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Over the last fifty years quality of care has been a consistent problem in nursing 

home facilities. The federal government implemented a bureaucratic system as an 

attempt to improve this standard. This thesis traces the emergence of this system in 

nursing homes and illustrates its failure to solve the problem. George Ritzer's four-point 

McDonaldization model of bureaucracy is applied to argue that the bureaucratic system 

for governing nursing homes has a negative effect on the quality of care. Although this 

hypothesis has proven to be accurate, additional factors were consistently cited as having 

detrimental effects on resident care. These include issues such as insufficient pay and 

lack of training/education for CNAs. Moreover, profit motive and societal views of the 

elderly appear to be the true root of the problem. 
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CHAPTER! 
THEORIES OF BUREAUCRACY 

Introduction 

A recent Washington Post survey reported that when it comes to growing old 

most Americans fear being placed in a nursing home (64%), more than they fear death 

(28%). Such fears are understandable considering that since the 1940s, when the nursing 

home industry started its rapid growth, many Americans have perceived their 

environments as substandard (e.g., Mendelson 1974; Gubrium 1975; Vladeck 1980; 

Kayser-Janes 1981; Shield 1988; Louck 2000). 

During the 1940s, the elderly population in America was growing. At this time, 

moreover, welfare officials expressed concerns about the quality of care nursing homes 

offered to residents and "pointed to low federal payments as one cause of such inadequate 

care" (Holstein and Cole 1996:36). These officials were advocates for increasing federal 

funds but only in conjunction with the strict enforcement of regulations, including 

"minimal standards of care ... protection from fire hazards, unsanitary conditions, and 

overcrowding" (Holstein and Cole 1996:36). While these reforms had an impact, they 

have not been able to prevent the industry's continuing decline. 

Given the current state of affairs, it seems inevitable that conditions in nursing 

homes, in the immediate future, will become even worse, due to a significant increase of 
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the oldest ofthe old (ages 85 and older) among the elderly. For example, Atchley (2000) 

explains that while the older population itself is growing older and is expected to double 

in the next 40 years, the oldest-old present a more serious problem because their numbers 

will quintuple during that same period. Indeed, for the most part, it is the oldest-old who 

face greater chances of suffering severe and chronic illnesses, will require frequent 

medication monitoring, become bedridden, or experience other physical or social changes 

that are associated with being placed in a nursing home. In 1976, there were over 11,000 

nursing homes in the United States; nearly 85% of their 1.2 million residents were over 

age 65 and over half were over age 80 (Atchley 2000). Hence, it is an accurate 

perception that nursing homes are primarily housing for the very old and often politically 

powerless. 

The fact that nursing home care is a big industry regulated by bureaucratic 

governance only compounds the problems of this situation. A bureaucracy determines 

the actions of employees at all levels within the organization. This thesis explores the 

system of bureaucracy in nursing homes as it affects the care workers are able to provide 

to residents of these facilities. 

To evaluate the role played by bureaucracy, George Ritzer's four-point 

McDonaldization model is applied. This thesis argues that McDonaldization has had a 

negative effect on the quality of care in nursing homes and will demonstrate how the 

bureaucratic system for governing nursing homes is ineffective. Moreover, this thesis 

argues that the problem with past research is that others have failed to apply this theory to 

the nursing home industry. As a general rule, this thesis focuses on skilled nursing 

facilities (SNFs), as opposed to intermediate care facilities (ICFs). 

2 



This study is important and timely, because the problems residents face in nursing 

homes continue to be almost as severe as 50 years ago. Even with current regulations, 

substandard care continues to be a major complaint against these institutions and a major 

component of the public's perception. Bureaucracy, therefore, has failed to accomplish 

its stated goal of improving the quality of care in these institutions. The current study 

analyzes the roots of this problem and suggests that other means must be developed to 

properly administer elderly care in the United States. 

Theoretical Overview 

As organizations grow, they tend to become increasingly formal. Peter Blau 

( 197 4) defines the criterion for a formal organization as "the existence of procedures for 

mobilizing and coordinating the efforts of various, usually specialized, subgroups in the 

pursuit of joint objectives" (p. 29). These organizations formulate procedures that 

determine the relationships between their many members and control the responsibilities 

of each individual (Blau 1974). It is this course of action that leads to what is commonly 

known as bureaucracy. 

The emergence of bureaucracy was first discussed by the German sociologist Max 

Weber (1921/1968). Bureaucracy has been defmed as "the process of rationalizing and 

controlling social action, so as to improve operating efficiency and more effectively 

achieve common goals" (Olsen 1968:235). Collins (1986) summarizes Weber's 

characterization ofbureaucracy: 

A continuous administration on the basis of formal rules, record keeping files , the 
separation of the person from the office, specialized jurisdiction, fixed salaries, 
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autonomous institutional finances, and expert rather than particularized 
recruitment (P. 49). 

A key feature ofthe bureaucratic system is the effective control ofthe actions of 

individuals to ensure that their activities contribute to collective goal attainment (Olsen 

1968). Without this social control, the participants in an organization would eventually 

become independent units, rather than being integrated into a larger whole. Therefore, 

the use of control over individuals and their activities provides the organization with the 

ability to achieve stability over time and to function effectively. 

Large organizations found that the enactment of formal operating and 

administrative procedures were essential if collective goals were to be realized (Olsen 

1968). Therefore, this type of social process emerged out of organizations' need for 

order and precision, as well as workers' demands for fair treatment (Bennis 1969). In 

turn, this created a system capable of effectively handling massive investments, division 

of labor, and the large-scale mechanized production of capitalism (Pinchot 1993). The 

creation of the bureaucratic system was accomplished through a "system of rules and 

regulations and the hierarchy of supervision" (Blau and Meyer 1956:21). 

A bureaucratic organization has the ability to initiate control practices in order to 

further the rationalization of activities and to efficiently reach goals. For this reason, it is 

important that we understand bureaucratization as an "ongoing social process, not a 

particular kind of organization" (Olsen 1968:235). 
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The Promises and Pathologies of the Bureaucratic System 

In the early twentieth century, bureaucracy became the dominant method of 

organization, the model for all the institutions of modem society, and Weber became its 

foremost student (Pugh 1989). The capitalistic market economy demanded that the 

"official business of the administration be discharged precisely, unambiguously, 

continuously, and with as much speed as possible" (Gerth and Mills 1946:215; Fischer 

and Sirianni 1984:32). As Wrong (1970) writes, "[Weber] argues merely that ifyou wish 

to achieve certain administrative or productive goals in a large and territorially extensive 

society, then you must have bureaucratic organization to do so" (p. 34). To explicate this 

claim and to explain the emergence ofthis social form, Weber (1921 /1968) detailed the 

advantages of bureaucracy: 

From a purely technical point ofview, a bureaucracy is capable of attaining the 
highest degree of efficiency, and is in this sense formally the most rational known 
means of exercising authority over human beings. It is superior to any other form 
in precision, in stability, in the stringency of its discipline, and its reliability. It 
thus makes possible a particularly high degree of calculability of results for the 
heads of the organization and for those acting in relation to it. It is finally 
superior both in intensive efficiency and in the scope of its operations and is 
formally capable of application to all kinds of administrative tasks (P. 223). 

Simply put, the bureaucratic system differs from earlier methods of organization 

because of its formal structure, which, among other things, allows for an increase in 

efficiency. This formal structure gives the organization the ability to keep track of and 

gauge the success of its participants through calculation (Ritzer 2000). Moreover, 

bureaucracies control individuals by the division of labor and thus replace human 

judgment with the dictates of rules, regulations, policies, and structures (Ritzer 2000). In 

general, by means of routine, discipline, control, predictability, and quantification, an 
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organization develops a power, which stems from the cohesion of many small units into a 

collective whole, and it is this power that provides an increase in efficiency for that 

specific organization. 

Along with the beneficial features of the bureaucratic system, Weber and other 

writers have also identified the negative effects this system has had on organizations and 

their participants. To start with, bureaucracies suffer from the "irrationality of 

rationality" and, as a result, are frequently dehumanizing (Ritzer 2000:24). A system has 

the capacity to dehumanize if it denies "the humanity, the human reason, of the people 

who work within them or are served by them" (Ritzer 2000:124). For example, 

employees in large organizations are often "deskilled," that is they are seldom allowed to 

use their skills or be creative on the job (Coward and Krout 1998). As a result, these 

individuals have feelings of resentment, dissatisfaction, and alienation, which eventually 

may lead to absenteeism and a high turnover rate. In addition, as Blau and Meyer (1956) 

write: 

The combined effect of bureaucracy's characteristics is to create social conditions 
which constrain each member of the organization to act in ways that, whether they 
appear rational or otherwise from his individual standpoint, further the rational 
pursuit of organizational objectives (P. 22). 

Other writers have also noted the tendency of bureaucracies to deny the human. 

For instance, Ronald Takaki describes the bureaucratic setting as a place "in which the 

self was placed in confinement, its emotions controlled, and its spirits subdued" (Ritzer 

2000:25). Another critic of the bureaucratic culture, Zygmunt Bauman describes 

dehumanization as "an inescapable aspect ofthe functioning of all bureaucracies" (Du 

Gay 2000:40). Bauman continues, "Through its inherent distancing effects, bureaucratic 

6 



procedures reduce human objects to 'pure, quality, free, measurements' and thus rob 

them of that which makes them distinctive" (Du Gay 2000:40). As a result, Bauman 

argues that participants in the bureaucratic system cannot behave as human beings. As 

Perrow (1972) also notes, "Bureaucracies are said to stifle the spontaneity, freedom, and 

self-realization of their employees" (p. 6). 

In addition to dehumanization, bureaucracies have other systemic faults. The 

tangles of red tape they produce increase the inefficiency of the system. For example, the 

emphasis on calculating the amount of work produced often leads to large amounts of 

poor quality of work and gives little attention to how well an employee completes a task 

(Ritzer 2000:25). In addition, the bureaucratic system can become unpredictable due to 

an uncertainty of job responsibilities amongst employees, and, as a result, clients do not 

receive the services they expect (Ritzer 2000). Furthermore, employees who have been 

replaced by non-human technologies are angered by this situation, which can lead to the 

sabotage of operations and the new technologies (Ritzer 2000). In all these instances, 

bureaucratic systems lose control over those who are employed by them and those who 

are served by them. In general, as Perrow (1972) states, bureaucracies are known to "be 

inflexible, inefficient, and in time of rapid change, uncreative and unresponsive" (p. 6). 

Although the aforementioned irrationalities are problematic, the most troubling 

characteristic ofbureaucracies is the frequently cited "iron cage" of rationality (Mitzman 

1970; Ritzer 2000; Delaney 2004). For many writers, bureaucracies are "cages in the 

sense that people are trapped in them, their basic humanity denied" (Weber cited in 

Ritzer 2000:25). These writers see a society of people trapped in a sequence of"rational 

structures," moving from one rational system to another, "from rationalized educational 
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institutions to rationalized workplaces, from rationalized recreational settings to 

rationalized homes" (Weber cited in Ritzer 2000:25). As Ritzer (2000) opines, drawing 

directly on Weber, "society would eventually become nothing more than a seamless web 

of rationalized structures; there would be no escape" (p. 25). 

