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What is known about this topic

The full understanding of a care
relationship requires looking not
only to the provider’s side but also
to the receiver’s side.

The receivers of care, including
older people, are not passive
actors.

The literature on the older persons’
experiences of receiving social care
is still limited.

What this paper adds

Positive experiences of receiving
social care include reciprocity,
respect and attentiveness, safety
and security, and engagement in
decisions concerning care.
Negative experiences of receiving
social care include difficulties in
asking for care, ambivalences,
disengagement from decisions
concerning care and multiple
losses.

Reviewed evidence supports the
ethics of care and dignity
conceptual frameworks, and
demonstrates that care practices
and public policies should pay
particular attention to the
relational dimension of care.
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Abstract

The topic of social care for older people has gained increasing attention
from the part of academics, professionals, policy makers and media.
However, we know little about this topic from the perspectives of older
persons, which hinders future developments in terms of theory, empirical
research, professional practice and social policy. This article presents and
discusses a systematic review of relevant qualitative research-based
evidence on the older persons” experiences and perspectives of receiving
social care published between 1990 and September 2014. This review
aimed to obtain answers to the following questions: How is the reception
of social care experienced by the older persons? What are the negative and
positive aspects of these experiences? What are the factors which influence
the experiences? The synthesis of the findings of reviewed papers
identified six analytical themes: asking for care as a major challenge;
ambivalences; (dis)engagement in decisions concerning care; multiple
losses as outcomes of receiving social care; multiple strategies to deal with
losses originated by the ageing process; and properties of ‘good care’.
These themes are discussed from the point of view of their implications for
theory, care practice and social policy, and future research.

Keywords: experiences and perspectives, older people, qualitative studies,
receiving care, social care, systematic review

Introduction

This article presents and discusses a systematic review of qualitative
research-based evidence, published between 1990 and September 2014,
that examines the experiences and perspectives of older persons receiving
social care in the community. We have defined the category ‘older per-
sons’ as those who are aged 65 and over, given that western societies
tend to associate 65 with the beginning of old age (Gorman 2000). Fur-
ther, ‘social care’ includes actions directed towards meeting basic needs
of daily living, such as feeding and bathing, and also social-emotional
needs such as company and moral support (healthcare is excluded). Social
care can be provided by people belonging to the formal sector (public,
commercial or voluntary sector) or by people belonging to the informal
sector (family members, neighbours or friends) (Sipila & Kroger 2005).
Currently, the social policy agenda on health and social care for
older people is dominated by discourses advocating quality in services,
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ageing-in-place, person-centred care and dignity in
later life (e.g. the Health and Social Care Act 2008 in
the UK, the European Charter of the Rights and
Responsibilities of Older People in Need of Long-
term Care and Assistance). These discourses empha-
sise care receivers’ self-determination, choice, inde-
pendence, involvement and control, although some
authors argue that other values beyond independence
and choice, such as societal responsibility and inter-
dependence, should be taken into account if we want
effective improvements in the quality of life of older
people who receive care (e.g. Nolan ef al. 2004).

On the other hand, there are theoretical arguments
in favour of understanding the care receivers’ experi-
ences and perspectives. For example, in 1993, Joan
Tronto proposed a theoretical /philosophical perspec-
tive on care, later followed by others (e.g. Sevenhuij-
sen 1998, Engster 2007), which recognises that a full
understanding of the caring process requires an ana-
lytical focus not only on the carers” side but also on
the care receivers’ side. This understanding is based
on the principle that receivers of care, including older
people, are not passive actors, as demonstrated by
some empirical research (e.g. Twigg 2000, Lloyd et al.
2014).

Developing better care for older people is the
main promise of the policy discourses mentioned ear-
lier, but it will be very difficult to develop better care
without a full understanding of the elders’ experi-
ences and perspectives of receiving care. There is
some empirical research and policy analysis that
focuses on capturing these experiences and perspec-
tives, but this is still scanty (Edmondson & Kondrato-
witz 2009, Lloyd 2012).

Thus, we claim that to inform policy and practice
(professional and non-professional) with the ultimate
goal of improving care, and also to guide future
developments in theory and empirical research in this
particular field, we need to have a comprehensive
synthesis of the elders’ experiences and perspectives
of receiving social care. In this sense, we opted for
undertaking a systematic review of the literature
(only qualitative research) and not a narrative review
on the topic of social care for older people, given that
the aim is not summarising ‘all there is to know” (Pet-
ticrew & Roberts 2006, p. 10) about this topic, but
rather to get answers to a set of succinct review ques-
tions (presented in the next section).

