www.sciedu.ca/jha

Journal of Hospital Administration, 2013, Vol. 2, No. 1

ORIGINAL ARTICLE

Staff perceptions of families in rural residential aged
care
Kaye Elizabeth Ervin1, 2, Maddalena Cross1, Alison Koschel1
1. Rural Health Academic Centre, University of Melbourne, Australia. 2. Cobram District Health, Australia
Correspondence: Kaye Elizabeth Ervin. Address: Research Fellow, Rural Health Academic Network, University of
Melbourne, Cobram, Victoria, Austrialia. E-mail: ervink@humehealth.org.au
Received: August 28, 2012
DOI: 10.5430/jha.v2n1p59

Accepted: November 21, 2012
Online Published: December 3, 2012
URL: http://dx.doi.org/10.5430/jha.v2n1p59

Abstract
Objective: The aim of the project was to identify staff opinions of families in rural residential aged care, in light of the
negative perceptions reported in the literature, to determine any similar opinions which may be barriers to introducing
increased person-centred care practices.
Method: A convenience sample of staff from three rural aged care facilities voluntarily participated in a quantative survey
by completing and returning a questionnaire on their opinion about working with families in aged care settings.
Results: Forty six staff responded (46.9% return rate); with 85% of staff reporting that families should be encouraged to
participate in the care of their relatives. However, the findings also report 87% of staff perceived that family members
were hostile without good reason and 76% report families were angry with aged care workers and undermined their
treatment efforts.
Conclusions: Although numerous studies exploring staff/family relationships in Australian and overseas settings are
reported in the literature, this is the first rural focused study of its kind. Family participation in all aged care settings is
essential for provision of person-centred care practices. Current negative perceptions of families expressed by rural aged
care staff requires further research to explore possible solutions to improving staff/family relationships.
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1 Introduction
A good relationship between staff and families in residential aged care facilities (RACF’s) is essential to the provision of
high quality care. Family and friends of residents are an extension of the person and their establishment of personhood
which has long been recognised in the literature [1] and the subject of debate in philosophy and law. Personal identity is
constituted in, and sustained through, our relationships with others [2]. RACF’s settings have grappled with the idea of
personhood in resident care, possibly due to the predominant historical, task focused models of care employed. In recent
years there has been a shift in government policy in the aged care setting in Australia to embrace person-centred care and
‘humanise’ work practices [3].
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An essential aspect of person-centred care is an in depth knowledge of the person being cared for [4] and the consideration
of the residents broader relationships with family and friends. Previous research reports that residential aged care settings
are not conducive to constructive staff/family relationships [5, 6]. When considering the fundamental involvement of
families that is necessary to achieve person-centred care in the RAC setting, the element of relationships requires further
exploration to better understand barriers which may exist.
This research project aimed to identify staff opinions of working with families in RAC settings to identify any potential
barriers in these rural settings, which may hinder person-centred practices. None of the previous studies accessed were
explicitly described as rural, and the authors hypothesised that the relationships in rural settings would not reflect the
results found in the literature. It was assumed that the social proximity of staff and families in these small Australian
townships would translate into more favourable staff perceptions than those described in the literature.

2 Methodology
2.1 Setting
The consenting facilities were three publicly funded 30 bed high care facilities. The three facilities were chosen due to
their similarity and an existing relationship with researchers from the University of Melbourne’s Rural Health Academic
Network, which provides research and education within the prescribed region. The towns in which the facilities were
located varied in population from as little as 5,000 – 14,000 people, but all relied on agriculture as the main industry [7].

2.2 Recruitment
This was a small exploratory, cross-sectional convenience sample of residential aged care staff who were recruited for the
quantative study. All staff of the facilities was invited to voluntarily participate by poster displays and emails informing
them about the process and aim of the quantative study. Short questionnaires, developed by the researchers, were
distributed to all staff by their own managers by attaching them to payslips or placing them in staff mail boxes. Consent
was implied by anonymous return of the completed questionnaire. The questionnaires were distributed at each facility on
the same day, with a four week return date for inclusion in the study.

