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Abstract
This paper presents the experiences of formal carers working in technology-enriched sup-
ported accommodation for people living with dementia, examining their care-giving role
from a person-centred care perspective. Within a qualitative study, 21 semi-structured
interviews were conducted with formal carers and data were analysed following a thematic
approach. Four main themes were identified that mapped to the attributes of the person-
centred practice framework (PCPF): promoting choice and autonomy, staffing model,
using assistive technology and feeling that ‘you’re doing a good job’. Central to person-
centred practice in these settings was the promotion of choice, autonomy and inde-
pendence. The dichotomy between safety and independence was evident, curtailing the
opportunities within the environmental enablers and associated embedded assistive tech-
nologies. Formal carers reported considerable job satisfaction working in these settings.
The small-scale, home-like facilities seemed to have a positive effect on job satisfaction.
These findings are relevant to policy makers, commissioners and service providers, high-
lighting the facilitators of person-centred care in community dwellings for people living
with dementia and the role of formal carers in promoting this approach.
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Introduction
Globally, dementia has become a significant public health challenge affecting more
than 47 million people (World Health Organization (WHO), 2015). High preva-
lence rates of dementia have placed an enormous burden on the cost of dementia
care across the world. Currently, in the United Kingdom (UK), there are 850,000
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people living with dementia (Alzheimer’s Society, 2014) with an estimated cost to
the economy of £26 billion a year (Department of Health, 2015). Recent surveys
have shown that 85 per cent of people diagnosed with dementia would prefer to
stay at home for as long as possible rather than go into a care facility
(Department of Health, 2015). Two-thirds of people with dementia in the UK
live in the community and most care is provided by approximately 670,000 family
and friends, saving the state over £11 billion per year (Alzheimer’s Society, 2015).

While the provision of care at home, tailored to the needs of the person with
dementia, their family and carers, has increased recently (Department of Health,
2015), many people living with dementia ultimately move into care homes when
family carers are unable to manage their growing care needs (Livingston et al.,
2017). In recent years, different models of long-term support have been introduced.
For example, in the UK, extra-care housing or housing with care has emerged as an
alternative to what was traditionally known as sheltered housing or very sheltered
housing – a model known in the United States of America as assisted living
(Brooker et al., 2011).

Similarly, there has been a growing interest in the development of small-scale,
home-like residential care models with facilities specifically designed for people liv-
ing with dementia incorporating technological innovation (Livingston et al., 2017).
This approach to care for this population is an alternative to home and institutional
care conceived to preserve the rights of the person providing choice and control
over their housing options with a greater focus on independent living
(Department of Health, 2015). However, little is known about the care strategies
aligned with person-centred practice (PCP) that formal carers may or may not
employ in their daily work in these facilities or the impact of assistive technologies
on the workforce.

This study aimed to explore and understand the formal carers’ experience working
in a technology-enriched supported housing model. Throughout this study the term
‘supported accommodation’ rather than ‘supported housing’ was used, hence the
acronym TESA (technology-enriched supported accommodation). Supported hous-
ing is defined as ‘any housing scheme where housing is provided alongside care, sup-
port or supervision to help people live as independently as possible in the community
… Supported housing can provide long term support for years for some vulnerable
groups such as older people’ (Department for Communities and Local Government
and Department for Work and Pensions, 2016: 9–10). The term technology-enriched
is used as a descriptor for supported accommodation that has incorporated electronic
assistive technology (e.g. sensor-based alarm alerts).

Background
PCP approaches to health care have been recognised and accepted as the best way
to provide quality care, particularly for people living with dementia (Kitwood,
1997). Equally, in the UK, this approach has become an integral part of health
and social care policy and strategies (Department of Health, 2009, 2015; Scottish
Government, 2010; Department of Health, Social Care and Public Safety,
Northern Ireland (DHSSPSNI), 2011a, 2011c; Welsh Government, 2017). PCP
has permeated the long-term care sector and has become the central tenet of
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‘culture change’ targeted at the improvement of resident outcomes and the trans-
formation of the facilities from medically driven institutions to individualised set-
tings where care is provided according to the person’s unique needs, choices,
abilities and life history (Koren, 2010; McCormack and McCance, 2017a).

While some research highlights the benefits of supported accommodation for
people living with dementia in terms of availability of opportunities for social inter-
action (Evans et al., 2007), little is known about the level of knowledge and ability
of formal carers to support and preserve basic principles of PCP such as choice and
dignity, particularly when assistive technology has been incorporated into the facil-
ities. Research in this area is scarce. There is some evidence to suggest that the
implementation of assistive technologies in this area is beset by various challenges.
One of the challenges identified by Meiland et al. (2017) is related to the usability of
technology by people experiencing dementia living in the community. Mainly, this
concerns the following: (a) the relevance of the technology to specific needs; (b)
the involvement of the person in the identification of needs; and (c) the management
of ethical issues, such as loss of autonomy and privacy, and the difficulties in gaining
informed consent when the person living with dementia does not understand or is
unaware of the technology (Meiland et al., 2017).

