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Abstract

Introduction: Older people in care homes experience multi-factorial problems when being given oral medication. Practices
of modifying tablets, crushing and mixing with food, in attempts to administer medication, remain widespread globally. Care
home routines are time-pressured, and there are incidences of disempowering practices and language associated with pro-
cesses of medication administration. Evidence in this field reveals very little from the residents’ experience, representing this
group as passive recipients of medication.

Objective: The aim of this research was to explore, for the first time, the experience of residents of care homes for older
people at the point of receiving support from care staff to take medication.

Methods: Observation of medication administration and semi-structured interviews were conducted in Scotland with eight
residents between the ages of 84 and 95 living in three care homes, therefore including a perspective and a participant group
often neglected in research. Data was analyzed in accordance with a philosophy of hermeneutic phenomenology, with a com-
mitment to understanding the participants’ experience.

Results: Three major themes emerged from the data: “being in control/relinquishing control,” “being comfortable in rou-
tine,” and “trusting.” Interpretive exploration of these themes revealed the importance of facilitating individual routines
when taking medication, and that a trusting relationship with staff can be an indicator of vulnerability.

Conclusion: The risks to autonomy in relation to taking medication, and an imbalance of power for care home residents
who are given medication to take, emerged as an overarching concept. Recommendations for practice focus on the potential
for empowering practices in relation to taking medication.
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Introduction of polypharmacy in the United Kingdom is beginning to show
signs of decline, global trends are increasing (Lee et al.,
2023), with the most dependent residents having the most
complex medication regimens (Chen et al., 2019). The time
taken for, and difficulties with the administration of large
quantities of medications, can be burdensome, particularly
when the medicine round dominates the morning and

While there are differing models and terminology used to
describe long-term care facilities globally, between 2% and
5% of older adults worldwide receive 24-h care in an institu-
tional setting (Burton et al., 2017). Care home residents in the
United Kingdom have profound levels of dependency, multi-
morbidity and cognitive impairment, increasing over the past
20 years (Barker et al., 2021). The overlap of physical and
mental health disorders, with attempts to manage multiple |
concurrent diseases and symptoms, can lead to the issue of  University of Stirling, Stirling, UK
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interferes with more pleasurable activities, including eating,
drinking, and social interaction (Kelly et al., 2009). This is
a multi-disciplinary challenge which is not readily positioned
within a single professional group (Kelly et al., 2010).
Instead, there is relevance to pharmacy, geriatric medicine,
general practice, nursing, and social care.

What is “Administration of Medication’?

When a resident is unable to take responsibility for managing
their medication, staff need to ensure that the person is given
the correct medication, at the correct time, in the correct way.
This is termed “medicines administration,” as is defined by
the Care Inspectorate, the Royal Pharmaceutical Society
Scotland and Social Work Scotland (Care Inspectorate/
Royal Pharmaceutical Society/Social Work Scotland, 2015):

Administration of medicines is one, all, or a combination
of the care worker doing the following:

e Deciding which medicine(s) have to be taken and when
this should be done
Being responsible for selecting the medicines
Giving a person medicines to swallow, where the per-
son receiving them does not have the capacity to know
what the medicine is for or identify it.

e Giving medicines where a degree of skill is required to
be exercised by the care worker to ensure it is given in
the correct way.

Guidance for practice in the UK centers on procedures and
policies for storage and record-keeping, safety checks and risk
assessments and does not incorporate the perspective of the
residents themselves (Care Inspectorate, 2012; NICE, 2014,
Royal Pharmaceutical Society/Royal College of Nursing,
2019).

Review of Literature

Altering of medication, such as crushing tablets or mixing
with foods, to facilitate the administration of medicines to
older people is widely reported from care homes in parts of
Europe and Australia (Forough et al., 2020; Garratt et al.,
2021; Solberg et al., 2021). Jani et al. (2022) found that
almost half of the solid medication given to care home resi-
dents was not able to be taken as intended, requiring breaking
into pieces or mixing with foods. Staff feel pressured to find
ways to ensure that medication is taken (McGillicuddy
et al., 2017). The routines of care home life can result in a
time-pressured environment where medication administration
may be delegated to staff who do not know residents well
(Odberg et al., 2019) and are required to support several resi-
dents at once (Qian et al., 2018). Residents are portrayed as
disempowered, playing a passive part in being given medica-
tion (Damiaens et al., 2022, Hughes & Goldie, 2009,
McGillicuddy et al., 2017). The assumption that none of the

residents can speak for themselves (McGillicuddy et al.,
2017) contrasts with the law (Scottish Executive, 2000),
which encourages individuals to exercise residual capacity
even if they are cognitively impaired. This places a responsi-
bility on professionals to make efforts to enable a person to
exercise self-determination wherever possible. The super-
vised administration of medication has been defined as
“enforced compliance,” where residents cannot opt out even
if they wish (Hughes, 2008). Reporting of residents’ opinion
in this field has to date been limited to small elements within
studies with a wider focus (Damiaens et al., 2023; Hughes &
Goldie, 2009), but has identified an attitude of resignation of
residents towards their lack of involvement in the process of
medication administration.

Theoretical Framework

The principal gap in knowledge is the experience of the care
home resident. This voice is either absent or represented pas-
sively in the literature. Our research was designed to answer a
single question, “what is the experience of residents of care
homes when medication is administered” and took a hermen-
eutic phenomenological stance, placing the resident firmly in
the forefront. Creswell (2014) defines phenomenological
research as describing the lived experiences of individuals
about a phenomenon, as described by participants themselves.
Hermeneutic phenomenology rejects the notion that a
researcher can suspend personal opinion and accepts that all
description is essentially interpretation. Thus, a proactive
approach to reflexivity was adopted as integral to the conduct
of this study (Spence, 2017). The lead author was interviewed
at the start of the study to establish her beliefs and biases
towards the topic, and a reflexive research journal was kept
throughout, maintaining transparency in acknowledging
such potential influences on the data (Biggerstaff &
Thompson, 2008).

Methods

Data collection commenced in February 2020, with recruit-
ment halted by the COVID-19 pandemic, and was completed
between May and September 2021. Eight residents between
the ages of 84 and 95 were recruited from three care homes
providing long-term care in Scotland. Participants were iden-
tified by purposive sampling (Dibley et al., 2020). Inclusion
criteria (Table 1) maximized the potential for any resident
to take part if they had the capacity to consent and wished
to do so.

Ethical Considerations

Capacity to consent to participate was a key inclusion criter-
ion. A diagnosis of dementia or known cognitive impairment
did not preclude the capacity to consent. Ethical approval was
granted for the lead researcher to assess capacity using the
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Table I. Inclusion and Exclusion Criteria for Participants.

Inclusion Criteria Exclusion Criteria

Residents who are able to
administer their own
medication.

Residents of care homes for
older people, who are
administered oral medication
by care home staff.

Ability to communicate in
English.

Capacity to give informed
consent to participate.

Residents who cannot
communicate in English.

Residents who lack capacity to
give informed consent to
participate.

UBACC tool (Jeste et al., 2007). Participants who were
unable to write were enabled to give consent verbally, wit-
nessed by care home managers.

Reliance on assistance from staff was inherent to the con-
duct of the study, and careful coordination was required to
ensure that an appropriate time was built into the day for par-
ticipants to take part without causing detriment to their care or
the care of other residents. Participants were not excluded on
the basis of being unwell or in a terminal phase of illness. In
the context of a care home, this is a likely occurrence, and
individuals in these situations are typical of the study popula-
tion. The lead researcher is a specialist nurse with extensive
clinical experience in this field and was vigilant to avoid
unnecessary distress throughout.

