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Abstract Although high income countries increasingly emphasize care at home, long-
term residential care is and will remain the place where some of our most vulnerable
live and work. Based on over 500 interviews with the entire range of actors in long-
term residential care, intensive observations by interdisciplinary teams of at least 12 in
27 different sites in six countries and on background documents that take context into
account, this paper explores tensions in long-term residential care. It argues that
recognizing and balancing these tensions is critical to care and constitute promising
practices. However, multiple pressures are shifting the balances in these tensions, with
for-profit, chain ownership and the increasing pressure to emphasize clinical care
among the most powerful forces.
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Introduction

Long-term residential care (ltrc) is where many of the most vulnerable live and, in spite
of moves towards aging in place, where many will continue to live in the future. It is
also a workplace for thousands of paid and unpaid providers, most of whom are women
and many of whom are from racialized communities. It is a barometer of values and
practices; a signal of economic, cultural and social perspectives, raising issues that go
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beyond specific services and practices; issues such as human and social rights, the role
of the state, responsibilities of individuals, families and governments, work organiza-
tion and skills; and notions of care. For all these reasons, long-term residential care
deserves not only study but reimagining.

This paper is based on an international project which seeks to identify promising
practices for conceptualizing and organizing long-term care, learning from and with
other countries. Funded for seven years by the Social Science and Humanities Research
Council of Canada and with additional funding from the European Research Area in
Aging project, we are searching for promising practices that will help us reimagine
long-term residential care. For our purposes, long-term residential care refers to
facilities that provide 24 h nursing and personal support and have some form of public
funding. With researchers from Norway, Sweden, Germany, the UK, the US and
Canada, the project includes all three types of Esping-Andersen’s (1990) welfare state.
Centered around four overlapping themes (accountability and governance, work orga-
nization, funding and ownership, and approaches to care), our interdisciplinary team
that includes an architect, physicians, nurses, historians, a cultural theorist, sociologists,
social workers, an economist, an anthropologist and a political scientist is structured to
continually learn from, and with, each other. Our union, employer and community
partners help ensure that our search is grounded and shared.

Methods

Our methods are complex, layered and evolving in new ways.
Our analytical mapping provides descriptions and analysis of how long-term resi-

dential care looks in our many jurisdictions. Building on the small number of articles
explaining rapid ethnography, we designed tools and approaches for rapid site-
switching ethnographies. Using this complex strategy that constantly developed over
time and through collective analysis of our methods, we sought to capture rich
complexity rather than strictly comparative, single factor data. We have visited sites
in all the countries involved in the project, covering a wide variety of models such as
Eden,1 Dementia Care Matters2 and Gentle Persuasive Approaches.3

Key informants from government, union and community groups in all jurisdictions
provided advice on what homes, based on what criteria, we should use as a way of
studying promising practices. With this advice, we approached specific care homes for
access. Most of the homes identified as promising were non-profit although we also
visited some for-profit ones and many of the non-profit homes included forms of
privatization. We researched the context and structure of the selected homes, conducted
pre-interviews, and then took in a team of 12 researchers to observe and interview over
a week, from 7 am until midnight. Six different people spent four days on each of the
two units under study. The interdisciplinary teams, some of whom have not worked in
this area, bring fresh eyes to the study. Mid-visit the entire team met to discuss what we

1 See Eden Alternative http://www.edenalt.org/about-the-eden-alternative/
2 See Dementia Care Matters http://www.dementiacarematters.com/
3 See Alzheimer Society http://www.alzheimerlondon.ca/public-education-programs/gentle-persuasive-
approaches-in-dementia-care
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thought we have learned, what we need to explore further and what we missed, and we
did the same again at the end of the visit. We developed an additional day-long visit at a
second and sometimes third site which we call a flash ethnography. Prepared with our
background material and our information from the previously visited sites, we met with
managers (and others), and then fanned out to do interviews (both prearranged and
serendipitous) and observation before meeting again with the managers to give feed-
back, ask questions and clarify our interpretations. Each team included faculty and
students from multiple countries, with a significant number from the local area to help
us understand not only the language but also the culture. The point was to share
different perspectives while developing a detailed portrait from which we could all
learn about promising practices.

We shared and analyzed the data together, and together developed new approaches
to gathering and analyzing data. In doing so, we sought to recognize rather than
camouflage the rich complexity in ltrc, and to do so in new ways that emphasize
differences in perspectives. While we worked to provide consistency in our data
gathering, we were also flexible in keeping with our search for promising practices.
These can be singular practices found in only one location, they may be ideas not yet
fully applied, or they may be broader approaches to care worth sharing, examining
further and imitating. Our purpose was to identify good ideas worth developing further
in specific contexts, while asking for who do they work and in what ways. Although we
coded the data in multiple ways, this article is based on our collective discussions about
what we saw in the places we studied.

Guided by feminist political economy, our objective was to identify promising
practices that encourage dignity and respect for both providers and residents. For us,
this means practices that understand care as a relationship with multiple players,
practices that support differences and equity, and practices that promote active, healthy
aging based on the recognition of different capacities. It also means paying attention to
power and the search for profit, recognizing that context matters. The project as a whole
has ethics approval from the Principal Investigator’s university and from individual
institutions which have approval processes.

Why Promising Practices?

There are three basic reasons why we searched for promising rather than best practices.
First, we sought positive strategies rather than a single, right way because we under-
stand both populations and conditions as varied. Second, context matters and matters
on multiple levels from global rules governing markets to local means of measuring
and recording medications. While research often seeks to remove context, we sought to
embrace it. Conditions of work create the conditions for care but conditions combine in
different ways that can have different consequences, and we wanted to identify both
those ways and those consequences. Third, recognizing that there are multiple players
at multiple levels, we asked what works for whom, where and under what conditions.

Our search for promising practices meant attending to relationships among different
categories of workers, rather than examining groups in isolation. It also meant asking
about gender, racialization, class, sexuality—for residents, workers, families, organiza-
tions. We paid attention to time, not only time for tasks but also time of day, of life and
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of job tenure because all have significant consequences for care. Exploring the condi-
tions of work involved including methods for reporting and the regulations that govern
daily practices as well as issues such as security, scheduling, and predictability. We
examined the physical and social space as well as the community location and both the
policy and the economic context, looking for how each shapes and is shaped by the
other. We considered both what was there and what was missing, listening for both
noises and silences. Finally, we identified negative practices, asking for whom they
were not promising, under what conditions. All of this meant recognizing tensions and
contradictions within and outside residences. It is these tensions that are the focus here.