Before we move on to the next section, it is impor-
tant to say something about two conceptual frame-
works focused on the topic of care for which this
review may be particularly relevant. The first one is
the ethics of care perspective initially proposed by
Tronto (1993) and the second one is the model of
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dignity proposed by Nordenfelt (2009). Tronto (1993)
advocates that the ‘integrity of care’ can be achieved
only through the integration of four moral principles:
attentiveness, responsibility, competence and respon-
siveness. Sevenhuijsen (1998) proposes trust as a fifth
principle, and Engster (2007) proposes respect as yet
another principle. In addition, Nordenfelt (2009) pro-
poses four forms of dignity — human dignity, dignity
of merit, dignity of moral stature and dignity of iden-
tity — and considers the last form to be most likely
the most important in the context of ageing and care.
Nordenfelt 2009, p. 33 defines dignity of identity as:

(...) the dignity that we attach to ourselves as integrated
and autonomous persons, with a history and a future, with
all our relationships to other human beings.

However, these two conceptual frameworks are
scarcely used in current empirical research, so they
lack consistent empirical support (Gallagher et al.
2008, Barnes 2012). Therefore, this systematic review
may contribute to clarify if the existing empirical
research on the older persons’ experiences of receiv-
ing social care supports these conceptual frameworks
or if the research supports other perspectives.

Overall aim and review questions

The overall aim of this systematic review was to
identify, appraise, synthesise and discuss relevant
research-based evidence of the experiences and per-
spectives of older persons receiving social care in the
community. We intend to obtain answers to the fol-
lowing questions:

e How do older persons experience the reception of
social care?

e What are the negative and positive aspects of
these experiences?

e What are the factors that influence the
experiences?

Methods

The best methods for undertaking a systematic
review of qualitative empirical research are still under
debate (Britten et al. 2002, Thomas & Harden 2008).
We adopted the ‘SCIE Systematic Research Reviews:
guidelines” (SCIE 2010) as a general framework to
identify and appraise the studies.

Inclusion and exclusion criteria

On the basis of the overall aim of this systematic
review and associated questions, we used the following

© 2015 John Wiley & Sons Ltd
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basic criteria for inclusion of empirical studies (a full
identification, description and justification of the
inclusion and exclusion criteria can be found in
Table S1 of the supporting material in the online ver-
sion of this article):

e a focus on older people (people aged 65 and over);

* a focus on older people living in the community
(not in institutional settings);

* a focus on older people who were receiving social
care at the moment of data collection (or who had
stopped receiving it less than 1 year previously);

e an account of the experiences and perspectives of
these older people;

® a base on qualitative research (data collection and
analysis);

e a focus on older people living in one of the coun-
tries of the European Union (27 countries).

Only studies of older people living in the commu-
nity were included in the literature review because
we surmised that the inclusion of studies of older
people living in institutional settings would create
some difficulties in the review process. For example,
more heterogeneity would be added to the existing
heterogeneity found in the studies that include only
non-institutionalised older persons; furthermore, the
volume of studies to screen would be considerably
increased.

Search strategies

We employed several search strategies to identify
potential, relevant studies, including the following:
searching of electronic databases, hand searching of
electronic journals, reviewers” knowledge of the litera-
ture and citation tracking. We searched the following
electronic databases: Social Science Citation Index
(SSCI, CPCI-SSH, BKCI-SSH), PsycINFO, MEDLINE,
System for Information on Grey Literature in Europe
(SIGLE), Google Scholar and Porbase. Several combi-
nations of keywords in English were used to search
in all databases: old* people/elder* people and
receiv* care/care*relation*/provider relation* and
experien*/opinion* /view* / perception* /attitude* /sa-
tisf* /meaning*.

Hand searching of electronic journals was con-
ducted to increase the probability of including the lat-
est published studies. We hand searched the last
issues of three prestigious, European-based journals
on Gerontology and Social Care (content pages: title
and abstract): Ageing and Society, Health and Social
Care in the Community and the Scandinavian Journal
of Caring Sciences.