Data Collection Methods

Two methods were used for data collection: observation and
interview. Administration of medication in care homes is
highly individual to each resident. Due to age and
co-morbidities, potential was recognized for residents to
exhibit a range of practical challenges, whether postural pro-
blems or swallowing difficulties in addition to personal pre-
ferences. The purpose of the observation element in this
study was not to describe problems, which have been previ-
ously demonstrated in the literature, but instead as part of
the process of gathering information from within the context
of the care home environment. In contrast to previous research

in this field (Garratt et al., 2025), the focus was clearly defined
away from observing individual staff practices, and instead
towards achieving an holistic understanding of the lived
experience of the resident while they were being supported
to take their medication. While observation is not often
used within phenomenological approaches, it can be justified
if it is used as part of the experiential analysis of the situation
(Van Manen, 2016). An unstructured, open approach was
used, with a single episode of administration of morning
medication being observed for each resident as it unfolded,
in whatever was the usual location for the individual
(Punch, 2014). Five participants were observed in their per-
sonal rooms, while three were in a communal dining area.
Descriptive notes about the act of medication administration
were recorded at the time, alongside the researcher’s reflexive
notes. The duration of the observation varied in accordance
with how long it took each participant to take their medica-
tion, ranging from 2 min to 45 min.

A single semi-structured interview was conducted with
each resident after they had received their medication, with
questioning designed to engage the participants in describing
their experiences, drawing out what was important to them
without directing or leading to an expected answer (Dibley
et al., 2020). An interview guide (Figure 1) was used flexibly
to prompt conversation; the first question was used as an
opening, with subsequent questions used as needed, encour-
aging respondents to lead the way, telling their own stories.

The interviews were digitally recorded and transcribed.
Non-verbal communication, such as gesture and facial expres-
sion, were recorded as annotations on the interview schedule,
and added to transcripts where they contributed to a represen-
tation of the resident’s experience.

Data Analysis

The process of analysis in hermeneutic phenomenology is not
linear, but is a back-and-forth movement between pre-
understandings and the new evidence which has been gath-
ered, gradually revealing meanings (Dibley et al., 2020).
Systematic frameworks of analysis are paradoxical to the
philosophical background; however, there is

e And what do you have to do?

here?

Tell me about how you had your medication today
Can you tell me more about that, describe the stages in what happens?
Tell me what the staff do when they help you with the medication?

Can you describe a time when taking your medication was difficult
Can you describe a time when taking your medication went well
Do you have any other stories to tell about taking your medication since you have been
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acknowledgement that a ‘“non-methodical method” (Van
Manen, 2017, p. 820) is needed to support the process of gain-
ing insight into the phenomena, while maintaining an open
perspective. Such a framework is provided by Dibley et al.
(2020), and this gave structure to the analysis. It is described
as a series of steps, but its conduct is iterative. A summary of
the process of analysis is illustrated in Figure 2.

Openness, concreteness, and resonance are key to expres-
sing rigor in a hermeneutic phenomenological study (De Witt
& Ploeg, 2006). Openness was evidenced throughout the ana-
lytical process by meticulous record-keeping, from raw data,
through analysis and interpretations. NVivo was used as a
data management tool to provide an audit trail of analytical
processes over time. Extensive notes were made as interpreta-
tions developed. Concreteness reflects the relationship
between the findings and the real world. The findings are pre-
sented in an understandable format, so that the reader can
appreciate and relate to the situation within the participant’s
world. The participants’ words are used extensively, with
commitment to their experience at the core. Resonance refers
to the impact that the findings have on the reader, the extent to
which they make sense and are meaningful. Sufficient
excerpts from the data are presented to present a credible
account which makes sense to a reader, who will go on to
make their own interpretations (Crist & Tanner, 2003). In her-
meneutic phenomenology, there is an appreciation that
achieving data saturation is fundamentally impossible
(Dibley et al., 2020). The researcher does not aim to provide
a definitive answer of “this is what this experience is like for
everyone” (Dibley et al., 2020, p. 61). Each individual’s
experience brought different insights which was the intention,
rather than continuing until no new information was
identified.

Results

Participants were allocated pseudonyms as an aid to reading
and to reinforce individuality (Vandermause & Fleming,
2011). See Table 2 for additional demographics.

Three main themes emerged:

1. Being in control/Relinquishing control

Early in the analytical process, a code of “autonomy” cap-
tured some of the recurring expressions of “I can do it.”
Participants spoke of what they took control of, in relation
to taking their medication. An opposing theme was named
“helplessness.” In continuing to work with the data, it became
clear that there was a fragile balance between the two. They
were not polar opposites, but a continuum, with a series of
steps along the way. Four distinct threads expand thinking
on this theme.

Knowing What | am Taking

Knowing what their medication looked like in terms of num-
bers and shapes of tablets was important to several of the par-
ticipants, demonstrating some element of control over the
process. Medication was prepared out of their sight, but it
was important to them to check the contents themselves.
Annie said, “I just pick the smallest one and put them in...
And then... take the bigger ones at the end. And then I get
the two at lunchtime, and just have them, where I get more
in the morning.” Annie looked out especially for the smallest
one first, and her carer pointed out the “wee diddly one” to her
as she tipped the pot of pills into Annie’s hand so that Annie
could be sure it was there.

Barbara was almost blind. Staff helped her by putting the
tablets in the palm of her hand, but she exercised control dur-
ing the process of carefully picking them out one by one,
checking and counting as she went to be sure that it all felt
like it should. She said, “I can tell the sizes and the shades
of colour, so I know each one as I am picking them up.”

Marion knew the pattern of what she took, picking up her
pot of tablets to look at the contents twice, checking that all
was as she expected it. Afterwards, she checked again that
the pot was empty.

Renee perceived changes in her medication, saying,

Sometimes they give you a different medicine, it just looks differ-
ent, or its shaped different. That throws me slightly... You do it
Jfor a couple of months, and you don’t think anything of it, and
then suddenly somebody comes along, and gives you tablets,
and you have to say to them, ‘what are they?’, because you're
not sure what they are. Well, I do. ‘Cause I like to know what
I'm taking.....The only thing that, it does niggle, cause I like to
know what I'm shoving down my mouth.

Having a Sense of Achievement

There were several references to a sense of achievement when
taking tablets. John told me,

I've been doing that for the last two years now, and I find that’s
the most... easiest way. It works for me, it wouldn 't work for any-
one else, probably, but it’s the only way it works for me now. I feel
most successful that way. That's the way [ do it, the way I find
easiest.

Residents were congratulated after taking their tablets, as if
they had overcome something challenging. Annie’s Carer
said, “Gone? Well done!,” when the tablets had been swal-
lowed. Donnie felt that he managed his medication by him-
self, “No problem. They didn’t really have to help, I can
manage it myself.” Morag had a severe tremor and postural
difficulties, being unable to lift her head. She undertook an
intricate procedure to take her tablets. However, when inter-
viewed afterwards, she said, “I just pop them over. It’s easy
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Step 1: Transcribing

Observation and Interview data separately

A 4

Step 2: Beginning interpretation.

Seeing what ‘jumped out’. Early handwritten
notes in individual paper case files

\ 4

Step 3: Writing interpretive summaries
Crafting verbatim text into readable narrative
and identifying emergent themes.

Early coding of themes

A

Step 4: Continuing working with each
transcript.