A final disadvantage of bureaucratic systems is frequently discussed as 

disenchantment. This word was first used by Weber and taken by him from Friedrich 

Schiller's phrase "disenchantment ofthe world" (Gerth and Mills 1946:51). Weber 

suggested that the bureaucratization of the Western world led to a shift from a magical 

and mysterious world to one in which "everything seems clear, cut-and-dried, logical and 

routine" (Ritzer 2000:132; Gerth and Mills 1946). The efficient systems ofbureaucracies 

eliminate any chance of enchantment, such as creation, ambiguity, autonomy, and 

quality, because these are seen as being inefficient. Therefore, a world without 

enchantment is another irrational consequence of increasing rationality (Ritzer 2000). 

One effect of disenchantment may be the feeling of ennui. By this I mean that the 

employees may grow bored and apathetic due to dissatisfaction with their jobs and lives. 

Ennui, in the workplace, leads to poorer quality of work and thus a poorer product. In the 

case of nursing homes, all of the disadvantages of bureaucracy listed above have an effect 

on the quality of care received by residents. 

The McDonaldization Theory 

Utilizing the ideas of Weber, Ritzer (2000) developed a four-part model of 

bureaucracy, which he terms "McDonaldization." Ritzer (2000) defines 

McDonaldization as "the process by which the principles of the fast-food restaurant are 
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coming to dominate more and more sectors of American society as well as the rest of the 

world" (p. 1 ). He argues that McDonaldization has flourished because it offers 

consumers, employees, and owners the incentives of four elements: efficiency, 

calculability, predictability, and control. 

Ritzer (2000) describes efficiency as "the optimum method for getting from one 

point to another" (p. 12). He adds, "Organizational rules and regulations also help to 

ensure highly efficient work" (2000: 12). However, Ritzer also emphasizes the idea "that 

mechanisms designed to increase efficiency are generally put in place by organizations to 

further their own interests, and they are not always the same as those of consumers" 

(2000:61). 

The second element of Ritzer's McDonaldization model is calculability, namely 

"an emphasis on the quantitative aspects of products sold (portion size, cost) and services 

offered (the time it takes to get the product)" (2000: 12). In this system, employees are 

expected to complete tasks quickly, with little attention given to the quality of the 

products and services provided. 

The third element is predictability or "the assurance that products and services 

will be the same over time and in all locales" (2000: 13). Ritzer explains that the 

employees of this system must behave in predictable ways by following specific rules 

and regulations provided by the corporation. 

The final element found in the process of McDonaldization is control. The 

bureaucratic rules of an organization must exert control over the employees and the 

consumers. Ritzer states, in terms ofthe employees, "Their innumerable rules, 

regulations, guidelines, positions, lines of command, and hierarchies dictate what people 
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do within the system and how they do it" (2000:109). When it comes to the consumers, 

Ritzer explains that there are certain mechanisms that "help to control customers," such 

as "receiving cues ... that indicate what is expected of them" (2000:113). Moreover, 

customers may also encounter structural constraints that affect their behavior, and 

customers, in tum, internalize these types of controls as being the norm. 

As an example, Ritzer discusses the educational institution (a human service 

organization) and provides examples of how these four factors, when applied to this 

system, may be problematic for both the teachers and students. In terms of efficiency, the 

emergence of multiple-choice exams helped speed up the grading process, giving more 

time to professors for other activities such as research and writing. Ritzer (2000) 

compares the efficient multiple-choice exam to the inefficient writing exams of the past: 

In a much earlier era, students were examined individually in conference with 
their professors. This may have been a good way to fmd out what students knew, 
but it was highly labor-intensive and inefficient. Later, the essay examination 
became popular. Grading a set of essays was more efficient than giving oral 
examinations, but it was still relatively time-consuming (P. 49). 

The problem is that, although the multiple-choice exam is highly efficient for the 

professors, it is not necessarily beneficial for the students. For example, essay exams are 

known to help students improve their writing ability. In addition, multiple-choice exam 

questions are sometimes worded in a confusing or unclear manner. If a student taking a 

multiple-choice exam is unsure about the answer, they must make a guess, which can 

negatively affect their grade. In contrast, a student taking an essay exam may attempt to 

explain the reasons for giving a certain answer, demonstrating to the professor that the 

student truly knows the material. 
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Calculability is evident in many different ways in educational institutions. In 

terms of the overall courses offered, Ritzer (2000) suggests: 

The focus seems to be on how many students (the 'products') can be herded 
through the system and what grades they earn rather than the quality of what they 
have learned and of the educational experience (P. 66). 

Moreover, a student looking to further his/her education is evaluated on quantifiable 

factors , such as their GPA, SAT, or GRE scores. These numbers decide whether or not a 

student will be admitted to the school he/she desires. Even letters of recommendation, 

which help describe the personality and special abilities of a student in addition to his/her 

scores, have been replaced with "quantified ratings (for example, top five percent of the 

class . .. )" (2000:67). 

If the students are considered to be the "products," then the professors are the 

"workers" (Ritzer 2000:67). Often the number of credentials one has after their name is 

supposed to convince others of one's competence. However, as Ritzer (2000) suggests, 

"the sheer number of credentials tells little about the competence of the person sporting 

them ... this emphasis ... has led people to make creative use ofletters after their names" 

(p. 67). In addition, there is an emphasis on quantity of publications, instead of quality of 

work. This puts pressure on academics to rush into publication, possibly before the work 

is fully completed, which "will lead to the production of a great deal of mediocre work" 

(Ritzer 2000:69). Calculability, then, places an importance on quantity over quality. 

Predictability is evident in most colleges and universities in that many 

introductory courses utilize similar material. This similarity is a result of the limited 

number of textbooks professors have to choose from and the publishing companies that 

require writers to follow a standardized format of "chapter outline, introduction, boxes 
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for tangential discussions, photos (most desirably in color), chapter glossary, and 

summary" (Ritzer 2000:96). Therefore, "predictable textbooks lead to predictable 

courses, and more generally, to a predictable educational experience" (Ritzer 2000:96). 

This highly structured system forces the students to perform in specific ways and leads to 

control, the fmal factor in Ritzer's theory. 

Ritzer (2000) suggests that control over students begins in kindergarten, which he 

describes as an "educational boot camp" (p. 115). In school, students are "taught not 

only to obey authority but also to embrace the rationalized procedures of rote learning 

and objective testing" (Ritzer 2000: 115). The students who conform to the system are 

labeled as good students and those who do not as bad students. In addition to being 

controlled by classroom rules, students are also under the control of the clock and the 

teacher's lesson plan. In terms of the clock, Ritzer explains, "a class must end at the 

sound of the bell, even if the students are just about to comprehend something important" 

(2000:115). The students do not have much, if any, time to comprehend what was just 

taught to them, because they fmd themselves rushing to get to the next class before the 

tardy bell rings. 

Because teachers are instructed to follow their scheduled lesson plan, "a class 

must focus on what the plan requires for the day, no matter what the class (and perhaps 

the teacher) may find interesting" (Ritzer 2000:115). For instance, at the end ofthe year, 

the students are required to take a comprehensive exam, such as the FCAT, which 

evaluates the overall educational system. The teachers have specific material that must 

be taught, because they know it will be covered on the exam. Therefore, even though the 

teacher might want to teach a certain subject, if it does not correlate with what will be 
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asked on the exam, the teacher is less likely to include it in the lesson plan and to educate 

the students on that particular subject. In summary, Ritzer shows how the incorporation 

of his four factors into the education system does not result in better services for all those 

involved. 

McDonaldization of Nursing Homes 

The relentless process of McDonaldization has swept through the health care 

system, as well as many other institutions. Ritzer's four-point model of bureaucracy is 

particularly evident, however, in nursing home facilities. These facilities operate on a 

"rational and cost-effective plan; they standardize the care and tightly schedule the daily 

round of activities" (Johnson 1985: 122). The overwhelming problem with past research 

on the nursing home industry is that others have failed to apply the McDonaldization 

theory. 

Although it has been suggested that bureaucracy is "essential, desirable, and 

indeed inevitable in nursing home organization," (Foner 1995:230) this system has many 

disadvantages. As seen above, Weber and others have identified these disadvantages, 

and, in the nursing home industry, ample evidence can be found of these and other 

dysfunctions of bureaucracy. The following outlines some ofthe negative effects the 

bureaucratic system has on the quality of care in nursing homes. 

One common, yet rarely mentioned, consequence found in the nursing home 

industry is "goal displacement." Perrow (1972) suggests "to establish the standards, one 

has to know the real goals of the organization" (p. 12). The original or "real" goals of the 

nursing home industry include: the improvement or maintaining of health, enhancement 
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of psychological and social well-being, maximizing patient independence and autonomy, 

meeting the needs of the patient, and the promotion of a meaningful life. All of these fall 

under the broader category of "quality of life" (Kane, Kane, and Ladd 1998: 18). 

Goal displacement, as Blau and Meyer (1956) explain, results within 

"bureaucratic organizations [that] may well have been designed to maximize efficiency, 

but (where] certain emergent practices within them may impede effective operations" (p. 

120). The displacement of goals occurs when "organizational means designed to 

promote efficiency become ends in themselves and are applied blindly to every case 

regardless oftheir consequences" (Blau and Meyer 1956:120). Merton (1968) describes 

it as a process whereby "an instrumental value becomes a terminal value" (p. 253). 

Goal displacement regularly results in "a preoccupation with keeping the 

bureaucratic apparatus going at the expense of its basic objectives" (Blau and Meyer 

1956:1 06). Since nursing home organizations operate under the bureaucratic system "it 

is likely to emphasize the goal of efficiency in preference to other goals such as morale" 

(Hage and Aiken 1972 :67). In addition, "organizations with routine work structures," 

such as the nursing home industry, "are likely to emphasize the quantity of clients 

serviced rather than the quality of those services" (Hage and Aiken 1972:67). 

Fontana (1977) details the consequences of goal displacement in a nursing home: 

The rush imposed by a heavy work load leads the aides to treat the patients in the 
same fashion (predictability): It becomes legitimate to stuff food down their 
throats because the goal has become serving the meal, not nourishing the patient, 
or to lift them in and out of bed as if they were inanimate dummies because the 
goal is bed making not making the patient comfortable (P. 155-156). 

Shield (1988) contributes another example: 
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Nurses, nursing assistants, orderlies, social workers, housekeepers, kitchen 
workers, and administrators in the nursing home usually do not have time to talk 
with the residents because their bureaucratically defined work consists of other 
activities ... performing various duties consistent with their job descriptions. 
These priorities also result in the non-continuity of resident care because it 
matters less who does the job than that the job is done (P. 92). 

Medical bureaucracy, also referred to as the medical model, is another common 

dysfunction found in the nursing home industry (Mechanic 1976, 1989). Frequently, 

nursing home facilities adopt the medical model of care found in hospitals. This model 

treats only the illness of the patient and does not take into consideration social or 

psychological problems (Johnson and Grant 1985). Mechanic (1976) explains: 

As government plays a larger role in medical care, it tends to impose bureaucratic 
forms with which it is particularly familiar, without special sensitivity to the 
unique aspects of delivering sensitive personal services (P. 1 ). 