© 2015 John Wiley & Sons Ltd

Paper selection process

Our initial searches covered papers published
between 1990 and 2012. At a later stage, we updated
these searches focusing on papers published between
2013 and September 2014. The initial searches identi-
fied 29 papers meeting the inclusion criteria, while
the last searches identified one paper meeting the
inclusion criteria. In total, 30 papers (of 24 studies)
published between 1990 and September 2014 were
included in this review (see Figure 1).

Quality rating

Based on the 'SCIE Systematic Research Reviews:
guidelines” (SCIE 2010), different parameters were
taken into account for extracting data, including qual-
ity rating (appraisal of the quality of the studies). The
majority of the reviewed papers obtained a high qual-
ity rating, and the remaining ones obtained a med-
ium quality rating but were close to the highest
rating. The overall quality rating was calculated by
attributing a score to five parameters: aims, sampling,
methods, analysis and relevance to the review ques-
tions (see Box 1).

Synthesis of papers’ findings

We synthesised the papers’ findings by using the
approach designated by ‘thematic synthesis’, as pro-
posed and described in detail by Thomas and Harden
(2008). The ‘thematic synthesis’ is a tested technique
based on three stages: line-by-line coding, organisation
of ‘descriptive’” themes and generation of ‘analytical’
themes. In the first stage, the aim is to code each line of
the text reporting the information about each reviewed
paper (in our case, the coded text corresponds to the
information inserted in the grid of extracting data).
This initial coding produces ‘free codes’, which are
grouped into ‘descriptive’ themes in the second stage.
For example, all the ‘free codes” which denoted prac-
tices of giving and receiving in care relationships were
grouped into a descriptive theme designated as ‘reci-
procal interactions’. In the third stage, the aim is ‘going
beyond’ the findings of reviewed papers through the
generation of ‘additional concepts, understandings or
hypotheses” (Thomas & Harden 2008, p. 7). This aim is
achieved using the descriptive themes to answer the
review questions. For example, the descriptive theme
‘reciprocal interactions” was integrated into the analyti-
cal subtheme ‘reciprocity” which, in turn, is an integral
part of the analytical theme “properties of good care’.
The synthesis was supported by the software NVivo 9.
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Figure 1 Flow chart of paper selection process.

General overview of the included studies

Before presenting the analytical themes and subthe-
mes, it is important to make some distinctions about
the reviewed papers. Most of the papers are based on
studies conducted in the United Kingdom, and the
remaining ones are based on studies conducted in
Scandinavian countries, predominantly Sweden. Only
one study used samples collected in more than one
country (Tadd & Calnan 2009). The reviewed studies
are relatively recent; the majority were published
after 2005, and only one was published before 2000.

4

Moreover, the studies used a great variety of theoreti-
cal and methodological approaches (although some
were not explicitly identified). Concerning sample
composition, with the exception of a few cases, the
reviewed studies were heterogeneous in terms of age,
gender and marital status. With the exception of one
case (Forbat 2005), all samples included older persons
receiving some kind of formal care in the community
(usually home care), with most of them combining
this kind of care with informal care (usually family
care). It is important to add that a few of the samples
included some older persons living in sheltered hous-

© 2015 John Wiley & Sons Ltd
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Box 1 Appraisal of the papers’ quality

Parameter A: Aims
1. Research aims are:
a. Explicitly stated
b. Implicitly stated
c. Not stated
d. Unclear
Parameter B: Sampling
2. Sampling strategies and procedures are:
a. Explicitly stated
b. Implicitly stated
c. Not stated
d. Unclear
3. Sample composition (characteristics of participants) is:
a. Explicitly stated
b. Implicitly stated
c. Not stated
d. Unclear
Parameter C: Methods
4. Data collection tools are:
a. Explicitly stated
b. Implicitly stated
c. Not stated
d. Unclear
5. Data analysis tools are:
a. Explicitly stated
b. Implicitly stated
c. Not stated
d. Unclear
Parameter D: Analysis
6. Does the paper discuss the quality of the analysis/
findings?
a. Yes
b. Partially
c. No
d. Unclear
Parameter E: Relevance to the review questions
7. How relevant is the paper to answer the review
questions?
a. Very relevant
b. Somewhat relevant
c. Not relevant
Scoring system

a=1
b=0.5
c=0
d=0

Overall quality rating
High: 6-7 points
Medium: 3.5-5.5 points
Low: 0-3

ing or in a residential setting, but none of the respec-
tive samples were exclusively composed of older per-
sons living in these kinds of settings, as such studies
would not have been included for review. It is also
worth mentioning that two samples were composed
exclusively of older persons with a dementia diagno-
sis (Hellstrom 2009, McIntyre & Reynolds 2012), two
exclusively of older persons receiving palliative care
(Gott et al. 2004, Sutton & Coast 2012) and one exclu-

