves active, despite challenges.
To my participants, the activities were not only important to be physically active but also
to be mentally active. For participants with immobility keeping their minds active was
important. The participants enjoyed concerts or musical program or listening to music,
and reported that this helped them to keep their minds active. Edward (75 years,
resident for 2 years) states “When I am feeling lonely I need medication to quieten me
down.” He reported that when he was left in the room with no activities he was in a low
mood and he needed to take medication to keep him calm.
William (75 years, resident for 4 years) developed a strategy of trying new things to
increase his confidence. He emphasised that people should find the things that they
could do and use them to stay motivated:
[When you try something new] you feel that your body is ready to be useful, that
means you are not stopping and doing nothing. You feel that you are able to do
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something else, another activity even. There are lots of things you can do. I have
tried some of them but umm . . . you’ve got to stop and just make sure that you’re
doing the right thing and feel good with what you’re doing. Yeah sometimes you
need to look at something else, you might take some other activity that you see
people [doing] as you walk past or drive past If you see people doing something . .
. “Oh! I would like to do that!” Then you go and look at it and see what it’s like and
see, hey you can do it. (William, 75 years, resident for 4 years)
Williams’ positivity helped him to focus on useful activities rather than bad.
Activities engendered a sense of confidence and a positive attitude among
participants that they had many options to keep themselves active and interested.
They need to spend time on finding things they could do rather than thinking about
the things they could not do.
7.4.6 Provides Pleasure, Relaxation and Enjoyment
Participants said that participating in leisure activities gave them pleasure. Activities
such as walking, watching television, reading books, listening to the radio, knitting,
doing crosswords and puzzles, chatting with visitors (family, friends and volunteers)
and listening to music were described as the most enjoyable activities among
participants. Participants used phrases such as “a happy time,” “I enjoy them,” “I do it for
fun,” “I feel better,” “it relaxes me,” “I feel a lot happier” and “it lifts my mood” when
referring to these activities. For instance, Christine described her leisure participation in
the following way:
It’s a happy time when I am stuck in a book and I read a variety of books. Umm,
I am happier, in a way, here on my own with books than I am with some other
people out there, who are pretty deaf, or most of haven’t got the same standard
of education that I have got. (Christine, 87 years, resident for 1 year)
Christine described how reading helped her to manage her life better than her coresidents. She talked about managing quality time. She was not just sitting and staring
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out of the window or sleeping all the time. She believed that she was the most educated
person among her co-residents and this was why she enjoyed reading.
When I asked the participants about their favourite activities in the facilities, not
surprisingly, outings and visits with family and friends were described as the most
pleasurable activities. All the participants reported that they felt refreshed and
delighted after being out of the facility for a while. The participants explained that
outings gave them an opportunity to get “fresh air” and also took them away from the
“monotonous environment” of the rest home. Some participants described it as getting
away from the “four walls” or being able to leave “a small room.” Sylvia (83 years,
resident for 3 years) expressed that she enjoyed van outings:
When you go out in the van you know, they take [you] out for shopping and to buy
things and have afternoon tea. Just people, you know, that’s good, gets us away from
the place. (Sylvia, 83 years, resident for 3 years)
Like Sylvia, William (75 years, resident for 4 years) explained that he felt that going for a
drive and getting fresh air was good for him. Similarly, Angela (86 years, resident for 2.5
years) explained that she enjoyed the beautiful scenery of the town when her manager
took her for a drive:
On Thursdays, the manager takes us for a ride in the van and we have seen
things in [city] which I never have seen before . . . Up at [suburb], he takes us
way up to the hills, up to [suburb] and the airport. The scenery is beautiful. I
didn’t realise it was so beautiful. (Angela, 86 years, resident for 2.5 years)
Outings offered pleasure and enjoyment for the residents. Although the probability of
outings was less frequent, this does not undermine residents’ hopes for outings. Outings
offered residents the chance to reminisce about their good memories of the past. Helen
(94 years, resident for 1 year) looked forward to the good weather so that she could go
out and enjoy fish and chips: “We go down and we will have fish and chips and we haven’t
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gone [lately]. We might be going to do it this year when the weather gets better, you
know.” Three participants reported that they got pleasure from both going on outings
themselves and standing back to let others go instead. Florence (90 years), for example,
explained that she enjoyed outings. Florence went on to say that she also liked to give
opportunities for others to go on van outings, as most of them enjoyed it and wanted to
go regularly:
I always say to them ‘Yes I would like to go, if there’s enough room for me, but if you
need room for somebody else, I don’t mind standing back.’ I always say that because
some people want to go every time and it has been explained that you can’t take
everybody every time. So, I don’t mind sitting back and letting someone else go.
(Florence, 90 years, resident for 3 years)
Florence also got satisfaction from helping her co-residents. She was happy to sacrifice
her desires to going out for other residents who liked to go. Staff interviewed also
confirmed that small outings to cafes, parks, shopping malls, museums, animal farms,
botanical gardens and art galleries were the activities the residents found most
enjoyable and meaningful. This helped to normalise their life as they used to in the past.
For example, one of the activity staff who worked for eight years in the facility states
“We do a lot of outings as well. We do lots of shopping, museum, to the beach; you know art
galleries, things like that, garden shops”.
Residents saw outings as a means of gaining meaning by connecting with the outside
world, as well as experiencing the essential activities that they used to do in their dayto-day. Getting out of the rest homes and experiencing everyday life was important for
the residents. Outings were the only option for the residents to experience outside life.
Despite the importance of outings in residents’ lives, rest homes were unable to satisfy
all the requirements of the residents. However, as discussed in the previous section on
barriers to leisure participation, all the facilities in the study were limited by resources
as to how many outings they could provide. The staff also explained that outings and
music provided pleasure, relaxation and enjoyment for the residents. It also provided a
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means of conversation among residents as they had very few things to share among
them. She stated, “They are alive. You can hear them talking to the other residents and
telling them “We went out to [suburb] for the afternoon you know.” Similarly, residents
also benefited from music. Music was not only good for the cognitively intact resident
but also for the residents with severe dementia.
Even someone who has got very advanced dementia, if they recognise that
[tune] because it is back in their past memory and that’s the past memory, they
can often remember things. If they hear the familiar tunes from their early
days, they can still maybe take their foot or do this [tapping]. So that’s why
music is so important. So that’s why I take my ladies who are passive. I take
them down to the entertainment if they are awake. (Activity Staff, 1, worked
for 11 years)
Listening to music and the radio was the second most popular activity among the
participants. Seventeen participants reported that listening to music, news and other
programmes gave them an opportunity to connect with the outside world as well as
with their past life. Ten participants mentioned that they enjoyed music as it both
relaxed them and stimulated their mood.
For some participants, for example, Edward (75 years) and John (91 years, resident for
4 years) singing provided pleasure and happiness. Edward (75 years, resident for 2
years) identified music as something that gave him energy and reduced mental stress.
He said that if he was left in his room without music, then he needed medicine to keep
him calm:
When I don’t go to the singing class, I do feel bad, my mood goes down, yes. I
saw that good session singing my heart out and I feel a lot happier. (Edward,
75 years)
Music was the only activity that John (John, 91 years, resident for 4 years) was
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participating in. He stated that he liked to sing in the chapel, which was on every
Tuesday. He further stated that he had missed the chapel only four times in a year. He
felt sad when he could not attend:
The day like in chapel, singalong you know I feel good, I enjoy it. Well, if I can’t
make it, yeah I am sad. I miss; I think I’ve only missed singalong or chapel only
about 4 times in last year that’s all. (John, 91 years, resident for 4 years)
Music was something very close to John’s life. He used to sing and play guitar with his
family and friends most of the time in the past. Participating in the chapel had offered
him opportunities to sing as he was unable to play guitar due to stiff hands. However,
attending chapel and singing has given John a feeling of pleasure and relaxation as he
could reminisce on his past life and good memories.
7.4.7 Feeling of Achievement and Contribution
Eleven participants said that activities were important, as they helped them foster feelings
of accomplishment and contribution. Being able to do something, despite their ill-health,
gave them a sense of achievement. Taking part in activities such as walking, playing,
knitting, reading and helping others fostered a sense of achievement and contribution. The
sense of achievement was higher among those who were involved in activities such as
knitting, bowls, mini golf, housie, word games or puzzles. Being able to complete the
activities they were doing added a feeling of mastery and achievement. For example,
Catherine (90 years, resident for 4 months), Helen (94 years, resident for 1 year) and
Angela (86 years, resident for 2.5 years) described their feelings of mastery and
achievement, when they do something. For example, Margaret (84 years, resident for 1
year) stated that knitting gave her a feeling of achievement when she stated, “I feel when I
am knitting I am achieving something.” Likewise, Angela (86 years, resident for 2.5 years)
stated that engaging in activities gave her a sense of being useful: “Makes you feel you are not
useless, you can do things.”
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In order to live a satisfied life within the residential care, participants used different
strategies to develop the sense of achievement and contribution. Some explained to me to
what extent they would like to engage in activities and the goals behind their interest.
Seven participants who were high functioning were actively involved in activities that
developed a sense of contribution. For example, Angela (86 years, resident for 2.5 years)
and Elizabeth (83 years, resident for 3.5 months) helped staff in the facility. They arranged
flowers on the dining table and in the residents’ rooms and also folded washed towels. They
reported that they enjoyed these activities because they helped them develop a sense of
contribution, as they were being useful. As Elizabeth stated, “I just enjoy doing the flowers
and seeing people happy.” Similarly, Angela stated:
I go in the garden, keep the garden tidy and . . . what else do we do? Oh! We . . .
another lady and I fold all the towels that come back from the hospital. They
send them up to Wakari to get washed and dried and we fold them and put
them on the rack ready for the caregivers to use. It’s quite good. Well, makes
you feel you can do things you are not useless. (Angela, 87 years, resident for
2.5 years)
Similarly, Janet (78 years, resident for 2 years) and Dolly (82 years, resident for 3 years)
were involved in fundraising programmes. Janet raised funds for the community through
raffles and selling baked items. She said: “It gives me self-worth because I feel that I am
giving something back.” Likewise, Dolly (82 years, resident for 3 years) made pom-poms
and sold them and donated the money to charity. Both these women reported that they felt
happy that they could still contribute to the community. Dave (76 years, resident for 1 year)
and John (91 years, resident for 4 years) said they had spoken in different community
programmes on different topics as a facility representative. These opportunities to deliver
talks had fostered in them a feeling of contribution and satisfaction.
Staff also acknowledged that developing a sense of contribution was meaningful to the
residents. One staff member further highlighted that providing residents with opportunities
to help others was beneficial to the cognitively impaired older adults.
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You know, when they think they are helping you, then they can enjoy and
especially those ones in the dementia unit. Helping activities are really good.
They can help, they push the trolley you know? Well, some might not, they
might say “Got go home, Got to go home.” We say “Come and help with the
trolley” and they will forget what they are thinking and they’re immersed in
helping you. (Activity Staff, 1, worked for 11 years)
Staff also asserted that a simple task could be more meaningful to an individual than
involving them with the activities in the lounge. One of the staff reported that she tried to
find out what would be more meaningful to her residents. She tried to make it a more
homey environment by giving the residents freedom to make decisions. She further
stated that “everybody’s needs are different”, so she had an individual activity plan for
all. She added that activity in the rest home was very important, as it reduced the sense
of being a burden:
They don’t want to be a burden to anybody and you know that they just wanted
to do something and that’s why, you know, activities is a huge thing in rest
homes, because you know it stimulates them, they enjoy it, they enjoy getting
out in the community. (Activity Staff, 4, worked for 23 years)
Completion of simple tasks in rest homes offered a positive change in residents’
lives. They achieved meaning in their life through contribution. It gave them a
feeling of importance that they were still capable of doing something for others.
7.4.8 Companionship
During the interviews all participants highlighted the importance of companionship in
the facility. They described different sources of companionship: family members and
friends, co-residents, staff, and volunteers. They also saw participating in activities as a
means for gaining companionship as activities often provided opportunities to interact
with each other. For some participants, participation in the activities was a way for
building relationships or developing social connections between co-residents and the
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other members of the facility. Dolly (82 years, resident for 3 years) states “I like all of
that because it’s something to do. It’s just the activities with the other patients you know so
I can see them and you know.” Activities provided her with an opportunity to mingle with
others rather than sleeping all the time in her room. Margaret (84 years) felt fortunate
that she had been able to find a person to talk to in the facility and she enjoyed the
company of Sylvia (83 years). They enjoyed talking about their family members and
their past lives.
Having contact with family and friends from outside the residential care centre was
important and meaningful to the participants. The participants who received family
visits at least once a week expressed their happiness at being able to be in contact with
their children and have good relationships with them. This made them feel important,
that they were wanted, and that their children still valued them. Resident participants
reported that they loved going out for coffee, shopping or for a ride with their families.
However, in many cases it was difficult due to their physical condition. For six
participants, travelling around was expensive as they had to hire a taxi. Two
participants said their health conditions had hindered their desire to go out. Going out
was a very big challenge for five participants, as they had no families living locally to
take them out on trips.
Social activities, particularly those organised by the facility, were not as important to the
residents as individual time with family, friends, volunteer visitors or quality time with
staff. Elizabeth (83 years, resident for 3.5 months) stated that she did not bother with
activities in the facility; instead she preferred to spend time with the visitors that she
had quite often. Florence (90 years, resident for 3 years) also stated that she was
fortunate as she had many visitors. Staff also reported that social interaction and
communication with family was important in enhancing the well-being of the residents.
Florence (90 years, resident for 3 years) expressed that talking to people was
important: “I like talking with them and I think that’s important as we get older, to have
company.” Frank (90 years, resident for 4 months) also reported that he liked to chat
with people: “I am quite happy to be, to have a chat with somebody.” The majority of the
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staff also mentioned that they thought that reminiscing and interacting with coresidents was important, although few residents mentioned this. Only six participants
mentioned that they interacted with the co-residents.
Staff believed that one-to-one contact or individual time with each resident was
important in enhancing the residents’ lives in care facilities. However, they felt that due
to the heavy workload they were not able to spend much time with each individual:
I think the one-on-one contact is important for them, because a lot of them
don’t have it. They don’t have someone coming in, so I think being with
someone for a time just talking to them [is important]. (Activity Staff, 3,
worked for 2 years)
Radio, television and the telephone are also tools that could be used to give a sense of
companionship. Twenty participants had television and four participants had a radio in
their own room. Some residents liked to leave their radio and television on just to keep
them company or keep them in touch. One participant mentioned that she liked to watch
TV shows so that she could chat about it with her friend when she visited her. In the
same way, another participant reported that she liked to leave the radio on all the time,
as it provided her with company.
Animals did not appear significantly in the majority of narratives, but all the key
informants highlighted that residents enjoyed pets and sometimes the staff organised
bringing animals to the facility. Both the staff and residents reported that they loved to
see babies and children. During the participant observation period, I was walking with
one of the residents when she suddenly saw a baby. She turned her wheelchair towards
the baby and gave a wave with a beautiful smile. She could not do more than that, as the
baby ran towards the mother’s lap. This experience supported the narration of the
residents who mentioned that they love to see small children in the facility. Margaret (84
years, resident for 1 year) acknowledged that the staff did try to do different things in
her institution and that sometimes they brought a school or kindergarten group to the
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facility to play with them. She mentioned that she enjoyed the company of children. In
addition, the activity staff also reported that bringing children to the facilities helped
their residents to exercise the nurturing side of their personalities, a side they have
developed over the course of their lives. Staff further emphasised that this kind of
company was extremely important among dementia patients. They also reported that
the residents were eager to see the new faces and people of different ages because they
have been bored with the monotony of meeting the same people all the time.
As I conducted my interviews, I observed that participants valued companionship in
their lives. During and following my interviews, they often acknowledged that they had
enjoyed it. Christine said, “Well you are a very good visitor and it was a nice way to spend
a good afternoon.” The same feeling was evident with Dave (76 years, resident for 1
year). After the completion of the interview I thanked Dave for his time and contribution
to my research. When I was about to leave the room, he asked me how I was going back
home. I then replied that my husband would come to pick me up. He said that he would
walk with me to the main entrance. We walked together to the main entrance and waited
for a few minutes, as my husband had not yet arrived. As soon as I saw my car outside, I
said “I am going as I can see my husband out there.” Dave then he said he would like to
meet my husband and I introduced them to one another. He talked to my husband about
what we had done and he acknowledged what the time with me had meant to him. This
illustrated the importance of individual time and conversation for the residents in rest
homes.
Summary
In these sections, the barriers to participation revealed how older adults were restricted
or limited in their participation in the activities. The main barrier to participation from
participants’ perspective was their ill body. The ill body was more a structural than an
individual problem. However, I highlighted some others, for example, individual
preferences, lack of social network and institution as a barrier to the participation. The
lived experiences of participants revealed the mismatch of residents’ requirements and
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institutional management in offering opportunities to residents with limited ability.
However, despite the barriers, participants did their best to keep themselves engaged in
activities either in self-led or organised activities. Participants described their leisure
participation as a mechanism to keep them active and interested, regardless of health
challenges. This provided them with a sense of worth of living that at least they were
doing something for them and still could contribute to others. Hence, leisure
participation held multiple benefits, as described above. On the one hand, it gave a sense
of purpose to their life, and on the other hand, it improved health by providing positive
moods, feelings of accomplishment, companionship and social interactions. The next
section describes the life satisfaction of older adults in residential care.