Working with data from each individual
separately, before identifying common themes
and patterns

Step 5: Dwelling with the data

Uploading to
NVivo

Exporting
from NVivo

/

Asking questions, building
meanings, dialoguing with the

text

Step 6: Thinking and analysing in
a hermeneutic circle.

Re-naming themes with gerunds eg.
“Trusting’ instead of ‘trust’

/

experiences.

Step 7: Rendering an interpretation.

Staying close to the participants’ words and

Figure 2. Summary of the process of analysis (adapted from Dibley et al., 2020).
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Table 2. Characteristics of Participants.

Allocated Name Age Gender Care Home
Marion 85 Female A
Norman 94 Male A
Barbara 87 Female B
Morag 88 Female B
John 86 Male B
Annie 95 Female C
Renee 84 Female C
Donnie 85 Male C

enough for me. I don’t think it’s difficult to manage.” Marion
used the phrase, “I can manage, I can manage, fine.” She
stressed how she could manage, and she could, leading to
the question when observed of whether she could manage
the whole of the administration of her medication by herself?

Letting go of Control

Based on existing evidence, it was expected that the partici-
pants would always want to do things for themselves if they
were able to do so. As data analysis continued, this became
less clear. Some described voluntarily relinquishing control,
and that this was a relief to them. Donnie said, “They 've got
all my medication there. They just give me it, and I swallow
it.” He came across as accepting of his situation, maybe
resigned, but perhaps because he felt secure. John compared
how things were different from how they were when he was
at home,

They set them, put them in the container for me.... Quite frankly I
don’t know what theyre all for, but I take what they, they know
what they re giving me. It’s so much better. [ wouldn’t go back
to that again. I'd never manage that now.

Annie used the word “feed” twice, which seemed a particu-
larly passive term. Sometimes they “feed” the tablets to her,
when she was quite capable of “feeding” herself. It appeared
from observing her that she was really very capable and per-
haps could have taken responsibility for the whole process of
self-administration of her medication. It was not clear if this
choice had been offered to her, or perhaps she had chosen
to hand over the responsibility. Resigning responsibility for
something, in exchange for a feeling of security and comfort,
may have been an active choice, an exercising of autonomy in
itself and not a straightforward loss of control.

Losing Control

There is a distinction between acceptance of being given
medication and a defeated helplessness, which is more nega-
tive and was expressed by some of the participants. Control
had been relinquished, and not always voluntarily. Norman

felt it was a lack of respect to have the tablets taken away
from him, “You feel like you are no longer in control of
your own activities, and dependent on other people which
you 've never been all your life, it’s very difficult.”

Morag described when her tablets had been changed, but
she did not understand why, “Oh dear no, probably to dis-
cover this, that and the next thing. Yes, well I don’t know, I
let them get on with it ... and it was a bit annoying to myself
it was.” Feelings came across of passivity and loss of control,
but then also with a spark of annoyance in her voice.

Renee placed herself in a subordinate position, saying “/
fall in line with whatever it is they give me, ‘cause I have
to, and they know better than me.” She described some of
the difficulties she had with swallowing her tablets, but
made a conscious decision to not let it trouble her, “But
they don’t bother me to any great extent. I don’t let them any-
way.... (laugh). It’s no use, it’s just a waste of space, a waste
of time, I think....” She struggled to manipulate the little medi-
cine pots in her arthritic hands, saying,

Those pots are a pain, because they are so tiny, you don’t have
much room for manoeuvring them. My hands are very stiff first
thing in the morning. The glass is a lot bigger, sometimes, it feels
too big, so it’s just... You feel as if you are being a pest, well I do,

It was manifest that being given medication was an
unpleasant experience for Renee. Both her language and non-
verbal expressions demonstrated that she found the experi-
ence a burden.

2. Being comfortable in routine

Observing morning medication was inextricably merged
with breakfast routines. For some participants, it seemed an
oddly public activity, with residents sitting at meal tables
and the medication administration going on around. Perhaps
medication was not seen by staff as a confidential issue.
Donnie was alone at a breakfast table. The carer fetched his
medication, saying, “I've got you some water.” She tipped a
little pot of pills altogether into the palm of his left hand.
He had his upturned palm out ready, showing that he knew
what to expect. He didn’t even look at the tablets in his
hand at all, just put them in his mouth.

Annie was given her medication in her room. She was up
in a chair in her dressing gown, with breakfast in front of her.
The television was on loudly, positioned between Annie and
the carer who was preparing her medication. Annie was
watching the morning news while she ate her breakfast. She
appeared to just enjoy the routine, and the security of it all.
She knew the pattern of the tablets she expected, and she
enjoyed the way things are done, telling me, “/’ve really quite
enjoyed the routine.”

Marion said, “I have my breakfast before I take my tablets,
once I'd finished my toast, I take them.” She had a meticulous
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routine, slow and steady, alternating each of her eight tablets
with a drink. The whole practice of taking medication was an
important part of Marion’s day, seeming to be an enjoyable
routine, something important for her to take part in. Barbara
was blind, and although the carer said very little throughout,
Barbara appeared to be comfortable with the routine without
any verbal explanation of what was happening.

In contrast, Norman related an experience when his routine
was disrupted,

My second dose of tablets, I usually get about 6 o’clock. Two or
three nights ago I was wakened at half past 9 at night, by the girl
who 'd forgotten to give me my afternoon dose. You re waiting for
it, there’s no harm done. They re not all as meticulous, ..... And
that can be a bit frustrating.....It’s a long day, and you tell your-
self.. they’ll come eventually, but, when you 're waiting for some-
body and they re not showing up, it can be very frustrating [raises
his hands in a sort of shrug]. When you 've nothing else on your
mind but when your next tablets are coming, it can get very
frustrating.

Likewise, it was a change in routine which “threw” Renee,
as demonstrated in Theme 1. When the appearance of her
tablets changed, she experienced anxiety and a loss of control
over the process of taking her medication. A predictable rou-
tine helped her to keep hold of that feeling of control.

3. Trusting

There is a huge amount of trust in accepting medication
prepared by another person, usually unseen. Several of the
participants described trust explicitly, and observations sup-
ported the existence of a trusting relationship. Barbara demon-
strated trust in the staff, putting out her palm for her tablets,
believing that she is being given everything properly. She
said, “I trust the staff. I used to know exactly what I was tak-
ing, now I find that I cannot recall the names, but I know they
will be right.” Donnie did not even look at his tablets in his
hand at all. They were tipped in his hand and into his mouth
in such a way that he could not have been aware of what he
was taking.

They could be poison maybe and I wouldn’t know it. (laughter). It
doesn’t bother me.... I know they’ll not give me anything that’ll
harm me. I'm quite content to take the tablets as they give me
them.

The way in which John took his tablets provided a visible
demonstration of a trusting relationship. He made a single
swift movement from pot to hand to mouth to swallow
them. He had absolute trust in the carer, saying,

They set them, put them in the container for me, what I have to
I trust them. Oh absolutely, I absolutely trust, that
what they give me, I trust them implicitly... it’s so much better.

Morag also said, “I just take it for granted that they know
just what they’re doing.”

Marion and Norman also described the building of a rela-
tionship of trust between themselves and their carers, being
trusted to take their own medication unsupervised. Norman
described how the staff left the tablets on his table for him,

They don’t do that with everybody, they do that with me because
they trust me, some people have to be watched and supervised...
But M (named carer) knows that I won'’t slip up.

They both described this as an achievement, a positive fact
about their self-efficacy.