© 2015 John Wiley & Sons Ltd

sively of older persons with a mental disorder diag-
nosis (excluding dementia) (Martinsson et al. 2012).
However, these conditions are not associated with
any particular analytical theme or subtheme. It
should be mentioned that only two studies included
in their samples older persons from ethnic minorities,
and only one included exclusively migrant carers (for
a summary of these studies, please see Table S2 in
the online version of this article).

Findings

Six analytical themes emerged from the synthesis of
the findings of the reviewed papers: asking for care
as a major challenge; ambivalence; (dis)engagement
in decisions concerning care; multiple losses as out-
comes of receiving social care; multiple strategies to
cope with losses originated by the ageing process;
properties of ‘good care’.

Asking for care as a major challenge

Needing care is considered by older people to be a
major shift in their lives (Twigg 2000, Valokivi 2005,
Janlov et al. 2006a). It is difficult for older persons to
ask for care because care is associated with disconti-
nuity in relation to the past, as well as with decline
and later life (Valokivi 2005, Janlov et al. 2006a). Ask-
ing for care from services, in particular, often creates
tension in older persons given their unfamiliarity
with the health and social care systems, which creates
feelings of powerlessness (Valokivi 2005). However,
asking for care from the informal network (relatives
and friends) also can be problematic, as we will see
in the next section.

Ambivalence

Some studies revealed that older people experience
ambivalence with respect to asking for care/receiving
care from relatives and friends (Lewinter 2003, Gott
et al. 2004, Janlov et al. 2006a,b, Tanner 2010b, Mar-
tinsson et al. 2012). This ambivalence results primarily
from the conflict between the preference and recogni-
sed advantages of informal care and the worries of
being a burden for the informal carers. From the
point of view of older people, informal care is associ-
ated with comfort and security, but there is “(...) a
limit to how much help one could expect from one’s
next of kin’ (Janlov et al. 2006a, p. 332). In other
words, older people have to balance feelings of com-
fort and guilt, and one form of dealing with these
feelings is to compensate the informal carers in differ-
ent forms (Janlov et al. 2006b).
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Ambivalence can also result from the conflict of
choosing between informal care versus formal care
(Gott et al. 2004, Janlov et al. 2006a,b, Themessl-
Huber et al. 2007). This ambivalence is related to the
previous one, given that older persons may consider
formal care when they start feeling that the informal
care they are receiving is exceeding the carers’
capacity or is producing harmful impacts on them.
In this sense, older persons view formal care/public
care as a form of relieving their informal carers.
However, formal care, in contrast to informal care,
may be perceived as threatening. For example, for
many older persons, receiving home care represents
a new and unknown situation, which is associated
with having strangers in their homes (Janlov et al.
2006a). Others feel reluctant to contact service
providers because the older persons do not want to
disturb the providers (who are perceived as being
busy); there are also some older persons who feel
humiliated, as they perceive receiving care as
synonymous with dependence and frailty (Themessl-
Huber et al. 2007).

(Dis)engagement in decisions concerning care

The issue of the older persons’ (dis)engagement in
decisions concerning care is addressed mostly in
papers focused on relationships involving formal ca-
rers. It is important to differentiate the involvement
in decisions regarding the choice of the care organisa-
tion/care package from the control over the actual
delivery of care.

Regarding the (dis)engagement in decisions about
the care package, some older persons constantly
struggle to preserve their self-determination (by
participating in decisions, staying in control of their
care-receiving trajectories, etc.), while others are
empowered by formal carers to make their own deci-
sions. These carers try to fully understand the older
persons’ situations, needs, preferences and histories,
involving them in the negotiations and decisions con-
cerning the care package (Valokivi 2005, Breitholtz
et al. 2012). Some older persons actively disengage
from formal care services because they are dissatis-
fied with the system (Valokivi 2005). At the opposite
end of the spectrum, some older persons do not have
any influence in the decisions concerning the care
package: they feel that they are not heard and that
they are prevented from taking an active role in deci-
sion-making (Valokivi 2005, Breitholtz et al. 2012).