7.5 Satisfaction with Life and Leisure
In this section, I describe participants’ overall satisfaction and their satisfaction with
their leisure pursuits. Life satisfaction refers to satisfaction in terms of the physical,
mental and social health of an individual. In order to get a sense of the dimensions of life
satisfaction among my participants, I asked residents during our interview to rate their
satisfaction on a 5-point Likert Scale from “extremely satisfied” to “dissatisfied”. They
were asked how satisfied they were with leisure activities, social activities, health and
overall life in residential care. The Table 11 below presents a summary of their levels of
satisfaction in these areas.
Table 11: Satisfaction with leisure and other aspects of life among residents

Leisure
activities
Social
activities
Health
Overall life

Extremely Very
Satisfied
Satisfied

Fairly
Satisfied

Satisfied

0

11

2

7

1
0
3

2
4
2

5
4
1

10
14
15

24 participants living in residential care in New Zealand
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Total
number of
Dissatisfied participants
24
4
24
6
2
24
3
24

Most participants reported being ‘satisfied’ with their overall life, which was the
response just above ‘dissatisfied.’ Only three participants reported the highest
satisfaction rating of ‘extremely satisfied,’ and three reported being ‘dissatisfied.’ By
contrast, participants gave a more positive response when asked about their leisure
activities. Eleven participants reported that they were ‘very satisfied’ with the activities
provided, seven reported that they were ‘satisfied’ and four participants were
‘dissatisfied’ with the activities in the facilities.
The participants’ higher level of satisfaction with their leisure activities suggests that leisure
was something special and different than other aspects of life for my participants. All
participants viewed leisure activities as a bridge to achieving a satisfied life in residential
care. For example, Helen (90 years, resident for 1 year) states “I got satisfaction that I have
done something I suppose or I have fun.” The activities added purpose and meaning to their
lives and helped keep them active and interested. Participants stated several reasons to
engage in leisure activities; five participants revealed that they like to take part in activities
to learn new things; twelve participants reported that they liked to participate in activities
to keep their minds active and occupied; six participants said that activities helped to pass
time; and four participants said they liked to take part in activities to be in touch with other
people. Staff also said that leisure activities were important in fulfilling individuals’ personal
satisfaction:
It [activities] gives comfort and knowing that they are part of something and
enjoyment, you know? Fulfilment, making them feel like they are part of
something and they still can do something you know? Everybody is worth
something and to make to feel them they are wanted. (Activity Staff, 10,
worked for 4 years)
The satisfaction was related with the meanings that they achieved through participation
in the activities. The amount of satisfaction participants gained from taking part in
leisure activities was related to the meaning they ascribed to the activity and the
reasons they took part. Twenty-three participants reported that they used at least one
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or two activities to keep them active and engaged, such as listening to music or the
radio, watching television, reading books, doing puzzles, walking around, knitting, art
and crafts, housie, taking part in quizzes and going on outings. However, most of the
activities were self-led rather than organised activities.
In contrast, two participants expressed some dissatisfaction, but this related to the fact
that they were no longer able to do the things they wanted to. Unable to retain their past
roles and responsibility had fostered negative feelings for the participants. Dave (76
years, resident for 1 year) stated:
“I can’t go out and do things for myself; I can’t drive any longer, so going
places is hard. So, I basically given up control of what I can do and what I
can’t do, where I can go and where I can’t go. I was a very active tramper and
walker. I can’t do that anymore so I’m dissatisfied by that.” (Dave, 76 years,
resident for 1 year)
Comparison with past life was common among the participants. Dave’s dissatisfaction
was due to being unable to retain his normal life. The experience of Dave presented the
everyday experience of the residents in rest homes, as they lose everything after moving
there. Unable to retain a positive feeling impacted on residents’ lives and hindered their
quality of life. Residents benefitted from the choices about what they could do or how
they could contribute.
Participants reported that having opportunities to participate in activities brought them
pleasure, a feeling of achievement and contribution and companionship, as explained in
above section on the benefits of leisure activities. They also said it helped to prevent
loneliness and boredom and gave meaning to their lives. Therefore, the participants
conceptualised these activities as meaningful and purposeful. A leisure activity provided
a sense of meaning and purpose to life which they were not getting from their social
activities, overall health and their life. Leisure offered a far greater level of satisfaction
than any other aspects.
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Participants were also asked to mention what single thing would improve their life in
the rest home. Most of the participants reported seeing family very often and their own
health. In this regard, twenty participants reported that being able to see family and
friends more often would improve their quality of life. One participant with eye
impairment reported that if she were able to see and read that would improve her
quality of life. She further expressed her emotions:
I think if I could just stop breathing and just disappear would be . . . that would
make me happy, sounds awful saying that, but I just get so short of breath
because my heart doesn’t work alright. (Sarah, 95 years, resident for 2.5 years)
Having no family, friends and access to activities impacted on Sarah’s life. Her
willingness for death provided a sad but factual example of rest home lives among
residents with limited abilities. She blamed her ill-body as a problem but I interpret that
her difficult body and having nothing to entertain her made her depressed. Unlike Sarah,
Albert managed to see his life in positive way that he was with his wife, though it was
difficult to have conversation due to his hearing impairment:
It must be pretty tough for her she can’t enjoy her conversation with me either. I
feel sorry for that she’ll say something and then I said they almost and I say I
didn’t hear you but it’s tough for her. So, I am glad that she is able to go and
enjoy the others company too but it’s always good to time comes to take our
tablet and get into bed of course me with the book and she is lying there and it
comes to know she is close. That’s all I need now. We have been together for a
long time. (Albert, 87 years, resident for 4 months)
In Albert’s case, the presence of his wife gave meaning to his life. Albert’s example
shows how older adults could seek happiness despite many challenges. He accepted
his weakness and acknowledged that he was close to his wife. He saw satisfaction in
living together with his wife in the rest home. Her presence in his life made him
happy and satisfied in a difficult situation.
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Bridget (87 years, resident for 4 months), Helen (94 years, resident for 1 year) and
William (75 years, resident for 4 years) reported that improvement in their health
would improve their quality of life. Bridget (87 years) further highlighted that staff
support had made her life good in the rest home, despite health challenges:
They all are chatty and they all tell you options. They make your life easier
you know and they do a lot of things for you that. A lot of people you know in
rest homes say that the staff are awful to you but they are not here, and you
can ask them anything and they tell you. Some of the girls go out and buy
towels and shoes, stuff for other patients here. (Bridget, 90 years, resident for
4 months)
Older adults found satisfaction in very small and simple things. They did not expect huge
changes as they understood their situation and saw life positively. The narration of
participants like Bridget provided an example that the small help of staff made a big
difference to residents’ lives and provides satisfaction. Catherine (90 years, resident for
2 months) stated that recalling her past good memories improved the quality of her life,
as she expressed that she would not be able to live the same life as before. However, she
could recall all her good memories and she felt proud that she had lived a very
interesting life with her husband, and recalling those memories was enough for her to
be happy. Independence was another domain which participants linked with their life
satisfaction. Janet (78, years, resident for 2 years), Dave (76 years, resident for 1 year),
Martin (91 years, resident for 2.5 years), Dolly (88 years, resident for 3 years), Edward
(75 years, resident for 2 years) and John (91 years, resident for 4 years) mentioned that
being able to walk and drive would improve their quality of life. Residents who had a
wife at home had more desire to get back home. Lawrence (88 years, resident for 4
months) and Edward (75, years, resident for 2 years) mentioned that being able to go
home would improve their quality of life.
Participation in activities acted a source of satisfaction because it provided them with
opportunities to add purpose and meaning to their lives. The key activities that
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contributed to life satisfaction were going on outings, having contact with family and
friends and helping others. These activities provided them with opportunities to
experience pleasure, gain a sense of achievement and enjoy making a contribution. In
contrast, they believed that participating in activities such as playing bowls, mini golf,
housie and competing in quizzes were just a means for passing time. They perceived
these as time-consuming activities and said they helped to fill the time. They also said
that they enjoyed these activities, but they would not choose these activities if they were
in their own home. Thus, the time spent in activities that provided meaning was more
valuable to the participants than those that just entertained them. Activities that
provided an opportunity for socialising were of value to the participants; however,
those that involved mixing with people from outside the rest homes were valued more
highly than those that involved mixing with co-residents. In other words, this finding
highlighted the importance of implementing activities that were meaningful and
purposeful to the residents.