Henderson (1995) found: 

The nursing staff supervisors are trained in the traditional medical model as LPNs 
or RNs. Their training emphasizes physical therapy with only a slight orientation 
toward psychosocial parameters. Federal and state inspection clearly promotes 
and rewards medical action (P. 53). 

In Diamonds' ( 1992) study of nursing homes, he notes that the aides were urged to 

get to know the patients better by reading their charts as much as possible. To get 
to know them better through the charts was to get to know them primarily through 
their sickness and medical care (P. 83). 

When it comes to human service organizations, such as the nursing home, many 

reformers suggest that the medical model "is not appropriate for those with chronic 

conditions who require long-term -- and often permanent -- care" (Johnson and Grant 

1985: 140). These critics also suggest that a social model of organization should be used 

in the nursing home industry, since long-term care is a social problem (Johnson and 
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Grant 1985; Kane and Kane 1978; Mechanic 1976, 1989). Johnson and Grant (1985) 

explain further: 

The individual in need of help is not only a patient with presenting symptoms but 
also one who has social and psychological needs. The (social) background factors 
include socioeconomic information, family resources, and psychological status, as 
well as a health history (P. 142). 

The psychosocial model includes medical care, but medicine is just one of the 

components involved in the residents' treatment (Johnson and Grant 1985). The 

psychosocial model seeks to address all aspects of the residents' life and coordinates the 

efforts of a multidisciplinary team, who care for multifaceted existence of their residents. 

The primary difference between the medical and the psychosocial model is the latter's 

holistic approach. Overall, reformers discuss the need to move away from the medical 

model towards more "people-centered enterprises" (Loucks 2000:220). 

Dehumanization is another negative effect of bureaucracy found in the nursing 

home industry. While dehumanization, as discussed by Weber, is often seen as affecting 

only the employees of an organization, within the nursing home industry, not only are 

employees denied their humanity but residents are as well. Frequently, residents are 

treated and viewed by the staff as inanimate objects. Moreover, residents living in a 

nursing home are dependant on others for assistance with the basic activities of daily 

living (ADLs), and often the staff tends to their needs in a way that dehumanizes them. 

Kayser-Jones (1981) found many instances of residents being treated in 

dehumanizing ways, especially during feeding, dressing, bathing, and eliminating: 

• Mrs. Garvey (resident), who usually ate independently, had not eaten her lunch. 
Rather than inquiring why she had not eaten and encouraging her to eat, the aide 
filled a spoon with ground meat and mashed potatoes and forced it into her 
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mouth .. . While the patient protested she could eat no more, the aide ignored her 
objections (P. 46). 

• To lack underclothes or to have clothes put on backwards is also dehumanizing 
for the elderly. Robes often are put on this way, staff informed me, to decrease 
the amount of work involved in changing an incontinent patient and to decrease 
the amount of laundry. If robes are put on backwards .. . they are not soiled when 
patients are incontinent (P. 47). 

• Exposing patients' genitals, bathing men and women simultaneously in the same 
shower room, and creating a situation in which the elderly, owing to lack of help 
and attention, defecate and urinate on the floor illustrate an insensitivity to 
patients' needs and are an affront to their dignity (P. 47). 

Another consequence of bureaucracy is what Weber described as disenchantment. 

The quest for efficiency in bureaucracies does not allow the nursing home staff to be 

attentive to the residents ' needs, and, at its heart, caregiving is an activity which 

envisions what Weber would describe as an enchanted world. In nursing homes, aides 

find themselves wanting to take care of residents in a thorough manner, yet 

"administrative rules can prevent them from offering this kind of supportive treatment" 

(Foner 1995:231). The employees follow the rules in a methodical manner with little 

regard for residents ' needs, because "conformity to the rules is rewarded in bureaucratic 

organizations and deviations punished" (Foner 1995 :230). Thus, the ethics of caregiving 

and the logic of bureaucracy are fundamentally in contradiction. 

F oner ( 1995) examined the different reactions of the administrative staff when 

comparing two different styles of care provided by the aides. Gloria James and Ana 

Rivera were two aides who cared for their residents in opposite manners. Foner (1995) 

describes their different styles: 

• Ms. James's attitude toward dressing, bathing, and feeding patients was much the 
same as her attitude toward her other chores. She was determined to get them all 
done quickly, whether patients liked it or not. Residents, in her view had no 
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choice ... She had no tolerance for patients' resistance which slowed her down (P. 
232). 

• Ana was deeply attached to the residents in her section and cared for them in a 
soothing and respectful way. I never heard her yell or lose her patients with a 
resident . . .In contrast to Ms. James, Ana gently urged patients who refused to eat 
and gave positive reinforcement whenever they took a bite ... Rather than rush 
slow eaters, she patiently encouraged them to take their time (P. 233). 

Foner found that "Gloria James was the nurses' favorite, while Ana Rivera was 

constantly criticized by the nursing coordinator in charge of the floor" (1995 :232). This 

shows how an emphasis on efficiency takes priority over caring and emotional work with 

the residents. Foner states, in conclusion, "Workers who take the initiative in trying to 

improve patient care and respond to patients' special needs can find themselves punished 

rather than rewarded" (1995:232). 

A final disadvantage of the bureaucratic system involves the tangle of regulations 

and the emphasis on calculation. Many researchers, who have written ethnographies on 

the nursing home, have noted the overwhelming amount of paperwork required in these 

institutions. Savishinsky (1991) discusses one nurse's frustration: 

While nurturing people was Louise's primary task, there were also dues to pay to 
the bureaucracy. So much record keeping was required, she felt, that the state 
' regs' often threatened 'to replace patient work with paperwork.' Acknowledging 
that records were necessary for good management and good nursing, she still 
argued the bureaucracy got absurd. 'If you didn' t chart it, you didn't do it. Now 
that's crazy from a caregiving point of view, b_ut the rec~rd~ take on a life, a. 
reality of their own. Fiction can replace truth tf somethmg mvented gets wntten 
down, or if something real gets omitted' (P. 160). 

Henderson (1995) provides an example of fictitious charting: 

Charting consumes the vast majority of the licensed nurses' tim~ .. !his p:actice 
becomes so perfunctory, however, that patients who are away vtsttmg or~ !he 
hospital have been unintentionally charted as not only present, but the rectptent of 
'usual A.M. care' or 'up and about, cheerful' (P. 53). 
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Diamond (1992) describes the type of paperwork aides must routinely complete: 

Though we did not have to worry about Bernice (resident), by now, about 10:30, 
we did have to worry about filling in the Restraint and Position sheets in the 
charts. It was a Board of Health directive that for each person these had to be 
completed and signed every two hours of the twenty-four hour day (P. 88). 

Loucks (2000) suggests that the system is more concerned with financial productivity 

than with the quality of care: 

The ratio of all nurses to residents is often so low that the nurses seldom have the 
opportunity to spend more than a few minutes with any one resident. Investors, 
on the other hand, benefit from having the least number of aides and nurses on 
duty at any given time. The accountants who measure the efficiency of nurs~g 
homes do not count such things as the number of times the staff evokes a smile 
from a resident (P. 75). 

In the history of the American healthcare system, there have been three major 

eras. In the first era, the professional associations provided the central governance 

mechanisms for the field, and physicians were in charge and unchallenged (Littrell 1983; 

Scott 2000). In the 1960s, a second era emerged. There was a major transformation of 

governance in that the federal government, for the first time, became a major player in 

the health care delivery system, providing these organizations with Medicare and 

Medicaid (Littrell 1983; Scott 2000). The third era emerged in the 1980s and continues 

to the present day. In this era, corporations and businesses are becoming much more 

active in the nursing home industry. Market-like incentives and controls are more 

frequent, as seen in the Health Maintenance Organizations (HMOs) (Littrell 1983; Ritzer 

2000; Scott 2000). In sum, professional associations are becoming less influential, and 

state agencies must readjust policies to emphasize deregulation and competition (Littrell 

1983; Scott 2000). 
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When looking back at the evolution of the nursing home industry and its policies, 

these policies seem to have been formulated, not only with limited foresight, but largely 

by people, who were primarily concerned with something other than caregiving (most 

frequently their focus was on poverty relief). Thus, these policies were merely an 

afterthought, a side effect of decisions directed at other problems (Vladeck 1980). It is 

clear now that this history has serious consequences for the nursing home bureaucracy. 

Foner (1995) explains: 

Bureaucratic rules, essential to guarantee the smooth functioning of nursing 
homes and patients' well-being, at the same time can interfere with aides' ability 
to provide compassionate and humane care (P. 235). 

Based on Weber's theory of bureaucracy, Ritzer's four-point model of 

McDonaldization, and the above examples from nursing home ethnographies, this thesis 

hypothesizes that the bureaucratic system has the following effects on the nursing home 

industry. First, as a result of efficiency, the organizational features of nursing homes are 

more important than the interests of the residents. In other words, the completion of 

responsibilities in a rapid and timely manner takes precedence over the specific needs of 

the residents. Second, as a result of calculability, the residents of the nursing homes are 

seen as profits and not as individuals in need of care. Third, the methodical operation of 

predictability turns the care provided by the staff into a series of impersonal interactions. 

This denies residents a chance to obtain specific and personal care beyond the specified 

assigned care. Finally, the more control non-medically trained administrators (insurance 

companies or the federal government) have over the staff who provide direct care to the 

residents (physicians and nursing staff), the less likely the residents are to receive the 

proper or most suitable care. 
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Overall, this thesis hypothesizes that compliance with organizational rules, 

including the four factors of efficiency, calculability, predictability, and control, when 

utilized in the nursing home industry, leads to poor quality of care. To validate this 

hypothesis, this thesis examines how the bureaucratic system used in nursing homes 

affects the performance of the nursing staff To understand the reasons for the rise of 

bureaucracy in the nursing home industry, a look at the history of these institutions is 

useful (see Appendix A). 

It is important to note that other factors may also affect the quality of care. These 

factors include: paying Certified Nurses Assistants (CNAs) minimum wage, lack of 

training/education for CNAs, profit motive, and our societal views of the elderly. Each of 

these factors may negatively affect resident care. It is possible that these additional 

factors shape the attitudes of the nursing staff, which then adversely affects the treatment 

of elderly residents in nursing homes. It is the following evidence of substandard care 

that has provided the impetus for my research. 
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CHAPTER2 
METHODOLOGY 

The aim of this research project has been to explore the relationship between the 

bureaucratic system, which structures the nursing home industry, and the quality of care 

received by its residents. I examine the possibility that this system distracts the staff from 

their primary duties of caring for residents by replacing these duties with tedious and 

repetitive paperwork. This, in tum, ultimately lessens the staffs involvement with 

resident care. 