With respect to control over the actual delivery of
care, some older persons who feel that their needs
and preferences are overlooked. For example, some
feel that home-care workers make decisions for them,
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providing care in a routine and rushed way and not
allowing time for engagement (Themessl-Huber et al.
2007, Breitholtz et al. 2012). In some cases, the older
persons make the initial contact with a service pro-
vider, but they do not assume a participatory role
during the subsequent stages of the care relationship
(Valokivi 2005).

The participation of older people in decisions con-
cerning their care packages is an important issue, as
they tend to associate choice with independence —
although independence can mean different things to
different people (Rabiee 2013) — and participation
with citizenship (Valokivi 2005). However, it is
important to add that:

(...) being forced into choices because of lack of knowledge
about available alternatives can compromise independence.
(Rabiee 2013, p. 12)

Multiple losses as outcomes of receiving social care

Receiving care in later life is a process that normally
goes hand in hand with the process of multiple losses
over time as a consequence of physical and mental
decline, such as loss of energy, loss of abilities and
loss of social relations (Janlov et al. 2006a, Nicholson
et al. 2012a). However, there are some losses that
result directly from the process of receiving social
care; these are discussed next and should be viewed
as negative aspects of the experience.

Loss of independence

In some cases, receiving social care may lead to a
decrease in independence for older persons. For
example, after a fall, an older person may have her/
his daily activities restricted to safe areas by her/his
carers, which entails a loss of mobility and indepen-
dence, and the older person may feel that the carer is
being unnecessarily restrictive. The use of a walking
aid, as recommended by the carer, may be viewed by
the older persons as an external indicator of loss of
independence (Stewart & McVittie 2011).

Loss of autonomy

For some older persons, receiving social care means a
loss of autonomy. Living with relatives from whom
they receive social care allows for less ‘room for
manoeuvre’ in making their own decisions (Barry
1995). Receiving care from relatives could lead the
older person to passivity (e.g. not demanding more
care) to avoid burdening them further (Lewinter
2003). For some, receiving care means being depen-
dent on the knowledge of others for decision-making
and reception of adequate care (Martinsson et al.
2012).

© 2015 John Wiley & Sons Ltd



Older persons’ experiences and perspectives of receiving social care

Conversely, some older persons use their health
conditions to ‘manipulate” their carers (to obtain care
from them), which can be seen as a way of exercising
power (Forbat 2005). This evidence challenges the
straightforward associations of ‘carer” with ‘indepen-
dent” and ‘older person receiving care” with ‘depen-
dent’, ‘(...) as people struggle towards constructing
differing levels of dependency with each other’
(Forbat 2005, p. 126).

Loss of confidence

Starting to receive care produces a loss of confidence
in the older persons’ capacities and abilities (Stewart
& McVittie 2011, Martinsson et al. 2012) and is associ-
ated with feelings of vulnerability and powerlessness
(Martinsson et al. 2012). As discussed earlier, receiv-
ing care is experienced by older people as a major
shift in their lives, producing some insecurity and
uncertainty about their present and future situations
(Janlov et al. 2006a).

Loss of social identity

The interactions of older people with health and
social care workers often produce negative experi-
ences (Tadd & Calnan 2009, Stewart & McVittie
2011). Some older persons complain:

(...) of being ignored, of being treated as objects, of having
their need for privacy insufficiently recognised, of being
humiliated and ridiculed and of inappropriate forms of
address being used. (Tadd & Calnan 2009, p. 140)

The loss of social identity can also be produced by
a sense of loss of time and space for oneself, which
derives from the ‘caring gaze’ (surveillance) under
which some older persons live (Forbat 2005).

Multiple strategies to cope with losses originated
by the ageing process

The following are strategies presented by the
reviewed papers to deal with losses associated with
the ageing process, in general, rather than to deal
with losses originated directly by the process of
receiving care.