In summary, the analysis brought to light an interwoven
pattern of themes in the experience of these care home resi-
dents. There was a fine balance between keeping some control
over the process, finding individual ways to manage the phys-
ical aspects and keeping track of what was being taken, to
handing over that responsibility and sometimes having
responsibility taken away. The routines of care home life
around taking medication contributed to a feeling of security,
and in some ways facilitated the ability for residents to main-
tain control over aspects of taking their medication. A trusting
relationship with the staff was clearly important to the
participants.

Discussion

Trust as an Indicator of Vulnerability

Initially, the theme of trust may be perceived as a positive fea-
ture, with connotations of comfort and safety. However, ana-
lysis highlighted that a trusting relationship between residents
and staff may be founded on the residents’ position of power-
lessness. Trust is a response to, and a way of managing vul-
nerability (Gilbert, 2020). Gilbert argued further that the act
of conferring trust actually increases the trustor’s vulnerability
by making them more dependent on the trustee. This vulner-
ability intrinsically implies asymmetry in the relationship.
Gilleard & Higgs (2017) describe this in terms of an imbal-
ance of power, with residents being unable to resist the insti-
tutional systems of governance in the home. In effect, there
can never truly be a choice to trust (Brown & Meyer, 2015).

While trust has been regarded as the foundation of any
therapeutic relationship, Ding and Gastman (2013) suggested
that training for nursing staff should include developing an
awareness of the nature of trust, ensuring that nurses under-
stood that trust inherently involves vulnerability and depend-
ency on the part of the people for whom care is provided. No
literature has been identified in relation to training about trust
for social care staff who may be less aware of this power
imbalance in their relationship with residents. Care home staff
are accustomed to negative stereotypes and may not see them-
selves as powerful (McGilton et al., 2020).
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Demonstrating Autonomy in Taking Medication

All the participants talked about what they could do for them-
selves when taking their medication. Using two methods of
data collection was a valuable approach because, at times,
observation revealed that participants were not as independent
as they wished to portray themselves in the interview.
However, even the two residents who were the most physic-
ally impaired stressed the elements that they were, or were try-
ing, to remain in control of. The expressions of self-efficacy
from the residents in this study contrast sharply with previous
evidence where assumptions were made by staff that the resi-
dents in their care did not have any opinion about taking their
medication (Hughes & Goldie, 2009; McGillicuddy et al.,
2017) or accepted their loss of control without question
(Hughes & Goldie, 2009). Older people moving into a care
setting associate this with potential for loss of autonomy
(Shin, 2015), and reduce their expectations for autonomy
downwards, to fit in with what they perceive as the rules of
the home (Boyle, 2008).

Collopy (1995) distinguished between “autonomy of exe-
cution” and “decisional autonomy.” Decisional autonomy is
characterized by the capacity to make personal decisions
and choices, irrespective of being able to carry them out inde-
pendently (executional autonomy). The participants in this
study may not be able to exercise fully the autonomy of exe-
cution, being unable to manage all the aspects of administer-
ing their own medication, reading labels, manipulating
packets, or pouring out measured doses. However, they
retained decisional autonomy, with the capacity to make deci-
sions about their personal choices and values. Boyle (2008)
found that older people who lacked executional autonomy
also had their decisional autonomy constrained, as care staff
tended to make decisions for them. This is reflected in the
findings here, particularly for those residents who resigned
themselves to giving up control over their medication.

Autonomy in a Risk-Averse Culture

The findings highlight the importance of considering individ-
val needs and wishes and suggest that the activity of adminis-
tration of medication may currently be a missed opportunity
to enhance the ability of residents to exercise their autonomy.
There is a heightened sense of responsibility, fear and anxiety
among staff concerning medication management, and medica-
tion is routinely taken away from residents and locked up for
safekeeping (NICE, 2015). In a hospital context, Watson
(2006) described this as “a ritual confiscation,” and that staff
would do all in their power to prevent the patient from having
access. The National Care Forum (2019) identified that when
a person enters a care home, staff automatically assume
responsibility for managing their medicines. It is recom-
mended that self-administration should be the default position
for all residents, with risk assessments to determine the level
of support needed (The Care Quality Commission, 2022). The

findings from this study would indicate that this guidance may
not always be evidenced in practice.

There are directly conflicting ethical principles here, pre-
senting challenges for care homes that have to balance the
need to minimize risks to protect a person from harm versus
maximizing their independence and capacity to take risks.
Care home staff in Ostaszkiewicz et al.’s (2016) study were
described as working in a climate of fear, constantly con-
cerned about getting into trouble, both with their own man-
agement and with regulatory bodies. This led to them
adopting overprotective behaviors towards residents in their
care in what was described as a zero-tolerance approach to
risk. It is difficult to see how this can be reconciled with the
principles of “dignity of risk” (Ibrahim & Davis, 2013)
when considering enhancing self-care in relation to taking
medication, particularly in view of the real risks of serious
harm from medication-related adverse events. Zomorodi and
Foley (2009) argue that there is only a thin line between advo-
cacy and paternalism, where staff may think they are acting in
the best interests of those in their care, and unwittingly cross
the line from advocacy into denying autonomy.

Imbalance of Power for Residents of Care Homes—A
Hierarchy of Institutional Power

A care home is an environment where there is a great imbal-
ance of power between the residents and those who care for
them (Bowers et al., 2009). Residents in Tuominen et al.’s
(2016) research settled into institutional procedures so as
not to cause trouble. A resident in Nakrem et al.’s (2012,
p. 6) study said that they had to conform to the routines,
“sometimes we are forced... staff want to have their way.”
Patients in Manias et al.’s (2004) study of self-administration
of medication felt that there would be a “power struggle” if
they were allowed to perform this role. When Morag said
that she “let them get on with it, even though it was a bit
annoying” for her, and Renee, who felt that she had to, “fall
in line, cause I have to.... and I don’t see the point of com-
plaining.” Their conforming to their situation against their
wishes was obvious.

The care home itself is subject to extensive regulation. It
operates its own systems of power, with corporate governance
and staff regulation, a hierarchical structure of power which
leaves the residents the most powerless (Gilleard & Higgs,
2017). The power of regulatory bodies to which staff are sub-
ject is known to have adverse consequences for the residents
(Colon-Emeric et al., 2010; DeForge et al., 2011;
Ostaszkiewicz et al., 2016). Staff in Kalaitzidis and
Harrington’s (2018) study felt that regulations directly influ-
enced the ability of residents to exercise choice and control,
and that their practice was limited by organizational policy.
However, an interesting observation was made by Woolford
et al. (2020) that senior policy makers from the care sector
all agreed that the individual residents’ rights were
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paramount. At no time did they consider that an organization
had any rights, yet the multiple levels of power appear to place
the resident at the bottom.

Empowering Practice—Person-Centered Care

While empowerment is not synonymous with autonomy, it
can be a way to promote autonomy. Much is written advising
a shift in emphasis to empowering practices, enhancing mas-
tery and decision making with regard to daily life within care
homes. Improving flexibility about what to eat and when,
choosing when to take a shower or a bath and what to wear,
getting themselves dressed even if this was more time-
consuming for staff, and being in control of what time to
get up and go to bed are all discussed in the literature
(Boumans et al.,, 2019; Hedman et al., 2019; Tuominen
et al.,, 2016; van Corven et al., 2021; Yee et al., 2021).
Boumans et al. (2019) concluded that all aspects of living in
residential care needed examining, for opportunities to facili-
tate empowering practices. Yet, there has been no previous
research that explores the potential for developing person-
centered practice in the process of administering medication.
Given our findings, it can be assumed that the principles of
empowering practice could, and should, be extended to the
practice of medication administration. Residents in this study
all had highly individual routines when being helped to take
their medication. This has been established in domestic set-
tings (Vatcharavongvan & Puttawanchai, 2022), but has never
previously been reported from the experience of care home
residents. Embedding the taking of morning medication
within unique breakfast routines was identified by Sanders
and Oss (2013) as the most common way that older people
at home managed to take their medication as intended.
Swanlund et al. (2008) also identified factors which older peo-
ple at home used to help them manage their own medications,
including establishing habits and schedules, placing visual
cues and prompts.