There is a widespread consensus that the philosophy and principles of PCP
should be at the heart of any existing and emerging models of dementia care
(Koren, 2010; McCormack and McCance, 2017a). While there is evidence of the
application of PCP approaches in long-term care settings, hospital wards and care
homes (Williams et al., 2015; Fetherstonhaugh et al., 2016), such evidence has
not yet been found in the supported housing model enriched with assistive technol-
ogy. There is some evidence to suggest the positive impact of staff training aimed at
dealing with psychiatric symptoms in care homes, as staff reported reduced symp-
toms in residents and changes in their own attitudes by adopting an empathetic
approach that fostered the development of relationships (Goyder et al., 2012).

Other research suggests the need to redress the relations of power and change
organisational cultures in dementia care in order to realise the potential contribu-
tion of direct-care staff in person-centred practice who feel disempowered and who
receive limited training, recognition or remuneration (Scales et al., 2017). Similarly,
other studies have highlighted the need to provide staff in long-term care settings
and extra-care housing facilities with PCP training in order to enhance their
acquired knowledge of the approach through their daily work experience and to
support them in dealing with challenging behaviours (Evans et al., 2007; Hunter
et al., 2016).

The theory of person centred care (PCC) in dementia first described by Kitwood
(1997) postulates that the person is at the centre of their own care. The concept of
personhood is at the core of PCC (Sabat and Harré, 1992; Kitwood, 1997; Rogers,
2011). A key challenge is that while the term PCC has become familiar in the field
of dementia care, it has been challenging to agree on its components and meanings.
For example, Brooker (2003) used the VIPS framework to describe PCC as a con-
cept comprising four elements: V – valuing all people regardless of age and cogni-
tive ability; I – recognising people as individuals; P – understanding the world from
the perspective of the person living with dementia and carers; and S – a positive
social environment conducive to acceptable wellbeing. Additionally, McCormack
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and McCance (2006, 2010, 2017a) developed the person centred practice frame-
work (PCPF) as a holistic structure that focuses on the characteristics of a person-
centred culture within which PCC can be provided. This framework has been
adopted in this study, as its holistic nature enables the analysis of a range of factors
that might support person-centredness.

McCormack and McCance (2017b: 20) define person-centredness as

an approach to practice established through the formation and fostering of health-
ful relationships between all care providers, service users and others significant to
them in their lives. It is underpinned by values of respect for persons, individual
right to self-determination, mutual respect and understanding. It is enabled by cul-
tures of empowerment that foster continuous approaches to practice development.

From this viewpoint, McCormack and McCance (2010, 2017b) have operationa-
lised the factors that might enable person-centredness into a macro-context and
four constructs: prerequisites, care environment, person-centred processes and
person-centred outcomes. All constructs and their full set of attributes are shown
in Figure 1.

Methods
The study was part of a larger qualitative investigation about the experience of liv-
ing in TESA in which the views of people living with dementia as tenants in the
facilities were sought in addition to the views of their informal (family/friend)
and formal carers (paid care staff working in the facilities). This paper reports
on the data obtained from formal carers.

Aim

The overall aim of this study was to explore formal carers’ experiences of the tran-
sition by people living with dementia to TESA.

Objectives

The objectives were:

(1) To explore the extent to which the care practices of formal carers are
person-centred in the context of alignment with the PCPF developed by
McCormack and McCance (2017a).

(2) To explore the challenges associated with the promotion of PCP in sup-
ported accommodation.

(3) To explore the extent to which assistive technology hinders or supports
person-centred practice.

(4) To make recommendations for policy practice and research.

Setting and sample

The study was conducted in all five Health and Social Care Trusts (HSCT)1 in a
region of the UK where all facilities identified as providers of TESA for people
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living with dementia were invited to take part in the study. Participants were a pur-
posive sample of formal carers at all levels (but mainly support workers)2 working
in these TESA facilities. Access to the sample was obtained through the Supporting
People Programme – a government initiative created to provide a range of housing
services for vulnerable adults (Northern Ireland Housing Executive, 2017). Thus,
ten TESA facilities registered in this programme were invited to participate in
the study and staff were asked to partake in semi-structured interviews. One facility
declined the invitation as they were undergoing an organisational restructuring at
the time.

In most cases the primary funder for the facility was the HSCT with an approxi-
mate split of funding of 60 per cent HSCT and 40 per cent Supporting People
Programme. Care in the facilities is provided by a mix of HSCT staff and/or
voluntary-sector organisations; management is facilitated by housing associations.
In Northern Ireland, these facilities are regulated by the Regulation and Quality
Improvement Authority (RQIA). This is an independent body established in

Figure 1. The person-centred practice framework.
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2005 to regulate and inspect the quality and availability of health and social care
services in this province of the UK (RQIA, 2016). Managers of these facilities are
required by the RQIA and in accordance with relevant legislation and DHSSPS
standards, to deliver PCC (DHSSPSNI, 2011b). There is no known specific mea-
sures, however, for how person-centredness is operationalised across services.

The dwellings participating in the study consisted of a range of housing options.
They included: small units for up to 12 people with private en-suite bedrooms and
communal living and kitchen areas, bigger units of the same type for more than 60
people, and self-contained bungalows or apartments (25 or 30 per facility) within a
complex that also offers communal recreational spaces and gardens (for more
detail, see Table 1). By February 2016, when interviews commenced, there were
approximately 185 formal carers working in these facilities.