Maintaining a life

Sustaining activities and relationships are two dimen-
sions of maintaining a life. To be involved in daily
activities and routines, some old and some completely
new (although often adjusted), is important not only
because such involvement keeps the body moving but
also because it offers a sense of ‘filling the day” (Nichol-
son et al. 2012a), that is, a sense of having a life (From
et al. 2009, Hellstrom 2009, Tanner 2010a, McIntyre &

© 2015 John Wiley & Sons Ltd

Reynolds 2012, Nicholson et al. 2012a,b). Maintaining
old relationships and/or creating new ones are also
important in sustaining a connection with life (Tanner
2010b, Nicholson et al. 2012a).

These strategies can be grouped into a practical
dimension of dealing with losses, but losses are also
handled mentally/cognitively, as we will see (Janlov
et al. 2006a, Tanner 2010d). It is important to empha-
sise that social care can have an important role in this
practical dimension of dealing with losses (Janlov
et al. 2006b, From et al. 2009, Tanner 2010a). For
example, the support of carers may help older per-
sons regain a sense of control over certain aspects of
daily routine (Janlov et al. 2006b).

Preserving continuity with the past and sustaining

a sense of self

Many older persons struggle to nurture links to their
past lives to maintain a sense of continuity of identity
(Tanner 2010b, Stewart & McVittie 2011) or a sense of
‘being the same person’, although with some adjust-
ments. For example, keeping some ‘life themes’ alive
(e.g. a life story marked by self-determination and
independence) is a way of linking with past identities
and, consequently, of preserving some continuity of
identity (Tanner 2010b). Carers often support this
connection with the past, particularly when these ca-
rers treat the older person as a person with a history
(Janlov et al. 2006b). The combination of practical
strategies for maintaining a life and mental/cognitive
strategies for preserving continuity with the past con-
tributes to sustaining a sense of self (Janlov et al.
2006a, Tanner 2010d). This demonstrates that many
older persons, even in difficult situations, exercise
agency through their actions aimed at sustaining a
sense of self.

Letting go

To counterbalance the previous statement, it is impor-
tant to note that, after a period of time in the ‘keep-
ing going’ stage, some older persons make a
transition to the ‘letting go’ stage, which is character-
ised by a passive attitude to the losses they experi-
ence (Nicholson et al. 2012b). In these cases, older
people recognise that their lives are coming to an end
(Nicholson et al. 2012b).

It is worth mentioning that only one paper
addressed the responses of older people in relation to
having their personal hygiene needs taken care of by
others (Twigg 2000). This study revealed that most of
the older persons accepted the circumstances, recogn-
ising that they have to live with it (many even wel-
comed the care they received). However, some still
felt embarrassed with the situation.
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Boosting factors

This review allowed us to identify three main types
of factors that ‘boost’ the strategies of dealing with
multiple losses associated with the ageing process:
individual, interactional and contextual factors.

Individual factors include physical and mental
health (positive) life experiences, financial resources
(Tanner 2010c) and cognitive skills, such as openness
about one’s vulnerabilities, the acceptance of care and
support, putting life in perspective and not adopting
the role of a victim (Janssen et al. 2011).

Interactional factors include supportive, empower-
ing and reciprocal relationships with relatives,
friends, professionals and even the society at large
(e.g. tolerant attitudes towards older people) (Tanner
2010c, Janssen et al. 2011). With respect to profes-
sional practice, it is important to note that these fac-
tors are constrained by the organisational context in
which it is undertaken (Tadd & Calnan 2009).

Contextual or community boosting factors include
the availability of services and other social benefits,
such as cash for care (Tanner 2010c, Janssen et al.
2011), the availability of informal (unpaid) care (Sut-
ton & Coast 2012) and the social services’ organisa-
tional culture (Walsh & Shutes 2013).

It should be emphasised that the strategies to deal
with losses associated with ageing can be boosted by
social care, as shown earlier in relation to ‘maintain-
ing a life’ and ‘preserving continuity with the past
and sustaining a sense of self’.

Properties of ‘good care’

Properties of ‘good care’ are presented next; they
derive from older persons’ accounts of their own
experiences receiving social care. These are properties
anchored in real experiences and should therefore be
viewed as positive aspects of the experience of receiv-
ing social care.