7.6 Summary of Chapter Seven
My participants provided an enormous wealth of information on the concept of leisure,
the benefit of and barriers to the participation, and satisfaction with life and leisure. For
some, leisure as ‘free time’ meant they were left with nothing to do. This resulted in
enforced idleness. Despite the loss of various activities of their interest, participants
understood the importance of activity and looked forward to pursuing what was
available to them. Participants’ experiences revealed that leisure as time and leisure as
activity were both relevant to my participants’ lives, as discussed in Chapter 3.
The experience of leisure was intertwined with the barriers to and benefits of
participating in leisure activities. Participants revealed various barriers to leisure
participation. The residential care centres were unable to offer activities that specifically
addressed the needs and desires of residents, for numerous reasons such as lack of
proper physical environment, lack of enough outdoor space for activities such as
walking, and for staff, lack of enough space for organizing activities, lack of budget and
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shortage of staff. Rather than giving up, residents altered their activities according to
their ability and circumstances.
Participants made fundamental alterations to the activities in relation to their physical
requirements and cognitive decline. The benefits of participation by the participants
highlighted the importance of activities in rest homes. The narrated stories of
participants gave examples of how older adults seek meanings in their everyday life,
despite challenges. Furthermore, it highlighted how simple activities make a difference
to residents’ lives. The support of staff members and family helped them to build
resilience. Enjoyment, pleasure, happiness and the feeling of having a meaningful life
were key components of leisure satisfaction among the participants. Activities that
fulfilled the psychosocial needs of the participants made the greatest contribution to
leisure satisfaction. While reporting about leisure satisfaction, the majority of the
participants reported that they were “very satisfied.” In contrast, while referring to
overall life satisfaction, the majority reported that they were “satisfied”. Activity is very
important to the participants and needs to be person-centred to meet the needs of frail
older adults in residential care centre. I discuss the implications of these findings in the
next chapter.
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CHAPTER EIGHT
DISCUSSION AND CONCLUSION
This research was designed to explore the lived experiences of older adults in relation to
adaptation, leisure activities, and well-being in residential care in New Zealand. A
phenomenological approach, including the concept of lived body, space, time and
relations, was applied to answer the research question: How do older adult experience
leisure in residential care? By adopting phenomenological qualitative methods, I believe
that this research gives voice to the thoughts, feelings and lived experiences of these
older adults. The interviews gave participants a chance to share their unique stories,
which provided important insights on how structural problems cause idleness among
older adults in residential care. My participants’ approaches to their adaptation and
leisure experiences— presented in Chapters 5, 6 and 7— contribute to understanding
the well-being of older adults in care homes, despite limitations.
The lived experiences of participants revealed three key findings. First, older adults in
residential care used positive attitudes to adapt and accept their lives despite the
challenges they confront. Second, my participants experienced unpleasant free-time
despite the efforts of residential carers. Third, leisure participation was important for
residents’ adaptation and well-being. Overall, the findings revealed that understanding
the individual’s life history, interests, hobbies and abilities in residential care is
important to avoid the problems of disengagement and maladaptation. Given this, I
suggest that the discourse of ageing well in residential care should address not only
leisure activities (lived time) but also the physical environment of residential care (lived
space), the frailty of residents (lived body), and the social support available (lived
relation) to maximise the participation of older adults. Frailty, time, space, relationships,
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and gender influence the opportunities for leisure participation, and for developing and
maintaining social relations and well-being among older adults.
The study highlights the importance of broadening the understanding of ‘leisure
activity’ from sports and games (such as bingo) to everyday tasks that are meaningful
for residents in residential care, a result that was in line with the findings of Smith et al.
(2018). This study contributes to the small but growing body of literature on the leisure
experiences, adjustment processes and well-being of older adults in aged care, helping
to inform theory, policy and practice. Along with other local research, for example Bland
(2004), Jaye et al. (2015), Jorgensen (2006), Kiata-Holland (2010) and Wright-St. Clair
et al. (2012), this study highlights the importance of a person-centred approach in
providing leisure opportunities and comfort in residential care.
The current study engages with a similar population to that of Kiata-Holland, whose
2010 study of New Zealand rest homes found that older adults perceive their everyday
lives as undergoing the hard work of adapting and engaging. The findings of my study
revealed that older adults saw fewer opportunities to engage in meaningful activities
and experienced unpleasant free time in residential care, as illustrated in Chapter 7. The
findings of this study contrast with those of Kiata-Holland’s study. The aim of KiataHolland’s study was to explore the daily experience of older adults living in rest homes.
However, the main aim of my study was to explore the leisure experiences of older
adults in residential care. The participants and experiences in both studies were
different. The main aim of phenomenology is to describe the meaning of what was
experienced and how it was experienced. Hence, the phenomenological approach does
not support the notion of generalisation; instead, it manifests meanings drawn from
individual experiences and their living world. This reflects that every individual is
unique, and the lived experiences of older adults also differs. The two studies thus offer
complementary perspectives highlighting multiple aspects of the lived experiences of
older adults in New Zealand care homes.
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This chapter uses previous research to contextualise and apply key theories to the three
aspects identified in the results chapters: adaptation, leisure activities and well-being.
Then it presents the limitations of the research, and considers its implications for
further research and policy.

8.1 Adaptation
The adaptation strategies of my participants offered important insights on life in
residential care. Adaptation, for older adults, is possible through the determination to
persevere, and the feeling of making a contribution, as discussed in Chapter 7. Older
adults devise their own solutions to overcome their health challenges by adopting
different strategies, as discussed in Chapter 6. The model of adjustment that is
developed in this study from the perspective of both residents and staff begins with a
grieving period, as new residents adapted to the various losses involved in the
transition into care. The narration of participants revealed that adaptation to residential
care is not problematic, but they require time to grieve over their losses, and support to
adapt to their changed circumstances. The pervasive sense is one of loss associated with
institutionalisation. This includes loss of independence, freedom, choice, identity,
interest, activities, home, family and community, all of which foster loneliness and
depression among the participants. Similarities can be found in other studies of older
adults in residential care experiencing loneliness, isolation and depression (Li et al.,
2010; Henkel et al., 2017; Iden et al., 2015; Nyqvist et al., 2013; Neves et al., 2019).
My participants saw themselves in diverse forms: as a loner, dependent, passive,
receiver, and isolated. This reflects the stereotype of ageing and ageist attitudes among
participants. They had accepted the truth constructed by society that residential care
was a place to die rather than a place to thrive. The finding is consistent with other
studies, such as Parkinson et al. (2019) and Doyle (2014). The ageist attitude of society
and individuals impacts on the adaptation process of individuals and deters their
capacity to engage. Variation in the grieving period depended on residents’ attitudes, as
well as those of staff and family. The stories of my participants also revealed an
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adjustment period of between one to six months after moving to the facility, in line with
previous research of Brooke (1989), Brandburg et al. (2013) and Brownie et al. (2014).
Based on their narrations, the initial months were very challenging. Chapter 6 told the
stories of the journeys that participants went through in their attempts to accept rest
homes as their homes. Participants were aware that their rest home stay was indefinite,
and their only option was to adapt to the culture and routine.
The transitions experienced over their life-course enabled them to draw on positive
strategies despite challenges. The adaptive strategies of participants in this study
highlight the importance of life-course and SOC theories in understanding
compensatory strategies. The support of family and community developed a sense of
connection and belonging, and also helped to boost their strength. This enabled them to
construct different adapting skills, and they applied the strategies of selection,
optimization and compensation in choosing activities, as explained in Chapter 6 on
acceptance and coping strategies.
Residential care (as a current lived space) contrasts with home (as a previous lived
space) in many ways, including choice, independence, identity, and social contacts. It
was difficult for my participants to accept the rest home as home. Rather than affirming
rest home as home they accepted it as a necessity due to deteriorating health. My
participants found it challenging to make the rest home into their homes. Much has been
said about the importance of developing a homelike environment in rest homes and
potential strategies have been applied as revealed by the work of Cooney (2012), Jaye et
al. (2015), Robertson and Fitzgerald (2010). Developing a sense of home was important
to my participants yet the unfamiliar environment, rules and routines of the facilities,
lack of privacy and freedom, and poor health and frequent death of co-resident made
this difficult to maintain. This observation is consistent with the findings of Jaye et al.
(2015). Participants reported difficulty in accepting residential care as home, despite
the efforts of staff to develop a ‘homey environment.’
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Another important finding of this study was the impact of the absence of a decision to
move or adaptation, as described in Chapter 6. As discussed in Chapter 1, older adults in
New Zealand go through many assessments before entering residential care. Despite
this process, participants felt that they did not have control over the decision to move,
which was made by family and their general practitioner, in line with the findings of
recent studies (Brandburg et al. 2013; McKenna & Staniforth, 2017 and Parkinson et al.
2019). These studies further highlighted that older adults who were involved in the
decision to move adapted well and were happier in residential care than those who
were not involved in the decision.
The participants believed that transitioning to care facilities had impacted on their life
in terms of ability, communication, independence, friends and socialisation. While
talking about outside life, residents looked sad, as they were no longer able to manage
their lives as they had in the past. At the same time, they showed their understanding of
not being able to perform activities that they used to do in the past due to their changed
circumstances and ageing bodies. The differences between their past and present lives
led them to develop different coping strategies in order to overcome the stressful
situation. These strategies included acceptance, positive attitude, developing new
identity, being active and maintaining positive relationship with staff, as discussed in
Chapter 6. Bradshaw et al. (2012) mentioned that gaining a positive attitude is
important among residents to enhance leisure participation and quality of life in care
homes.
Residents were ambivalent in describing their lives in residential care. They viewed the
setting in two ways: first, as a place to be safe and well looked after, and second, a place
where they lost control over their lives while describing their past and present life. For
instance, residents adapted their leisure practices to accommodate differences in the
norms of home and rest home. Thus, the lived experiences of older adults in care
revealed their adaptability, as well as their ability to manage life through leisure
practices. Despite many challenges (described in Chapter 6), my participants adapted
well and developed their new identities with support from family, friends, staff and
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community. Becoming engaged with and accepting the services offered seemed to be the
adaptation practice of older adults into the residential culture to harmonise and balance
their lives. The data suggests that they adapted to living in residential care well through
the strategies of selection, optimization and compensation of the activities. For example,
participants selected activities according to their functional abilities. Residents who
were no longer able to continue gardening, for example, compensated for their desire
for gardening by walking around the gardens, touching the plants and picking and
arranging flowers for the dining tables. Similarly, participants who liked reading the
newspaper but no longer could read due to eye impairment, compensated by listening
to the news on the radio. This finding is consistent with other studies that indicate that
older adults have a variety of strategies in place to maximise their independence (Baltes
& Baltes, 1990; Carpentiri et al., 2017; Pan et al., 2019).
Adopting a positive attitude was a key strategy of my participants in reframing their life
in residential care. The strategy of adaptation was “getting involved” and “getting along”
with the rest home culture instead of “complaining.” In other words, my participants
affirmed their lives positively despite multiple illnesses and loss. They used phrases
such as “accepting their losses,” “receiving adequate care,” “getting along with staff,” and
“participating in activities” while describing their experiences in residential care. This
led them to perceive their later age as a time of resilience and fortitude, accepting that
age-related changes were inevitable. The older adults connected their past experiences
to the present and future in order to live their day-to-day lives. The coping skills of older
adults have been informed by their life history, which included various transitions.
Understanding the lived experiences of older adults from a life-course perspective
provides in-depth insights.
This study provides insights into incorporating the life course perspective, as well as
selection, optimisation and compensation theory in understanding the life of older
adults. This study highlights the interrelation between older adults’ past experiences,
social relations, and activities in the adaptation process.
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8.2 Leisure Activities
The study reveals great diversity in conceptualisations of leisure in residential care. The
meanings of leisure were based on participants’ lived experiences. Most of my
participants perceived their “free-time” as unpleasant because they had nothing to do.
This provides a useful counterpoint to the study by Kiata-Holland (2010), which found
that residents who perceive their time as ‘work’ experience it as meaningful. KiataHolland (2010) revealed leisure as work for older adults in residential care. My
participants described their life in care facilities as unpleasant “free time” rather than
“work” as everything (for example activities of daily life and household chores) was
done for them, which contrast with the findings of Kiata-Holland (2010), where there
was little time for leisure.
Leisure is not just participation in activities to fill their “free time”; it is important to
provide meanings for maintaining well-being. Leisure reflects freedom of choice in
gaining meaning through activities that generate benefits such as independence,
enjoyment, achievement, contribution and learning—all necessary elements of a
satisfied life. Participants reported that they had a lot of free time, as they had fewer
obligations. To some extent, a lack of suitable leisure activities consigned them to a life
of enforced idleness as described by both previous and current studies (Cahill & DiazPonce, 2011; Hwakins et al., 2018; Fiveash, 1998; Wilcock & Townsend, 2009; New
Zealand Labour Party, 2010; Riedl et al., 2013; Sarantakos 1989; Smith et al., 2018;
Problem of idleness in old people’s homes, 1929; Tak et al., 2015).
As discussed in the literature in Chapter 2, my participants saw their health in a positive
way compared with other residents. Ageist attitudes were prevalent among my
participants while talking about their participation. They described their co-residents as
not productive and sitting and sleeping all the time in the lounge. Activities have
decreased or eventually ceased due to frailty in some cases, and due to structural issues
in many cases as discussed in Chapter 7. Cessation of activities has provided
opportunities to rework and reengage in simple everyday activities, which has been
276