A qualitative research design was used in this study. The design was based upon 

two principle data gathering techniques: (a) literature review and (b) semi-standardized 

interviews. These two procedures are complementary. Reviewing the literature provides 

a thorough account of the history and an analysis of the problems encountered in the 

nursing home industry. Interviews provide recent descriptions of nursing home 

operations and personal experiences that may be compared to those found in prior 

ethnographies. In addition to these methods, five years of personal involvement in this 

industry has provided me with a rich background of information and the motivation to 

pursue this research topic. 
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Nursing Home Setting 

This study focuses on skilled nursing facilities (SNFs), as opposed to intermediate 

care facilities (ICFs). The difference between SNFs and ICFs is the amount of care an 

individual requires. After the enactment of Medicare (MCR) and Medicaid (MCD) 

legislation, facilities were required to meet certain standards. However, these regulations 

varied depending on the level of care residents required. SNFs provide residents with 

comprehensive medical care at a lower cost, because these facilities are eligible for MCR 

and MCD reimbursements (Manard, Kart, and van Oils 1975). Residents placed in these 

facilities were most likely to stay for the duration of their lives. However, today SNFs 

also provide care for residents in need of only short-term stays. The ICFs "were designed 

as a less costly alternative for persons who required more than room and board, but less 

than a full range of medical services" (Manard et al. 1975:35). 

I chose to study nursing homes in south Florida, not only because they were 

locally available, but also because ofthe number of facilities in the area due to Florida's 

large elderly population. The facilities in south Florida are representative of all American 

nursing homes, in that they have similar settings and all must follow the same regulations 

from the government. However, in terms ofthe state laws, employee backgrounds, the 

residents, and their family members, nursing homes in south Florida are not 

representative of all nursing homes. Although nursing homes are required to follow 

certain federal regulations, the policies and procedures vary from state-to-state. For 

example, residents receiving MCD in Florida are given a small personal needs allowance 

of$50.00 per month, which can be used for basic necessities, such as clothing and 

haircuts. This monthly allowance varies from state-to-state. 
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In south Florida facilities, most of the nursing staff are immigrants, many from 

Jamaica and Haiti. The staff members come from diverse backgrounds and their cultural 

values can differ from those of nursing home residents. These differences can lead to 

misunderstandings and conflicts between the staff and the residents. In comparison, in a 

nursing home in a small town in Indiana, the nursing staff are more likely to be white 

Americans with an understanding of this set of cultural values. In addition, it is common 

that an employee in this kind of facility would have grown up in the small town and 

knows many of the residents on a personal level, rather than as just another resident. 

In terms of the residents and their family members, many of the residents in south 

Florida have moved here from other states. Therefore, there is often a lack of family 

support because of the geographical distance between the resident and his/her family 

members. These residents often complain of loneliness and depression, because they 

have no family visiting them. It is common for the family to hire a private nurse to make 

sure the resident is being cared for properly and to provide him/her with company. A 

resident who lives in the same town as their family is more likely to be taken better care 

of, as a result of the family's frequent visitations. 

A typical SNF in south Florida is set up in the following manner. Upon entering 

the SNF, one can expect to encounter a lounge area for residents and visitors. It is 

common for the lounge to include couches and chairs arranged around small coffee 

tables. Some of the nicer facilities have fish tanks set up along the walls. After passing 

through the lounge most SNFs branch off into several hallways. The hallways are 

usually organized by levels of payment and the type of care needed. For instance, there 

are often wings specifically for MCR residents, MCD residents, and private pay 
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residents. Some SNFs have separate locked units for residents suffering from dementia 

or Alzheimer's. These units are designed to keep the residents from wandering outside 

the facility. 

The rooms may vary from a single occupancy to two or four residents in one 

room. Each room contains adjustable beds, with a privacy curtain for rooms with two or 

more residents, a bathroom, a bedside table, a television, and dressers for clothing. 

Residents often decorate their room with memorabilia from their homes. These 

decorations are an attempt to mitigate the institutional setting and help make the resident 

feel more at home. 

On each hallway there is a nurse's station. This is the place where all the nursing 

supplies are kept and the residents ' charts filed. There are three different types of nursing 

personnel: Registered Nurses (RNs), Licensed Practical Nurses (LPNs), and Certified 

Nurses Assistants (CNAs). Each has specific responsibilities on the floor and to the 

residents. It is the responsibility of the RNs to delegate assignments, perform 

administrative tasks, and to document the residents' daily progress. The LPNs apply 

resident treatments and dispense medications. It is the CNAs' responsibility to provide 

the direct and personal care to the residents. This involves duties such as dressing, 

toileting, and bathing the residents. 

In addition to the nursing staff, there are many other employees in a typical 

nursing home. These include the housekeeping/janitorial staff, dietary/kitchen staff, 

activity staff, therapists, and social services. Each department has its own policy and 

procedures manual to follow. The government evaluates each of the departments in 

every nursing home to verify the enforcement of rules and regulations. Overall, nursing 
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homes in south Florida consist ofhighly regulated departments, all of which care for the 

residents in their own specialized way. 

Interviews 

For this study, the principal method of data collection was a series of semi

standardized interviews. The participants for these in-depth interviews were employees 

of various nursing home facilities in south Florida. All interviews were audio recorded 

with the permission of the informant. These interviews were conducted in an 

environment that was comfortable for the subject, either at a nursing home or in a home 

context. Overall, two types of interviews were used: 

1. Key Informant Interviews: These informants were culled from the administrative 

staff of nursing home facilities and included owners/operators, administrators, and 

department heads. The focus was on obtaining data regarding the overall 

functioning of the nursing home. While they did not focus much on personal 

experiences, these interviews were necessary to gain a sense of the broader 

context. The informants were asked a series of questions that revolved around 

Ritzer's four-point model of efficiency, calculability, predictability, and control. 

These questions were directly related to the McDonaldization theory, because I 

wanted the informants to discuss the possibility that these four factors affected the 

quality of care in the nursing home industry. Additional questions were asked 

regarding other problems found in these facilities and possible solutions to these 

problems. For the list of questions refer to Appendix B. 
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2. Narrative Inquiries: These informants were nursing staff, including RNs, LPNs, 

and CNAs. The interviews were indirectly related to the McDonaldization theory, 

in that the questions focused more on the personal experiences of the individuals. 

Here my aim was to collect data on the personal involvement between the nursing 

staff, who provide the majority of the care, and the residents, who receive this 

care. I wanted to take these personal experiences and analyze and compare them 

to the answers given by the key informants to see if the data fit into Ritzer' s four

point theory. In other words, with these interviews I wanted to see if the 

information given by key informants matched up with what was actually 

happening in the nursing homes. The personal experiences of the nursing staff 

were able to provide me with that information. For the list of questions refer to 

Appendix B. 

With regard to the interview questions themselves, I chose to leave them open

ended, so as to not bias the answers with preconceived ideas. These questions were 

simply used as guidelines for the interview. This method is appropriate for this type of 

study, because it gives the informants a chance to voice their true opinions and to do so in 

their own voice. The open-ended interviews did not limit or constrain the answers as a 

fixed set of questions can often do. For this study, it was important that the informants' 

answers be their own, in order to get a full understanding of the issues at hand. 

In the course of this research project 12 interviews were conducted, all of which 

were face-to-face. The subjects were selected by three methods. The primary method 

was networking via key informants. My extended personal involvement as a social 
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worker in various nursing homes served here as a starting point. In the initial phase of 

the project, I developed a list of eight personal acquaintances, who had long-term 

involvement in the nursing home industry. As it turned out, only five people on that list 

actually completed the interview process. All of the subjects selected by this method 

were employed as administrative staff in various nursing homes. 

The second method for selecting subjects was through voluntary sign-up sheets 

posted in break rooms in nursing homes that approved of my research. As a first step, I 

met with the administrator and outlined my project. Once the administrator had given me 

a signed letter of approval, I then proceeded to recruit possible subjects. At this point, I 

was specifically looking for CNAs to interview, since they provide the majority of direct 

care residents receive. From this method, I recruited only a single CNA who completed 

the interview process. 

It was very difficult to find CNAs who were willing to discuss these issues with a 

complete stranger. One individual asked ifl was going to pay them for their time, while 

another wanted to know how this would benefit them. I explained that I would be unable 

to pay them, but they would benefit from this study by being given an opportunity to 

confidentially discuss the stresses and strains they faced working in the nursing home, 

and possibly help to improve the overall system. I even went as far as showing some of 

them the actual questions I would be asking, hoping to spark some interest in the topic. 

All except one declined, stating that they did not have enough experience, didn't speak 

English very well, or were simply just not interested. It may have been easier to get 

interviews from CNAs ifl was still working as a social worker in a nursing home, 
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because they would know me, and I would then have a chance to explain why I have 

decided to research this topic. Overall, this method was not very effective. 

The final method used to obtain interviews was a strategy known as snowball 

sampling. Recently, I had met a woman who worked as a nurse in the nursing home 

industry. After interviewing her, I mentioned the difficult time I was having with 

recruiting CNAs. She informed me of a nursing school in the area and suggested I 

contact the dean. I ended up speaking with the dean and explained my research topic and 

my predicament. I also explained that I was looking specifically for CNAs who had 

experience in the nursing home field. He was interested in my study and agreed to make 

an announcement to help find subjects for me to interview. Utilizing this method, five 

CNAs volunteered to participate in the interview process. This method was much more 

effective than the voluntary sign-up sheets. After completing my interviews, I was glad 

that I did not limit my interviews to CNAs as I had originally planned. My one interview 

with a LPN made me realize that they were just as affected by the bureaucratic system as 

the CNAs. 

A demographics form was designed to protect the identity of the participants in 

the study, while still providing valuable data for analysis (see Appendix B). Each of the 

informants was asked their job title, job responsibilities, number of years they had 

worked in the industry, age, sex, ethnicity, religious background, and where they were 

from. Not all the information requested on these forms was necessary for this study, but 

it may prove useful in future studies. All participants in this study were informed of the 

scope of the project. Nine of the informants were women; three were men. There were 

five key informants with the positions of administrator, former owner, former 
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administrator, consultant, and MDS Coordinator. The narrative inquiry informants 

consisted of six CNAs and one LPN. Amongst all of the informants the number of years 

worked in the industry ranged from 1 to 25 years. Once the subject signed the consent 

form, I proceeded with the interview. The names used herein have been fictionalized to 

protect the informants' identities. 

The actual interviewing process got off to a shaky start. I noticed that as I was 

initially describing my research topic to the informants, I immediately took on a 

defensive stance. I wanted the subject to feel that this was an important and relevant 

topic. However, I found that ifl spent some time just speaking with the subject and 

exchanging stories, before the actual interview, it helped break the ice and remove any 

tension I was feeling at that time. As a result, I realized what a useful tool storytelling 

could be in the interview process. It not only breaks the ice, getting the informant and 

interviewer more comfortable, but it also builds a rapport between the researcher and the 

informant. Furthermore, in telling stories informants often reveal details that they might 

have left out when answering questions. I combined this approach with the semi

structured questions, often skipping between topics to accommodate the flow of 

conversation. Overall, because of my personal experience in the industry, the process of 

storytelling allowed me to gather very rich data, and, through the interview process, my 

informants and I taught each other a great deal by sharing our knowledge and 

expenences. 