Tensions in Long-Term Residential Care

Significant tensions in long-term residential care have gradually become evident to us
in our research, tensions we see as central to reimagining long-term residential care.
Others connected to our project, such as Vabø and Næss (Næss et al. 2013) and Storm
(2013) have also emphasized tensions and there is increasing discussion of tensions in
the literature. We are both adding to the list of tensions previously identified, bringing
them together and detailing them. We see these as tensions to be recognized and
balanced rather than ignored, eliminated or shifted in a direction that has negative
consequences for care.

Clinical vs Social Care; Home vs Institution

The tension between medical and social care is a familiar issue in the literature,
especially in the social work and feminist literatures (see, for example, Gerard 2010;
Finch and Groves 1983; The King’s Fund 2014; Waerness 1984). While social care has
multiple meanings at different levels of analysis (see, for example, Bostock and
Humphries 2011, Daly and Lewis 2000), in ltrc it usually refers to personal care that
includes everything from assisting with bathing, eating, dressing and toileting to
leading recreation, chatting and offering social support. It is distinguished from clinical
care which usually refers to interventions such as administering medicine or treating
skin ulcers. The extent to which medical and social care are balanced is reflected in and
reflects how workers are educated and regulated, in how care is practiced and orga-
nized, and in how buildings are designed and care financed, among other physical and
social factors. This tension between clinical and social care is closely linked to that
between home and institution, with all countries in our project claiming these are
homes or at least home-like, which implies a focus on and commitment to social care.
But often these homes emphasize the clinical, constructing and organizing residences as
institutions of the sort Goffman (1961) described long ago.

According to Canada’s Ontario Government (Ontario Ministry of Health and Long-
Term Care 2014), for example, BLong-Term Care Homes are places where seniors can
live and receive support services^. They Boffer higher levels of personal care and
support.^ Yet in many we visited, the clinical was clearly the visible priority. Medica-
tion carts dominating hallways, prominent nursing stations mimicking hospital designs,
and brackets for rubber gloves outside rooms all indicated the presence and importance
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of clinical care. Long hallways that look like hospital corridors and ringing bells leave
little doubt this is not a home. Medications play a central role. In Canada, for example,
two-thirds (68.7%) of the residents in long-term care homes are on some form of anti-
depressants (CIHI 2014: Table 11, p. 29), medications that are dispensed throughout the
day from large medical carts sometimes surrounded by yellow tape to prevent disrup-
tion from residents or other staff. A clear division of labour, often signified by different
coloured uniforms, restricts many practices to those defined and educated as clinical
professionals. When only licensed nurses are allowed to dispense medications and fill
in charts on residents, such work becomes their priority and consumes much of their
time. This clinical work is often done at nursing stations, blocked from residents by a
counter too high to see over from a wheelchair. Funding models are based on diagnostic
groups, further emphasizing the clinical. Meanwhile social care is often devalued and
defined as unskilled, in part because it has long been associated with women and been
hidden in the household (Armstrong et al. 2008).

In Canada, most of the social care is provided by female health care aides (HCAs) or
by men from racialized groups who report they have to focus on essential, measured
tasks like bathing, toileting and feeding, often even neglecting things like foot and
mouth care (Armstrong et al. 2009: Table 14, p. 101). In a survey conducted for an
earlier study, we found that one in five of these workers said emotional support,
walking and exercise are often left undone while a third said they often have no time
to chat (Armstrong et al. 2009: Table 16, p. 106). Observations and interviews for our
current study reinforce this finding.

We studied places that worked to make social care the visible priority. In a UK
home, nursing stations were removed to break up corridors, replaced by lounging areas
allowing residents to sit and engage with the many objects scattered there or to talk with
visitors. Reporting on residents is done in a separate room and nurses spend time on
direct care, reflecting a less rigid division of labour compared to Canada. Most
medications are kept in fridges in residents’ rooms, thus avoiding the medication cart’s
constant presence. Some medications can be provided by any worker. Halls are
occupied more by decorations than by signs of medical care.

In a Norwegian home, the music therapy program goes well beyond giving residents
ipods, involving staff singing with residents in their individual rooms as well as in groups
such as the choir for residents with dementia who are usually non-verbal. This home claims
to have dramatically reduced both reliance on medications and levels of violence from
residents in ways that ease care providers’ work, confirming research in other countries
(Fukui et al. 2012; Music and Memory 2014). The single rooms are homelike (Ringard
et al. 2013, p. 112), accommodating personal furnishings and allowing residents to lock the
door. In another Norwegian home, all residents have direct access to a garden. The global
budget in a Norwegian nursing home allowed the management to experiment with new
approaches to palliative care which focused on social support rather than on clinical care.

In the Swedish homes we visited, all residents have a small kitchen to not only
remind them of home but also to allow them to live more like they did at home. One
Swedish home had circular hallways, avoiding the long hallway look and allowing
workers to move among the small units if additional help is required. Another Swedish
home used protruding walls with colourful wallpaper to interrupt hallways. Each unit of
11 had a large common area that included a kitchen, where residents gathered as they
do at home. Some meals are prepared for them there.
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In a German home, the residents even participate in preparing the meals and women
in particular can do what they did at home. They empty dishwashers and set tables on a
regular basis as well. The women we saw cutting onions as they sat together around a
table could have been meeting in someone’s kitchen. Some are paid for the work as a
way of recognizing their contribution.