2.3 Measurement tool
The questionnaire used sought demographic information about the participant’s age, years of experience, level of training
and the predominant shifts worked. Furthermore, staff opinions about working with families were explored by
modification of a previously validated tool used in the mental health field in Australia [8]. The scale sought responses to 20
statements about families and working with families on a 5-point scale from ‘strongly disagree’ to ‘strongly agree’. The
scale was initially designed to study the opinions of mental health workers. In this study, where the words “Mental Health
Workers” appeared they were replaced with “Aged Care Workers”. The questionnaire was also reduced from 40
statements to 20 statements for brevity and relevance to the aged care setting. The statements included in the questionnaire
can be seen in the results section. An open ended question was also included at the end of the questionnaire inviting
comments from staff about working with families.
Although the tool has not been validated in this setting, to our knowledge no other suitable tool existed to determine the
required information. This tool was chosen because it explored attitudes and perceptions of staff working with families
within an Australian health service setting.
The questionnaire was pretested with a similar participant group, in another setting, to ensure clarity and participant
understanding. Consistent responses during the pretesting phase and obtained from the study participants indicated
reliability of the tool. This was a small exploratory study conducted at a local level to inform local practice. Psychometric
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testing of the tool is not appropriate in this case, as a resulting score that implies an outcome, was not the aim of this study.
Further studies would require psychometric testing of the modified tool. The results were not intended to be generalized
beyond the study population. A copy of the questionnaire can be obtained from the corresponding author.

2.4 Statistics
Data from the survey was analysed using SPSS version 17 software. Given the small sample size univariate statistics are
reported.

2.5 Ethics
The research project was approved by the University of Melbourne Human Research and Ethics Committee (Project No
1033333.1).

3 Results
3.1 Participants
Staff who responded to the survey included registered nurses, enrolled nurses and one personal care attendant. In Australia
basic undergraduate training for registered nurses is a three year baccalaureate degree, for enrolled nurses a one year
diploma and for personal care attendants a 26 week certificate course. Publicly funded aged care facilities offer eight hour
shifts, morning afternoon and night.

Table 1. Participant characteristics (n = 46)
Range
Age
Years of experience

22-61
1-40

Level of training or qualification

Registered Nurse
Enrolled Nurse
Personal Care attendant

Shifts predominantly worked (8 hours)

Morning
Afternoon
Night
Mixture

Mean

Standard Deviation

46
19
n
8
36
1
n
15
7
5
19

9.8
12.7
(%)
18
80.4
2.2
(%)
33
15
11
41

The eligible sample size was 98 care staff, of whom 46 (46.9%) returned completed questionnaires.
As shown in Table 1, the sample consisted of staff with a mean age of 46 years, who had an average of 19 years of
experience. The majority (80.4%) worked as enrolled nurses, and predominantly (41%) worked a mixture of shifts.
Despite their proximity, none of the staff reported working in more than one facility. There was no correlation between the
designation of staff and their responses to the statements in the survey, nor did responses differ greatly between facilities
and thus results were pooled for presentation.

3.2 Survey results
The statements about working with families presented in the survey were a combination of positive and negative
statements. The fourteen negative statements and staff responses to the statements are shown in Table 2. There were only
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three negative statements that the majority of staff disagreed with, most responses indicating staff have a negative
perception of working with families. There were only a small number of neutral responses to the statements.

Table 2. Negative statements about working with families and staff responses (n=46)

Families who do NOT initiate
contact with staff often want it
anyway
Families want more information
than they are currently getting
Many families are angry and
frustrated with aged care workers
Families often undermine treatment
efforts
Families are often resistant to staff
suggestions
Working with families is often a
battle
Aged care workers are experts who
should know more than families
about managing residents
Routine consultations with families
are unnecessary
The responsibility of aged care
workers lies primarily with the
residents and not families
If one includes significant friends,
the definition of family becomes
more confused for the aged care
worker
Working with families is difficult
because the aged care worker is
faced with competing opinions
about what resident information
should be disclosed
The interests of the resident are
often at odds with those of his/her
family
Working with families from a Non
English speaking background is
often confusing
Working with families non
judgmentally is made more difficult
because aged care workers work on
such a close personal level with
residents

Disagree
n

%

Don’t know
n

%

Agree
n

%

3

6.5

7

15

36

78

8

17

7

15

31

67

9

20

2

4.3

35

76

6

13

5

11

35

76

14

30

2

4.3

30

65

10

22

0

36

78

30

67

4

11

24

38

83

0

8

17

33

72

1

2.2

12

26

17

37

6

13

23

50

14

31

2

4.4

29

64

6

13

1

2.2

39

85

8

18

5

11

32

71

15

33

2

4.3

29

63

8.9

Table 3 illustrates the six positive statements presented to staff and their responses to them. Three of the statements staff
agreed with except 83% of respondents felt that staff were blamed when things go badly for the resident, and 87% believe
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that family members are hostile without good reason. There was one statement about the ease of deciding which family
members to work with which staff opinions were evenly divided on.