This research provided an opportunity for the employees of the nursing home 

industry to speak out and discuss their feelings and frustrations. In addition, they were 
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given a chance to help improve the system by suggesting possible solutions to the 

problems found within it. 
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CHAPTER3 
FINDINGS 

The information gathered from informants supports the hypothesis that Ritzer's 

McDonaldization model can be applied to the nursing home industry. The data suggests 

that efficiency, calculability, predictability, and control do have an effect on the quality of 

care residents receive. Furthermore, the data points to issues beyond the four points 

discussed in this model. Although bureaucracy certainly has serious effects on the quality 

of care given to residents, it is only one part of the problem. The data suggests that other 

factors, such as the pay structure for CNAs and lack of proper CNA training, are also 

significant factors in the quality of care received. Moreover, the interviews revealed that, 

across the board, the nursing home industry suffers from problems caused by profit 

motive and the marginal social status ofthe elderly. Simply put, the elderly are often 

regarded as goods past their age of utility. In our society, the elderly are not valued, 

which is a problem that arises from the moral fabric of our culture. The following 

discussion illustrates these fmdings by drawing directly upon informant interviews. 

Efficiency 

Ritzer (2000) defines efficiency as "the optimum method for getting from one 

point to another" (p. 12). He further suggests, "Organizational rules and regulations also 

help ensure highly efficient work" (2000: 12). The systematic workload of the nursing 
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staff is a direct example of efficiency as it applies to nursing homes. When asked to 

describe how efficiency affects the staff and the residents of a nursing home, the 

informants had similar responses. 

A recurring theme discussed by the informants was the lack of time available to 

spend with each resident. In other words, the importance of completing the job 

efficiently took precedence over spending quality time with the residents to address 

personal issues, such as grief or depression. The interviews also revealed that the priority 

of efficiency has also led to the overmedicating of residents. For those residents who 

tend to be "troublemakers," meaning that they may complain often or have behavioral 

problems, it is common to give them medication that will keep them quiet and 

controllable. One informant discussed this issue as follows: 

• I don't know if the efficiency is a positive thing, but I think one has to document 
encounters with residents. In other words, have you done this, have you done 
that? But what happens if an older person just wanted to talk about her life and 
reminisce, the efficiency has eliminated the personal care ... And no one really 
cares if, you know, if Mrs. Smith cried and discussed her losses of her husband or 
household, but to just see if they can console her and put a check in the box ... Part 
of this twisted efficiency has resulted in overmedicating/drugging these residents, 
because again, you don't have to listen to them, or to deal with their grief and 
loss-Louis, Nursing Home Consultant/Owner of Consulting Company. 

In addition to minimizing time spent with residents, efficiency also results in care 

being provided in an assembly line fashion. Staff members were described as just going 

through the motions, moving from one room to the next, doing the least amount of care 

with the least emotional involvement. For instance, many informants spoke ofthe 

assembly line process of passing out medications to residents. Although it provides more 

time for the nursing staff to complete other responsibilities, this approach takes away 

from time spent on the special needs of each resident. The informants detailed instances 
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where nurses were reprimanded for spending too much time with one resident, especially 

on a task like passing out pills, which the administrative staff believes to be a quick and 

simple task. The result of this emphasis on efficiency is that some residents have their 

pills forced down their throats, because the nurse feels that crushing and mixing pills into 

food takes too much time. One informant recollected this experience as follows: 

• Say, if you want to complete a med pass like pronto, you just pop all the pills out, 
shove it down the patient's mouth and walk out of the room. If they have a 
problem, you go 'I'll be back' ... And that's how a lot of people do their job. 
Nurses ask me, 'why do you take so long? How come you are taking so long? 
I'm like, 'well, there's people in the room. They're not, you know, it's not a 
robot in there .. .I said 'it's a person and if they're going through something, I'm a 
nurse and I have to find out what's going on, and ifl can do something 
significant, or you know, ifl think they need an evaluation' ... -Cher, LPN. 

Efficiency is a priority that benefits not the residents or the staff but those who 

own nursing homes. Owners make a profit by cutting comers, thus appearing more 

efficient, in order to receive greater reimbursements from the government. One 

informant supports this idea by stating: 

• Efficiency is from point A to point B for a profit. .. They don't look at the care 
they're providing, it's about you get what you pay for. And that's the bottom 
line-Special K, MDS Coordinator. 

This system is not efficient for the employees of the nursing home or for the 

residents living there, as evidenced by the responses of the nursing staff in regards to 

their daily workload. Many of the informants cited their frustration as having too many 

responsibilities and not enough time to adequately complete them. They noted that, as a 

result, resident care suffers. Two CNAs expanded on their experience with the issue of 

efficiency: 

• It's hard for you to give the best possible care you can. 'Cause you know the 
people are old and they need more help, and you can't always help them. And 
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you may make them feel uncomfortable because you kinu ~ 
done and to another patient, or else you'll have people who are com¥· 
you got to rush sometimes-Gina, CNA. 

• Well they (nurses) are overworked too ... My experience in the nursing homes has 
been that they're given too much and you're in a no win situation because 
regardless of what your position, you're given too much to handle. So everything 
is prioritized, and consequently some small things like a blister becomes a 
decubitus, and just because nobody has the time to do the proper care-Cruella 
Deville, CNA. 

The collective view shows that efficiency plays a negative role in nursing home 

industry quality of care for residents, while providing the owners with a profitable 

business. 

Calculability 

As explained by Ritzer (2000), calculability is "an emphasis on the quantitative 

aspects of products sold (portion size, cost) and services offered (the time it takes to get 

the product)" (p. 12). A common feature of calculability is that "workers are expected to 

do a lot ofwork, very quickly, for low pay" (2000:13). Informants discussed how 

calculability is factored into the nursing home industry and how it affects the quality of 

care. The interviews suggest that the entire industry is based on numbers or, more 

specifically, on extracting the most amount of work for the least amount of money. 

Informants revealed that in the morning meeting, which includes the 

administrative staff, the first issue discussed is census -- how many residents are in the 

building -- not if the residents are receiving adequate care or if their needs are being met. 

With nursing homes receiving most of their funds from Medicare and Medicaid 

reimbursements, nursing home administrators are very concerned with the number of 
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empty beds. Open beds are viewed as a waste of money, and many administrators will do 

whatever it takes to fill them. One informant described this process as follows: 

• Long-term care is based offofnumbers- How much can you bring in? How long 
can you keep the patient in for? How many days can you push it? The max of 
how much of a reimbursement you're going to get? And with the insurance 
company, what you can actually keep the patient from obtaining, so that you can 
get a kickback-Special K, MDS Coordinator. 

In addition, because nursing homes are provided with such limited funding, they 

are forced to cut nursing staff down to the bare minimum. On average, the dietary staff 

receives only $2 to $5 per patient for each meal. Nursing supplies are limited and only 

are provided to residents with certain diagnoses. Any other resident who requests these 

supplies is charged for them. Every minute of therapy is documented, and, if the resident 

does not show weekly progress, then these services are discontinued. The resident is then 

left in bed, and, frequently, they simply continue to decline. Moreover, these restrictions 

do not tend to attract the best type of help. One informant reminisces about the 

difficulties he had with his budget: 

• We kept statistics ... I knew my cost per patient to feed the patients, and then you 
figured the hours spent by the RN and the LPNs and so on ... But you had to try to 
beat the guidelines- $1.23 per patient per day- whatever, which was difficult 
because of lack of funds-Friend, Former Administrator. 

Overall, the nursing homes are able to provide only minimal care in order to meet 

the bottom line. Thus, calculability does have a significant negative effect on the quality 

of care residents receive. The limited reimbursements nursing homes receive from the 

government restrict the type of care provided to the residents. One informant said it best 

when he described the system as follows: 

• The whole thing comes in numbers, and how many (patients) do you see, and how 
many do you get in, and how many can you get out. .. they become 
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portions/products-Louis, Nursing Home Consultant/Owner of Consulting 
Company. 

Predictability 

Predictability is defined by Ritzer as "the assurance that products and services 

will be the same over time and in all locales" (2000: 13). In bureaucratic systems, 

employees' actions are highly predictable. Ritzer states, "They follow corporate rules as 

well as the dictates oftheir managers" (2000:13). The informants in this study agreed 

that predictability did apply to the nursing home industry. As one of the informants 

stated: 

• One corporation owns many nursing homes, then each of those nursing homes 
owned by one specific corporation should be predictable ... It's pretty standard and 
pretty predictable .. .I will get cared for, it will just change from nursing home to 
nursing home ... (example) .. . You could have one person sitting in a circle feeding 
five, or you can have one person feeding two. They will feed you ... quality goes 
up the more money there is ... -Tracy, Administrator. 

An interesting facet of this question was that the informants perceived the idea of 

predictability in different ways. Two of the informants related predictability to human 

beings in general. One stated, "Human behavior is not terribly predictable" (Louis, 

Nursing Home Consultant/Owner of Consulting Company). The other informant added: 

• I don't think there's such a thing as uniformity .. . we tried to predict the fact that 
help was going to be there, and if the help is there the patients would be well 
taken care of. If they didn't show, we had to scramble to get extra help. And 
quite often the RN was asked to stay a second shift ... So, predictability is not 
accurate, although you've tried-Friend, Former Administrator. 

For these informants, the lack of human predictability results in frequent staff shortages 

that, in tum, result in substandard care. However, ifthe staff is all accounted for, the 

likelihood that residents will receive similar (or predictable) care increases, due to the 

37 



emphasis placed on policy, procedures, standards, and regulations that all staff are 

expected to follow. This was the second sense of predictability discussed by informants. 

The nursing staff is likely to provide predictable care as a result of their specific 

job requirements. For example, CNAs have certain responsibilities, such as morning care 

and feeding the residents. In order for these responsibilities to be done efficiently, CNAs 

attempt to follow a daily routine. Hence, they are likely to go into a room, take care of 

the basic necessities for each resident, and then move on to the next room. Two of the 

informants explained their daily responsibilities and how care becomes predictable: 

• With the resident the care is always the same. You cannot say I'll make the bed 
today and tomorrow I want to do something different. The bed will become dirty. 
I cannot say I will brush their teeth today and tomorrow I will do other things. It 
is a person, a human being. The care is kind of predictable. There is nothing you 
can skip-Ilanama, CNA. 

• Basically, I have an assignment. I'll come in the morning and my assignment will 
be there telling me what patients I have. And usually it's about the same thing 
day to day, if the patients don't leave or ifthey don't pass away .. .l assist them 
with helping them to eat or brushing their teeth, and getting them ready to get out 
of bed for their daily activities. If they need total care, I'll bathe them in the bed, 
and I'll take their vital signs, and I'll completely feed them, telling them what 
they are eating and things like that-Gina, CNA. 

This predictability of care also holds true for other types of nursing staff. I only 

formally interviewed one LPN, but her statements are representative. Their daily 

responsibilities are as follows: 

• When you walk in the door, you have to do a narcotic count. That's the first thing 
you probably do ... So then, when you are finished doing that, the nurse that's 
leaving, she has to give you a full report on the status of each patient. Now at 
night, which I work 11 :OOpm to 7:00am, I had up to thirty to forty people at 
night...Now the excuse for a nursing home is that everybody's sleeping, but that's 
not true ... Because working at night, things can happen. People can go into 
serious conditions where you have to rush them to the hospital... Plus you have to 
do two med passes while you are there. There's one at midnight and then one to 
start at 5:00 in the morning ... you never leave there at 7:00am, I'm sorry, it never 
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happens (laughing). You know, then you have all the paperwork to deal 
with ... And then on top of that, if people need labs, we have to get all the lab work 
ready ... we have to collect urine samples, or stool samples, so you know, it takes 
up a lot of your time. You might think eight hours is a lot of time to get things 
done, no .. . plus there's treatments-Cher, LPN. 