The intercom system connected to handsets was a standard technology used in
all the facilities. The various technologies used across the facilities, as shown in
Table 2, were categorised into three types: alarms, sensors and monitors.

Recruitment

The nine participating facilities were approached in December 2015 when forma-
lised written consent with their managers was completed. These managers were
asked to inform their staff about the research and make information packs available
to them. These packs included an information sheet, a consent form and a self-
addressed envelope to return responses directly to the researchers. A total of 23
responses were returned and 21 participants were interviewed, including three
managers. Of the two potential participants not interviewed, one ceased employ-
ment with the facility after the interview was arranged and the other one could
not attend the interview as initially agreed and it was not possible to reschedule
it for a later date.

All participants were assigned an identity code which consisted of a whole num-
ber (1, 2, 3, etc.) preceded by the initials ‘FC’ (formal carer) and a capital letter from
‘A’ to ‘I’ which corresponded to the identity code of the site where they worked.

Data collection

Data were collected from February until November 2016. In total 21 semi-
structured interviews were conducted, lasting between 40 and 60 minutes. On
the day of the interview JR-S, the researcher, formalised consent and reminded
the participants about confidentiality and anonymity and the right to terminate
the interview at any time or not to answer all the questions. All the interviews
were undertaken in the supported accommodation facility where the formal carers
worked at a time convenient to them. A relatively loose topic guide was used to pro-
vide guidance during the conversation while giving participants the opportunity to
describe their world richly (Kvale, 2009). The interviews explored what the parti-
cipants perceived to be their role as formal carers working in supported accommo-
dation for people living with dementia, how they felt about the delivery of care in
the facility and the impact of assistive technology on their role. The themes of the
topic guide were aligned with the four constructs of the PCPF (McCormack and
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McCance, 2017a) in order to elicit strategies of PCPF applied by formal carers dur-
ing their day-to-day work in the various facilities. The PCPF, as shown in Table 3,
has provided the theoretical framework in order to assess through systematic
inquiry whether person-centred practice is present in the TESA model.

Data analysis

All interviews were transcribed verbatim by the researcher and also a professional
transcriber. After checking the transcripts for discrepancies, data were anonymised
and all identifiers were removed. Then data were uploaded on to NVivo 11, a soft-
ware package for qualitative data analysis (Bazeley, 2013), and were analysed using a
thematic approach. Themes or patterns were identified in a deductive or ‘top-down’

Table 1. Capacity of each of the facilities across the five Health and Social Care Trusts (HSCT) in Northern
Ireland and occupancy when the research was conducted

HSCT Facility Capacity Number of occupants (% occupancy)

Belfast Site A 35 30 (86)

Site B 30 29 (97)

Site C 25 25 (100)

South Eastern Site D 30 25 (83)

Site E 23 23 (100)

Southern Site F 12 12 (100)

Northern Site G 61 54 (89)

Western Site H 15 15 (100)

Site I 35 30 (86)

Total 266 243 (91)

Note: N = 243.

Table 2. Categorisation of technology devices used across the facilities

Alarms Sensors Monitors

• Fall alarm/detector
• Smoke alarm
• Flood alarm
• Carbon monoxide detector
• Heat/temperature extreme
alarm

• Gas detector

• Motion sensor
• Inactivity sensor
• Automatic/motion-sensitive
lights

• Water temperature
• Pressure sensor: bed
• Pressure sensor: chair
• Pressure sensor: floor
• Pressure sensor: other
• Door sensor
• Enuresis/continence sensor

• Water-flow control
• Cooker monitor
(turn-off device)

• Close-circuit television
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manner (Braun and Clarke, 2006). Through this process an initial list of codes was
developed from the themes of the topic guide (Saldana, 2016); the latter were
loosely aligned with the four constructs of the PCPF (McCormack and McCance,
2017a). This ‘“theoretical” thematic analysis’ (Braun and Clarke, 2006: 84) helped
to guide the analysis on to those aspects of the data particularly related to the con-
structs of the PCPF (McCormack and McCance, 2017a). Two researchers, separ-
ately, scrutinised the codes for internal reliability (LeCompte and Goetz, 1982).
Competing and complementary themes were distinguished, allowing the researcher
to agree on the four themes and corresponding sub-themes described in the find-
ings. The outcome of this process, showing a list of the most illustrative codes gen-
erated in the initial themes that led to the final four themes, is presented in Figure 2.

Findings
Within the 21 participants interviewed, 17 were females and four males. The age
range of participants varied between 18 and 69 years. The majority of participants
were support workers (for details, see Table 4).

Exploration of the data revealed that aspects of the PCPF (McCormack and
McCance, 2017a), mainly in the constructs of the care environment, the person-
centred processes and outcomes, were reflected in the data. Four key main themes
emerged from the data: (a) promoting choice and autonomy; (b) staffing model; (c)
using assistive technology; and (d) feeling that ‘you’re doing a good job’.