Table 3. Positive statements about families and staff responses (n=46)

Family members are never
hostile to staff without good
reason
The relatives of a resident
should be encouraged to
participate in the care and
treatment of their relative
Families rarely blame staff
when things are going badly
with the resident
With proper training families
are able to effectively manage
the problem behaviours of
their relative
Aged care workers should
encourage involvement of
families with self-help groups
or family organisations
It is easy to decide which
family members to work with
in relation to resident care

Disagree
n
40

%
87

Don’t know
n
1

%
2.2

Agree
n
5

%
11

6

13

1

2.2

39

85

38

83

2

4.3

6

13

13

28

11

24

22

48

2

4.3

2

4.3

42

91

19

41

8

17

19

41

The overall negative perceptions expressed by staff to the statements in Table 2 and Table 3 are also supported by some
qualitative responses reported by staff in the open ended section, with one respondent saying:

“Some families can be very stressful to deal with. It doesn’t matter what staff do, it won’t be right……….”

and

“Some family members are difficult to deal with. There needs to be mutual respect between staff and residents families as
well as trust”.
Respondents to the open ended questions also commented on hostility and anger towards staff by residents and their
families, with comments such as:

“Abuse (mainly verbal) from families is increasing, this is difficult for staff to cope with, there is minimal support for staff
when this occurs” and,

“….you can receive a lot of abuse from some families; you just have to keep your cool….”
Another respondent reported:

“Families only want what is best for the resident but may not always express this without hostility or criticism”.
Although the survey responses indicated that staff perceived families to be able to manage the problem behaviours of their
relative some respondents to the open ended question did not always agree that families are experts at managing their
relatives, with one respondent commenting:
Published by Sciedu Press
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“Families sometimes lack insight into the level of care that is needed to maintain resident’s needs.”
Staff positively reported that families should be encouraged to participate in the care of their relative. As can be seen in
Table 3, eighty five percent report that families should be encouraged to participate in care, and the majority also
responding that there should be routine consultations with families (83%) and aged care workers have a responsibility to
families and not primarily to the resident (72%).
Qualitative responses overall support this opinion, with one respondent reporting:

“Families need to feel welcomed and encouraged to share info and care of residents with aged care staff”.
One staff member expressed at it was difficult to ascertain the level of involvement families wished to have, and possible
reasons for this:

“It is difficult to tell the level of involvement families are willing to have with their relative. I feel mainly due to lack of
innovation to do so; lack of education and lack of initiative from the family and management.”
There were 32 (69.5%) responses reported by staff when invited to comment on working with residents families.
Responses generally supported the opinions expressed in the questionnaire. There were six comments, however, that
related to lack of support from management for staff when families were perceived as problematic. The examples were not
isolated to one facility but common to all and included:

“Not enough support from management for staff who care for difficult residents and family members”
“I don’t think staff get enough support from management when dealing with difficult families”
“There is minimal support for staff when abuse occurs”