highly meaningful for the participants. As explained in Chapter 7, these activities
developed the identity, sense of belongingness and contribution. The findings of Riedl et
al. (2013) and McKenna & Staniforth, (2017) are in line with my observation that older
adults construct their identities through stories of past experiences and are able to
construct a new identity in care with the support of family and staff in residential care.
Social comparison was another psychological process to see life positively among older
adults. The participants of this study also highlighted social comparison strategies. This
strategy is also known as downward social comparison. The majority of the participants
compared their lives with those of co-residents with severe dementia, and indicated that
they were better off than other residents. This finding is consistent with the findings of
other studies, that older adults use social comparison as an adaptive mechanism to
overcome losses (Stewart, Chipperfield, Ruthig & Heckhausen, 2013). Similarly,
Henchez, Cavalli and Girardin (2008) and Rodger (2015) found downward social
comparisons an adaptive strategy among older adults.
Leisure activities contributed to participants’ ability to retain aspects of their identities.
The finding is similar to the findings of Riedl et al. (2013), who reported that, along with
activities, photographs in residents’ rooms were important for retaining personal
identity. The participants in my study were happy to share photographs of their families
as they were able to reminiscence about life events. They also used the strategies of
reframing or reworking the activities that suited their ability and to which they had
access.
The findings further revealed that activities were important for physically and
cognitively disabled older adults. Due to their frailty and dependence, conducting daily
tasks could become impossible and residents relied on others to help them with daily
activities. They saw leisure activities as a relief from idleness because “having nothing to
do” made life dull and meaningless. But the activities available were often not those that
most interested them. Engaging in the activity was not just to “pass time,” but to gain
meaning and live an approximation of a normal life. Personally meaningful activities
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were important in developing a sense of connection and engagement in everyday lives,
in lines with the findings of Han et al. (2016). The participants in this study saw activity
as a medium to achieve, learn, contribute, make connections, enjoy, relax, and something
to look forward to in their lives, and has been discussed in detail in the previous chapter
under “Benefits of leisure participation”. These benefits contributed to ageing well, even
as leisure activities contributed to their adjustment and satisfaction with residential
care. The findings of this study suggest that applying the notion of life-course
perspectives would help in designing personally meaningful activities for frail older
adults in residential care.
Barriers to participation, explained in detail in Chapter 7, explained disengagement
among residents. Residents accepted advancing health condition, frailty and cognitive
impairments as a major cause of disengagement in residential care. While referring to
cognitively impaired and frail residents, staff described a general decrease of interest in
activities with increasing age and lack of support. Based on participants’ narrations,
poor health, functional inability, lack of choice, support and independence were the
reasons which decreased their interests. This supports the notion of disengagement
theory—that older adults disengage in later life. Continuity in life through active
involvement was challenging due to advanced frailty and lack of support.
As revealed in the findings chapters, the needs of older adults are profound and complex
due to frailty and unfamiliar living circumstances. Frailty was associated with
disengagement. The tendency of residents to participate in activities declined among
those of advanced age due to poor eyesight, lack of concentration, physical disabilities,
hearing impairments and lack of speech. Strain et al. (2002) mentioned life events,
transitions and age as reasons for declining participation and suggested reviewing their
situations. As mentioned in Chapter 7, most participants reported that they had to give
up activities that they were no longer able to manage. This was especially true for
participants with cognitive illness. Shakiness, arthritis, stroke, poor eyesight, and
hearing impairment were common health-related problems that interfered with their
participation. Participants with limited social networks experienced loneliness and
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boredom as these related to less participation in activities, which is in line with the
findings of previous studies (Toepoel, 2013). The staff revealed that passivity was
higher among residents with cognitive disorders, suggesting that they were no longer
able to concentrate and follow instructions during activities. This is similar findings
reported by Johnson et al. (2014).
Working together with residents in developing their confidence, interests, connection
with self, others and the environment is especially important in increasing leisure
participation, among residents with functional, sensory and cognitive impairments. The
majority of the participants in this study engaged in leisure activities such as reading
books, watching television, knitting and walking rather than participating in the offered
activities such as housie, baking, quiz and chapel. Self-led activities were more
meaningful than organisation-led activities among participants. Every individual is
different and the meaning and purpose of life are different. For example, the same
leisure activity fulfils different needs of people, for example, listening to the radio was
meaningful for connecting with the outside world, keeping their mind active or avoiding
loneliness. Not surprisingly, all participants expressed interest in activities such as
outings, children’s visits and musical concerts, which were the most enjoyable activities
offered in the facilities. Despite the interest in outings, many participants were unable to
go regularly due to poor transportation facilities. For some residents it was
uncomfortable to travel in a van with groups, but they still expressed a preference for
outings. The majority of participants without mobility problems noted that the activities
in the facilities were more indoors than outdoors. On the other hand, participants with
limited mobility reported that they were not able to perform physical activities but at
least could engage in sedentary activities like doing crosswords, reading books,
watching television and listening to music.
The findings of this study suggest two approaches towards leisure activities adopted by
residents of rest home care. Some participants were active, participating in different
activities that made them feel engaged and interested, while others chose not to become
involved in activities. They preferred to spend time in their own rooms and do what
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they liked. The most common passive activities among them were watching television,
knitting, doing crosswords and reading. These findings are consistent with those of
Pagan (2014) and Paggi et al. (2016), who reported that older adults with physical
health limitations were more likely to participate in passive activities than non-disabled
adults.
The participants in this study managed their lives through self-realisation and a
commitment not to be fussy and complain. They sought to normalise their lives and
establish healthy relationships with the staff. This was also a means of coping within
residential social and cultural norms. Participants revealed that making staff happy was
the best way to normalise life because they had to rely on staff and do what staff
advised. In this respect, healthy practices could be regarded as a form of choice and lack
of control at the same time.
The findings of this study reveal the importance of diverse and personalised activities
because “one size does not fit” all residents. Participants had a diverse range of interests
and abilities to participate. They acknowledged that a variety of activities were
available. The findings of this study suggest that older adults in aged care were more
involved in sedentary activities and practicing a sedentary lifestyle, consistent with the
findings of Minhat et al. (2013); Minhat et al. (2014), Tak et al. (2015) and Tinsley et al.
(1985). However, other residents valued the fact that leisure activities provided them
with a way to keep busy and reduce the monotony of the day. Some did not want to
participate and chose to lead solitary lives, whereas others felt bored because of the
limited and stereotypical activities that were offered. The diversity of their approaches
underscores the importance of activities that are individualised to address the interest
and abilities of each resident.
A lack of leisure opportunities that reflect the interest and abilities of residents
contributes to enforced idleness in residential care. Hence, activities are important to
enable older adults to develop a sense of purpose and something to look forward to. The
study highlights the benefit of a variety of activities to cope with age-related changes in
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later life; however, it calls attention to the need for offering diverse opportunities to
people who remain passive. Offering diverse activities is important in reducing the risk
of depression, boredom and loneliness. Certainly, activities that provide a sense of
purpose, contribution, learning and companionship would be more beneficial than
others. These findings highlight the importance of developing greater awareness of how
older adults negotiate their daily lives and the role leisure activities play for those who
seek to age well in care.
This study highlights the need for diverse activities in residential care. Some residents
valued opportunities to engage in activities or not, according to their wishes. To some
extent, my participants appreciated the organised activities in the care facility but
further indicated that those activities were not of interest to them and that they engaged
just to pass the time. These findings are consistent with the findings of previous studies
(see Miller 2016; Bradshaw et al., 2012). Participants with multiple health problems
such as eye and ear impairments, stroke and arthritis found limited leisure
opportunities. Staff further reported that cognitively impaired residents benefited more
from activities like outings (such as visiting parks, gardens, beaches, cafés, and shops),
babies, pets, music and personal interactions, which were more crucial than traditional
activities such as art and crafts, baking, reading the newspaper or stories and bingo in
enhancing their well-being. In this regard, any practices could be regarded as leisure
practices, depending on one’s intentions. Nevertheless, much debate on leisure practices
has focused on “types of activities” rather than “person-centred”, “leisure practices” as
argued by Adams et al. (2011).
Notably from this study it is clear that leisure participation is important even though
residents’ physical and cognitive impairments impacted on their ability to participate.
Activities need to be more individualised because interest and ability differs from
person to person. Activities that are meaningful to one person might be boring to others.
There were some commonalities found in my research, with frequent family and friend
visits, opportunity for outings, and engaging in home-like chores being preferred
activities among participants, who felt they gave meaning and purpose to their lives.
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Although leisure participation was important to my participants, some explained that
they did not take part in the activities offered in their facilities because of deteriorating
health conditions, lack of social contacts and family support. Passivity was higher among
physically and cognitively impaired older adults, which is in line with the findings of
Pagan (2014) and Kolanowski and Buettner (2008) that people with disabilities are
more likely to choose passive activities (such as reading, television, radio and music).
Some people were active and positive towards their rest home lives, offered their
services and were happy to be still alive and well looked after (Anderberg & Burgland,
2010). Very few residents managed to live active lives through participation and making
contributions to society and the place where they lived.
This suggests that organised activities in the facilities were not enough to meet their
intrinsic satisfaction. My participants described that the facilities offered lots of
activities but they did not participate; instead preferring to go out to different places
such as cafés, restaurants, beaches, gardens and shopping. The findings of Murphy et al.
(2006) revealed that residents lacked independence and withdrew from leisure
participation in care homes. My participants revealed that they lacked independence, as
they were no longer able to go to places on their own, as they did not have drivers’
licenses and cars due to their health conditions. For most participant outings, family and
friend visits and interaction was important to live a meaningful life. This suggests that
older adults should have a purpose to get up in the morning and get dressed. This is
consistent with the findings of Koopman-Boyden, Cameron, Davey, and Richardson
(2014) that activity gives a sense of purpose and importance to older adults in order to
live a meaningful life. Similarly, Adam et al. (2011) argued that recognizing
individualised activity is important in fostering well-being because individual
characteristics such as personality or gender impact on choice, meaning and quality of
activity.
Some participants were still interested in learning new things. Being able to learn in
later life developed feelings of achievement. One of my participants with eye
impairment provided an example. She reported that she had never played any sports in
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her life, and was always busy doing household chores, gardening, shopping and
travelling which were her main hobbies, but after moving into the rest home she started
playing bowls and she enjoyed it. She felt proud when she won the trophy, which she
had never thought possible. She participated in most of the activities offered by the
facility. She expressed happiness that she could still do things despite her blindness.
However, she expressed sadness as she was not able to see her family very often, like at
home.
Furthermore, activities that provided feelings of contribution were important among
participants who reported that they felt happy that they were still able to contribute to
the community in many ways. Activities such as raising funds, donating to charitable
organisations, helping staff in household chores like folding paper towels, arranging
flowers and helping new residents were meaningful activities to my participants. These
participants were positive towards their life despite having chronic diseases and
dependency.
The responses of my participants about their leisure participation were heavily
influenced by rest home culture and their ageing bodies. The findings highlight the
importance of understanding why older adults see “no opportunity”, despite being
offered activities in residential care. This is especially true of men. Though they are a
minority, their activity preferences clearly need to be taken into account. Accepting life
in a care facility was not an easy task for my participants, as they noted that they had
not expected to end their lives in care facilities. The participants accepted the fact of
being in care facilities and their health conditions as part of the ageing process and
beyond their control. This attitude illuminates the tensions between denial and
acceptance of life in residential care. The notion of acceptance helped to extend their
thoughts from negative to positive and worked to retain an active and interested life by
adapting different strategies to deal with the changes. My participants were not only
putting efforts into adapting to rest home culture, but also attempting to reframe their
preferences and interests according to their functional abilities.
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The findings of the study suggest that despite several attempts to reframe their
preferences, some participants still felt isolated as they were no longer able to join the
community and were unable to see family and friends very often. This supports the
findings of (Toepoel, 2013 and Choi et al., 2008) who found that older adults have fewer
social contacts and felt lonely and isolated. There was some contradiction regarding the
opinion of staff and residents. According to staff, residents communicated well and
developed friendships with co-residents. However, participants mentioned that they felt
lonely and bored, as they had nobody to communicate with and difficulty making friends
with co-residents. Others mentioned that the frequent death of co-residents also
developed the fear of developing friendships.
Participants added that the staff were too busy to have conversations with them. A few
highlighted that it was hard to build friendships in rest homes due to the health status of
co-residents, as well as different cultural, educational and social backgrounds. This
study confirms that life satisfaction of older adults in later life depends on finding
meaning despite physical, mental and social losses. Some residents confirmed that being
able to see family, friends and helping others gave them peace of mind that they were
not a burden but could still contribute and feel secure to be around family. Being able to
join in activities gave them an opportunity to develop a sense of pride and achievement.
Participants’ leisure preferences differed considerably. The majority of participants’
preferences were their own leisure pursuits rather than the activities offered.
Additionally, their preferred leisure activities tended to be passive rather than active,
such as watching television, reading books, and listening to the radio and music. This
finding is consistent with other studies that older adults in residential care are involved
in sedentary activities (de Castro & Carreira, 2015; Minhat et al., 2014; due to lack of
preferred activities (Tak et al., 2015), environmental and organisational factors (Riedl et
al., 2013). Ideal models of ageing such as healthy ageing, active ageing and successful
ageing have emphasised the importance of older adults remaining active and healthy in
later life. However, little consideration has been given to building age-friendly
environments with diverse leisure opportunities in residential care.
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In terms of gender differences, I found that women were more active and interested
than men. The tailored activities were more female-oriented due to the higher
proportion of females in care facilities. This is consistent with the work of Chui (2006)
in China. The finding further reveals that limited social networks result in passive older
adults, who are less likely to participate in the activities. Finally, the older adults with
physical and cognitive limitations are less active. This is consistent with the findings of
recent studies in residential care (Li et al., 2010; den Ouden et al., 2015; Smith et al.,
2018).