However, the problem with predictability is that some residents require total care, 

while others only need minimal assistance. When CNAs establish a routine, it is very 

common for each resident to be treated as if they all needed the same type of care. This 

routine leads to the neglect of more disabled residents. 

Control 

Ritzer (2000) suggests that, in McDonaldization, employees are "controlled to a 

high degree, usually more blatantly and directly than customers" (p. 14). He adds, "They 

are trained to do a limited number of things in precisely the way they are told to do them" 

(2000:14). Control and predictability are closely tied together. Control over employees 

helps assure the consistent and predictable outcome of the products and services provided 

to the consumer (Ritzer 2000). This element has the most influence on how residents are 

treated in the nursing home. 

In the nursing home industry, the federal and state governments and insurance 

companies control the owners, the owners control the employees, and the staff controls 

the residents. Therefore, when asking the informants about control in the industry, their 

responses varied. The federal government and insurance agencies dictate how long a 

person is covered and the amount of coverage each resident will receive. Government 

bureaucrats are most concerned with the fiscal aspects of the industry and, generally, 
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have not been trained in the medical field. Therefore, they frequently minimize the 

recovery time allowed to residents and assume that all individuals with similar problems 

need the same amount oftime to heal. The following responses from informants detail 

how control plays out in a nursing home: 

• It's gotten more bureaucratic. And it's due to more funds coming from the states 
and the government. There's more paperwork. It's more restrictive. In order to 
get funding, you have to meet certain criteria ... the government has gotten 
restrictive with their funds, so you have to become very imaginative in how to get 
supplies, how to get nurses, how to get caregivers with certain price restrictions, 
because they put limits on everything-Tracy, Administrator. 

• There were ongoing problems with financing ... It was a constant battle with trying 
to get proper reimbursement to meet the standards that they (government) kept on 
setting ... You couldn't offer what you would like to. You were not being 
reimbursed, and finding private pay patients, which helped to take care of the 
shortage, along with Medicaid didn't help you pay your rent or your 
mortgages ... you had to fight with the government. We were in court quite 
often-friend, former Administrator. 

• Insurance companies have definitely changed everything ... The amount of 
physical therapy has changed (example) ... They are more stringent on who they 
would give physical therapy to. Now there are guidelines in place that, this 
person doesn't qualifY ... or there's a limited amount of time. Evaluations are 
done every so many weeks or so many days to see if there's any progression, and 
there's a limited time to that. If there's no progression, then physical therapy is 
discontinued-Tracy, Administrator. 

The above accounts are only the beginning of the effects bureaucratic control has 

on resident care. A major problem with this type of control is that the regulations the 

government and the insurance companies have put into place are not beneficial to the 

resident. The government hires a trained group of individuals, a type of think tank, to 

make the policies and procedures that everyone in the industry must follow. However, 

these individuals are not actually in the field. Thus, the regulations that result are rarely 

realistic from the employees' or residents' points of view. In other words, there is a 
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disjunction between what is on paper and what really goes on in these facilities. The 

informants offered several important and descriptive examples of this disjunction: 

• There is little consideration for resident care. My feeling is, only the specialty 
care relates to the survey ... just make it look good for the survey . .. Somewhere 
they developed a RAP/MDS and that kind of sounded good, but in reality it has 
siphoned off so much time from the one-to-one personalization. There's 
succession with the paperwork to the extent that the social workers have very 
little time to interact with families who are lost in grief situations, and residents 
who have tremendous needs. So to me, the laws have done exactly the opposite 
of that they were intended to do. But on paper, for a think tank coming up with 
the whole MDS process and RAPS and all that, it looks great because you are 
assessing it, but in reality those people never worked in the skilled nursing 
facilities, so it is a tremendous flop ... It becomes busy work . .. Sometimes 
paperwork is safer. Older people who are angry, who have sustained losses, 
whose diapers fill up, it's messy, it ' s difficult. So the paperwork is safer, so the 
government has allowed the staff, I think to take refuge in the paperwork. And 
the survey is just a paperwork survey- Louis, Nursing Home Consultant/Owner 
of Consulting Company. 

• Unfortunately based on files, what looks good on paper and what' s actually being 
done are two separate things .. . And making it look good on paper and not actually 
providing the services you say you are is actually more or less what takes place, 
and it's probably always happening, and it's getting worse because people just 
don't care- Special K, MDS Coordinator. 

• I worked behind nurses that don't do their treatments at all, but they sign that they 
did it. I worked with a nurse, she told me that she got some lab results, and she 
looked at it and she went straight to the patient's chart, and she charted on it that 
she called the doctor and made the doctor aware. She never called the doctor, but 
she charted that to cover her ass. Because if it ' s not charted it didn 't happen. So 
you see, people are very dangerous ... But there's people that can get their work 
done, but they write on the chart that the patient refused because it's just so easy 
to write that. I see it, it happens ---Cher, LPN. 

However, control doesn ' t stop there; it filters down to the employees ofthe 

nursing home. The owners are provided with specific guidelines and, in order to 

maintain their funding, further policies and procedures are passed on to the administrative 

staff. The administrative staff, in tum, controls the staff to ensure that the regulations are 

followed. To guarantee that the staff is completing their responsibilities, the staff is 
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required to complete a detailed account of their daily work, most of which takes the form 

of resident charts. The sheer amount of paperwork distracts from resident care. The 

following are examples of this type of control: 

• The paperwork kept on multiplying. The nurses have to fill in the forms, the 
nurses have to keep the records in good shape, and make sure that everything was 
indicated for each patient. .. It was very difficult, especially for the RNs-Friend, 
Former Administrator. 

• There are Medicare patients, I have to chart on them at least once a shift. And 
basically what I do is I chart on everybody. Even if nothing is happening with 
them I just write, you know, like their vital signs are stable, there's no sign of 
anything going on. You know, just to have something, you know, that I was 
responsible for that person. Now, you know, dealing with forty people, that's a 
lot ofwork-Cher, LPN. 

With the imminent pressure of random state surveys, filling out resident charts 

within specific time frames becomes the goal of each shift. This requires working at such 

a rapid pace that true care is impossible to accomplish. This constant pressure, many 

informants suggested, causes the nursing staff to cut comers in any way possible. In tum, 

this leads to the abuse of the residents by the nursing staff. The informants discussed this 

difficult issue as follows: 

• They (administrative staff) tell you, oh yea, make sure your residents are taken 
care ofwell. But if something's missing in that paperwork, you're going to hear 
about it. You got to make sure everything is right, because when the State walks 
in there, you cannot have anything wrong. Because they (owners) don't want to 
get citations. Because guess what, if they get cited, they lose money; and if they 
lose money, they get rid of you ... it's sick-Cher, LPN. 

• I think that the staff is controlled by fear of being fired ... fear of being sued. So, a 
lot of the documentation is, cover-up everything-Louis, Nursing Home 
Consultant/Owner of Consulting Company. 

• I think they (CNAs) would slap a bath cloth around on somebody and say they 
had a bath. I think that they would even go to the extent of having intentionally 
harass or start an actual disagreement with an individual patient so that the actual 
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patient didn't want any care provided at all, so that it looks like they were 
disgruntled or a noncompliant patient-Special K, MDS Coordinator. 

The issue of abuse continues to be relevant, especially in terms of the control the 

nursing staff has over residents. Resident abuse has been a common occurrence 

throughout the history of nursing home facilities. The types of abuse have varied from 

verbal and physical abuse to neglect or overmedication of residents. Today, abuse occurs 

either because the administrative staff pressures the nursing staff to complete their work 

efficiently or because some of the nursing staff just do not care about the welfare of the 

residents. Some informants reinforced these ideas stating: 

• I think consumers (patients) are controlled by medications ... When the older 
person rebels, they get more and more psychotropic medication-Louis, Nursing 
Home Consultant/Owner of Consulting Company. 

• This one nurse should have been terminated, but she is still there. You know 
what she did? There was a lady with a Hickman's cap; a Hickman's cap is a line 
that runs directly into the heart so you can give intravenous meds through there, 
you know people that have bad veins and stuff, they usually introduce them with 
that line ... And this nurse went to change the dressing, and she cut the line with 
the scissor; and on top of that, said nothing about it, didn't even attempt to clamp 
the line off, and left the lady like that. And gave a report to the nurse that was 
coming on, didn't say nothing, and she hauled ass and she went. And then guess 
what? When they went to look at the lady in the room, and they thought she was 
looking weird, her whole diaper was full- saturated with blood because the lady 
was draining from the line. And that nurse is still working there. That's why I'm 
telling you, it is not what you know or how you do your job, it's who you know
Cher, LPN. 

• She (nurse) was taking the pill, putting it in the applesauce and shoving it down 
their throat. Now I was like, why is she doing this with this little old lady, and I 
thought the old lady was so sweet. And you know, she was just forcing it. Some 
of them are really forceful with these people, and you know it's not good-Cher, 
LPN. 

Despite the widespread negative view of control, one informant declared that 

control has helped improve the quality of life in nursing homes: 
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• They're (government) making more of an effort to put laws in place that there are 
more restrictions on how we handle people- there are more rules, more 
regulations about, you know, resident's rights, ombudsman .. . Whereas before 
there was no one. Many, many years ago there was no one checking on the 
clients as much. Now ifthere is a problem, there will be some action taken if the 
person has an advocate and they see that there is a problem, there will be action 
taken. Whereas before there may have not been people to talk to or to go to get 
something done-Tracy, Administrator. 

Additional Factors for Poor Quality of Care 

In the course of this study, I have found that there are other factors besides the 

bureaucratic system that result in substandard care in nursing home facilities. Recurrent 

themes noted during the collection of data included: poor CNA pay structure, lack of 

proper CNA training/education, the societal value of the elderly, and profit motive. 

These themes revealed that the problems found in nursing homes stem from more than 

just the factors accounted for in Ritzer's model ofMcDonaldization. 

First, CNAs are so underpaid (receiving only minimum wage) and so ruled by 

regulation that many of them do not take their jobs seriously. Many CNAs are viewed as 

uncaring and irresponsible by their co-workers and the administrative staff. However, it 

is very difficult to attract dedicated employees when the workload is backbreaking and 

the pay will leave you living in poverty. Some informants suggested that giving the 

CNAs more money and more control would help improve the quality of care, yet others 

disagreed. Examples of these problems are as follows: 

• They (CNAs) do a lot of the backbreaking work- cleaning up the beds, the 
bedpans ... And sometimes they disappear. You know, you'll fmd them hiding 
somewhere or taking it easy .. . so if we were able to give increases in pay, we were 
able to attract better help .. .It was our policy to consider, increases every year and 
try to get it into our cost request. But you're fighting- I wouldn't say always a 
losing battle- but I did-Friend, Former Administrator. 
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• I think that they ' re (CNAs) just there to do their eight hours and get the job done. 
It's not a compassionate, it's not a caring field anymore. Its all about how much 
you can get paid, and how much you don ' t have to do, and who's paying the most 
for the least amount of work that has to be provided ... but I've seen aides that are 
paid better and seem to not want to do anything and perform less with more pay, 
so it' s like a catch 22 to a certain degree . .. More money isn't always the answer. 
Sometimes just a better job environment- Special K, MDS Coordinator. 