Clinical care is obviously important in long-term care and both structures and
practices need to accommodate such care. However, lack of time too often means a
focus on essentials and essentials are defined as medical. Yet both governments and
management stress that these are homes, not clinical institutions, for good reasons.
Although research indicates that length of stay varies by country as well as with gender
and resources (Hjaltadóttir et al. 2011; Kelly et al. 2010), these are called long-term
residential care because people live there for a long time and do so with many health
issues that cannot be effectively treated with medical interventions. A senior manager
we interviewed in Ontario explained to us that the Baverage length of stay or living in
the home is 18 months and every day I say ‘If you had only 18 months to 24 months of
life left what do you want it to be?’ And it’s our job to make that the best it can be and
so it’s a very empowering and enriching thing to do.^ BPutting life in their years^, as
one German manager we interviewed put it, means creating structures and practices that
emphasize the social at least as much as the clinical. We saw multiple examples of how
this can be done. We also saw examples where it is not done, reflecting the growing
pressure to provide clinical care that comes from the increasing medical needs of the
residents and the increasing budget constraints that reduce staffing levels, especially in
for-profit chains (Harrington 2013; Harrington et al. 2012a; b; Stolt et al. 2011).

Detailed Regulations vs Trust

Scandals popularized in the media in many countries have exposed ways we have
failed to make ltrc Bthe best it can be.^ A primary response to these scandals, especially
in North America, has been more detailed regulations focused at the facility level
(Lloyd et al. 2014), indicating the growing tension between basic trust and detailed
regulations. Trust here is understood to mean assuming that homes and workers are
acting in the best interests of residents, based on some shared principles, guidelines, and
education. Detailed regulations refer to specific legal requirements and their enforce-
ment that assume the opposite of trust. The latter means rules about procedures for
everything from medications to where, when and how residents should eat as compared
to trusting workers, institutions, residents and families to act appropriately with some
oversight (Banerjee and Armstrong 2015).

While trust alone can be problematic, the balance is increasingly shifting to more
and more detailed regulations, reporting requirements and enforcement techniques. In
the US, for example, federal regulations set detailed standards, survey requirements and
enforcement prescriptions (Harrington 2001, p. 508). The survey Brequires that resi-
dents be interviewed or assessed and that observations be made to evaluate whether
some 185 quality requirements (in 17 different categories) and ‘life safety’ require-
ments have been met.^ States can add additional regulations. Some states, such as
Illinois, have as many as 5000 quality of care standards (Braithwaite et al.
2007, p. 223). In our US interviews, we repeatedly heard that nursing homes had more
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regulation than the nuclear industry. Our research on scandals suggests that such
regulations have grown significantly along with for-profit, chain ownership (Lloyd
et al. 2014). Although there is US research suggesting these regulations, when
enforced, can help ensure specific practices such as a reduction in the use of psycho-
tropic drugs (Mukamel et al. 2012), there is also research indicating that violations of
staffing and quality standards had minimal impact and, in the case of California at least,
succeeded only after lengthy and expensive litigation (Harrington et al. 2014).

Ontario provides another example of increasingly detailed regulations. The provin-
cial ombudsman (Marin 2010, p. 1) observed, Bcompliance staff must apply over 450
standards during inspections^ leading to considerable Binconsistencies.^ An overhaul
of the system failed to reduce the complexity. According to a key informant, BBecause
the regulations are so byzantine they can’t afford to properly implement [them]. So
homes aren’t being inspected with their comprehensive inspection protocol. The level
of detail is coming back to haunt them^. As an administrator put it, BIf hospitals ever
had to deal with this regulation they would fail miserably and they have many more
resources than a long-term care home.^ Some regulations around dining provide one
indication of how regulations rather than a reliance on trust and knowledge prevail:
BResident maintains 90 degree angle of hips, knees and ankles…maintains head in
upright position with chin tipped forward... maintains stability of trunk...does not slip
forward, lean sideways, or lean back in chair; …is positioned close to table with table
level between waist and midchest… will have eye contact with person providing
assistance who is seated at the same level that residents’ needs are anticipated (Ontario
Ministry of Health and Long-Term Care 2012, p. 3). Yet there is evidence indicating
that the detailed documentation resulting from such regulations is often inaccurate and
frequently overestimates what is actually eaten (Simmins and Reuben 2000). An
administrator gave us the example of regulations requiring specific coded doors, which
meant replacing their current coding systems and spending all the money that would
have gone to repair the roof on redoing door codes.

Although regulations are certainly not absent in other jurisdictions, such detailed
regulations are less common. In a UK home, they rely on staff to judge when people
have enough to drink and eat and do not require that either be done at fixed times or
recorded in detail. One example we were given was of a woman who was anorexic all
her life but her family was insistent that the home ensure she gained weight. The
Director responded in two ways. First, she told the relatives that the home could not fix
a life-time of practices and would not try. Second, the staff observed the resident at
meal times and realized that she was turned off by the sight of a whole plate of food. So
they allowed her to eat while walking and ensured that there was food available that
could be eaten on the go and when she was hungry rather than at fixed times or places.
This resident then gained weight. This place was full of things stuffed in railings and
hanging from ceilings. When we asked about whether inspectors objected on health and
safety reasons to the clutter, the Director said yes but after the rationale for such clutter
was explained, the home was allowed to keep what is a central piece in their approach
to dementia care.

According to Szebehely and Meagher (2013, p. 267) Bthe Nordic countries have
shared a long-standing tradition of trust in the professionalism of public sector workers,
and democratic steering and oversite of services at the local level^. A national body
develops basic quality guidelines and binding guidelines on how systems of quality
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assurance should be developed (Szebehely and Meagher 2013, p. 267). In a presenta-
tion to us by a former inspector, we were told that their model is school inspectors. This
approach means encouraging homes to construct their own methods for evaluating
quality, based on shared principles. While there are both announced and unannounced
inspections, in general the inspectors are welcomed because staff members are proud of
their facilities and happy to get advice on improvements. Multiple methods are used by
inspectors to focus on formative evaluations that are followed up to ensure advice was
heard. We could find no evidence demonstrating that Swedish residential care provides
lower quality care compared to countries with much more detailed regulations.

It has become obvious that regulation and effective enforcement are required in ltrc.
However, increasingly detailed regulations at the level of the home have not been
shown to result in significantly better quality and often result in more time for
documentation, resulting in less time for care. Accountability is too often defined in
terms of counting with a resulting focus on what can be counted as a way to measure
and assure quality, a process that implies little trust in the skills of workers or the
approaches of managers. But Bnot everything that can be counted counts, and not
everything that counts can be counted^ (Cameron 1963, p. 13). As an Ontario
administrator put it, BI mean the minimum standard for the Ministry is a blessing and
a curse^. Some are able to work around the rules in keeping with their philosophy, even
in rule-bound Ontario where an administrator offered an example.