8.3 Well-being
As explained in Chapter 3, well-being, quality of life, successful ageing, positive ageing,
active ageing and life satisfaction are used interchangeably as overlapping concepts in
the literature. These concepts are measured on the basis of the meanings that older
adults gain from their lives. Many studies (Baumister & Wilson, 1996; Flynn, 2001; King
2004; Morgan & Farsides, 2009) have explained various parameters of a meaningful life,
such as belonging, a sense of purpose, a sense of excitement, accomplishment, religiosity
(Emmons, 2005), a sense of self-worth, and feelings of autonomy. This can be
maintained through interactions, relationships, participation and emotional support
from family and close friends. All these factors are entirely subjective to each
individual’s life experiences and where they are living. The findings of this study are in
line with the above studies that, despite poor physical and cognitive health, participants
rated their overall level of satisfaction as good. Older people use the strategy of social
comparison, a cognitive process by which they compare life with others to achieve selfsatisfaction. This is in line with other study that people with chronic illness or
limitations could benefit by downward social comparison (Brakel, Dijkstra, Buunk &
Sicro, 2012)
The satisfaction achieved among older adults is interrelated with the achieved meanings
from active engagement in their daily lives. Residents with physical and mental
disability can transform the challenges of rest home life into healthy practices with
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support from family, staff and community. The support helps them to develop adaptive
or compensatory strategies. The findings of this study suggest that integrating the
theories such as life-course, SOC, activity, continuity, environmental press and
disengagement are important in drawing on diverse strategies to enhance meanings and
achievement despite limitations. Helping residents to find compensatory strategy is
important to enhance their well-being in residential care. Older adults who apply SOC
strategies in their everyday lives maximise their well-being by minimising their losses
despite functional limitation, in line with the findings of Carpentieri et al. (2017).
The results of this study suggest that ageing well is possible in residential care by
adopting multiple approaches in leading a meaningful life. Participants reported the
need to keep occupied and active in maintaining well-being. As a result, they
consistently pursued healthy practices in order to age well. Their coping strategies and
health practices were flexible and negotiable depending on their health conditions and
living environment. Thus, the findings highlight that engagement in healthy practices
such as being positive, interested and engaged in activities allowed them to combat the
challenges imposed by physical limitations.
The narrations of participants also highlighted factors that impacted on their well-being
and that need to be addressed. The participants revealed that moving to the rest home,
while essential, but was not their choice. They found the need for rest home care
oppressive and the lack of control added to their stress and feelings of loneliness and
isolation. This was consistent with the research of Grenade and Boldy (2008). The key
factors in developing feelings of isolation and loneliness were an unfamiliar
environment (Johnson et al., 2014), fewer family and friend contacts and a lack of
freedom. Social interaction was the major concern of participants due to a reduced flow
of visitors to the facility. Furthermore, a high prevalence of frailty and diminished
cognitive capacity substantially limited interaction. My participants reported that they
had fewer opportunities to interact in the facility due to busy staff schedules, fewer
family and friend visits and the poor health of co-residents.

286

This study highlights a lack of companionship as a major problem in residential care,
which was the view of both residents and staff. Furthermore, staff added that older
adults could benefit if they were able to provide individual time in order to offer ample
leisure opportunities according to their interests and abilities. The leisure participation
percentage was much lower and high motivation was required through personal time
with each resident in building good relationships between staff and the residents.
Although there was some degree of acceptance regarding their health conditions, it was
not enough to keep them motivated.
Staff reported that companionship was important and that they were unable to meet the
desires of the residents, due to insufficient staff. In some facilities, companionship was
maintained through volunteer visits. To some extent the individual volunteer visit
developed a sense of belonging and purpose among the residents. One participant, who
had a volunteer visit once a week, reported that when she visited her they laughed,
talked and did some paint work. This gave a sense of purpose, belongingness and
importance to her. Companionship, socialisation and support of family and staff was
important in maintaining the well-being of older adults in care residential care. This
highlights the need to take these factors into consideration in facilitating activities that
offer an opportunity for companionship and socialisation. Further, it highlights the
importance of family and staff support in creating various leisure opportunities and
ensuring their well-being.
Participants reported that they enjoyed the interaction with the researcher and were
happy to have the companionship. They acknowledged that the interview gave them an
opportunity for interaction as well as a chance to reminisce about past memories.
Participants also reported that the activities were much more important for them and
they were happy to contribute to this research project so that in the near future older
people would be able to have ample leisure opportunities. The overall findings of the
study reveal an important contribution of leisure activities to well-being in residential
care. For some, activities served as mechanisms for adaptation, passage of time,
socialisation, companionship, stimulation, meaningful life and happiness. For others,
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activities were the means of passing time in order to decrease boredom, isolation and
loneliness.
Social activities were important to the participants. Socialisation offers an opportunity
to interact with others and reduces the risks of social isolation, as it supplies emotional
intimacy and a sense of being valued (Adams et al., 2011). Singing, van outings, chapel,
concerts, happy hour (having snacks and drinks together) and chapel were the most
frequently mentioned activities for socialisation in the facilities. However, the
participants did not fully benefit from these activities due to difficulty having
conversations with co-residents. For some participants van outings offered the
opportunities of socialisation as they enjoyed interaction, sing-along and the outside
environment. The opportunity for van outings was very rare for residents, as they had to
wait for their turn and for good weather. For some participants travelling in a van with
groups was more crowded and uncomfortable. Instead they preferred to go individually
rather than in groups.
Being able to build relationships with co-residents was important. Some of the
participants expressed that they developed friendships with co-residents, which was
very rare due to frailty and different personalities. Among all participants, only two
participants reported that they spent time with each other, talking about their family,
past life and laughing. But it was not the same for all; other participants reported
difficulty in making friends. Some of them described the co-residents as acquaintances
not friends. This resonates with the findings of Bradshaw et al. (2012) that older adults
in care homes have difficulty forming relationship with others.
Family and staff support worked as an antidote in maintaining well-being among older
adults. Family visits such as children and grandchildren added meaning to their lives.
The family can also contribute by extending the possible range of activities. Having
family visits once a week and being able to be in touch through the telephone was also
an important leisure practice for the participants. For some participants it was difficult
to be in touch with family due to geographical distance and inability to use technology
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such as the internet. Many participants reported that they no longer got letters from
their family as it was old-fashioned and nobody wrote. Among 24 participants, only one
participant reported that she used email and Skype to be in touch with her family.
Having children nearby was also crucial for the participants who were happy and felt
secure. The case was different for the participants with no children, who felt sad and
lonely. It was difficult for them when co-residents talked about their family. Participants
with no family and friend contacts were more likely to be lonely.
Similarly, having conversations and building relationships with the staff also helped
them to adjust well in the facility. The support of staff and family helped in maintaining
healthy and happy life practices depending on how frequently they were able to see
them. It has been noted that being able to have personal conversations with staff
contributed in developing a sense of belonging and a homey environment. This was
mostly observed in the small rest homes, which is consistent with the findings of Boldy
et al. (2004).

8.4 Integrated theoretical approach
Applying an integrated theoretical approach, as described in Chapter 2, contributed to
understanding the diverse needs of participants. The study reflects the importance of an
integrated approach in adaptation and maximising participation in residential care
through an individualised approach.
Life-course Perspective
This study reflected the importance of applying the life course perspective in ageing
research, especially while studying the lived experiences of older adults. To draw
meanings from individuals’ lives it is important to take into account the whole lifecourse. Past experiences shape our present lives. The findings of my study suggest that
applying the life-course perspective could help maximise personally meaningful
activities in residential care. Providing opportunities in relation to their past life and
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connecting lives outside the rest home environment was meaningful for my
participants. This further contributed in enhancing their well-being.
Selection, Optimisation and Compensation (SOC) Theory
The findings of this study suggest the importance roles played by the strategies of
selection, optimisation and compensation in helping older adults to adapt well in
residential care. Integrating a life-course perspective in understanding an individual and
their past helps in offering many individualised alternatives that are meaningful for
residents. The life history of an individual their interest, skills, and hobbies would help
to encourage residents in selecting meaningful goals, optimising their life and
compensating for loss. The previous studies for example Carpentieri et al. (2017), Janke
et al. (2012), Hutchinson and Warmer (2015) highlighted the importance of SOC in
recovering and maintaining health and well-being. The findings of my study clearly
presented some examples, in Chapter 6 and 7, showing how frail older adults can still
contribute to society. Using SOC theory would help to focus on seeking the interests of
older adults, what they can do and how we can support them. Support and motivation to
encourage them that they can still do many things and can contribute to society is
fundamental. This would help in developing self-confidence and forming a new identity,
despite frailty. The feeling of being valued or useful is important in maintain well-being.
Disengagement Theory
Disengagement theory has been considered outdated in recent years. Yet the findings of
this study suggest that disengagement is an issue for older adults in care. When frailty
leads to reduced activity in residential care, older adults tend to withdraw.
Disengagement arose among my participants in two ways: due to continuous health
deterioration and increasing frailty, and structural problems such as a focus on custodial
care, shortage of staff, lacking of budgets and offering one set of activities. Individualised
support and motivation is crucial to avoid the problem of inactivity and idleness. The
lack of access to the desired activities compounds the problem of disengagement.
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Understanding the reasons for disengagement from the individual perspective and
facilitating support to increase participation is fundamental in enhancing the well-being
of older adults, especially in residential care.
Environmental Press
The findings of this study revealed the importance of striking a balance between ability
and resources to facilitate adaptation to residential care. When offering activities in
residential care it is especially important to understand the balance between activity
and the ability of an individual, as explained by the concept of environmental press. At
the same time, rapid change in older adults’ ability call for changes in their environment.
This was evident in participants’ narration that activities were not offered to suit their
interests and ability. One participant described available activities as “childish.” Others
described them as “more indoor than outdoor,” “more mental than physical.” Applying
the notion of environmental press is important while offering activities for each
individual to establish a good match between abilities and environment.
Activity Theory
Activity theory supports the notion that older adults must remain active to age
successfully. Previous studies have used activity theory in examining the relationship
between leisure participation and well-being among community older adults (Blace,
2012; Johnson et al., 2014; Nimrod, 2007 Paggi et al., 2016). These studies suggested
maximising leisure participation among older adults. The findings of my study suggest
that remaining active is crucial but might be challenging and detrimental for residents
due to a lack of appropriate activities, motivation and support. Remaining active in
residential care is possible, but requires individualised support. Multiple perspectives
are required in offering leisure choices in keeping older adults active and interested.
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Continuity Theory
Continuity theory supports the notion that older adults need continuity to achieve wellbeing. Transition to residential care and frailty clearly hinders continuity. To adjust,
older adults need various coping strategies to fight against their losses and challenges.
Continuity can only be maintained through adjustment. The finding of this study
suggests that providing a sense of continuity was important among older adults in
activity engagement and developing meaningful relationships. The findings are in line
with previous studies, for example Cuskelly & Brien (2013), Lin and Yen, (2018), and
Minhat et al., (2013). Facilitating opportunities for maintaining continuity would be
beneficial for residents. Caring for others is a valued activity among participants,
particularly among females, as it provides a sense of continuity. Table 12 below
provides some examples of how continuity can be achieved in residential care through
integrated approach. Rebuilding identity or continuing previous identity was important
to adapt well in residential care. The figure below describes how theories can be used in
understanding and meeting the needs of older adults in order to maintain their wellbeing

Well-being

Theories

maximising
participation by
offering varities of
opportunities ,
Understanding
alternatives and
diverse and
individualised providing meanings
to life
needs of older
adults to
facilitate
adaptation

Figure 3: Integrated approach
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Table 12, below, provides an example on how the integration of each theory helps to
understand the experiences of older adults in care and to offer them opportunities to
live active and meaningful lives.
Table 12: Towards an integrated intervention approach
Disengagement

Life-course

SOC

Identity the
reasons for
disengagement for
example health
disabilities, new
environment, or
lack of preferable
activities

Understanding
individual as a
whole through
recognising their
interest,
hobbies, past
experiences,
everyday
routine, past
identity, close
contacts to
facilitate coping
strategies
Worked as a
social worker

Supporting or
encouraging
individual on
things they
can do.