Reciprocity

One of the key properties of ‘good care’ is reciprocity.
A care relationship is based on reciprocity when it is
bidirectional/interdependent in which all elements of
the relationship give and receive something (Forbat
2005, Dunér & Nordstrom 2007, From et al. 2009,
McIntyre & Reynolds 2012, Walsh & Shutes 2013). A
reciprocal relationship is a balanced relationship in
terms of power and contributes to the preservation of
the autonomy of older persons (Forbat 2005). When
reciprocity is absent or when the unbalance of power
is too accentuated, the care relationship is conceived
as ‘bad” (From et al. 2009). This situation is avoidable,
depending largely on the attitudes of carers:
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The caregivers were illuminated as the key actors who
determine whether the care could be experienced as good
or bad. (From et al. 2009, p. 163)

Respect and attentiveness

Having respectful and attentive carers is also synony-
mous with ‘good care’. Such carers respect the prefer-
ences and wishes of the older persons, treat them as
capable persons and support and incentivise them to
make their own decisions (Ware et al. 2003, From
et al. 2009, McIntyre & Reynolds 2012, Wilde & Glen-
dinning 2012, Walsh & Shutes 2013).

Likewise, attentive carers are carers who pay
attention to the needs of the older persons and are
concerned with their situations (From et al. 2009, Sut-
ton & Coast 2012). The care relationships character-
ised by a sense of ‘togetherness’ are based on
respectful and attentive interactions (McIntyre &
Reynolds 2012).

Safety and security

From the older persons’ perspective, safe and secure
care is that which is provided by carers with practical
and social competencies (From et al. 2009), during
sufficient time to allow mutual acquaintance (From
et al. 2009), and with continuity, that is, provided by
the same carer over a considerable period of time
(Francis & Netten 2004, From et al. 2009).

In general, safe and secure care requires trust
within the care relationships through which the older
persons feel that their carers are acting in their best
interests (Francis & Netten 2004, From et al. 2009,
Hellstrom 2009). According to the Mental Capacity
Act Code of Practice (2005) instituted in the United
Kingdom, every adult is presumed to have the capac-
ity to make his/her own decisions and should be
supported in making them. In addition, individuals
have the right to make apparently unwise decisions.
The principle of ‘best interests’ should be applied
only when a person is assessed as lacking capacity to
make decisions.

Discussion

We defined three questions for this systematic
review: How do older persons experience the recep-
tion of social care? What are the negative and posi-
tive aspects of these experiences? What are the
factors that influence the experiences?

Concerning the first two questions, the findings of
this review allow us to state that the reception of
social care by older persons is positively experienced
in some cases and negatively experienced in other
cases. Only four studies offer explicit evidence that
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the reception of social care is experienced as both
positive and negative by the same older persons
(Forbat 2005, Valokivi 2005, Breitholtz et al. 2012,
Martinsson et al. 2012).

The positive aspects of the experience of receiving
social care include reciprocity, respect, attentiveness,
safety and security (competent care, enough time for
care, continuity of care, trust) as well as engagement
in decisions concerning care. These aspects are valued
by the older persons who participated in the
reviewed studies. Conversely, the negative aspects of
the experience of receiving social care include difficul-
ties in asking for care (recognition of decline and
non-familiarity with services), ambivalence (under-
standing the advantages of informal care, but not
wanting to be a burden, receiving informal care ver-
sus formal care), disengagement from decisions con-
cerning care and multiple losses resulting directly
from the reception of social care (loss of indepen-
dence, loss of autonomy, loss of confidence and loss
of social identity).

Several observations can be made from these find-
ings. All positive aspects and the last two negative
aspects refer directly to the relational dimension of
care (although some more than others) in which the
attitudes and behaviour of the carers are crucial
Interestingly, the importance of the attitudes and
behaviour of the carers was also emphasised in a sys-
tematic review on dignity in the care of older people
(Gallagher et al. 2008). The first two negative aspects
do not directly refer to the relationality of care, but
rather to tensions and difficulties faced by older per-
sons. This is the result of the embeddedness of the
care relationships in cultures that put a high value on
personal autonomy and independence (Twigg 2000,
Barnes 2012), as well as in organisational systems
characterised by formality and bureaucracy (Valokivi
2005). Some of these tensions and difficulties, such as
those discussed in the Ambivalence section, are
derived from a moral reasoning about ‘what is the
right thing to do’.