BBy law, one of the requirements actually is it’s a professional staff that’s doing the
MDS assessments and doing any adjustments but we try and integrate the PSW [care
aides] as much as possible because in fact the PSW is the one that’s with the resident all
the time and they’re the ones that notice a significant change and can highlight those
things to the RN or RPN.^

But too many rules can mean a focus on the test rather than on care.

Safety vs Risk

What residents, workers, families and institutions are allowed to do depends on how
risk is viewed and regulated. We saw significant variation in what was defined as risks
for residents, staff, and families.

A doctor at an Ontario site summed up the approach in many homes when she said,
BMy job is to keep people safe and comfortable^. The emphasis on safety and comfort
means avoiding real or anticipated risks, with policies often developed in response to
accidents or complaints. For example, in one home even visitors were not allowed to
use the microwave because one of them had caused a fire heating up food. The small
kitchen was locked and, as a result, residents could not even get themselves a glass of
water. In another, caffeine was not allowed because residents might get excited. Many
homes prohibited alcohol or allowed it only on very special occasions. With falls
widely used as an indicator of quality in care, it is often understood as safer to place
residents in wheelchairs or even leave them in bed to avoid the risk of falling. A family
member in British Columbia complained that his mother walked into the home but was
put in a wheelchair immediately, with the result that she no longer walked. A nurse
explained this was the safest approach when there is not enough staff to ensure a safe
walk. Moreover, as workers in more than one home explained to us, they do not have
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time to walk residents to meals and fear being blamed for falls if they do encourage
exercises.

Risks to resident health can also include such dangers as malnutrition, choking and
isolation. While these are real dangers, a focus on risk can mean pureed food for too
many. It can mean what feels like forced feeding, especially when staff have little time
and too many residents to help eat. We saw such pressured eating in too many North
American sites we visited, as care aides worked hard to meet the regulations. A risk
focus can mean putting everyone in bibs to protect their clothes and many in diapers
because there is a danger of ‘accidents’ and no time to respond quickly when residents
need to use the toilet. A focus on risk can also mean, as we saw in a Western Canadian
home, a prohibition against soya sauce based on the argument that it contained too
much salt. Half the residents were Asian in origin and had been eating soya sauce all
their lives.

Yet we visited homes in Eastern Canada where residents could vary where they sit to
eat, whether they eat in their rooms, when they eat and with whom. In a Western
Canadian home, residents were given a choice about whether or not they preferred a bib
and their choice was indicated on their chair to ensure that their choice was respected.
Hot meals were presented in warming carts at the table and residents allowed to eat
what and how much they wished that day. We saw workers with enough time to allow
residents to chew their meals and, as was the case in a UK home, to choose how much
they wanted to eat that day.

We saw women using knitting needles in the UK and using sharp knives to cut
onions for dinner in Germany, just as women would at home. According to our
information, such practices did not lead to significant injury. Some male residents
made their own tea in the UK and we were told that the only accident with hot liquids
happened to a care worker. Coffee with caffeine was common as was alcohol con-
sumption, without any clear evidence that either led to serious negative physical or
social consequences.

An occupational therapist in Norway told us she sees her job as pushing people to
their physical limits. When we asked if this resulted in falls, she said sometimes it does.
If this happens, they examine the reasons but without the intent of establishing blame
related to either the workers or the home but rather in order to understand the factors
involved. Their approach is based on the recognition that life without risk is boring and
that exercise itself can prevent falls. Given that research indicates that boredom is a
major problem in nursing homes (Slama and Bergman-Evans 2000) and that a
Bsystematic review provides strong evidence that exercise programs can reduce fall
rates in older people^, it seems worth some risk in order to maintain health and reduce
boredom (Sherrington et al. 2008, p. 2240).

Increasingly regulations are designed to keep residents safe and facilities protected,
but there has not been the same level of concern for the comfort and safety of workers.
Some strategies to reduce risks for workers have been introduced. For example, Ontario
regulations require two people to use the mechanical lifts. However, some workers tell
us that the lifts do not fit in some spaces and workers are often too rushed to find a
second person to help. In Manitoba, for example, we visited homes where the lifts were
not placed over the beds, causing considerable strain for both workers and residents. In
Eastern Canada, more than one site had toilets placed in corners in ways that put
considerable strain on workers seeking to assist residents who needed help getting on
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and off the toilet. Although the risk of violence towards workers has increased, workers
are often told that little can be done because it is just part of the dementia or the fault of
the worker (Armstrong et al. 2009). Like attitudes towards health and safety in many
female-dominated workplaces, the primary notion is that the work is not dangerous or
that the danger is inevitable given the population, even though health care has the
highest rates of absences due to illness and injury of any industry (Association of
Workers Compensations Boards of Canada 2013; Messing 1998).

It is important to avoid unnecessary risk. However, there is a real risk that risk
avoidance for residents becomes the priority rather than a life lived. Such risk avoid-
ance is more likely to be the priority when the emphasis is on clinical care, counting
incidents and meeting detailed regulations. Autonomy requires some willingness to
allow residents to take risks, although many regulations, insurance company rules, and
family pressures often encourage a focus on safety over autonomy. This tension is
linked in turn to the tension between ability and disability. How can we balance the
need to allow people to live to the full extent of their capacities and maintain or even
improve those capacities while recognizing that they have significant incapacities? This
is an issue long struggled over in the disability community, producing innovative
approaches to defining and supporting people in terms of what they can do rather than
in terms of what they cannot do (Chouinard et al. 2010). In the social model of
disability, it is not the disability but the social barriers that must be overcome.
Balancing the two becomes harder when care and funding are defined in terms of
disability, and when both time constraints and regulations encourage a focus on
impairment.