• By increasing their (CNAs) involvement .. . and showing that they have some 
importance to the nursing staff, and their care is important for the residents, by 
making them part of the process, I think that gives them a sense of worth and it's 
not just somewhere to just clock-in and clock-out. So if they have a sense of 
worth, then yes, they will show more concern for the resident because they feel 
now that this is something that is more than just a job- there are human beings 
there. You need to make them aware that these are individual human beings with 
history, with families, with tragedies, with everything in their life- that this is not 
what they always were-Tracy, Administrator. 

One informant sympathized with the CNAs as she described their job and another 

possihle reason for poor resident care: 

• They get a lot of work. I think they 're basically given like ten to twelve people
each person. Do you know what it is like to get ten to twelve people up in the 
morning, and bathe them and all that stuff? . . . You know it's tiring. You're tired, 
you're exhausted, you know, and that's why some of these people (residents) 
don ' t get the care they need. Because these people (CNAs) are overworked, 
they' re tired, they don't want to be there, or they ' re rushing because time is 
running out, you know, that's what happens, and it's the truth-Cher, LPN. 

The next factor that may lead to substandard care is the lack of proper CNA 

training/education. This lack of training and education for CNAs makes it impossible for 

them to provide adequate care. Although CNAs have specific educational and training 

programs they must complete, informants suggest that these courses are inadequate for 

treating the specific needs of the elderly population. For instance, if the CNAs do not 

understand the aging process of the human body, they may feel that the residents 

purposefully urinate in their Depends just to get attention, when the actual reason is 
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biological. This lack of education and training then leads to misunderstandings between 

CNAs and residents and is often the root cause of abuse. When I asked CNA informants 

if they learned about the aging process in their required courses, many stated that there 

was one class that briefly touched on this topic, but it consisted only of a chapter towards 

the end of the class. Rose, a CNA, said that she learned "about dealing with old people, 

about how to treat them" but that "it is not that deep." Another CNA stated: 

• There wasn 't a separate class for the aging process, but there was a chapter that 
explained to us how the aged declines and the dying patient and things like that
Gina, CNA. 

Overall, when asked if more education and training would help improve care, the 

majority of the informants seemed to believe that since the quality of care is so poor, 

anything could prove helpful. However, the possibility always exists that some ofthe 

nursing staff will be there just for the paycheck. Nevertheless, the frequency with which 

informants touched upon issues of training and education indicates that it is a significant 

one. Education, as one informant noted, has already improved care: 

• In my day they weren't called CNAs- they were just aides . . . at that time aides 
didn't have to go to school. Today they're certified aides, which was a big 
improvement-Friend, Former Administrator. 

Another informant suggested the following about her position: 

• There are many things you don 't know because after all, you only have a CNA 
license, a CNA education, so some nurses take on the responsibility of educating 
you about the patient ... You are not in a position to know more than taking care of 
the patient; getting them dressed, cleaning them up, that's all you know. But if 
you know a little bit more, I think you can help the patient more-Clarie, CNA. 

In addition to the problems found among CNAs, another major problem that 

affects resident care is our societal view of the elderly. The moral fabric of our society is 

such that the elderly are seen as objects that have outlived their usefulness. Unlike many 
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other cultures, we do not place a high value on caring for the elderly. After extensive 

interviewing, it is my opinion that the majority of people involved in the nursing home 

industry are just in it for the money and do not care about the fate of the residents who 

reside in these substandard facilities. Several ofthe informants discussed the differences 

in elderly care between America and their cultures: 

• Personally, me, l' m a nurse, l have a mom- l would never put her in the nursing 
home. Never! In the islands, we don't do that to our old people. We keep them in 
the house until they die. They're not considered a burden to us. They're old and 
we love them, and we care for them, and wherever we go, they go, and that's how 
it is .. .I've never heard of a nursing home until I moved to the States-Cher, LPN. 

• In my culture, I am Spanish, and my culture, we care much for our old people, 
especially our parents, we need them. We always lived with them, we always 
take care of them ... We are not that open-minded to put our parents in a nursing 
home-Rose, CNA. 

These cultural differences tend to lead to misunderstandings between the nursing 

staff, the residents, and the residents' family members. It becomes very frustrating to the 

CNAs to see a resident sitting alone when they have family members who live in the 

area. One CNA voiced her opinion as follows: 

• The situation is frustrating. A lot of the patients are alone and the families don't 
take care of the patients anymore ... they are supposed to have the family around
Rose, CNA. 

The final, and one of the most important factors that affects quality of care, is 

profit motive. In addition to cultural differences between staff and residents, many of the 

informants mentioned greed, especially from the corporations and owners of nursing 

home facilities, as a factor affecting the overall quality of care. Some of the informants 

had a great deal to say about this issue: 

• There was not the bottom line lunacy that I saw in those days (before corporate 
takeover), and there was a much more personalized feeling. As the years grew 
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on, and we have become more corporate ... the facilities are bought and sold at 
such a velocity that there doesn't seem to be any commitment to anybody or 
anything, and the residents suffer. .. So that you have now, it is just a cost-cutting 
divestiture, selling, entrepreneurs grabbing something very cheap and turning it 
over. So the corporations got in for a while to make a few bucks, but that even 
has changed. So it's a desperate situation where there's just a blizzard of sales 
and purchases- it's become just the bottom line, and the bottom line gets tougher 
and tougher with the cutbacks in Medicaid and Medicare. So it's a very bad 
situation .. . So it's become really a business, and the regional people keep their 
jobs for the bottom line, and the administrators keep their jobs for the little 
bonuses in bottom lines, that's where it is. And I feel the people in the institutions 
suffer dramatically-Louis, Nursing Home Consultant/Owner of Consulting 
Company. 

• Society is not really caring ... and the new involvement with the corporations has 
made it worse. I think that in all honesty, too many hands are in the pot. There 
are too many people to complain to, too many people to say this is what 
happened. But then the problem is, we 're too busy complaining that we are not 
providing the services we say we are . .. Also, some people want to go beyond that 
aspect of providing one-on-one care because they enjoy that- they get a personal 
self satisfaction out of it. And those are the people to surround yourself with, but 
it's hard to find because of the actual nonsense that goes on in long-term care. I 
mean, they want you to do patient care, plus meet standards, plus when State 
walks in- meet certain criteria. I think we 're asking, asking, asking, but nobody's 
giving and everyone is to a certain degree disrespectful to each other as well as 
the patients . .. We're just so worried about having a body there, that nobody cares 
what that body is doing as long as there is somebody there- the numbers look 
good, okay. So ifthe State comes, we've got enough staff members- Special K, 
MDS Coordinator. 

• What is money? You, know, what is it? But unfortunately to say that's what runs 
the world. You know, it's not about caring and compassion, nothing like 
that. .. Everybody is too busy worrying about their own self that they really don' t 
look at what's really going on. You know, everybody is too scared- they don't 
want to lose their jobs, so they do everything to cover up their business ... Society 
is terrible, nothing is good out there basically . . . because people are all about their 
lifestyle- sex, money- you know, and you hear people say, 'I can' t deal with her 
(resident), I've got my life to live' and they dump them and that's not cool. 
Because I would never do that to my mom ... And I don't see how people could go 
along and know that their mother is suffering somehow or their father is suffering 
somewhere in a home and you don't even come to see them? ... That's the person 
who brought you here, you know. People don't think like that no more. And 
that's why I think the quality of care deteriorates, these people don't care ... People 
are just trying to get ahead and they'll do whatever it takes to get you out of the 
way, and that's how it is-Cher, LPN. 
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• Corporate generally tends to not allow that much money to escape their 
pocketbook, so they tighten ... as your funding gets tighter, they have a certain 
profit margin that they need to give to their shareholders, to their stocks, for 
whatever they need to show a profit-- they' re going to cut somewhere . . .I mean, 
the corporations, you know, the CEOs won' t cut their salary, they ' ll take it some 
other way and it will still come out of the company's bottom line- Tracy, 
Administrator. 

Such statements are depressing, as they reveal that those wanting to improve the 

quality of care are fighting a losing battle. If our society cares more about money than 

the care of our elderly, then cutbacks and the cutting of comers are inevitable. As a result 

of this issue, many nurses are leaving the field, feeling discouraged and outraged at the 

system. The following are expressions of the feelings of a few informants: 

• I just left seven months ago, and geriatrics was where my heart was. I mean, I 
wanted to be specialized in gerontology- I was looking forward to that. And 
unfortunately, based on the political hypocrisy its actually come to a final 
standpoint to where I just couldn't see telling the patient that this is home, but the 
other side is telling you when you' re going to eat, when you 're going to get up, 
when we're going to do things for you, but yet it's your home ... When the 
majority is not a positive outcome ... you failed the patient-Special K, MDS 
Coordinator. 

• Having all these things to deal with- all the liability of being in this kind of 
position, sometimes I feel like I want to withdraw. Because I can't make it, it's 
too stressful. You know, sometimes I walk out ofthatjob and I cry because 
you're just so stressed, and you think of all the things you can get in trouble for. 
People don't do their end of the job and then you go in and you 're working right 
behind them .. . All they (administration) look for is to see what you're doing 
wrong. They never see what you do right .. .I 'm on the way to starting my RN, 
I'm really contemplating not doing this anymore. I can't take it. I can't stand 
nursing anymore-Cher, LPN. 

• The nurses have a lot of paperwork. They have a lot of responsibilities plus 
having to deal with CNAs that didn't want to be there in the first place, but you 
know, I didn't envy their position at all. And I made up my mind I wouldn't be a 
nurse in that kind of facility because of my experience there-Cruella Deville, 
CNA. 
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In addition to all the factors mentioned in this section, there is the added problem 

that dedicated and caring nurses are leaving the industry. This definitely will not help 

improve the situations of the elderly residents in these facilities. 
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CHAPTER4 
CONCLUSION 

The intent of this thesis was to study the effects of bureaucracy on the quality of 

care provided in the nursing home industry. Weber suggested that when the bureaucratic 

system is applied to a formal organization, one could expect advantages, such as 

efficiency, as well as disadvantages, such as disenchantment. Utilizing the ideas of 

Weber, Ritzer developed a four-point model of bureaucracy, which he termed 

McDonaldization. I applied Ritzer's four-point model to my data and found that 

McDonaldization has the following effects on the nursing home industry. 

First, as a result of efficiency, the organizational features of a nursing home are 

more valued than the interests of the residents. Efficiency does play a role in the nursing 

home industry. It was evident from the informant responses that efficiency, while 

generating profit for owners, causes much stress for the nursing staff. As a result, the 

nursing staff is required to work efficiently, even at the cost of providing substandard 

care to the residents. 

One of the consequences of bureaucracy, mentioned in chapter 1, was Weber's 

notion of disenchantment. The informants provided multiple examples of how the 

emphasis on efficiency prevents staff from attending to residents' needs. Often the 

nursing staff wants to care for residents in a thorough manner, yet "administrative rules 

can prevent them from offering this kind of supportive treatment" (Foner 1995:231 ). 
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Efficiency benefits solely those who own nursing homes. It creates an 

environment where the least amount of staff is expected to provide care in the quickest 

manner possible, often ignoring that residents are frail human beings who have specific 

needs. These residents should not be treated like objects on a conveyor belt, with the 

nurses going down the line shoving medication down their throats. In sum, I believe that, 

in terms of overall importance, the efficiency of the system is prioritized far above the 

needs of the residents. 