Promoting choice and autonomy

At all sites there were numerous examples where the promotion of choice and
autonomy was a key element of the staff approach to care. These examples varied
from valuing the person and giving them choices, through to building relationships,

Table 3. Person-centred practice framework constructs

The macro-context includes major external factors related to health and social care policy, strategic
frameworks, workforce developments and strategic leadership:

(1) Prerequisites focus on the attributes of the care worker and include: being professionally
competent; having developed interpersonal skills; being committed to the job; being able to
demonstrate clarity of beliefs and values; and knowing self.

(2) The care environment focuses on the context in which care is delivered and includes:
appropriate skill mix; shared decision-making systems; effective staff relationships;
supportive organisational systems; power sharing; potential for innovation and risk taking;
and the physical environment.

(3) Person-centred processes focus on delivering care through a range of activities and include:
working with patient’s beliefs and values; engaging authentically; being sympathetically
present; sharing decision-making; and providing holistic care.

(4) Person-centred outcomes, the central component of the framework, are the results of
effective person-centred practice and include: good care experiences; involvement in care;
feeling of wellbeing; and fostering a healthful culture.

Source: McCormack and McCance (2017a).
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Figure 2. Initial codes and themes leading to four main themes.
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maximising skills and independence, and providing opportunities for meaningful
activities.

Staff mentioned that the facilities allowed tenants choice about with whom and
when they interacted, prioritising the opportunity to enjoy the privacy of their own
homes. Staff appreciated the fact that tenants were able to make choices about who
they let into their homes and to whom they chatted or were friendly with. Staff
mentioned that the daily routine visits to the tenants’ home within the facilities
offered opportunities to build relationships, but it was always left to the tenants’ dis-
cretion to avail or not of these opportunities. For instance, this staff member
described the type of interaction that could take place in one of the facilities where
the tenants lived in self-contained flats and received daily calls by support staff:

Table 4. Demographic characteristics of participants

Characteristics N %

Gender (N = 21):

Female 17 81

Male 4 19

Age (N = 21):

18–29 3 14

30–39 5 24

40–49 5 24

50–59 7 33

60–69 1 5

Position (N = 21):

Support Worker 13 62

Scheme Manager 3 14

Senior Support Worker 2 9.5

Activity Co-ordinator/Co-ordinator 2 9.5

Team Leader 1 5

Length in post (N = 20):

6–11 months 2 10

1–5 years 11 55

6–11 years 5 25

12–13 years 2 10

Years of experience in care (N = 18):

5–10 4 22

11–20 11 61

21–30 1 6

30+ 2 11
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It’s just that you have your own wee flat and you’re self-contained but you have a
lot of, you know, you’ve the help there, you have your own privacy the way you
would have in your own home … there’s the support and the girls, the staff go
in and out for a short space of time and do what they need to do. And then if
they want to have a chat or sit down, they’ll sit and have a chat with you, but if
they don’t, then just go out again. (FC-C1)

There was a general acknowledgement of respecting the tenants’ choices in all con-
texts, particularly in relation to food, dressing and personal hygiene, as shown in
this quote:

Nobody is being told: ‘Right, well, you’re going into a shower and you’re being put
into a shower.’ It’s not about that, they all have that choice. (FC-G1)

It was interesting to see how some of the participants who had worked in residential
care were able to make comparisons between the two models and found themselves
in awe at the rigidity of the residential care system where meal schedules and menus
are pre-established by others without any consultation with the residents. One par-
ticipant said:

I would find it very difficult to go back to residential where you’re all sitting down
at this one time and you’re having this for your dinner and you have no choice.
They’re picking what they want to eat, their families, there’s consultation with
them about what food they’re having, they’re not having a set menu, you know
what I mean? So, to me, you can’t compare the two, you can’t compare the
two, definitely not. (FC-D1)

It was widely agreed among the participants that the aim of supported living for
people living with dementia was to promote independence while maximising the
skills of the person. Thus, tenants were able to do things for themselves and,
with the right encouragement and support from the participants, they could main-
tain their skills and abilities for as long as possible. This was an attitude that was
prevalent in the majority of interviews, well reflected in this quote:

…our ethos is more basically trying to promote as much independence with them
as possible. So, being more, us standing back and giving them by that to promote,
for them to be able to do the things for themselves, to try and keep their minds
stimulated. (FC-C2)

Some participants suggested that while independent living was part and parcel of
supported accommodation, it was also necessary to offer adequate support to be
able to keep tenants safe. Therefore, in their view, the TESA model was the most
adequate intervention to achieve that, as this member of staff said:

It’s [supported accommodation] the future, people with dementia need to be able
to live in their own homes, they need to be supported, they need to feel safe; they
need to have, it’s their right to live at home and be happy and to be supported.
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And all this technology and all this support staff and all the partnerships together
makes it possible for them. (FC-A2)

Many of the participants made references about the fluctuations of the condition
and how sometimes the tenants’ needs increased, therefore, on occasions, staff
may be assuming a brief caring role while still supporting the tenants, as explained
here:

But, again, sometimes some of the tenants need more care, and less support. So,
it’s just try and get the balance right … But when they’re better we are very much
so, we are encouraging them to support them to do as much as they can for them-
selves. It is more about supporting rather than doing for, supporting with, or
prompting with, or assisting, rather than just doing it for them. (FC-E1)