Autonomy vs Management and Community Control

To what extent are managers and workers, as well as families, allowed to make
decisions about care and how can this be balanced in ways that ensure resident safety,
management control, and worker health? Since Karasek (1979) published his research
on the importance of exerting some influence over work, there have been multiple
studies demonstrating that providing workers with some autonomy can protect
workers’ health while lack of control can undermine it. A literature survey on nurse
aides employed in ltrc found they had Bfeelings of humiliation, vulnerability, insignif-
icance, invisibility, uncertainty and insecurity^ as a result of their lack of power in a
hierarchical organization (Andersen 2009). Since Grandjean et al. (1976) began inves-
tigating autonomy in care, research has also demonstrated that health care workers’
right to decide can have a positive impact on those for whom they provide care (Barry
et al. 2005). Indeed, it can be argued that resident-focused care requires that workers be
allowed to make decisions in relation to specific residents. At the same time, care
providers’ right to decide may conflict with the needs of the broader community in and
outside of the home, with the calls for accountability, with ensuring providers have
appropriate skills, with the emphasis on team work, and with the wishes of residents,
not to mention the search for profit or just cost control.

In keeping with other research (Andersen 2009), only a quarter of the Canadian
respondents in our survey of HCAs for an earlier project said they can affect the
planning of each day’s work all or most of the time (Armstrong et al. 2009, p. 75). Few
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can determine their schedules, making it harder especially for women to plan their
domestic work. North American workers in the sites we visited had very little formal
power and were frequently excluded from reporting meetings or family consultations.
As one HCA put it, BWe’re not machines. We’re not robots. Sometimes they expect you
to be…^.There is often a clear, hierarchical division of labour that is shaped by
regulations, ownership, organizational and reporting practices, supervisory policies,
and individuals. In an Ontario home, for example, regulations require that residents be
at breakfast by 8.30. The contracted-out food service delivers the food trays at 8 and
picks them up at 9. The care staff rush to get residents up, dressed and at the table,
spend some time recording their food intake and start packing up by 8.45, leaving little
opportunity for either decision-making or resident-focused care (Lowndes et al. 2015).

In contrast, half of the Swedish workers in our survey for the earlier project said they
could influence care planning and their own schedules all or most of the time
(Armstrong et al. 2009, p. 75). We visited homes where breakfast was a much more
relaxed affair. Workers prepared breakfast in the kitchen as residents joined them, with
both workers and residents having a say in what was done when and in what food was
put on the table. A German home had residents and care staff working together to set
the table and consult on other aspects of the labour involved, creating an opportunity
for shared decision-making. Our Ontario field notes record very little breakfast con-
versation either among residents or between residents and workers while those from
Sweden indicate considerable animation.

In a Norwegian home, regular meetings to discuss policies and residents included
the full range of workers and, from our observations, allowed everyone to confidently
express their view. We also saw examples of other areas where these workers partic-
ipated in decision-making. In a Norwegian home, the care staff was centrally involved
in the decision about how to decorate the home when a donation made it possible to
make major changes. They decided to purchase modern furniture and brightly coloured
art, based on the argument that residents and families should be proud of the home and
think about living in the present rather than in the past. Similarly, staff did the
gardening, choosing plants and their location based on their knowledge of residents
and their families. Because the care staff at this home worked in both residential and
home care on a daily basis, they knew what kinds of gardens were preferred. In another
Norwegian home, staff also had a say in the selection of art. The result was stunning
photos of older people, photos revealing residents’ strength and presence. A Philipino
chef in a UK home carefully researched British cooking and consulted with residents
before he developed trays of small helpings which allowed residents to get a greater
variety as well as smaller portions that fit their appetites. He was going outside the past
practices and even the usual rules, but the residents ate more than they had in the past
when presented with whole plates of food. When an Eastern Canadian home was
building a new facility, the management involved the kitchen staff in planning. In our
visit to the kitchen, these workers made it clear that they were proud of a kitchen that
worked well for them and for the residents they served. The women who had been
doing the cooking in the old place were sponsored to take a cooking course in a nearby
city and guaranteed a job on return. The kitchen staff develops the meal plans in
consultation with the dietician, gets creative with left-overs and negotiates with local
farmers for fresh produce. By contrast, in contracted out services, we saw an emphasis
on control.
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One argument against allowing decision-making on the part of those at the bottom of
the care hierarchy is lack of skill. Indeed, these workers themselves often report that
they need more training for the increasing complexity in care needs (Andersen 2009,
p. 6) and for the growing diversity of the residents. In looking for promising practices,
however, it is often hard to distinguish between the skills, capacities and personalities
of individuals that contribute to dignity and respect and the structures that promote the
kinds of skills, capacities and personalities that encourage appropriate care (Armstrong
2013). The balance is important when it comes to issues such as stressing training,
selection and reporting over promoting structures that encourage residents and pro-
viders to act appropriately. We have been repeatedly told by workers that close
supervision, tight schedules and heavy workloads prevent them from applying the
skills they have. Continence care is frequently offered as an example (Armstrong et al.
2012). In some North American homes we visited, the number of diapers per resident
was severely restricted and workers were told they could not change the diaper until the
urine reached the blue line on the diaper. A focus on cost reduction, and strategies taken
from business, promoted this approach. However, workers know their residents and
also know when a change is required but are prevented from using these skills by the
rules.

Especially with more of these workers coming as immigrants or migrants, culture
and language differences may also be used as the basis for arguing against greater
autonomy for care providers. In Norway, we saw a program that used peer-to-peer
sessions to familiarize workers not only with language related to tasks but also with
social relations. Such formal sessions simultaneously recognized workers’ knowledge
while offering practical training that enhances the capacity to make appropriate deci-
sions. As in Denmark, the focus is on Bdeveloping and realizing the potential of the
individual in order to create value for others^ (Kamp 2012, p. 65).

Variability in the right to decide is not restricted to those who provide most of the
personal care. A UK manager talked about the difference between working for the
previous chain owners and the current situation, with one owner. She said that she had
very little leeway in the chain situation, with most protocols and decisions made by the
head office in ways that often conflicted with local needs. Now she has a say in how the
home is organized as well as opportunities to innovate. For example, she approached a
local training group and offered them free parking in exchange for them doing their
practices where residents could see the action. She started a playground for children
who come to visit their grandparents or great-grandparents, so the children can look
forward to coming and have something to do while they are there. She also organized
with other small homes to share ideas and services in ways that both reduced costs and
provided support for managers. Similarly, the Ontario non-profit homes we encoun-
tered could take the initiative and develop shared services in areas that a single home
could not easily afford or organize while still retaining local control. However, the non-
profit Ontario home that hired a for-profit management company found that decisions
were taken away from the managers who remained, with the result that injury rates
increased and families mutinied against the new meal restrictions which altered years of
traditional ethnic food options.