4 Discussion
The response rate to this study was low (47%); however this is not dissimilar to other Australian studies surveying
nurses [9-12]. Recruitment of participants is important for controlling bias and obtaining a representative sample, however
rural research is notorious for small sample sizes and resultant difficulty in showing statistical significance [13]. The authors
of this study opine that the low response rate whilst consistent with others could be biased by those with a negative attitude
to families completing the survey [14].
Despite this study’s low response rate, the results are consistently the same, that nursing staff in aged care facilities view
families negatively.
To ameliorate non response bias, two non-respondents from each site (10% of non-respondents overall) were surveyed as
a control method. This is a common method of controlling bias in questionnaires when response rates are low, to determine
if those who did not respond differed greatly in their opinion from those who did [15, 16]. The six non respondents who
participated in this exercise demonstrated that their opinions did not vary from those who did respond to the survey in the
first instance with 83% (n=5) agreeing that families who do not initiate contact with staff want it anyway, and that many
families are angry and frustrated with aged care workers. The same percentage agreed that the interests of residents are at
odds with those of his/her family, 66% (n=4) disagreed that family members are never hostile without good reason and
50% (n=3) agreed that working with families is a battle. Although this does not allow generalization of how the entire
sample might have responded it does lend some validity that non respondents to the questionnaire share similar opinions
on working with families to those who did respond.
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The authors assumed that the perceptions of staff in rural locations would not reflect the negative findings in the literature,
due to the social proximity of staff and families in these settings. The fact that the findings do not differ from metropolitan
settings, or studies undertaken worldwide, suggests that it may be the structure of the facilities and/or work processes
which facilitate the negative attitudes of staff.
The study aimed to explore staff opinions about working with families in rural residential aged care, as a possible barrier to
person-centred care. The results demonstrate that high proportions of aged care staff do perceive families as problematic to
work with, and that staff frequently encounter angry and hostile exchanges with residents’ families. Despite this staff
reported that relatives were knowledgeable about their relatives and should be encouraged to participate in their care.
Staff demonstrate an awareness that relatives possess knowledge about residents and in theory welcome their
participation, which could potentially be used to improve care (i.e. through life story telling for residents with dementia),
but that this may be precluded by an underlying hostile relationship between staff and families. Furthermore a number of
staff provided qualitative accounts of an expressed a perceived lack of support from management when they encounter
problematic, hostile and angry families.
Aged care staff’s theoretical support of family participation has already been identified [5, 6, 17] by other studies and
supported by this study. Despite the earlier findings of research, the recency of this study suggests little has changed in
staff/family relationships in the aged care setting.
Staff in this study recognise the value of families intimate knowledge of the resident’s and their potential to improve care.
Families remaining involved and participating in care has been shown to be beneficial to residents with and without
cognitive impairment, in previous studies [18-20]. Even very early studies [21] suggest that maximum family involvement is a
powerful treatment resource.
Like other studies [6] this study reports that aged care staff perceive families as being difficult to work with. There is
evidence that developing care partnerships with families reaps benefits for residents and staff alike [20], suggesting a
necessity for staff and families to find solutions to the existing barriers of working collaboratively. In addition, another
study found that where families had good relationships with staff, care for residents was perceived as higher quality [22].
One study reports that a good knowledge of the resident minimizes the likelihood of difficulty in working with them and
their families [23]. The underlying reasons for staff perceptions in this study were not explored by the tool utilized.
Of greatest concern was the finding in this study that rural aged care staff frequently encounter hostile situations with
families, and that families were perceived as being angry and frustrated with them. Maas [24] study reports that anger and
hostily was increased when relatives felt excluded from care in institutionalized settings. Alternatively another study
concluded that increased family participation may result in decreased satisfaction because they see firsthand problems
with nursing home care and because a meaningful caregiving role after institutionalization is not facilitated by nursing
homes [25]. Hostility and aggression towards nurses is well recognized in the literature [26] and like this study it is suggested
that managers offer little support for staff affected. It is also implicated as a major factor in declining retention rates.
Recent research suggests that staff in aged care facilities could be assisted in their roles if debriefing and pastoral care was
available, and recognition given to stressful relationships with families [5].
If staff in aged care settings hope to provide optimal care to residents through a model of person-centred care, then it is
crucial that they develop good relationships with families. The cognitive deficits associated with dementia in aged care
settings often exclude residents as true partners in care, and staff are wholly reliant on families to provide essential
information. Good relationships and collaboration with families may also increase staff retention, increase families
perception of the quality of care provided, reduce hostility towards care staff and improve overall resident outcomes.
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The authors assumed that staff/family relationships in rural RACF’s would be perceived favourably by staff. As no other
published studies have a rural focus, this study adds an important dimension to the current literature. The negative
perceptions expressed suggest that it would be useful for all RACF’s to employ a measurement tool to monitor their
performance in relating to families, and establish more effective ways of forming partnerships in care. This study also
supports the emerging literature that aged care staff require skills, not only in care, but also staff- family- resident
dynamics, conflict resolution and customer service [5].

5 Limitations
This study has limitations which must be considered when interpreting the findings. The validity of the measurement tool
has not been tested in this setting and a larger study of this kind would demand psychometric testing of the tool to allow
external validity and generalisability of the results.
The convenience sampling strategy limits the ability to make generalisations to wider aged care settings. The small sample
size means that the views expressed here cannot be assumed to be shared by all aged care staff, even within the facilities
surveyed.
The theoretical support of other findings does imply usefulness as a pilot study for a larger research project and may
provide a useful framework for change in similar Australian settings. As with all research studies, the reader will be the
final arbiter of the research’s broader transferability and relevance.

6 Conclusion
The significant opinion among rural aged care staff that working with families in residential aged care is problematic has
clear implications. Providing person-centred care for residents is more than an ideal expressed in government policy as a
preferred model of care. The cognitive deficits commonly associated with residents demands the participation of their
families to achieve this. The current climate of staff/family relationships in the aged care setting requires thorough
research to definitively identify causes of dissatisfaction and hostility, and explore factors which may enable both parties
to overcome these barriers.
The issues raised in this study, and identified by other studies, requires attention. Aged care setiings cannot hope to provide
a gold standard of care for residents until person-centred care, in collaboration with families can be achieved. Determining
staff perceptions of working with families, by utilising a similar tool will at least help RACF’s begin to monitor their
performance in staff/family relationships.
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