Being able to move about or go out was recognised by many of the participants as
an ability that was necessary to maintain for as long as possible, however, it was also
important to consider the potential risks in doing so and assess all situations
accordingly, as explained by this staff:

Some of the tenants just go out shopping, they go to church, they do everything
that they would’ve done in their own home; but they’re assessed to see how safe
they’re on the road. That’s an important assessment because you don’t want to,
this is not, you know, this is just supported housing, so we want them to enjoy
life and not to be feeling enclosed. (FC-C1)

In general, it was recognised that the tenants in the majority of the facilities were at
different levels in their dementia and that their skills varied and in most cases they
declined. However, there were examples in some of the facilities where tenants were
able to develop new skills which were not only enjoyable, but also enriching and
rewarding. For example, this participant talked about one lady who became a facili-
tator of her own class in the facility:

…we have one lady, and after tapping into and encouraging her to do some of the
different arts, music, the different activities in relation to that, she actually now has
become so empowered and so interested that she herself runs a mindful colouring
class for other tenants. And she’s thriving because it takes her time to organise it, it
gives her purpose, she’s sharing her skills with other people and these are new
skills she’s learned. (FC-A3)

Staffing model

The majority of participants felt that they played a key role in establishing linkages
and relationships with the tenants and family members, which in turn benefited
everyone in different ways. For example, they found themselves in the privileged
position of gaining or exchanging key information about the tenants with family
members and/or amongst themselves. These exchanges were important, both in
terms of ensuring participants that they were providing good quality care and
that tenants and families felt supported, as explained in this excerpt:
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Families are very appreciative of the care and support they [the tenants] get in
here. They really do appreciate it, and, you know, we pick up on something
we’ll say [it] to the family … And then, the families are very grateful, and they
are very open as well, like ourselves too, engage with other services. We’ve never
had an issue with anything like that. (FC-E1)

Some participants mentioned how the flexibility offered by the supported accom-
modation model to include the input of families in the care of the tenants appeared
to give them not only the opportunity to establish relationships with families, but
also to have more control over their work and free some of their time to focus their
attention on other tenants with higher needs. Specifically, one staff member talked
about families getting involved in hands-on care on an ad hoc basis at lunch time,
helping their relatives with their food, which then allowed them to help those on
their own who also needed more support at meal times:

I find this approach [supported accommodation] better because the families come
in and if their relatives are having lunch, they sit with them and talk with them
while they’re having their lunch … Or, um, we have a couple of residents where
you have to feed them, and if the relatives come in at lunch time they’ll say:
‘Look, we’ll do that.’ And then, that leaves you free to work with someone else.
So, it’s not just staff that are involved in that patient’s welfare or needs, it’s their
families as well. So it is very inclusive, so it is. (FC-H2)

In contrast with the staff empowerment mentioned above, others felt that their
work was at times overly task-oriented or that they had to spend too much time
on domestic chores or similar tasks that prevented them from engaging in more
individualised care, as this example illustrates:

We have to do a lot of different things … A lot of stupid stuff, like cleaning and
laundry … and checks, … we have to do water temperatures up on our corridors;
that can take time. You have to go into every room and run every hot tap and
record that … just to make sure they’re [the tenants] not putting on the hot
water and scolding themselves … So, all that stuff kind of … it consumes you,
so that you don’t have time to just spend with them, or have a chat or do some-
thing nice for them. (FC-G1)

The above quote may be related to staffing levels which appeared to be variable in
the different facilities. It emerged that in those facilities with low numbers of
tenants (between 12 and 25 people) staff felt that the staffing levels were adequate,
and they were able to provide holistic care:

You know, I’ve worked in nursing homes, I’ve seen that, you know, the staffing
level here is brilliant because we need the staffing level that we’ve got to do
what we do. You know, if we didn’t have the four or five staff on a day we couldn’t
take them out and why shouldn’t they be taken out, you know, they’re still fit to do
so. (FC-F2)
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This was emphasised by some of the senior staff interviewed in the smaller facilities
who were vocal in expressing how lucky they felt for having appropriate staff ratios
that could allow them to implement a PCC approach, as noted in this quote:

…whilst here it’s, touch wood, our staff ratio is very good and enables us, our
model of care, it enables us to spend a lot of time with the tenants, and they appre-
ciate it, in other care environments that isn’t not always the case. (FC-F1)

Indeed, in bigger facilities (of between 30 and 60 tenants) staff felt that the low staff
to tenant ratio diminished the opportunities to be able to provide the holistic care
promoted in the facilities:

It’s just, sometimes, you would like, if you … maybe your staffing levels could be
down a bit sometimes, you know, if there’s someone off sick you can’t fulfil the job
the best that you would want to because you’d have more work on. (FC-A2)

Overall, participants felt that they were well equipped for the job. They mentioned
the induction sessions and training as invaluable to enhance their skills and to help
them understand the nature and principles of the person-centred approach in sup-
ported accommodation, which for many differed from previous work experiences
in the care sector, as stated by this participant:

To me at the start, you know, the training that is given is beneficial to me because
it’s a model I haven’t experienced before. It’s like they have their own accommo-
dation, they have their own flats here, whereas in the private sector it is not
designed that way. Um, and, you know, the training, needed, I did need the train-
ing just to be in that zone where you have to be first safeguarding the tenants.
Yeah, it’s good learning and good experience, more experience for me to see
how it works. (FC-A1)