Strengths and Limitations of This Research

This research is the first to bring to light an understanding of
the experience of residents during this activity in their daily
lives. While observation of medication administration had
been previously used as a method of data collection, the
innovative use of observation within a hermeneutic approach
revealed clear evidence of what was important to residents, in
addition to that which was explicitly spoken.

The research was conducted with a small sample of resi-
dents, purposely selected, from three care homes who agreed
to take part. This may be considered a limitation, especially as
the geographical location was restricted to a single health
board area in Scotland. However, it was considered more
important to include an often-neglected participant group
with direct lived experience with the potential for transferabil-
ity of findings in what is a novel study. Data collection for

each resident was limited to a single episode of observation,
which may not have reflected their experience on other
days; however this was mitigated by the addition of interview
data.

A further limitation is that recruitment was restricted to
those with the capacity to consent. This had the effect of
recruiting the more cognitively able residents who were per-
haps not typical of the wider care home population (Stewart
et al., 2014). While this may be a limiting factor in relation
to the general population of care home residents, it provides
impetus for further research.

Implications for Policy and Practice

Transferability of findings is, in the strictest sense, impossible
from a small-scale hermencutic study. Nevertheless, some
applications of the issues uncovered in this study throughout
the wider care home population can be recommended. The
findings from this study have implications for those who pro-
vide nursing and social care:

1. Attempts should be made to establish what level of
control over their medication administration that
each individual resident might want to take, leading
to strategies to facilitate individual needs and wishes.

2. Care planning should support individual routines, con-
sidering providing prompts and cues to help residents
who wish to manage some or all of their own medica-
tion administration. This should be seen as an exten-
sion to the scope of person-centered, empowering
practices.

3. Awareness should be raised of the potential for unin-
tended consequences of an overly protective safety
culture regarding medication. This may need addres-
sing at every level in the care sector, from individual
care homes through senior management and to regula-
tory bodies, as the current hierarchy of levels of power,
may be contributing to a denial of power to the resi-
dents in their care.

4. Nursing and care staff involved in medication admin-
istration need to be made aware of the levels of trust
which resident place in them during this process, and
the potential consequences of this relationship.

For educators:

There are implications for those who provide education and train-
ing across wider fields, including those who train carers in both
residential care settings and in care-at-home, but also for pre-
registration nursing students who will be involved in administra-
tion of medication in hospital and community settings.

Educators should consider how they can actively incorpor-
ate the principles of empowering practice when preparing
nurses and carers to administer medication, including
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introducing the concept of compassionate ageism, and the sig-
nificance of the trusting relationship between residents/
patients and those who administer their medication.

Conclusion

The findings of this study are not surprising when examined in
the context of the wider literature about routines, trust, auton-
omy, and power. However, this is the first study to explore
this topic and to demonstrate the relationship between the
administration of medication in care homes and these con-
cepts. Exploring the experience of this specific activity within
this specific context has highlighted the importance of facili-
tating personal routines when administering medication in a
care home setting, and that these strategies may be helpful
in promoting self-care. Residents’ expressions of trust in the
staff and in their medication may be an indication of their vul-
nerability. While residents may wish to maintain elements of
control over the processes of medication administration, there
are considerable cultural and structural barriers to their auton-
omy in this area. Overall, the phenomenon which rose to the
fore is the experience of powerlessness which care home resi-
dents experience at the bottom of a hierarchy of power.

ORCID iDs

Helen Davies https:/orcid.org/0009-0008-3662-6685
https://orcid.org/0000-0003-0000-3589

https://orcid.org/0000-0001-9900-552X

Karen Watchman
Louise Hoyle

Ethical Approval

The study was approved by the NHS, Invasive or Clinical Research
(NICR) Committee at the University in September 2019, and by the
Social Care Research Ethics Committee of the NHS Health Research
Authority in December 2019 (REC ref. no. 19/IEC08/0055).

Informed Consent

All participants in this study gave informed consent.

Funding

The authors received no financial support for the research, author-
ship, and/or publication of this article.

Declaration of Conflicting Interests

The authors declared no potential conflicts of interest with respect to
the research, authorship, and/or publication of this article.

References

Barker, R. O., Hanratty, B., Kingston, A., Ramsay, S. E., &
Matthews, F. E. (2021). Changes in health and functioning of
care home residents over two decades: What can we learn from
population-based studies? Age and Ageing, 50(3), 921-927.
https:/doi.org/10.1093/ageing/afaa227

Biggerstaff, D., & Thompson, A. R. (2008). Interpretative phenom-
enological analysis - A qualitative methodology of choice in

healthcare research. Qualitative Research in Psychology, 5(3),
214-224. https://doi.org/10.1080/14780880802314304

Boumans, J., van Boekel, L. C., Baan, C. A., & Luijkx, K. G. (2019).
How can autonomy be maintained and informal care improved
for people with dementia living in residential care facilities: A
systematic literature review. The Gerontologist, 59(6), 709—
730. https:/doi.org/10.1093/geront/gny096

Bowers, H., Clark, A., Crosby, G., Easterbrook, L., Macadam, A.,
MacDonald, R., MacFarlane, A., MacLean, A., Patel, M.,
Runnicles, D., & Oshinaike, T. (2009). Older people’s vision
for long-term care. Joseph Rowntree Foundation.

Boyle, G. (2008). Autonomy in long-term care: A need, a right, or a
luxury? Disability and Society, 23(4), 299-310. https:/doi.org/
10.1080/09687590802038795

Brown, P. R., & Meyer, S. E. (2015). Dependency, trust and choice?
Examining agency and ‘forced options’ within secondary health-
care contexts. Current Sociology, 63(5), 729-745. https:/doi.org/
10.1177/0011392115590091

Burton, J. K., Quinn, T. J., Gordon, A. L., MacLullich, A. M.,
Reynish, E. L., & Shenkin, S. D. (2017). Identifying published
studies of care home research: An international survey of
researchers. Journal of Nursing Home Research, 3, 99-102.
https://doi.org/10.14283/jnhrs.2017.15

Care Inspectorate. (2012). Guidance about medication personal
plans, review, monitoring and record-keeping in residential
care services. Care Inspectorate.

Inspectorate/Royal Society/Social Work

Scotland. (2015). Prompting, assisting and administration of

Care Pharmaceutical
medication in a care setting: guidance for professionals.

Care Quality Commission. (2022). Self-administered medication in
care homes (cqc.org.uk) [Accessed 12 November 2022].

Chen, E. Y. H., Bell, J. S., llomaki, J., Keen, C., Corlis, M., Hogan,
M., Van Emden, J., Hilmer, S. N., & Sluggett, J. K. (2019).
Medication regimen complexity in 8 Australian residential aged
care facilities: Impact of age, length of stay, comorbidity, frailty,

in activities

and dependence of daily living. Clinical

Interventions in Ageing, 14, 1783-1795. https:/doi.org/10.
2147/CIA.S216705

Collopy, B. J. (1995). Power, paternalism and the ambiguities of
autonomy. In L. M. Gamroth, J. Semradek, & E. M. Tornquist
(Eds.), Enhancing autonomy in long-term care, concepts and
strategies (pp. 3—14). Springer.