Unable to accept
rest home stay
Cultural difference

Enjoys driving
baking and
helping needy
people

Can also
perform
leadership
role for
example help
in organising
lost and found
properties in
the facilities
or delivery
residents’
mail to their
rooms and
helping new
residents to
familiarise
themselves
with rest
home culture
and routine
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Flexibility on
routines,
assigning
activities that
suits person’s
interests and
ability
facilitating for
baking
Offering enough
time to complete
the task
Providing aids
and support to
maintain safety
of the person

Activity

Continuity

Providing
ample
opportunities
that meet
person’s
interest and
capability to
remain active

Developing
sense of
continuity
through the
activities
such as
providing
caring and
leadership

Maximising
engagement

Achieved the
continuity of
past role as a
social worker

Offering
opportunities
such as
organising the
stall for selling
their baking
products for
fund raising
within and
outside the
facilities.
Utilising the
fund for
community
support

Life Satisfaction/Well-being

Disengagement/idleness/inactivity

Health
deterioration

Facilitating
aids to
minimise
losses and
maximise
meaningful
participation
Can still
perform
baking
through
support

Environmental
Press
Offering flexible
environment to
match individual
needs and
abilities

The table above provides an example of an intervention approach that can be applied to
minimise the problems of disengagement in residential care and maximise well-being
through meaningful participation. It reflects the integration of activity and continuity
theory alongside the notions of life-course, disengagement, SOC and environmental
press. Integrating multiple theories would contribute in understanding multiple aspects
of life. Applying the integrated approach, along with activity theory is important in
keeping residents active, interested and satisfied in the residential care context by
expanding the opportunities. The continuity can be maintained through the approaches
of selection, optimisation and compensation by understanding their whole life-course to
develop multiple opportunities, and understanding reasons of disengagement would
help to maximise their participation. The results of this study highlight the benefit of an
integrated approach in meeting diverse and complex needs of frail older adults to
maintain their well-being. Hence, the findings of my study provide insight into on the
use of an integrated theoretical approach to facilitate person-centred care and maximise
participation in residential care.

8.5 Limitations and Strengths of the Research
Qualitative phenomenological research is not designed to be generalised, but rather to
offer nuanced and in-depth insights. There are some groups which were not included in
this research and thus my findings may not be as applicable to understanding them.
First, the participants in this research were nearly all European, with only one Maori
participant. The rapidly increasing ethnic diversity among older adults in New Zealand
calls for further research with diverse populations. Second, severely cognitively
impaired older adults were not included in the study. Although my findings might be
applicable to those in the general rest home and hospital level care in New Zealand, they
might not apply to dementia care. This is a pressing need because the population of
cognitively impaired older adults is increasing rapidly and is expected to continue to
grow.
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The study does have methodological strengths. I applied a triangulation approach to
collect information from the diverse perspectives through participant observation, indepth interviews and key informant interviews. In doing so, I was able to conduct
fruitful analysis regarding leisure practices and adaptation to life in residential care.
Through this approach I was able to provide valuable insights into the lived experiences
of older adults and expand our understanding of ageing well. The study also drew upon
on social research in a range of disciplines, including gerontology, sociology, leisure,
cultural, nursing and medical studies. This opens up possibilities for further inquiry at a
local and national level to understand life in care facilities for policy makers and health
professionals to plan and implement better policy in enhancing the lives of our ageing
population. Despite its limitations, this study has made a theoretical, empirical and
practical contribution to understanding the adjustment process, leisure lives and
experiences of older adults in residential care.

8.6 Further research
Further investigation of leisure experiences in residential care from resident as well as
staff perspectives is needed for social and health policy in order to ensure the quality of
life of older adults through individualised approaches. This study did not interview
severely cognitively impaired older adults. Focusing on this group would help in
improving the well-being of older adults with cognitive impairments
It can be noted that the choice of leisure activities among future residents might be
different than at present because baby boomers are ageing with an advanced digital
world. Therefore, consideration needs to be given to exploring leisure opportunities for
this upcoming ageing cohort. The study further highlights the importance of longitudinal
studies in understanding the contribution of leisure in enhancing adaptation and wellbeing of older adults in aged care.
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8.7 Policy
This section begins with an explanation of current polices in residential care in New
Zealand, and then provides some recommendations for how best to facilitate leisure
alternatives in solving the problems of adaptation, inactivity or idleness among older
adults in residential care.
This thesis can enlighten policy by highlighting residents’ everyday leisure experiences
and its impact on their well-being. The findings of this study have significant policy
implications. Despite advanced policy and intervention programs, inactivity in
residential care remains a critical problem. The evidence of inactivity or idleness in
residential care, despite the presence of person-centred policy in place in New Zealand
(Aged related residential care Service Agreement, 2019) indicates the failure of policy
makers and service providers to meet the diverse needs of older adults. This is
inconsistent with the requirements of the National Standard mentioned in section 1.3.7
(Planned Activities) and National Service Agreement for Aged Residential Care Services
(2019) (clause D 16.5 iii), which state that activities need to be offered to suit the needs,
interests and preferences of each resident. The service provider needs to understand
the person and their preference through developing a personal and trustful relation
with each resident in offering activities that are meaningful for the residents.
Residential care providers must develop new intervention strategies, as explained in
Table 12 above in meeting individualised needs and increasing leisure participation of
residents. Incorporating different strategies such as flexible routines, personalised
activities, giving importance to the person rather than finishing task, retaining
autonomy, developing friendships, and encouraging residents to talk about their past
life in retaining identity is required in meeting the policy mentioned in National Service
Agreement for Aged Residential Care Services 2019 under section D.16.5 Support and
care intervention, explained in Chapter 1.
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Policy makers must be responsive to addressing the gap in ensuring person-centred
care in residential care. There is a gap in providing individualised care despite the
implementation of person-centred policies. The experiences of participants in this study
revealed some insights into how the diverse needs of older adults can be met. The study
provided some examples of combating barriers to leisure participation based on
participants’ experiences. Maximising staff training in understanding the barriers to
participation and developing necessary skills in facilitating meaningful leisure
alternatives close to residents’ interests and preference is necessary. Although the
policy highlighted that care staff need to be trained to provide care to older adults in
residential care, (National Service Agreement for Aged Residential Care Services 2019,
D.17.5(c), p. 60), training related to maximising participation among care staff is
necessary in offering suitable environments for adaptation and creating leisure
opportunities for residents.

8.8 Practice Implications
This section provides an overview of the implications for practice based on the findings
of this study. There are four aspects of implications discussed: developing human
connections, opportunities to contribute, combating idleness and disengagement and
maximising education and training for staff to understand residents’ needs.
Developing human connections
The findings of this study demonstrate that developing human connection is important
for older adults to live an active life despite frailty or cognitive impairment. The findings
support the notion of life-course perspective that lives are embedded in relationships
with people and are influenced by them. Different social networks cause differences in
life-course experiences. In the residential care context, efforts are required to enhance
connection, companionship and interaction, not only in rest homes but also outside.
Older adults need strong support of peers, family, community and the nation to foster
their life by developing a sense of contribution and belongingness. Providing access to
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resources outside the rest home is needed, especially transport, in attending
community-based events, outings, funerals and developing connections to outside
world. Outings, having visitors and one-to-one interaction are much more important for
frail older adults because they can no longer participate in other activities. Encouraging
residents to develop friendship, and matching residents with similar interests and
culture is essential. Inviting community members into residential care through social
programs, as well as inviting volunteers, children, babies and pets would also bring
benefits, especially for the older adults without family.
My findings suggest that new residents are more susceptible to loneliness and
depression in residential care. This could be because newly admitted older adults face
many adjustment problems. They not only have to adjust to a new environment but also
have health issues and losses such as home, family, friends and community. Hence, staff
should put more effort in helping them adjust well to the institutional service.
Adjustment programs need to be developed for newly-admitted residents. Emphasis
should be given to activities such as outings, and interactions are much more important
along with other activities because it is possible to reduce loneliness and depression
through socialisation.
Collaborating with community organisations or day care centres would develop
connections between older adults in the community and rest homes. Arranging group
activities by involving both community and rest homes residents is necessary. Both
groups might benefit from sharing each other’s experiences. This will give community
older adults to learn more about rest home life, and rest home residents will get
opportunity to connect with their community. It also contributes in reducing the trauma
of move among community older adults.
Opportunities to Contribute
The findings of this study highlight the importance of activities that develop a sense of
contribution among older adults. Contributing to daily chores was meaningful to many
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residents in this study. The findings are in line with the notion of activity and continuity
theory that older adults require active and continued life through engagement in their
daily lives to achieve well-being. Giving access to daily tasks to older adults such as
watering plants, folding towels, arranging flowers, and helping co-residents is also
important in reducing the feeling of burden and developing a sense of contribution or
being useful to others when staff are busy. Similarly, involving older adults in activities
such as knitting, art and crafts, making pom-poms, and baking to help fund raising to
support different community organisations such as the Cancer Society or Save the
Children. This does not require any additional staff and can be of benefit to both staff
and residents.
The findings revealed that staff found challenges in providing individualised care due to
lack of dedicated time to be involved with residents. In this instance, introducing old
residents to help new residents with similar interests during their initial phase of
movement would be beneficial for both. It would help to enhance relationship among
each other, and newcomers would be able to familiarise themselves with rest home
culture, routine and people. Older residents would benefit from their role. The feeling of
contribution would be enhanced that they can still help and contribute in the society.
Combating Idleness and Disengagement
The results of this study suggest that leisure activities play an important role in
enhancing the well-being of residents. Activity provided a path to positive ageing by
providing the opportunity to adapt to the care settings. However, the patterns of
preferred activities were different among the participants. Priority must be given to
providing a variety of person-centred activities in order to decrease isolation and
inactivity among older adults. Hence, policy planners should take into consideration
meeting the goals mentioned in health strategies and positive ageing strategies from a
rest home resident’s perspective on what makes their life meaningful.
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Offering diverse and meaningful activities are important to combat idleness or
disengagement among older adults in residential care. The findings of the study
highlighted that older adults were inactive or idle due to lack of activities of their choice.
Disengagement was prevalent due to continuous health deterioration and increasing
frailty among residents, and structural problems such as shortage of staff, lacking of
budgets and offering one set of activities for all. Similarly, the notions of continuity and
activity theory were missing in the day-to-day experiences of older adults. Remaining
active and continuing activities becomes a wish due to increasing frailty and fewer
opportunities. When offering activities in residential care it is important to understand
the balance between activity and the ability of an individual. Understanding the reasons
of disengagement and offering support or alternatives is important to avoid idleness in
residential care.
Understanding reasons for disengagement is crucial in maximising participation.
Understanding older adults’ interests, past life history and conducting meaningful
interaction helps in offering meaningful activities. This can be done by developing oneto-one contact, building a relationship of trust, understanding their life history, their
problems and preferences. The selection, optimisation and compensation theories can
be used in maximising participation among frail older adults. This can be done by
helping residents to select the activities that they can do and which fulfil their needs and
values embedded in their life by offering more alternatives if existing activities cannot
be continued, or providing aids and supports to continue if possible.
Rest home management should focus on avoiding barriers and offering alternatives to
avoid disengagement as health deteriorates. The caring policy needs to go beyond
custodial body caring to personalised and engaging care. Resident-based programmes,
where it is important to focus on what is meaningful to the residents rather than fitting
residents into existing programs, is needed to combat the problem of inactivity in
residential care. In this instance, staff role is vital in helping residents to achieve
meaningful life in residential care. There was evidence in participants’ narration that
meaningful conversation and opportunities to engage were missing. It is important to
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take into consideration that despite implementation of policy on maximising
participation among older adults in leisure activities by developing personal care plans,
older adults still experience unpleasant free time or inactivity in residential care as
revealed by this study. The findings of this study highlight the perspective of both staff
and residents. Residents blamed their frail bodies as barriers to participation as they
lose control over their life. However, the staff highlighted the problem of budgeting and
shortage of staff in offering ample opportunities. The frailty among residents demands
diverse and individualised activities and staff were unable to spend individualised time
with the residents due to their workload. The sense of self and connection with others
and the environment was lacking in residential care. The adapted person-centred policy
in residential care can only be put into practice by developing strategies for maximising
connection with self, others and the environment among residents. For example,
developing small group activities among residents with similar interests such as a
knitting group, where they can share each other’s knitting and have meaningful
conversation or facilitating a small walking group among residents without mobility
problems around the facility.
Maximising Education and Training for Staff to Understand Residents’ Needs
Increasing the number of trained staff, who strive to meet the individual needs and
interests of residents is necessary. In addition, staff should work as facilitators to
enhance interactions among residents and provide opportunities for socialisation, as
residents do not often have the opportunity to talk about their feelings. It will also be
important to assess the activity interests and preferences of residents upon admission.
This will facilitate long-term relationships between staff and residents in order to
explore personal preferences and meaningful choices. The understanding of individual
life and reframing their past leisure pursuits is therefore important in order to assist
older people to create and develop meaningful and enjoyable lifestyles. Giving older
adults access to daily tasks such as watering plants, folding towels, arranging flowers,
and helping co-residents is also important in reducing the feeling of a burden, and
developing a sense of contribution or being useful to others when staff are busy. Efforts
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are required to enhance connection, companionship and interaction not only in rest
homes but also outside. Outings, having visitors and one-to-one interaction are much
more important for frail older adults as they can no longer participate in other activities.
Encouraging residents to develop friendship, and matching residents with similar
interests and culture is essential.
Healthy relationships with staff and residents are important in rest homes to
understand unique characteristics, as well as planning strategies for adjustment
according to their needs and desires. There is a need to develop an individualised
relation with each resident in order to understand the preferences and interests of
residents. Reviewing their life history and hobbies does not seem sufficient in enhancing
leisure participation, especially people with frailty. Leisure activities must be tailored to
the interests and abilities of the individual residents. This can be informed by
understanding the individual’s life history. In developing the range of leisure
opportunities professionals must keep in mind the need for older adults to maintain
links between their past and present lives.
Developing Individualised Care System
Considering the physical and cognitive capabilities of residents is important when
organising activities in facilities in order to maximise participation, facilitating residents
in retaining their interests through individualised support, and encouraging them to
continue their interests through aids and support. Identifying barriers and support to
adopt alternatives if they are unable to continue the activities is needed. For example,
residents with an interest in gardening would benefit by being taken for a walk in the
gardens and observing plants. Residents with interest in shopping, being taken to
supermarkets with the help of wheelchairs or organising shopping trolleys for the
residents in the facility to buy their essential items such as body care products or extras
such as lollies. Fostering the autonomy of residents by facilitating involvement in dayto-day activities that they used to enjoy such as shopping, going to the hairdresser and
make-up or nail care. Opening a mini- market, hairdresser or beauty care and cafe
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within the facility would benefit residents to continue their normal life, as well as
provide opportunities to socialise with co-residents. Offering opportunities for residents
to buy presents for their family, especially grandchildren or great-grandchildren at
Christmas. This would help them to continue their life during festival seasons. The
participants in this study reported that they felt sad and lonely at Christmas. Facilitating
continuing their simple tasks would help them to retain their identity and the feeling of
being valued.