Funding models also shape the extent to which managers can decide. In Ontario, for
example, the public funding comes in envelopes for nursing and personal care, raw
food, program and support services and other accommodation, with strict requirements
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that the money be spent in these areas or sent back to the government. While this can
help ensure that this money goes to care rather than profit, we were told by various
managers that it creates rigidities and limits innovation. In Norway, on the other hand,
the secure global budgets allowed the management to introduce specialized palliative
care services.

Those care providers with the highest formal qualifications also had quite different
degrees of autonomy, depending on the owners, the regulations, the funding and
traditional practices. In Norway, we saw one person named the responsible nurse. This
gave the resident, the family, other workers and the management someone to call on for
questions, information and complaints while also providing this nurse with some say
over the residents’ care.

Efficient and responsive organizations do have to ensure that appropriate care is
provided and this requires both some structured authority and some supervision.
Schedules are necessary and tasks must be done. Work involves coordination to
function smoothly and it is necessary to ensure that decisions are based not only on
skilled assessments but also on recognizing multiple differences and the need for team
work. But these ends can be accomplished in ways that balance autonomy for care
providers, managers, and families with the need for safe care. We witnessed teams,
especially in the Nordic countries that, through shared work and decision-making, were
able to ensure quality by allowing some autonomy and drawing on the full range of
staff knowledge. This is just one example of how decision-making can be shared
effectively to improve both care and working conditions.

Choice vs Equity

In the interests of equity, governments have adopted multiple strategies to protect the
rights of individuals and communities. But sometimes these rights clash. Two kinds of
rights that were in particularly obvious tension in our research were those related to care
provider and those related to selecting a ltrc home.

The countries in our study prohibit discrimination in hiring related to gender, race
and ethnicity. In all the countries, the overwhelming majority of the residents and
workers were women. In most of the homes we visited, the majority of residents were
Caucasian. Increasingly, however, men are applying for work in these homes and a
growing number of workers in all of our countries increasingly relied on immigrant
labour, many of whom were from racialized communities. Moreover, more residents
are men and more are from a variety of cultural backgrounds.

The most obvious tension involves opposition raised to male care workers looking
after women. Opposition often comes from the family. One member of a family council
in Ontario made it very clear to us that he would not have a man bathing his wife or
taking her to the toilet. The staff and management try to accommodate resident and
family concerns by switching workers, although the female staff members told us this
too often means they have extra work loads because no extra staff is hired. Sometimes
even this strategy is not available. A male worker in another Ontario home gave the
example of a woman refusing to have him change her diaper but he is the only person
on the unit at night and the relief person is also male. He has to provide the care over
her opposition or risk the consequences of the residents spending long hours in a very
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wet diaper. A Manitoba home has a different approach. A female staff member
accompanies male staff when either the resident or the worker is new, and the women
have the men slowly increase the range of tasks they perform.

Interestingly, we did not hear of men objecting to women workers although we did
hear about men objecting to some male workers they feared were homosexual.
Although all the homes we visited had formal policies against such discrimination as
well as against racism, we did hear from both workers and managers in several homes
that the residents were old and often suffered from dementia so workers should not take
it personally and should simply ignore racism and homophobia. In a UK home,
however, the manager said she talked to residents who spoke or acted in racist ways
and if they did not stop, she asked them to leave the home. This strategy does require
management’s right to make residents leave.

Language also emerged as a source of tension. In all countries, we heard workers,
families, residents and families complaining about workers who did not understand the
language and culture of the residents. If we are to stress social support, communication
is critical and yet it is also important to have equity in hiring, which can mean staff that
are not from the dominant culture in the home. But we also heard from workers who
saw such complaints as a cover for racism. The only example we saw of attempts to
address such issues directly was the Norwegian example of workers teaching other
workers language skills on work time. The tensions are bound to increase, however, as
the population in ltrc becomes more diverse.

Another, perhaps less obvious tension related to choice has to do with
admission to ltrc. All of the homes we visited were heavily subsidized by
government and government policies made it clear that residents could be
refused only on the grounds that the home did not have the required equipment
or staff to provide needed care. But homes are often structured to cater to a
particular language, ethnic or religious group and some are clearly identified
with a particular class. For example, a Western Canadian home run by the
Jewish community kept a strictly kosher kitchen and prohibited non-kosher
food from entering. However, with rules about admitting those who applied
and a shortage of beds, a growing number of residents were not Jewish,
creating considerable tensions. Moreover, the staff was almost entirely non-
Jewish and when a worker brought a non-kosher birthday cake into the staff
room she was threatened with firing. In order to maintain their coherent
communities, facilities often develop strategies to go around them. A posh
US home recruited from an expensive private hospital in the region as a means
of avoiding Medicaid-funded residents and of maintaining their preferred class
composition.

Tensions around gender, culture, race and class are not of course exclusive to ltrc.
However, they do take a particular form when intimate care is being provided, social
support is critical and interaction is frequent. Balancing the choices of residents with
equity in hiring and workloads also takes a particular form when so many of the
residents have some form of dementia. Tensions around balancing community cohesion
with equity are also not exclusive to ltrc. Living with those who share your language
and culture can provide critical social support but can also mean exclusion for others
outside that culture, a tension that is particularly obvious when there is a shortage of
alternatives.
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Concluding Comments

Our research is based on the notion that there is no single, right way to provide care that
respects the dignity of both residents and those who provide care. This partly because
we are convinced that context matters and that tensions are both integral to care and to
effective change. We saw little open discussion of such tensions and a growing
imbalance, with a shift towards the more clinical and institutional, more detailed
regulations, risk avoidance, and increasing control, to the detriment of both residents
and staff. A major factor in this shift is the growing search for profit and the application
of methods taken from the for-profit sector. Only some of the tensions we encountered
are discussed here. Based on our research, we argue that these and other tensions need
to be explicitly recognized and balanced, and have identified some promising practices
for doing so.