Colon-Emeric, C. S., Plowman, D., Bailey, D., Corazzini, K.,
Utley-Smith, Q., Ammarell, N., Toles, M., & Anderson, R.
(2010). Regulation and mindful resident care in nursing homes.
Qualitative Health Research, 20(9), 1283-1294. https:/doi.org/
10.1177/1049732310369337

Creswell, J. W. (2014). Research Design (4th ed.). SAGE.

Crist, J. D., & Tanner, C. A. (2003). Interpretation/analysis methods
in hermeneutic interpretive phenomenology. Nursing Research,
52(3), 202-205. https:/doi.org/10.1097/00006199-200305000-
00011

Damiaens, A., Van Hecke, A., De Lepeleire, J., & Foulon, V. (2022).
Resident and informal caregiver involvement in medication-
related decision-making and the medicines’ pathway in nursing


https://orcid.org/0009-0008-3662-6685
https://orcid.org/0009-0008-3662-6685
https://orcid.org/0000-0003-0000-3589
https://orcid.org/0000-0003-0000-3589
https://orcid.org/0000-0001-9900-552X
https://doi.org/10.1093/ageing/afaa227
https://doi.org/10.1093/ageing/afaa227
https://doi.org/10.1080/14780880802314304
https://doi.org/10.1080/14780880802314304
https://doi.org/10.1093/geront/gny096
https://doi.org/10.1093/geront/gny096
https://doi.org/10.1080/09687590802038795
https://doi.org/10.1080/09687590802038795
https://doi.org/10.1080/09687590802038795
https://doi.org/10.1177/0011392115590091
https://doi.org/10.1177/0011392115590091
https://doi.org/10.1177/0011392115590091
https://doi.org/10.14283/jnhrs.2017.15
https://doi.org/10.2147/CIA.S216705
https://doi.org/10.2147/CIA.S216705
https://doi.org/10.2147/CIA.S216705
https://doi.org/10.1177/1049732310369337
https://doi.org/10.1177/1049732310369337
https://doi.org/10.1177/1049732310369337
https://doi.org/10.1097/00006199-200305000-00011
https://doi.org/10.1097/00006199-200305000-00011
https://doi.org/10.1097/00006199-200305000-00011

Davies et al.

homes: Experiences and perceived opportunities of healthcare
professionals. Bmc Geriatrics, 22(1), 81. https:/doi.org/10.
1186/s12877-022-02773-6

Damiaens, A., Van Hecke, A., & Foulon, V. (2023). Medication
decision-making and the medicines’ pathway in nursing homes:
Experiences and expectations of involvement of residents and
informal caregivers. International Journal of Environmental
Research and Public Health, 20(11), 5936. https:/doi.org/10.
3390/ijerph20115936

DeForge, R., Van Wyk, P., Hall, J., & Salmoni, A. (2011). Afraid to
care; unable to care: A critical ethnography within a long-term
care home. Journal of Aging Studies, 25(4), 415-426. https:/
doi.org/10.1016/j.jaging.2011.04.001

de Witt, L., & Ploeg, J. (2006). Critical appraisal of rigour in interpret-
ive phenomenological research. Journal of Advanced Nursing,
55(2), 215-229. https:/doi.org/10.1111/j.1365-2648.2006.03898.x

Dibley, L., Dickerson, S., Duffy, M., & Vandermause, R. (2020).
Doing Hermeneutic Phenomenological Research: A Practical
Guide. Sage.

Ding, L., & Gastmans, C. (2013). Trust in nurse—patient relation-
ships: A literature review. Nursing Ethics, 20(5), 501-516.
https:/doi.org/10.1177/0969733012468463

Forough, A. S., Lau, E. T. L., Steadman, K. J., Kyle, G. J., Cichero,
J. A. Y., Santos, J. M. S., & Nissen, L. M. (2020).
Appropriateness of oral dosage form modification for aged care
residents: A video-recorded observational study. International
Journal of Clinical Pharmacy, 42(3), 938-947. https:/doi.org/
10.1007/s11096-020-01036-x

Garratt, S., Dowling, A., & Manias, E. (2025). Medication adminis-
tration in aged care facilities: A mixed-methods systematic
review. Journal of Advanced Nursing, 81(2), 621-640. https:/
doi.org/10.1111/jan.16318

Garratt, S. M., Jonas, M. F., Peri, K., & Kerse, N. (2021). To crush,
or not to crush? Unauthorised covert administration of medication
in nursing homes. International Journal of Older People
Nursing, 16(5), €12393. https://doi.org/10.1111/0pn.12393

Gilbert, A. S. (2020). Conceptualising trust in aged care. Ageing and
Society, 41(10), 2356-2374. https:/doi.org/10.1017/S0144686
X20000318

Gilleard, C., & Higgs, P. (2017). An Enveloping Shadow? The Role
of the Nursing Home in the Social Imaginary of the Fourth Age.
In S. Chivers & U. Kriebernegg (Eds.), Care Home Stories (pp.
229-240). Transcript. Verlag.

Guthrie, B., Makubate, B., Hernadez-Santiago, V., & Dreischulte, T.
(2015). The rising tide of polypharmacy and drug-drug interac-
tions: Population database analysis 1995-2010. BMC Medicine,
13(1), 1-10. https:/doi.org/10.1186/s12916-015-0322-7

Hedman, M., Haggstrom, E., Mamhidir, A. G., & Pdder, U. (2019).
Caring in nursing homes to promote autonomy and participation.
Nursing Ethics, 26(1), 280-292. https:/doi.org/10.1177/096973
3017703698

Hughes, C. M. (2008). Compliance with medication in nursing
homes for older people: Resident enforcement or resident
empowerment? Drugs and Ageing, 25(6), 445-454. https:/doi.
org/10.2165/00002512-200825060-00001

Hughes, C. M., & Goldie, R. (2009). I just take what [ am given”.
adherence and resident involvement in decision making on med-
icines in nursing homes for older people: A qualitative survey.
Drugs and Ageing, 26(6), 505-517. https:/doi.org/10.2165/
00002512-200926060-00007

Ibrahim, J. E., & Davis, M.-C. (2013). Impediments to applying the
‘dignity of risk’ principle in residential aged care services.
Australasian Journal on Ageing, 32(3), 188-193. https:/doi.
org/10.1111/ajag.12014

Jani, Y. H., Liu, F., Orlu, M., Desai, N., du Chayla, F., Ruiz, F., &
Vallet, T. (2022). Medicine acceptability for older people in hos-
pital and care home: The influence of setting. International
Journal of Pharmacy Practice, 3(1), 67-74. https:/doi.org/10.
1093/ijpp/riab077

Jeste, D. V., Palmer, B. W., Appelbaum, P. S., Golshan, S., Glorioso,
D., Dunn, L. B., Kim, K., Meeks, T., & Kraemer, H. (2007). A
new brief instrument for assessing decisional capacity for clinical
research. Archives of General Psychiatry, 64(8), 966-974. https:/
doi.org/10.1001/archpsyc.64.8.966

Kalaitzidis, E., & Harrington, A. (2018). Resident decision-making
in the context of residential aged care. Collegian, 25, 509-515.
https://doi.org/10.1016/j.colgn.2017.12.006