Most participants felt they had a fairly good understanding of dementia issues
but, most importantly, they felt competent in their understanding of the person
at various levels and being attuned to their feelings and needs, including the social,
emotional and psychological. This participant illustrated this by saying:

It [dementia] can just be so debilitating to a person, you know, and they just lose
their senses that they’re important and that they’re an individual and if we can give
them a bit of comfort and a bit of love, you know, and make them feel valued and
wanted because they can be so confused. (FC-B2)

Other participants gave examples of how collegiality and mentoring enriched their
practice when they were confronting difficult situations which required the ability
to see beyond the person’s behaviour, as explained here by this participant talking
about the agitation of a particular tenant:

I think the staff work well together in dealing with situations. If I had an issue, I’d
say: ‘I find this particular… resident very challenging’ … I would say maybe to the
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senior: ‘She seems a bit agitated today. She says she’s a wee bit sore. Maybe she’s
got a wee UTI [urinary tract infection] or something?’ And the senior would say:
‘Well, get a wee sample and I’ll…’ It could end up that that was what would trigger
her agitation. (FC-F3)

Using assistive technology

In general, participants appeared to favour the environmental enhancement of the
facilities with assistive technologies. For many, technology was essential to their job.
Universally, they found the telephone system with activation of multiple alarms and
sensors vital to their job as they could swiftly be guided to the appropriate course of
action in response to the specific alerts received through the system. This is illu-
strated by this participant:

When it comes to … say, the telephone … if there’s a bed sensor and they get up,
that’ll come through our phone … We know that they’re out of bed, we’re made
alert and we don’t have to be in the room to know, you know. I feel more at ease in
my job. (FC-F3)

Assistive technology appeared to have the dual role of providing safety, security or
protection for the tenants and to make formal carers feel more relaxed or ‘at ease’ in
their job, as pointed out in this quote.

Unanimously, staff reported that the different types of assistive technologies in
the various facilities could be used to prevent falls or walking around or wandering,
therefore, offering protection to both the tenant and the participants, as explained
here:

To me it’s [the technology] all protection; it protects the tenants. You know, the
technology that we have, the protection that we know, without intruding on
them. … Door alarms, you get someone that would want to come out, a lock
won’t let them walk around; the door alarms will let you know that. So, yeah, it
protects us and it protects them. (FC-A1)

In this sense, assistive technology had the advantage of being non-obtrusive, which
was perceived by participants as beneficial to the tenants as they did not have the
feeling that they were being constantly observed or monitored:

…the assistive technologies support the staff to enable them in order to do their
job. But it also gives that, um, non-obtrusive cover for tenants that they are safe
within the environment they live in. (FC-A3)

The support offered by assistive technologies on the reduction of risk and the
protection of tenants from harm to themselves or others was a topic profusely
discussed by the majority of participants. For example, assistive technology enabled
formal carers to monitor the execution of simple tasks like making cups of tea or
cooking snacks, so that accidents could be prevented while still allowing the person
to do things for themselves when they wanted. This participant summed this up:
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…there was a lady in one of the flats, you know, she still maybe like to get up and
try and make her own wee cups of tea and do wee things … they’re supported to
make their own food, you know, they’ve had their meals, it’s: ‘Enjoy your meal, I’ll
be back later…’ I go out and I isolate that electric, so she can’t be harmed, she can’t
be in danger, all through the technology, like, you know. (FC-A2)

The large majority of participants suggested that assistive technology was beneficial
to supporting tenants to live independently and helping them with day-to-day
tasks. Technology allowed tenants to work at their own pace and avoided the con-
stant presence of someone who may end up intervening and doing things for them
unnecessarily. This participant illustrated this with the example of a person feeling
confident to use the toilet by him- or herself:

You know, even their push buttons in bathrooms and stuff, they’re right beside the
toilet and they know to press that so I think it gives them confidence as well to live
independently as much as they can, that they can go in and use the toilet by them-
selves … We don’t have to be there all the time … it’s about them being able to do
the things without us constantly following them. (FC-F2)

Some participants referred to the speed of communication and the rapid response
to potential risks or adverse incidents that were also possible with the use of assist-
ive technologies. For many, as suggested in this example, the benefits of assistive
technology outweighed its disadvantages:

I think the advantages outweigh the disadvantages very much so. I don’t think
the communication would be the same if we didn’t have a certain technology,
the handsets. (FC-G3)

In general, two concerns emerged regarding the use of assistive technologies. Firstly,
it was important that technologies were not used in a restrictive way and that they
were non-intrusive and implemented according to the person’s needs, as explained
by this manager:

We have to be careful that all parties involved, the residents, professionals and
ourselves, are implementing those [technologies] for the benefit of the client and
practices cannot be in any way restrictive. There’s emphasis on the word ‘assistive’;
it’s to assist them in their day-to-day and to enhance whatever they have. So, we
would carefully consider it before we put any assistive technology in place. (FC-H1)