Compliance with Ethical Standards

Conflict of Interest Pat Armstrong declares no conflict of interest.

Informed Consent As there is no person or personal data appearing in the paper, there is no one from whom
a permission should be obtained in order to publish personal data.

Ethical Treatment of Experimental Subjects (Animal and Human) This research received ethics
approval from York University as well as from specific homes studied, where this was required.

References

Andersen, E. (2009). Working in long-term residential care: A qualitative metasummary encompassing roles,
working environments, work satisfaction, and factors affecting recruitment and retention of nurse aides.
Global Journal of Health Science, 1(2), 2–41.

Armstrong, P. (2013). Puzzling skills. Canadian Review of Sociology, 53(3), 256–283.
Armstrong, P., Armstrong, H., & Scott-Dixon, K. (2008). Critical to care; the invisible women in health

services. Toronto: University of Toronto Press.
Armstrong, P., Banerjee, A., Szebehely, M., Armstrong, H., Daly, T., & Lafrance, S. (2009). They deserve

better: The long-term care experience in Canada and Scandinavia. Ottawa: Canadian Centre for Policy
Alternatives.

Armstrong, P., Armstrong, H., & Daly, T. (2012). The thin blue line: Long-term care as an indicator of equity
in welfare states. Canadian Woman’s Studies, 29(3), 49–60.

Association of Workers Compensations Boards of Canada (2013). 2012 Injury Statistics.http://awcbc.
org/?page_id=14.

Banerjee, A., & Armstrong, P. (2015). Centring care: Explaining regulatory tensions in residential care for
older persons residential care. Studies in Political Economy, 95, 7–28.

Barry, T., Brannon, D., & Mor, V. (2005). Nurse aide empowerment strategies and staff stability: Effects on
nursing home resident outcomes. The Gerontologist, 45(3), 309–317.

Bostock L., & Humphries, R. (2011). At a glance 45: Social Care and Clinical commissioning for people with
long-term conditions. London: Scie. http://www.scie.org.uk/publications/ataglance/ataglance 45.asp.

Braithwaite, J., Makkai, T., & Braithwaite, V. (2007). Regulating aged care: Ritualisms and the new pyramid.
Camberley: Edward Elgar Publishing.

Cameron, W. B. (1963). Informal Sociology. A casual introduction to sociological thinking. New York:
Random House.

88 Ageing Int (2018) 43:74–90

http://awcbc.org/?page_id=14
http://awcbc.org/?page_id=14
http://www.scie.org.uk/publications/ataglance/ataglance


Canadian Institute for Health Information (CIHI) (2014). Drug Use Among Seniors on Public Drug Programs
in Canada. 2012 Ottawa: CIHI https://secure.cihi.ca/free_products/Drug_Use_in_Seniors_on_Public_
Drug_Programs_2012_EN_web.pdf.

Chouinard, V., Hall, E., & Wilton, R. (Eds.). (2010). Towards enabling geographies: ‘disabled’ bodies and
minds in Society and space. Farnham: Ashgate Press.

Daly, M., & Lewis, J. (2000). The concept of social care and the analysis of contemporary welfare states. The
British Journal of Sociology, 51(2), 281–298.

Esping-Andersen, G. (1990). The three worlds of welfare capitalism. Cambridge: Polity Press.
Finch, J., & Groves, D. (Eds.). (1983). A labour of love: Women, work and caring. London: Routledge.
Fukui, H., Arai, A., & Toyoshima, K. (2012). Efficacy of music therapy in treatment for the patients with

Alzheimer’s Disease. International Journal of Alzheimer's Disease. 2012 Article ID 531646, 6,
doi:10.1155/2012/531646.

Gerard, M. N. (2010). A diagnosis of conflict: Theoretical barriers to integration in mental health services &
their philosophical undercurrents. Philosophy, Ethics, and Humanities in Medicine, 5(4). doi:10.1186
/1747-5341-5-4.

Goffman, E. (1961). Asylums: Essays on the social situation of mental patients and other inmates. New York:
Anchor Books.

Grandjean, B., Aiken, L., & Bonjean, C. (1976). Professional autonomy and the work satisfaction of nursing
educators. Nursing Research, 25(3), 216–221.

Harrington, C. (2001). Residential nursing facilities in the United States. British Medical Journal, 323(7311),
507–510.

Harrington, C. (2013). Understanding the relationship of nursing home ownership and quality in the United
States. In G. Meagher, & M. Szebehely (Eds.), Marketization in Nordic Eldercare: A research report on
Legislation, Oversight, Extent and Consequences (pp. 229–240). Stockholm: Stockholm University.

Harrington, C., Choiniere, J., Goldmann, M., Jacobsen, F., Lloyd, L., McGregor, M., Stamatopoulos, V., &
Szebehely, M. (2012a). Nursing home staffing standards and staffing levels in six countries. Journal of
Nursing Scholarship, 44(1), 88–98. doi:10.1111/j.1547-5069.2011.01430.x.

Harrington, C., Olney, B., Carrillo, H., & Kang, T. (2012b). Nurse staffing and deficiencies in the largest for-
profit nursing home chains and chains owned by private equity companies. Health Services Research,
47(1, pt1), 106–128.

Harrington, C., Stockton, J., & Hoopers, S. (2014). The effects of regulation and litigation on a large for-profit
nursing home chain. Journal of Health Politics, Policy and Law, 39(4), 781–809. doi:10.1215/03616878-
2743039.

Hjaltadóttir, I., Hallberg, I. R., Ekwall, K. A., & Nyberg, P. (2011). Predicting mortality of residents at
admission to nursing home: A longitudinal cohort study. BMC Health Services Research, 11:86.
doi:10.1186/1472-6963-11-86.

Kamp, A. (2012). The quest for the meaning of work: Competing concepts of meaning. In A. Kamp & H.
Hvid (Eds.), Elderly Care in Transition (pp. 51–82). Copenhagen Business School: Copenhagen.

Karasek, R. A. (1979). Job demands, job decision latitude, and mental strain: Implications for job redesign.
Administrative Science Quarterly, 24, 285–308.

Kelly, A., Conell-Price, J., Covinsky, K., et al. (2010). Length of stay for older adults residing in nursing
homes at the end of life. Journal of the American Geriatrics Society, 58(9), 1701–1706.