Kelly, J., D’Cruz, G., & Wright, D. (2009). A qualitative study of
problems surrounding medicine administration to patients with
dysphagia. Dysphagia, 24(1), 49-56. https:/doi.org/10.1007/
s00455-008-9170-3

Kelly, J., D’Cruz, G., & Wright, D. (2010). Patients with dysphagia:
Experiences of taking medication. Journal of Advanced Nursing,
66(1), 82-91. https:/doi.org/10.1111/j.1365-2648.2009.05145.x

Lee, H., Baek, Y. H., Kim, J. H., Liao, T. C., Lau, W. C., Man, K. K.,
Qin, X., Wood, S., lloméki, J., Bell, J. S., & Lai, E. C. C. (2023).
Trends of polypharmacy among older people in Asia, Australia
and the United Kingdom: A multinational population-based
study. Age and Ageing, 52(2), 1-7. https://doi.org/10.1093/
ageing/afad014

Manias, E., Beanland, C., Riley, R., & Baker, L. (2004).
Self-administration of medication in hospital: Patients’ perspec-
tives. Journal of Advanced Nursing, 46(2), 194-203. https:/doi.
org/10.1111/1.1365-2648.2003.02979.x

McGillicuddy, A., Crean, A. M., Kelly, M., & Sahm, L. (2017). Oral
medicine modification for older adults: A qualitative study of
nurses. British Medical Journal Open, 7(10), e018151. https://
doi.org/10.1136/bmjopen-2017-018151

McGilton, K. S., Escrig-Pinol, A., Gordon, A., Chu, C. H., Zuiiga,
F., Sanchez, M. G., Boscart, V., Meyer, J., Corazzini, K. N.,
Jacinto, A. F., & Spilsbury, K. (2020). Uncovering the devalu-
ation of nursing home staff during COVID-19: Are we fuelling
the next health care crisis? Journal of the American Medical
Directors Association, 21(7), 962-965. https:/doi.org/10.1016/
j-jamda.2020.06.010

Nakrem, S., Vinsnes, A. G., Harkless, G. E., Paulsen, B., & Seim, A.
(2012). Ambiguities: Residents’ experience of ‘nursing home as
my home’. International Journal of Older People Nursing,
88(3), 216-225. https:/doi.org/10.1111/j.1748-3743.2012.00
320.x


https://doi.org/10.1186/s12877-022-02773-6
https://doi.org/10.1186/s12877-022-02773-6
https://doi.org/10.1186/s12877-022-02773-6
https://doi.org/10.3390/ijerph20115936
https://doi.org/10.3390/ijerph20115936
https://doi.org/10.3390/ijerph20115936
https://doi.org/10.1016/j.jaging.2011.04.001
https://doi.org/10.1016/j.jaging.2011.04.001
https://doi.org/10.1016/j.jaging.2011.04.001
https://doi.org/10.1111/j.1365-2648.2006.03898.x
https://doi.org/10.1111/j.1365-2648.2006.03898.x
https://doi.org/10.1177/0969733012468463
https://doi.org/10.1177/0969733012468463
https://doi.org/10.1007/s11096-020-01036-x
https://doi.org/10.1007/s11096-020-01036-x
https://doi.org/10.1007/s11096-020-01036-x
https://doi.org/10.1111/jan.16318
https://doi.org/10.1111/jan.16318
https://doi.org/10.1111/jan.16318
https://doi.org/10.1111/opn.12393
https://doi.org/10.1017/S0144686X20000318
https://doi.org/10.1017/S0144686X20000318
https://doi.org/10.1017/S0144686X20000318
https://doi.org/10.1186/s12916-015-0322-7
https://doi.org/10.1186/s12916-015-0322-7
https://doi.org/10.1177/0969733017703698
https://doi.org/10.1177/0969733017703698
https://doi.org/10.1177/0969733017703698
https://doi.org/10.2165/00002512-200825060-00001
https://doi.org/10.2165/00002512-200825060-00001
https://doi.org/10.2165/00002512-200825060-00001
https://doi.org/10.2165/00002512-200926060-00007
https://doi.org/10.2165/00002512-200926060-00007
https://doi.org/10.2165/00002512-200926060-00007
https://doi.org/10.1111/ajag.12014
https://doi.org/10.1111/ajag.12014
https://doi.org/10.1111/ajag.12014
https://doi.org/10.1093/ijpp/riab077
https://doi.org/10.1093/ijpp/riab077
https://doi.org/10.1093/ijpp/riab077
https://doi.org/10.1001/archpsyc.64.8.966
https://doi.org/10.1001/archpsyc.64.8.966
https://doi.org/10.1001/archpsyc.64.8.966
https://doi.org/10.1016/j.colgn.2017.12.006
https://doi.org/10.1007/s00455-008-9170-3
https://doi.org/10.1007/s00455-008-9170-3
https://doi.org/10.1007/s00455-008-9170-3
https://doi.org/10.1111/j.1365-2648.2009.05145.x
https://doi.org/10.1111/j.1365-2648.2009.05145.x
https://doi.org/10.1093/ageing/afad014
https://doi.org/10.1093/ageing/afad014
https://doi.org/10.1111/j.1365-2648.2003.02979.x
https://doi.org/10.1111/j.1365-2648.2003.02979.x
https://doi.org/10.1111/j.1365-2648.2003.02979.x
https://doi.org/10.1136/bmjopen-2017-018151
https://doi.org/10.1136/bmjopen-2017-018151
https://doi.org/10.1016/j.jamda.2020.06.010
https://doi.org/10.1016/j.jamda.2020.06.010
https://doi.org/10.1016/j.jamda.2020.06.010
https://doi.org/10.1111/j.1748-3743.2012.00320.x
https://doi.org/10.1111/j.1748-3743.2012.00320.x
https://doi.org/10.1111/j.1748-3743.2012.00320.x

12

SAGE Open Nursing 12(0)

National Care Forum. (2019). Medication Safety in Care Homes
Medication safety project summary report-FINAL-v3-
120312.docx (nationalcareforum.org.uk)[Accessed 03/12/2022]

National Institute for Health and Care Excellence. (2014). Managing
Medicines in Care Homes. Social care Guideline (SC1). NICE.

National Institute for Health and Care Excellence. (2015). Medicines
Management in Care Homes — Quality Statement (0QS85):
Self-administration. NICE.

Odberg, K. R., Hansen, B. S., & Wangensteen, S. (2019).
Medication administration in nursing homes: A qualitative study
of the nurse role. Nursing Open, 6(2), 384-392. https:/doi.org/
10.1002/nop2.216

Ostaszkiewicz, J., O’Connell, B., & Dunning, T. (2016). Fear and
overprotection in Australian residential aged-care facilities: The
inadvertent impact of regulation on quality continence care.
Australasian Journal on Ageing, 35(2), 119-126. https:/doi.
org/10.1111/ajag.12218

Punch, K. F. (2014). Introduction to Social Research Methods (3rd
ed). Sage.

Qian, S., Yu, P., Hailey, D., Wang, N., & Bhattercherjee, A. (2018).
Medication administration ~processes aged
care home: An observational study. Jowrnal of Nursing
Management, 26(8), 1033-1043. https:/doi.org/10.1111/jonm.12632

Royal Pharmaceutical Society/Royal College of Nursing. (2019).
Professional Guidance on the Administration of Medicines in
Healthcare Settings. Royal Pharmaceutical Society, London.