Secondly, that assistive technologies did not replace the human contact that staff and
tenants should enjoy in the caring relationship. In this sense, technologies were
viewed as an ally that could allow more free time to formal carers to be able to engage
in personalised activities with the tenants and release them from the constraints of
task-oriented routines. As this staff described it, everyone can just get on ‘living life’:

You know, we don’t have to be there all the time with them [the tenants] because
that’s not what it’s about, you know. It’s about them being able to do the things
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without us constantly following them … So, if there is a couple of residents in bed,
it means, say in the afternoon because there is a couple like to lie down in the after-
noon after their dinner … it means, we don’t have to stay in the room with them
or sit outside. We can be in the close area with other residents doing something,
but we know if they get up off that bed, the bed sensor will go off and we can go
straight away to them. So, it helps everybody because you’re not neglecting anyone
then which is a good thing, everybody’s getting the same attention and just living
life. (FC-F2)

Feeling that ‘you’re doing a good job’
For many of the participants the sense of ‘doing a good job’ was the main aspect of
their work that kept them motivated and gave them immense job satisfaction.
‘Doing a good job’ consisted of various things. For some of the participants this
was having an understanding of the person beyond their illness and doing nice
things for them, as explained by this participant:

I always think, it must be so strange to have something on your mind or to feel
something but not be able to say how you feel or what’s bothering you, so … if
you could do one nice thing a day, I think if you can walk out that door and
think: ‘Oh, I made that person laugh’ or ‘I helped them…’ or ‘I changed their
mood…’ or something, definitely you satisfy yourself in the job. (FC-G3)

Other participants referred to the satisfaction they felt when tenants showed their
appreciation for the ‘little things’ they did for them which could be making a cup of
tea or helping them choose what to wear. For others, it was important to provide
comfort, such as the one gained from a good night’s sleep:

Seeing that nobody is unsettled. I always look that if you’re on my shift and you got
everybody organised and you got them into bed and you didn’t have people ring-
ing all night: you’d done a good job, you’ve got people well settled, they’re com-
fortable and they’ve slept all night. That’s good satisfaction. (FC-D1)

For a few participants, job satisfaction also derived from the belief that they were
improving the quality of life of both families and tenants through the provision
of adequate support that was going to keep the person experiencing dementia living
independently for longer and even perhaps preventing him or her from a premature
entry into nursing care. As this participant explained:

I just love this job. I think it’s just a nice job. It’s nice to give the family and the
tenant a bit of support. It’s nice to see them living their lives. It’s nice to see them
not having to go into a nursing home or anything like that. It’s so nice to see they
have their independence. (FC-C3)

Discussion
This study of TESA for people living with dementia has offered insights on the
experiences of formal carers working in these facilities, ranging from small
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dwellings for up to 12 people with shared communal areas to medium-sized facil-
ities providing self-contained independent accommodation for 30–60 people.
The findings identified four main themes of dementia care in these facilities:
‘promoting choice and autonomy’, ‘staffing model’, ‘using assistive technology’
and ‘feeling that “you’re doing a good job”’. These themes largely mapped to
the attributes of PCP contained in the PCPF proposed by McCormack and
McCance (2017a). The attributes most prominently represented in these findings
are those associated with the ‘care environment’, ‘person-centred processes’ and
‘outcomes’.

These findings suggest that PCP is prevalent in these facilities. The emphasis on
the promotion of choice, independence and autonomy reflects how the concept of
personhood central to PCC (Sabat and Harré, 1992; Kitwood, 1997; Rogers, 2011)
is embedded in the ethos of the facilities and demonstrates a culture change veered
towards the adoption of person-centred processes, that is, the provision of holistic
care and the authentic engagement of the person living with dementia whose
beliefs, values, wishes and desires should be always recognised (McCormack and
McCance, 2017a). These findings are substantiated by other research, as reported
by Brownie and Nancarrow (2013) in their systematic review of the effects of
PCP on residents and staff in care settings where in purpose-built, small-scale,
home-like settings traditional nursing models have been dismantled and the
decision-making on care delivery has shifted to the residents. It will be important
to learn more about the mix of tenants in these facilities, in terms of the severity of
the dementia, in order to facilitate the right conditions for formal carers, as they
found that the heterogeneity of needs impacted on the strategies to support inde-
pendence and maintenance or maximisation of skills. Specifically, many of the
staff referred to safety issues and potential risks which needed to be monitored
and assessed to strike the right balance between safety and independence, and
avoid the dilemmas posed between ‘too much intervention’ and ‘too much risk’
(Molony and Bouma, 2013: 80). The key issue of independence for people living
with dementia in supported housing schemes has been highlighted by other authors
(Evans et al., 2007), and consonant with their findings, we have revealed that with
the appropriate support from formal carers, tenants in these facilities are given
choice and autonomy in their lives to make decisions about simple things like
what to wear or what to eat, or what to do or not to do, and by doing so are treated
with dignity and respect.