The positive aspects discussed above are consis-
tent with the ethics of care perspective, as developed
by Tronto, Sevenhuijsen and Engster. As mentioned
in the Introduction, Tronto (1993) found that ‘integ-
rity of care’ can be achieved only through the integra-
tion of four moral principles: attentiveness,
responsibility, competence and responsiveness. In
addition to these principles, Sevenhuijsen (1998) pro-
poses trust and Engster (2007) proposes respect.
Almost all of these principles can be found in the
positive aspects of receiving care. On the other hand,
those positive aspects may also be conceptualised as
sources of dignity, especially ‘dignity of identity’ as
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defined by Nordenfelt in the Introduction. Lloyd et al.
(2014) advocate that respectful and attentive care rela-
tionships are crucial to preserving dignity in later life.

Conversely, some of the negative aspects men-
tioned above, such as loss of independence, loss of
autonomy, loss of confidence and loss of social iden-
tity, can be viewed as indicators of a lack of ‘integra-
tive care’ or ‘bad care’. Further, these negative
aspects can also be perceived as threats to dignity,
primarily to the “dignity of identity’.

Thus, this systematic review suggests that the eth-
ics of care and dignity are two relevant conceptual
frameworks for understanding the experiences of
receiving social care in later life, although they are
subject to some criticism. For example, the ethics of
care is criticised because of the presupposition that
the care process is initiated by the carers, not fully
explaining the role of the recipient of care in the deci-
sion (Fine 2007).

Regarding the third review question, the findings
clearly show that the attitudes and behaviour of the
carers play a crucial role in the way the elders experi-
ence the reception of social care (although other fac-
tors of individual, organisational and societal nature
also play a non-negligible role). As mentioned earlier,
the relational dimension of care is present in all the
positive aspects and two negative aspects of the expe-
rience of receiving social care.

In this vein, we conclude that both positive and
negative experiences of receiving social care relate,
mostly, to the relational dimension of care. Receiving
social care per se does not automatically imply a neg-
ative or a positive experience. Rather, it is the con-
crete form of social care provision, primarily the
attitudes and behaviour of the carers, which deter-
mine whether the care is experienced as positive
or negative. This is consistent with the assertion
made by Tronto (2013, p. 166) that ‘care is about
relationships’.

This conclusion has implications for professional
and non-professional practice and for social policy. If
all older persons’ carers consider in their daily prac-
tices the positive and negative aspects of the experi-
ence of receiving care as identified here, particularly
those directly associated with the relational dimen-
sion of care, they are more likely to provide ‘good
care’ or ‘dignified care’ and to prevent ‘bad care” or
‘undignified care’. However, we must not forget that
‘good care practices’ (professional and non-profes-
sional) can be effective and sustainable only if social
and public policies ensure ‘good conditions” — in
terms of training/education, time for care, income/
cash for care, security and protection — in order for
carers ‘to do their job” with dignity.
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This review also confirms that the research on the
older persons’ experiences and perspectives of receiv-
ing social care, although important, is still limited, as
it identifies some questions that have not received
adequate attention and that could be addressed in
future studies. For example, the reviewed papers do
not offer a clear picture regarding the strategies
which older persons use to deal with the losses they
experience from receiving social care, although some
studies suggest that the strategies used to deal with
losses originated by ageing are also used to deal with
losses originated directly by the process of receiving
social care (Forbat 2005, Tanner 2010b, Stewart &
McVittie 2011, Nicholson et al. 2012b). On the other
hand, it would be useful to conduct research on this
topic throughout Europe rather than just the northern
countries. In addition, studies comparing the cultural
perspectives of different countries would be interest-
ing, along with studies that include ethnic minorities
and migrant care workers.

Strengths and limitations

There is a lack of consensus with respect to the
methods for reviewing qualitative studies, mainly
for synthesising their results. Nevertheless, our syn-
thesis, based on ‘thematic synthesis” (Thomas &
Harden 2008), points to their potential value, as we
were able to compare the empirical data within and
across the studies and, as a result, generated analyti-
cal themes and a conceptual development beyond
what was achieved in each individual study. The-
matic synthesis is similar to meta-ethnography and
‘meta-synthesis’. However, as suggested by Thomas
and Harden (2008), when specific review questions
are defined, as happened in this review, they are
used as a ‘theoretical framework” which interrogates
a descriptive synthesis and generates analytical
themes, instead of ‘third-order interpretations’ typi-
cal of meta-ethnographies. The primary difficulty we
faced throughout the synthesis process had to do
with the creation of the analytical themes due to
heterogeneity of the samples (typical in qualitative
studies).
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