Sanders, M. J., & Oss, T. V. (2013). Using daily routines to promote
medication adherence in older adults. The American Journal of
Occupational Therapy, 67(1), 91-99. https:/doi.org/10.5014/
ajot.2013.005033

Scottish Executive. (2000). The Adults with Incapacity Act. Scottish
Govt. Edinburgh.

Shin, J. H. (2015). Declining body, institutional life, and making
home—Are they at odds? Health Care Ethics Committee
Forum, 27(2), 107-125. https:/doi.org/10.1007/s10730-015-
9269-5

Solberg, H., Devik, S. A., Bell, H. T., Zeiss, D. H., & Olsen, R.
M. (2021). Drug modification by nurses in Norwegian nurs-

in a residential

ing homes: A cross-sectional study. Geriatric Nursing,
42(2), 351-357. https:/doi.org/10.1016/j.gerinurse.2021.01.
005

Spence, D. G. (2017). Supervising for robust hermeneutic phenom-
enology: Reflexive engagement within horizons of understand-
ing. Qualitative Health Research, 27(6), 836-842. https:/doi.
org/10.1177/1049732316637824

Stewart, R., Hotopf, M., Dewey, M., Ballard, C., Bisla, J., Calem,
M., Fahmy, V., Hockley, J., Kinley, J., Pearce, H., Saraf, A., &

Begum, A. (2014). Current prevalence of dementia, depression
and behavioural problems in the older adult care home sector:
The South East London Care Home Survey. Age and Ageing,
43(4), 562567. https:/doi.org/10.1093/ageing/afu062

Swanlund, S. L., Scherck, K. A., Metcalfe, S. A., & Jesek-Hale, S. R.
(2008). Keys to successful self-management of medications.
Nursing Science Quarterly, 21(3), 238-246. https:/doi.org/10.
1177/0894318408319276

Tuominen, L., Leino-Kilpi, H., & Suhonen, H. (2016). Older peo-
ples’ experience of their free will in nursing homes. Nursing
Ethics, 23(1), 22-35. https:/doi.org/10.1177/0969733014557119

van Corven, C. T., Bielderman, A., Wijnen, M., Leontjevas, R.,
Lucassen, P., Graff, M., & Gerritsen, D. (2021). Defining
empowerment for older people living with dementia from mul-
tiple perspectives: A qualitative study. International Journal of
Nursing Studies, 114, 103823. https:/doi.org/10.1016/j.ijnurstu.
2020.103823

Vandermause, R. K., & Fleming, S. E. (2011). Philosophical her-
meneutic interviewing. [International Journal of Qualitative
Methods, 10(4), 367-377. https:/doi.org/10.1177/
160940691101000405

Van Manen, M. (2016). Researching Lived Experience: Human
Science for an Action Sensitive Pedagogy (2nd ed). Routledge.

Van Manen, M. (2017). Phenomenology in its original sense.
Qualitative Health Research, 27(6), 810-825. https:/doi.org/10.
1177/1049732317699381

Vatcharavongvan, P., & Puttawanchai, V. (2022). Medication man-
agement at home in older patients with polypharmacy: In-depth
interviews with home visits. Pharmacy Practice, 20(1), 1-8.
https:/doi.org/10.18549/PharmPract.2022.1.2600

Watson, R. E. (2006). Self-medication: Whatever next? Journal of
Clinical Nursing, 15(8), 935. https:/doi.org/10.1111/j.1365-
2702.2006.01513.x

Woolford, M. H., de Lacy-Vawdon, C., Bugeja, L., Weller, C., &
Ibrahim, J. E. (2020). Applying dignity of risk principles to
improve quality of life for vulnerable persons. International
Journal of Geriatric Psychiatry, 35(1), 122-130. https:/doi.org/
10.1002/gps.5228

Yee, J., Souza, M., Horta, N., & Kartoz, C. (2021). Person-Centred
care for older adults living in long-term care facilities: A system-
atic literature review. Journal of Public Health Issues and
Practices,  5(2), 184-187.  https:/doi.org/https:/doi.org/
10.33790/ jphip1100184

Zomorodi, M., & Foley, B. J. (2009). The nature of advocacy vs.
paternalism in nursing: Clarifying the ‘thin line’. Journal of
Advanced Nursing, 65(8), 1746—1752. https:/doi.org/10.1111/.
1365-2648.2009.05023.x


https://doi.org/10.1002/nop2.216
https://doi.org/10.1002/nop2.216
https://doi.org/10.1002/nop2.216
https://doi.org/10.1111/ajag.12218
https://doi.org/10.1111/ajag.12218
https://doi.org/10.1111/ajag.12218
https://doi.org/10.1111/jonm.12632
https://doi.org/10.1111/jonm.12632
https://doi.org/10.5014/ajot.2013.005033
https://doi.org/10.5014/ajot.2013.005033
https://doi.org/10.5014/ajot.2013.005033
https://doi.org/10.1007/s10730-015-9269-5
https://doi.org/10.1007/s10730-015-9269-5
https://doi.org/10.1007/s10730-015-9269-5
https://doi.org/10.1016/j.gerinurse.2021.01.005
https://doi.org/10.1016/j.gerinurse.2021.01.005
https://doi.org/10.1016/j.gerinurse.2021.01.005
https://doi.org/10.1177/1049732316637824
https://doi.org/10.1177/1049732316637824
https://doi.org/10.1177/1049732316637824
https://doi.org/10.1093/ageing/afu062
https://doi.org/10.1093/ageing/afu062
https://doi.org/10.1177/0894318408319276
https://doi.org/10.1177/0894318408319276
https://doi.org/10.1177/0894318408319276
https://doi.org/10.1177/0969733014557119
https://doi.org/10.1177/0969733014557119
https://doi.org/10.1016/j.ijnurstu.2020.103823
https://doi.org/10.1016/j.ijnurstu.2020.103823
https://doi.org/10.1016/j.ijnurstu.2020.103823
https://doi.org/10.1177/160940691101000405
https://doi.org/10.1177/160940691101000405
https://doi.org/10.1177/160940691101000405
https://doi.org/10.1177/1049732317699381
https://doi.org/10.1177/1049732317699381
https://doi.org/10.1177/1049732317699381
https://doi.org/10.18549/PharmPract.2022.1.2600
https://doi.org/10.18549/PharmPract.2022.1.2600
https://doi.org/10.1111/j.1365-2702.2006.01513.x
https://doi.org/10.1111/j.1365-2702.2006.01513.x
https://doi.org/10.1111/j.1365-2702.2006.01513.x
https://doi.org/10.1002/gps.5228
https://doi.org/10.1002/gps.5228
https://doi.org/10.1002/gps.5228
https://doi.org/10.1111/j.1365-2648.2009.05023.x
https://doi.org/10.1111/j.1365-2648.2009.05023.x
https://doi.org/10.1111/j.1365-2648.2009.05023.x

	 Introduction
	 What is “Administration of Medication”?

	 Review of Literature
	 Theoretical Framework

	 Methods
	 Ethical Considerations
	 Data Collection Methods
	 Data Analysis

	 Results
	 Knowing What I am Taking
	 Having a Sense of Achievement
	 Letting go of Control
	 Losing Control

	 Discussion
	 Trust as an Indicator of Vulnerability
	 Demonstrating Autonomy in Taking Medication
	 Autonomy in a Risk-Averse Culture
	 Imbalance of Power for Residents of Care Homes—A Hierarchy of Institutional Power
	 Empowering Practice—Person-Centered Care

	 Strengths and Limitations of This Research
	 Implications for Policy and Practice
	 Conclusion
	 References