This care delivery focused on engagement, authenticity, shared decision-making
and holistic care is supported by the appropriate conditions of the care environ-
ment. While it was evident that in the smaller facilities of up to 25 tenants, formal
carers were able to focus more on aspects of care most commonly associated with
PCC practices and felt competent and empowered, those working in bigger facilities
mentioned the problems they face when their time is consumed by task-oriented
duties which prevent them from practising a more individualised humanistic
approach to care (Rasin and Kautz, 2007; Brownie and Nancarrow, 2013; Sjogren
et al., 2017). This is a very important finding in our study given that the facilities
have the added environmental enhancement which has been associated with
small-scale, home-like environments proven to be successful in implementing
PCC that has been highly underpinned by culture change models (Verbeek
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et al., 2012; Li and Porock, 2014). Formal carers felt competent and confident with
the assistive technology available in the facilities.

There was also evidence that assistive technology supported various aspects of
PCP, however, it also appeared that the technologies could have the purpose of
an extra ‘safety blanket’ for the formal carers who may seem to sacrifice autonomy
for the safety of the tenants, which differs from other studies in this area (Landau
et al., 2010), and confirms other findings reporting reduced risk for tenants and
reassurance to staff who feel more relaxed in their roles (Meiland et al., 2017).
Other ethical issues identified concerned the extent to which tenants provided
informed consent for the use of the technologies, specifically those used to monitor
and alert staff. While managers emphasised the adoption of any assistive technol-
ogy involving all parties (i.e. ‘residents’, professionals and the managers themselves)
according to need and to enhance the quality of life of the tenants, it was not clear
to what extent and at what stage of the dementia the tenant is aware of the situation
and capable of making an informed decision. By no means is there an implication
that assistive technology has been used unethically, however, there appears to be a
gap in advanced care planning, so that the tenants’ preferences and desires are con-
sidered when their capacity to make decisions has diminished (Livingston et al.,
2017).

The feeling that ‘you’re doing a good job’, reported as the fourth key theme in
our study, related to the high levels of job satisfaction demonstrated by the partici-
pants. This is consonant with research that has confirmed the positive effects on
staff job satisfaction with the provision of PCC/P (McCormack et al., 2010;
Brownie and Nancarrow, 2013). While some formal carers expressed some con-
cerns about the staffing levels, mainly in larger facilities (of between 30 and 60
tenants), there appeared to be a balanced staff to tenant ratio in small-scale facilities
which contributed to increased opportunities to provide quality care and time to
the tenants, which is confirmed by research undertaken elsewhere (Rasin and
Kautz, 2007). Formal carers in this study felt that they could have a positive impact
on the life of the people with dementia in the facilities by doing ‘little things’ for
them and in return the carers derived enormous job satisfaction from the appreci-
ation the tenants showed.

The new knowledge derived from this study in the use of PCPs confirms some of
the evidence that the supported housing model could assist people living with
dementia (Evans and Means, 2006). Through the accounts of the formal carers it
has been shown that this model not only is being delivered using a PCC approach
as operationalised by McCormack and McCance (2017a) in their PCPF, but also
contains the added value of the environmental improvement, another feature iden-
tified by other authors as essential to PCP (Brownie and Nancarrow, 2013). This is
important for policy makers and service commissioners and for the future role of
the voluntary sector and formal carers and other professionals involved in the deliv-
ery of care for people living with dementia. It appears that careful consideration
should be given to find appropriate ways to disseminate good practice and the rep-
lication of those models of care, in particular the small-scale, home-like environ-
ments conducive to better outcomes for both the person living with dementia
and the formal carers. There is no doubt there are limitations with this study.
For example, recruitment within a single region of the UK, within which there is
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an integrated health and social care system, means that the experiences of staff may
not be replicated in other areas. In addition, our limited time with staff to gather
data could be considered a weakness, therefore adopting a more immersive meth-
odology, e.g. ethnography, may prove insightful. Furthermore, whilst the PCPF was
adopted as the overarching framework for this project, that in itself may have bound
our thinking. Nonetheless, new insights have been gained and this is the first com-
prehensive study exploring novel technology-enriched supported housing.

Conclusion
This paper describes research, as part of a larger study, completed on the experience
of formal carers of people with dementia who transition into TESA. The findings
provide an understanding of the extent to which this practice has adopted a PCC
approach. These findings are relevant from a health and social care point of view
which emphasises the need to provide appropriate services based on a whole sys-
tems approach to care. The key themes highlighted here that characterise the
person-centred practice in these facilities can be the precursors for further research
focused on different social policy contexts important for understanding the differ-
ences in size variation that could overcome the barriers that seem to make PCP
more successful in smaller dwellings.
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Notes
1 In Northern Ireland, health and social care services are publicly funded. The Department of Health is
responsible for its funding while the Public Health Agency is the executive body responsible for the delivery
of health and social care services across Northern Ireland through its five HSCT. This service is free of
charge to all citizens of Northern Ireland and the rest of the UK.
2 Support worker is defined as ‘a person who is employed on an individual basis to foster independence
and provide assistance for a service user in areas of ordinary life such as communication, employment,
social participation and who may take on secondary tasks in respect of advocacy, personal care and learn-
ing’. In social care, support workers have been seen as employees without professional qualifications,
although many employers do encourage staff to study for National Vocational Qualifications (NVQs)
while at work (Manthorpe et al., 2010: 317). Here we use the term ‘formal carers’ rather than ‘support
workers’ and we use the term ‘tenant’ rather than ‘resident’ when referring to the person living with demen-
tia residing in supported accommodation in the community who are visited by ‘formal carers’.
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