Lloyd, L., Banerjee, A., Fadnes, F., Harrington, C., & Szehebely, M. (2014). It's a scandal!: Comparing the
causes and consequences of nursing home media scandals in five countries. International Journal of
Sociology and Social Policy, 34(1–2), 2–18. doi:10.1108/IJSSP-03-2013-0034.

Lowndes, R., Armstrong, P., & Daly, T. (2015). The meaning of Bdining^: The social organization of food in
LTC. Food Studies: An Interdisciplinary Journal, 4(1), 19–34.

Marin, A. (2010). Confidential letter to the deputy minister of health and long term care Mr. Rafi Saäd.
Toronto: Ontario Ombudsman.

Messing, K. (1998). One-eyed Science. Occupational health and women workers. Philadelphia: Temple
University Press.

Mukamel, D. B., Weimer, D. L., Harrington, C., Spector, W. D., Ladd, H., & Li, Y. (2012). The effect
of state regulatory stringency on nursing home quality. Health Services Research, 47(5), 791–813.

Music and Memory (2014). Alzheimer Society of Toronto’s iPod Project Study Finds Personalized Music
Benefits Caregivers, Too. https://musicandmemory.org/?s=Alzheimer+society+of+toronto.

Næss, A., Kvale Havig, A., & Vabø, M. (2013). Contested spaces – The perpetual quest for change in
Norwegian nursing homes. In A. Hujala, S. Rissanen, & S. Vihma (Eds.),Designing Well-being in Elderly
Care Homes (pp. 68–85). Helsinki: Aalto University.

Ageing Int (2018) 43:74–90 89

https://secure.cihi.ca/free_products/Drug_Use_in_Seniors_on_Public_Drug_Programs_2012_EN_web.pdf
https://secure.cihi.ca/free_products/Drug_Use_in_Seniors_on_Public_Drug_Programs_2012_EN_web.pdf
http://dx.doi.org/10.1155/2012/531646
http://dx.doi.org/10.1186/1747-5341-5-4
http://dx.doi.org/10.1186/1747-5341-5-4
http://dx.doi.org/10.1111/j.1547-5069.2011.01430.x
http://dx.doi.org/10.1215/03616878-2743039
http://dx.doi.org/10.1215/03616878-2743039
http://dx.doi.org/10.1186/1472-6963-11-86
http://dx.doi.org/10.1108/IJSSP-03-2013-0034
https://musicandmemory.org/?s=Alzheimer+society+of+toronto


Ontario Ministry of Health and Long-Term Care (2012). Performance improvement and compliance branch
inspection protocol. Dining: Observation.

Ontario Ministry of Health and Long-Term Care. (2014). Home, Community and Residential Care Services
Seniors' Care: Long-Term Care Homes.http://www.health.gov.on.ca/en/public/programs/ltc/15_facilities.
aspx

Ringard, A., Sagan, A., Sperre Saunes, I., & Lindahl, A. K. (2013). Norway. Health system review. Health
Systems in Transition, 15(1), 1–182. http://www.euro.who.int/__data/assets/pdf_file/0018/237204/HiT-
Norway.pdf..

Sherrington, C. J., Whitney, C., Lord, S. R., Herbert, R. D., Cumming, R. G., & Close, J. C. T. (2008).
Effective exercise for the prevention of falls: A systematic review and meta-analysis. Journal of the
American Geriatric Society, 56(12), 2234–2243. doi:10.1111/j.1532-5415.2008.02014.

Simmins, S. F., & Reuben, D. (2000). Nutritional intake monitoring for nursing home residents: A comparison
of staff documentation, direct observation, and photography methods. Journal of American Geriatric
Society, 48(2), 209–213.

Slama, C. A., & Bergman-Evans, B. (2000). A troubling triangle. An exploration of loneliness, helplessness,
and boredom of residents of a veterans home. Journal of Psychosocial Nursing and Mental Health
Services, 38(12), 36–43.

Stolt, R., Blonquist, P., & Winblas, U. (2011). Privatization of social services: Quality differences in Swedish
elderly care. Social Science & Medicine, 72(4), 560–567.

Storm, P. (2013) Care work in Swedish nursing homes. In: A. Hujala, S. Rissanen, & S. Vihma (Eds.),
Designing Well-being in Elderly Care Homes (pp. 148–161). Helsinki: Aalto University.

Szebehely, M. and Meagher, G. (2013). Four Nordic countries-four responses to the international trend of
marketisation. In G. Meagher, & M. Szebehely (Eds.), Marketization in Nordic Eldercare: A Research
Report on Legislation, Oversight, Extent and Consequences (pp. 241–284). Stockholm: Stockholm
University.

The King’s Fund (2014) Commission on the Future of Health and Social Care in England. A new settlement
for health and social care Interim Report (K. Barker, Chair) London: The King’s Fund. http://www.
kingsfund.org.uk/sites/files/kf/field/field_publication_file/commission-interim-new-settlement-health-
social-care-apr2014.pdf..

Waerness, K. (1984). The rationality of caring. Economic and Industrial Democracy, 5(2), 185–211.

90 Ageing Int (2018) 43:74–90

http://www.health.gov.on.ca/en/public/programs/ltc/15_facilities.aspx
http://www.health.gov.on.ca/en/public/programs/ltc/15_facilities.aspx
http://www.euro.who.int/__data/assets/pdf_file/0018/237204/HiT-Norway.pdf
http://www.euro.who.int/__data/assets/pdf_file/0018/237204/HiT-Norway.pdf
http://dx.doi.org/10.1111/j.1532-5415.2008.02014
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/commission-interim-new-settlement-health-social-care-apr2014.pdf
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/commission-interim-new-settlement-health-social-care-apr2014.pdf
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/commission-interim-new-settlement-health-social-care-apr2014.pdf

	Balancing the Tension in Long-Term Residential Care
	Abstract
	Introduction
	Methods
	Why Promising Practices?
	Tensions in Long-Term Residential Care
	Clinical vs Social Care; Home vs Institution
	Detailed Regulations vs Trust
	Safety vs Risk
	Autonomy vs Management and Community Control
	Choice vs Equity
	Concluding Comments
	References