8.9 Conclusion
This study began as an inquiry focused on the lived experiences of older adults in
residential care within the New Zealand context. I attempted to present the leisure
experiences of older adults in residential care, including whether they positioned
themselves as active or passive residents. This raised the importance of understanding
the emotional and social needs of older people in care homes. Given their unique life
histories and circumstances, the interests and abilities of residents vary, as discussed in
Chapter 5, 6 and 7, a fact that seems to be largely ignored in the development of leisure
activities in these facilities.
The adaptation process of participants provided evidence that, despite physical losses,
they tend to occupy themselves with the psychological growth necessary to perceive
their life positively. Adaptation to life in residential care involves grieving for losses and
adjusting to a new environment—activities can help with this by promoting social
contacts and in part by helping residents develop new identities, as discussed in Chapter
6. Adaptation to the rest home culture is important to generate adaptive behaviour
within an environment and culture of care. Older populations are a heterogeneous
group, which might impact on the opportunity to enjoy and live active lives in the
absence of personalised care.
Successful ageing might be possible in residential care to the extent that staff and
management recognise the characteristics associated with participation in activities and
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the impact of leisure on residents’ attitudes. The participants expressed the significant
contribution of activities in their lives and reported different patterns of leisure they
were participating or wanted to participate in, which demanded a relationship or
individualised approach. Activities tailored to residents’ abilities and interests are an
important part of person-centred care because of the many benefits associated with
participation. Barriers to their implementation, from the residents’ point of view,
include the mismatch between their interests and abilities and the activities on offer, the
facilities’ lack of resources, and deteriorating health or functional status, as discussed in
Chapter 7.
The study highlights the importance of offering a variety of activities tailored to the
interests and abilities of residents by enhancing person-centred care in order to
maintain independence. Offering sufficient activities to satisfy individual preferences
would contribute to fulfilling the psychosocial needs of residents. An individualised
approach needs to be applied while tailoring activities in relation to the abilities and
interests of residents.
Activities contribute to independence, identity and a meaningful life by providing a
sense of purpose and companionship. The support of family, friends and staff was noted
as a helpful factor to maintain the well-being of older adults in residential care. A focus
should be given to addressing leisure barriers in increasing successful engagement.
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Appendix C: Information Sheet for Rest Home Managers

Information Sheet for Rest home Managers

Study title:

Leisure Activities and Subjective Wellbeing of Older People in Rest
Homes in Dunedin

Principal
investigator:

Name Dr. Amanda Barusch

Contact:

Department Sociology, Gender and Email:
Social Work
amanda.barusch@otago.ac.nz
Position: Professor

Researcher:

Name: Myunik Panthi

Contact:

Department Sociology, Gender and Phone: 0223107826
Social Work
Email:
Position: Student
panmy766@student.otago.ac.nz

Introduction
I am a PhD student in Sociology. I would like to include this rest home in my project. If
you decide to participate I thank you. If you decide not to take part there will be no
disadvantage to you and I thank you for considering my request.
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What is the aim of this research project?
This work is being undertaken as part of the requirements for a PhD in Sociology. The
main aim is to explore the leisure activities of older people residing in rest homes.
This project will employ a qualitative research design. The information will be collected
through participation observation, key informant interviews and in-depth interviews.
Who is funding this project?
This project has no external funding.
Who are we seeking to participate in the project?
I am seeking six rest homes in Dunedin.
If you participate, what will you be asked to do?
If this rest home agrees to participate in this project it will be asked to provide support
for the following:





Participant observation: The researcher will spend one day unobtrusively
observing activities in the facility to develop an understanding of place and
establish good relationships with the participants.
Key Informant Interviews: The purpose of key informant interviews is to develop
an understanding of the leisure activities available to older adults in rest homes
from key informants’ perspectives. Each manager will be asked to supply contact
information for key informants. Interviews will be undertaken with two staff
members who are responsible for the leisure activities available to residents. The
interviews will be recorded and will take about 30 minutes.
In-depth Interviews: Within each participating rest home, the Director will be
consulted in the selection of four residents, who represent a range of functional
abilities and levels of engagement to participate in-depth interviews. The
participants will be asked a series of semi-structured questions. The interviews
will be recorded and will take about 30-60 minutes.

Is there any risk of discomfort or harm from participation?
This is a low risk project. There may be a chance of discomfort from sitting in the same
position for a long period of time and the discussion could raise unpleasant emotions. If
any discomfort occurs, participants have the right to withdraw the interview process at
any time.
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What data or information will be collected, and how will they be used?
During the Interviews with key informants I will ask some general question about the
leisure activities of older adults in rest homes.
During the interviews with residents, I will ask about their experiences of leisure
activities and their well-being. Residents do not have to answer any questions, which
make them feel uncomfortable, and they can stop the interview at any time. The
interviews will be audio-taped and transcribed to allow the researcher to recall their
views. The transcripts will be anonymised to protect their identies.
The collected information will be stored on a password-protected computer at the
Department of Sociology, Gender and Social Work, University of Otago. The information
will be available only to the supervisors and the researcher and the information will be
destroyed after ten years as per the University policy.
What about anonymity and confidentiality?
The collected data will be protected. Only the supervisors and the researcher will have
access to the interview tapes, transcripts and the written information. A summary of the
findings of the study will be provided to you after the completion of the project.
Can participants withdraw later?
Participants may withdraw from participation in the project at any time and without
any disadvantage.

Any questions?
If you have any questions now or in the future, please feel free to contact either:

Name: Myunik Panthi

Contact phone number:

Position: Student

0223107826

Department: Department of Sociology, Gender panmy766@student.otago.ac.nz
and Social Work
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Name: Professor Dr. Amanda Barusch

Contact phone number:

Position: Professor

64 3 479 7951

Department: Department of Sociology, Gender amanda.barusch@otago.ac.nz
and Social Work

Name: Dr. Bryndl Hohmann-Marriott

Contact phone number:

Position: Senior Lecturer

64 3 479 8753

Department: Department of Sociology, Gender bryndl.hohmann-marriott@otago.ac.nz
and Social Work

This study has been approved by the University of Otago Human Ethics Committee
(Health). If you have any concerns about the ethical conduct of the research you may
contact the Committee through the Human Ethics Committee Administrator (phone +64
3 479 8256 or email gary.witte@otago.ac.nz). Any issues you raise will be treated in
confidence and investigated and you will be informed of the outcome.
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Appendix D: Information Sheet for Residents

Information sheet for Participants
(Residents Participants)

Study title:

Leisure Activities and Subjective Wellbeing of Older People in
Residential Care Centres in Dunedin city

Principal
investigator:

Name: Dr. Amanda Barusch

Contact:

Department
Sociology, Email: amanda.barusch@otago.ac.nz
Gender and Social Work
Position: Professor

Researcher:

Name: Myunik Panthi

Contact:

Department
Sociology, Phone: 0223107826
Gender and Social Work
Email: panmy766@student.otago.ac.nz
Position: Student

Introduction
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My Name is Myunik Panthi, and this research is part of the requirements for a PhD
in Sociology. I would like to learn more about the leisure activities of older people
residing in rest homes.
I would like to invite you to participate in my project. Please read this information
sheet carefully. Take time to consider and, if you wish, talk with relatives or
friends, before deciding whether or not to participate.
If you decide to participate I thank you. If you decide not to take part there will be
no disadvantage to you and I thank you for considering our request.
What is the aim of this research project?
This project will employ a qualitative research method. I will be collecting
information through interviews with residents of rest homes.
Who is funding this project?
This research project has no external funding.
Who are we seeking to participate in the project?
I am seeking 24 participants from 6 different rest homes.
If you participate, what will you be asked to do?
If you agree to participate in this project you will be asked to take part in an
interview with me (Myunik Panthi) about your leisure experiences and wellbeing. You will be asked a series of questions. The interviews will be recorded and
will take about 30-60 minutes. They will take place at a time and place that is
comfortable to you.
Is there any risk of discomfort or harm from participation?
This is a low risk project. There may be a chance of discomfort from sitting in the
same position for a long period of time and the discussion could raise unpleasant
emotions. If any discomfort occurs, you have the right to withdraw from the
interview process at any time.
What data or information will be collected, and how will they be used?
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During the interview, I will ask questions about your leisure activities and wellbeing. The interview will be audio-taped and transcribed to allow the researcher
to accurately your views. The transcriptions will be anonymised to protect your
identity.
The collected information will be stored on a password-protected computer at
Department of Sociology, Gender and Social Work, University of Otago. The
information will be available only to the supervisors and the researcher and the
information will be destroyed after ten years as per the University policy.
What about anonymity and confidentiality?
The collected information of the project will be protected. Only the supervisors
and the researcher will have access to the audio files, transcripts and the written
information. A summary of the results of the study will be provided to you after
the completion of the project.
If you agree to participate, can you withdraw later?
You may withdraw from participation in the project at any time and without any
disadvantage.
Any questions?
If you have any questions now or in the future, please feel free to contact either:

Name: Myunik Panthi

Contact phone number:

Position: Student

0223107826

Department: Department
Gender and Social Work

of

Sociology, panmy766@student.otago.ac.nz

Name: Professor Dr. Amanda Barusch

amanda.barusch@otago.ac.nz

Position: Professor
Department:

Department

of

Sociology,
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Gender and Social Work

Name: Dr. Bryndl Hohmann-Marriott

Contact phone number:

Position: Senior Lecturer

64 3 479 8753

Department: Department
Gender and Social Work

of

Sociology, bryndl.hohmannmarriott@otago.ac.nz

This study has been approved by the University of Otago Human Ethics Committee
(Health). If you have any concerns about the ethical conduct of the research you
may contact the Committee through the Human Ethics Committee Administrator
(phone +64 3 479 8256 or email gary.witte@otago.ac.nz). Any issues you raise
will be treated in confidence and investigated and you will be informed of the
outcome.
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Appendix E: Information Sheet for Key Informants

Information Sheet for Participants
(Key Informants)

Study title:

Leisure Activities and Subjective Wellbeing of Older People in
Residential Care Centres in Dunedin city

Principal
investigator:

Name: Dr. Amanda Barusch

Contact:

Department Sociology, Gender and Email:
Social Work
amanda.barusch@otago.ac.nz
Position: Professor

Researcher:

Name: Myunik Panthi

Contact:

Department Sociology, Gender and Phone: 0223107826
Social Work
Email:
Position: Student
panmy766@student.otago.ac.nz

Introduction
Many international studies have revealed the importance of leisure activities in ensuring
the quality of life of older adults. This area has not been explored to the same extent in
New Zealand. Therefore, I will address this gap by investigating the experiences of older
adults living in rest homes.
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I would like to invite you to participate in this project. Please read this information
sheet carefully. Take time to consider and, before deciding whether or not to participate.
If you decide to participate we thank you. If you decide not to take part there will be no
disadvantage to you and we thank you for considering our request.
What is the aim of this research project?
This work is being undertaken as part of the requirements for a PhD in Sociology. The
main aim of the project is to explore the leisure experiences of older people residing in
rest homes and consider its relationship to their subjective well-being.
This project will employ a qualitative research design. I will be collecting information
through interviews with residents as well as those working with them.
Who is funding this project?
This research project has no external funding.
Who are we seeking to participate in the project?
I am seeking two key informants in each selected rest home.
If you participate, what will you be asked to do?
If you agree to participate in this project you will be asked to take part in an interview
with me (Myunik Panthi) about the leisure activities of older adults in rest homes. You
will be asked a series of questions and will be able to offer your perspective and
observations on this important topic. This will help you to talk freely and share your
ideas. The interviews will be recorded and will take about 30 minutes. I will arrange a
time and place that is convenient for you.
Is there any risk of discomfort or harm from participation?
This is a low risk project. If any discomfort occurs you have the right to withdraw the
study at any time.
What data or information will be collected, and how will they be used?
During interview I will ask some general questions related to your field and the leisure
activities of older adults residing in rest homes and its reflection on their well-being.
You do not have to answer any questions that make you feel uncomfortable, and you can
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stop the interview at any time. The interview will be audio-taped and transcribed to
allow the researcher to accurately recall your views. The transcripts will be anonymised
to protect your identity.
The collected information will be stored on the password-protected computer at
University of Otago, Department of Sociology, Gender and Social Work. The information
will be available only to the supervisors and the researcher and the information will be
destroyed after ten years as per University policy.
What about anonymity and confidentiality?
The collected information of the project will be protected. Only the supervisors and the
researcher will have access to the audio files, transcripts and the written information. A
summary of the results of the study will be provided to you after the completion of the
project.
If you agree to participate, can you withdraw later?
You may withdraw from participation in the project at any time and without any
disadvantage to yourself.
Any questions?
If you have any questions now or in the future, please feel free to contact either:

Name: Myunik Panthi

Contact phone number:

Position: Student

0223107826

Department: Department of Sociology, Gender panmy766@student.otago.ac.nz
and Social Work

Name: Professor Dr Amanda Barusch

amanda.barusch@otago.ac.nz

Position: Professor
Department: Department of Sociology, Gender
and Social Work
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Name: Dr Bryndl Hohmann-Marriott

Contact phone number:

Position: Senior Lecturer

64 3 479 8753

Department: Department of Sociology, Gender bryndl.hohmann-marriott@otago.ac.nz
and Social Work

This study has been approved by the University of Otago Human Ethics Committee
(Health). If you have any concerns about the ethical conduct of the research you may
contact the Committee through the Human Ethics Committee Administrator (phone +64
3 479 8256 or email gary.witte@otago.ac.nz). Any issues you raise will be treated in
confidence and investigated and you will be informed of the outcome.
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Appendix F: Consent Form for Residents

Leisure Activities and Subjective Well-being of Older People in Rest Homes
Research Supervisor: Professor Amanda Barusch
PhD Candidate: Myunik Panthi
CONSENT FORM FOR PARTICIPANTS
Following signature and return to the research team this form will be stored in a secure
place for ten years.
Name of participant:…………………………………………..
1. I have read the Information Sheet concerning this study and understand the
aims of this research project.
2. I have had sufficient time to talk with other people of my choice about
participating in the study.
3. I confirm that I meet the criteria for participation, which are explained in the
Information Sheet.
4. All my questions about the project have been answered to my satisfaction, and
I understand that I am free to request further information at any stage.
5. I know that my participation in the project is entirely voluntary, and that I am
free to withdraw from the project at any time without disadvantage.
6. I know that as a participant I will be asked to take part in the interview with
the student researcher.
7. I know that the interview will include the open-ended questions related to my
leisure activities and well-being and that if the line of questioning develops in
such a way that I feel hesitant or uncomfortable I may decline to answer any
particular question(s), and /or may withdraw from the project without
disadvantage of any kind.
8. I understand the nature and size of the risks of discomfort or harm which are
explained in the Information Sheet.
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9. I know that the interview will be audio-recorded and on completion of the
project all personal identifying information will be removed from the paper
records and electronic files which represent the data from the project, and that
these will be placed in secure storage and kept for at least ten years.
10. I understand that the results of the project may be published and be available
in the University of Otago Library, but I agree that any personal identifying
information will remain confidential between myself and the researchers
during the study, and will not appear in any spoken or written report of the
study.
11. I know that there is no remuneration offered for this study, and that no
commercial use will be made of the data.

Signature of participant:

Date:
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Appendix G: Consent Form for Key Informants

Leisure Activities and Subjective Well-being of Older People in Rest Homes
Research Supervisor: Professor Amanda Barusch
PhD Candidate: Myunik Panthi
CONSENT FORM FOR PARTICIPANTS
Following signature and return to the research team this form will be stored in a secure
place for ten years.
Name of participant:…………………………………………..
1. I have read the Information Sheet concerning this study and understand the
aims of this research project.
2. I have had sufficient time to talk with other people of my choice about
participating in the study.
3. I confirm that I meet the criteria for participation, which are explained in the
Information Sheet.
4. All my questions about the project have been answered to my satisfaction, and
I understand that I am free to request further information at any stage.
5. I know that my participation in the project is entirely voluntary, and that I am
free to withdraw from the project at any time without disadvantage.
6. I know that as a participant I will be asked to take part in the interview with
the student researcher.
7. I know that the interview will include the open-ended questions related to the
leisure activities and well-being of the older people residing in rest home and
that if the line of questioning develops in such a way that I feel hesitant or
uncomfortable I may decline to answer any particular question(s), and /or may
withdraw from the project without disadvantage of any kind.
8. I understand the nature and size of the risks of discomfort or harm which are
explained in the Information Sheet.
9. I know that the interview will be audio-recorded and on completion of the
project all personal identifying information will be removed from the paper
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records and electronic files which represent the data from the project, and that
these will be placed in secure storage and kept for at least ten years.
10. I understand that the results of the project may be published and be available
in the University of Otago Library, but I agree that any personal identifying
information will remain confidential between myself and the researchers
during the study, and will not appear in any spoken or written report of the
study.
11. I know that there is no remuneration offered for this study, and that no
commercial use will be made of the data.

Signature of participant:

Date:
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Appendix H: Interview Guide for Residents

In-depth Interview
Hi, I am Myunik Panthi a PhD student from the Department of sociology, Gender and
Social Work. Thank you for your interest in this project. The interview consists of five
sections. I am going to start the first section of our interview by asking a few questions
about you.
Personal Information
Gender: - Male☐ Female☐
1. When you were born?
2. Where did you grow up?
3. Where did you live for most of your life?
4. How you find it when you first moved into it?
5. Is your room here is same like your home?
6. How long have you been here?
7. How many children and grandchildren do you have?
8. What is your education qualification?
9. What was your occupation in past?
10. What was the occupation of your partner? (If relevant)
Adaptation
Now, we will move on to the second section where we will talk about your
experience in rest home.
1.
2.
3.
4.
5.

What brought you to this rest home?
How you feel about shifting here?
What did you bring with you? (i.e. pictures, furniture, clothes, linen)
How did you find it when you first shifted here?
In what ways is your life here different from your life before? Do you spend your
time differently? See different people? Eat different food? Feel different?
6. In what ways is it same?
7. How easy or difficult has it been to adjust to the differences?
8. How often do you feel:
a. Lonely (What makes you feel lonely?)
b. Happy (What makes you feel happy?)
c. Bored (What makes you feel bored?)
d. Excited or interested (What makes you feel interested?)
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e. Sick (What makes you feel sick?)
f. Healthy (What makes you feel healthy?)
g. Important (What makes you feel important?)
h. Insignificant or irrelevant (What makes you feel this way?) others?
9. What makes your life meaningful these days?
10. Are there anything that you miss? (What do you miss?)
Sub-Section on Culture in Nursing home:
1. Do you participate in decisions that affect your life here in the nursing home?
2. Do you serve on any governing committees? Do you know anyone who does?
3. Do you feel that residents have a say in the way (Name of facility) is operated?
(Why? Why not? Please expand)
4. Is there anything you would like to see done differently? (Please expand)
Health Status
1. How is your health?
2. Are you able to perform your basic activities of daily life? (Like:
bathing/showering, personal hygiene, going to toilet, dressing, eating etc.)
3. Do you need assistance to walk? (Wheelchair/walker)
4. Do you walk around outside? How far you walk?
5. Are you able to see/hear alright?
6. Do you have any other physical difficulties?
7. Overall how satisfied are you with your health?
Leisure Activities
Ok, now, we are moving on to the third second section. In this section we wilI talk
about your leisure activities.
1. Tell me about your typical day? What time do you get up? What do you do? How
you spend your day?
2. How you define your leisure? What is leisure for you? What does leisure mean to
you?
3. Why is it important to you?
4. What do you like to do in your leisure time?
5. Why you like to engage in leisure activities?
6. Are there activities that you find interesting?
7. Now I would like to ask you about your favourite activities.
8. To what extent are you able to do these now?
9. What are the activities you enjoy most now that you are living in a rest home?
10. What activities did you enjoy most before you shifted here?
11. Are there activities you engage in now that you do not enjoy?
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12. How do you feel when you participate in the following activities?

1. Do your friends and caregivers encourage you to take part in leisure activities? (if
so, how, if not, why not?)
Well-being
Now we are on the last section. Here we will talk about your well-being.
Cognitive Well-being
1. How satisfied are you with your leisure activities?
2. How satisfied are you with your life in general?
Social Well-being
1. Do you have enough friends to talk with?
2. Have you made some friends here?
3. How many days last week did you spend time socializing with family members,
friends and other?
4. How often you participate in activities with your friends, relatives and family
members?
5. How many different people did you talk with yesterday?
6. Was this typical for you?
Yes
(How often?)
No

7. Have you attended church in the last month?
Yes
(How often?)
No
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8. Do you engage in-group activities?

Yes

(How often?)

No

9. What activities do you do that make you feel like you are part of this
organization?

10. How satisfied are you with your social activities?
Emotional Well-being
1. In your opinion, what single thing would improve the quality of your life?
2. What advice would you give to someone who just moving into (Name of the
facility)?
3. Tell me something that makes you proud?

That was the last section. Before we conclude the interview, is there anything you would
like to add?

Close: Thank you so much for sharing your experiences and ideas on these issues. The
information you have provided will contribute to develop a better understanding of the
activities and well-being of older people in residential care.
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Appendix I: Interview Guide for Key Informants

Key Informants Interview Protocol
Introduction
Welcome and explain the purpose of the Interview
I would like to begin by asking you some questions about your job.
1.
2.
3.
4.

Can you briefly describe your work and area of responsibility?
How long have you been with organization?
Tell me something about the role as Occupational Therapists/ Activity
Coordinators/ Diversional Therapists.
Can you tell me a bit more about your experience as it is related with the
leisure activities of the elderly?

A key goal of my project is to explore the leisure life of elderly and its impact on their
wellbeing; therefore I would like to get your opinions about the leisure life of elderly
and its impact on their quality of life.

1) Could you please tell me how you help the older people to adjust within the
facility when they first come in?
2) How they cope with the changes in their first year?
3) Could you please tell me about the problems with the adjustment among them or
about the people who adjust well?
4) What do you think about the leisure participation among the resident? Could you
please tell me how it benefits them?
5) What are the common activities among older adults in this rest home?
6) What barriers and challenges did you encounter while implementing the leisure
activity programs?
7) What types of activities works and what does not work? Why?
8) In your opinion, what are the major areas to be focused while conducting leisure
activities?
9) How they are motivated?
10)What changes have you noticed among them after their involvement in certain
activities?
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11)What difference have you noticed from the life of active and passive older adults?
Please give some examples.
12)What do you think what should be done to improve the leisure life of older adults
living in rest homes?

(Before we conclude the interview, is there anything you would like to add?)

Close - Thank you so much for sharing your experiences and ideas on these issues. The
information you have provided will contribute to develop a better understanding on the
leisure activities and the quality of life of old people in rest homes.
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Appendix J: Literature Search Strategies
The reading materials were collected through computer search on number of online
databases including: Google scholar, PsychInfo, ProQuest and PubMed. Key words in the
literature search included ‘older adults’, ‘older people’, ‘elderly’, ‘residential care’, ‘aged
care’, ‘long-term care’, ‘nursing home’, ‘frailty’, ‘adaptation’, ‘adjustment’ ‘leisure’,
‘leisure activities’, ‘life satisfaction’ and ‘well-being’. The inclusion criteria were:


Older adults as a sample population



Study conducted in residential care, nursing home, aged care, long-term care or
in the community or both



Studies on leisure, leisure activities, life satisfaction, well-being and quality of life



Studies on adjustment or adaptation to residential care

First studies were
reviewed through title
and
abstract
to
exclude
irrelevant
studies.
University of Otago
library search, Google
scholar,
PsychInfo,
ProQuest and PubMed

N= 436 studies were
included
Studies were included
if
they
describe
leisure,
adjustment,
leisure activities, life
satisfaction,
wellbeing among older
adults in residential
care
or
in
the
community.
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