Second, as a result of calculability, residents of nursing homes are seen as 

numbers or profits and not as individuals in need of care. Calculability is a defmite factor 

in the nursing home industry. Every aspect is calculated and budgeted, from the number 

of hours allotted for each staff member to the amount one can spend per patient on food, 

linens, or any other nursing supply. With the limited budget provided by the government, 

the owners of nursing home facilities are forced to make cuts in order to stay within their 

allotted costs. Frequently, however, it was the nursing staff, the most important 

component of the industry, which was being cut. As a result, it became clear that nursing 

home corporations were in it first for profit, with the care provided to elderly residents a 

distant second. This is a perfect example of the goal displacement found in many formal 

organizations operated under a bureaucratic system. 

As mentioned in chapter 1, the original goals of nursing home care include: 

improvement or maintaining ofhealth, enhancement of psychological and social well

being, maximizing patient independence and autonomy, meeting the needs of the patient, 

and the promotion of a meaningful life (Kane et al. 1998: 18). However, these goals do 

not reflect the reality in nursing home facilities, where residents receive minimal care at a 
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ridiculously high cost. The average annual cost for a resident to stay in a nursing home is 

$40,000. To some degree, residents may even be paying for services that were never 

rendered, while the company still receives reimbursement from the government for those 

services allegedly provided. One must agree then with Hage and Aiken (1972) who 

wrote, "Organizations with routine work structures," such as the nursing home industry, 

"are likely to emphasize the quantity of clients serviced rather than the quality of those 

services" (p. 67). As a result, residents are seen only in terms of profit, instead ofbeing 

treated as individuals in need of care. 

Third, the methodical operation of predictability turns the moment of care into an 

impersonal interaction. This denies residents a chance to obtain specific and personal 

care beyond the specified assigned care. Because of the emphasis placed on policy and 

procedures, residents receive only standardized attention. As a result of their specific job 

requirements, the nursing staff is likely to provide only predictable care for the residents. 

As the CNAs interviewed have mentioned, they have a fixed schedule with a list of duties 

that must be completed by the end of their shift. These responsibilities do not vary much 

from day-to-day or from resident-to-resident. They all need to eat, to be helped out of 

bed, to have their beds made, and to be bathed. The only variation noted by the CNAs 

was when a resident needed total care -- these residents might receive extra time when 

eating. However, all residents do not have the same diagnoses or conditions. A resident 

who has heart problems is going to need different care than someone who has a broken 

hip or one with terminal cancer. Yet, as evidenced by the informant responses, care is 

predictable, day in and day out. 
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In sum, in the nursing home industry, employees follow rules in a methodical 

manner with little regard for individual needs, because "conformity to the rules is 

rewarded in bureaucratic organizations and deviations punished" (Foner 1995:230). 

Within the established routine, it is very common for each resident to be treated as if they 

all needed the same type of care. This leads to the neglect of the more disabled resident. 

Finally, the more control non-medically trained employees ofthe federal 

government or insurance companies have over the staff who provide direct care to the 

residents, the less likely the resident is to receive the proper or most suitable care. The 

increasing involvement of the government led to an increase in their control over the 

industry. This control then filtered down to the owners and the administrative staff. To 

some extent, then, the employees had control over the residents. So-called "trouble 

makers" were sedated, and care was provided depending on the nurses ' schedule. 

Overall, the increase in amount of regulation and paperwork, and the control the 

government has over funding, sidetracked the industry from its initial goal of patient care. 

The administrative staff and the nursing staff fmd it difficult to provide adequate services 

as a result of over-regulation. Therefore, resident care has suffered. 

The bureaucratic system was initially applied to the nursing home industry to 

alleviate substandard treatment and living conditions. While the industry has improved 

and residents have benefited from being given rights and channels for redress, even with 

this system in place, residents continue to be abused and neglected, and their standard of 

living is still inadequate. Therefore, Mendelson's prediction has proven correct, "The 

new laws, like the old, will merely create the illusion of progress without its substance" 

(1974:xii). 
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Driving the bureaucratization of nursing homes is not the desire to improve 

resident care but the fear of negative sanctions, such as the loss of government money. 

Federal government programs, including Medicare and Medicaid, could not care less 

about how effective or reasonable regulations are. They are primarily concerned with 

ensuring that organizations conform to its rules. Simply put, these rules interfere with the 

functioning of the nursing staff in the home. Overall, compliance with organizational 

rules, including the four factors of efficiency, calculability, predictability, and control, 

when utilized in the nursing home industry, continue to affect quality of care. If 

increased regulation and increased training/education for CNAs has not helped, then 

perhaps the problem lies in the moral failings of our society. 

Although the hypothesis that McDonaldization has affected the quality of care in 

nursing home facilities has proven to be accurate, additional factors were consistently 

mentioned during the interviews. Issues, such as insufficient pay for CNAs, lack of 

training/education for CNAs, profit motive, and the way our society views the elderly, 

were all cited as having detrimental effects on the quality of care residents receive. 

It is clear that resident care will continue to suffer if the nursing staff, specifically 

the CNAs, continue to be paid minimum wage for demanding and backbreaking work. 

Many of the "good" CNAs work very hard for very little money and eventually get tired 

and discouraged from the workload and working conditions. When CNAs are tired and 

overworked, the risk of injury to themselves and to the residents' increases. How can one 

expect adequate care when you are depending on CNAs, who receive little to no respect 

from the administrative staff and the residents, and provide 80% to 90% of the direct 

care? 
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If the CNAs were better educated, they would not only be able to provide a more 

adequate evaluation of the resident in the course of daily care, but they would also have a 

better knowledge and understanding of residents' physical and psychosocial needs. For 

example, take a resident that is at high risk for aspiration, a medical condition where it is 

possible for food to enter the lungs via the windpipe. The staff that feeds this individual 

must follow a special diet and feeding instructions. If the CNA does not fully understand 

this serious condition, they may feed the resident at a fast pace in order to get their job 

done efficiently. This can literally choke the resident. This is a common problem in 

nursing home facilities, and yet it is easily avoidable with proper training. If one looks at 

the whole picture, the CNAs are the ones who provide the majority of the exhausting 

direct care, yet they have the least amount of education and are paid the least wages. In 

addition, the RNs and the LPNs are so bogged down with paperwork that they also fail to 

provide adequate care. This does not seem like a suitable system for providing care to 

the frail elderly population. 

On the one hand, these problems with nursing homes can be viewed as a failure of 

the bureaucratic system. Yet without that system things would be worse for the elderly. 

In this respect, the bureaucratic system is a catch-22, where the resident is caught 

between the threats of under-regulation and over-regulation. However, while the 

bureaucratic system may not be appropriate for human service organizations, it is also not 

the only reason for the poor quality of care received by residents. 

On the other hand, we might ask if the problems we see in bureaucracy are simply 

false problems. Perhaps, underneath the surface of bureaucracy and endless regulation 

are our true problems: our societal views of the elderly and profit motive. If this is the 
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case, then finding a solution for the problems in nursing homes lies not in battling 

bureaucracy. It lies in changing the moral fabric of our society and thereby improving 

care for the elderly. 

The informant responses illustrate the underlying failure of our culture to treat the 

elderly with respect and care. Simply put, in our society, the elderly are not valued. Like 

yesterday' s newspaper, the elderly are tucked away and forgotten. This problem will 

only be resolved when we, as a society, change our views of the elderly and adopt a more 

caring, moral stance on the subject. 

Moreover, the true problem seems to be in people themselves. Profit motive 

causes the goal displacement seen in the nursing home industry. People are more 

interested in the bottom line than in the type of care residents receive. It is a profitable 

business for those at the top, but, for residents and employees, it can be a nightmare. 

Hopefully, in the future, there will be changes to improve the quality of care for 

the sake of residents today and for those of tomorrow. Perhaps, on the societal level, the 

solution necessitates a change of societal values. This might occur as the baby boom 

generation retires, since they will continue to control the majority of assets and voting 

power within the nation. Under their influence, views of the elderly might change, which 

could restructure the moral code of our society. 

Solutions? 

After outlining these problems, I asked the CNAs to offer suggestions for possible 

solutions on the nursing home level. Their answers provide "grassroots" or bottom up 
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solutions, because they are the ones who provide the primary care. All of the informants 

suggested similar solutions. Two informants put it in particularly clear terms: 

• Under ten patients, you can really do a lot in those residents' lives because, like 
imagine some of them don't have family members and they just have you in the 
nursing home as families. I think if CNAs have under ten patients, a lot could be 
done, especially with the oral care-mouth care, and clean their nails, just little 
things. lfyou have less patients, you can attend to those people better-Clarie, 
CNA. 

• More people, more people- more staff, more people. Really, because ifyou want 
to do good care, sometimes when you have a patient, you don't have time to do 
their fingernails, to do hair, to calm them when it hurts-to do whatever you want 
to do with your time, you don't have time even if you want to do it. Of course the 
fmgemails that are too long because nobody has time. If you have less patients, 
more staff, you have time to do that. And maybe if that is established on paper 
that it is part ofyour care ... because if it is not a written responsibility, nobody has 
time .. .I would like to have five patients for an eight hour shift-Rose, CNA. 

The CNAs' suggestions call for more nursing staff and less of a patient load. If 

the CNAs were given fewer residents, the care would become more personalized and 

more appropriate, and the overall quality of care would improve. They would be able to 

continue to work efficiently, while providing the personal attention that each resident 

deserves. Overall, this could lead to fewer episodes of abuse and better relations between 

staff and residents. However, in order to do this, the corporate and personal owners must 

restructure their system and refrain from cutting nursing staff to a bare minimum just to 

make more money. Simply, the owners must choose between the residents' quality of 

life and the size of their wallets. As one informant suggests: 

• People have to be willing, to want to make changes, to want to make things better, 
you know. It has to come from people who are in the industry. It has to. If it 
doesn't come from them, there's nobody else that can change it-Cher, LPN. 
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Sociological Meaning 

This study helps to advance our understanding of the bureaucratic system, by 

applying Weber and Ritzer's theories to a new setting, the nursing home industry. The 

results of this study have demonstrated that bureaucracy had the anticipated effects in this 

setting and, overall, had a negative effect on the quality of care. Hence, it has been 

shown that bureaucracy and McDonaldization is a problem for yet another set of 

institutions. 

This is important to the field of sociology because of the relationship between the 

process of bureaucracy and its effects on the elderly as a powerless minority group. This 

study also helps us understand the detailed operations of nursing homes, which is 

necessary if we are serious about improving the care provided within these institutions. 

The significance of this research is that bureaucracy does have an effect, not only 

on those elderly individuals in need of long-term care today, but also on the generations 

to follow, and thus on our society as a whole. It was my hope that this study, in 

evaluating the system that operates our nursing homes, would help in efforts to correct 

the problems of this system and improve the lives of our elderly population. Hopefully, 

the problems revealed by this study can be corrected to allow residents to receive the 

quality of care they deserve after contributing a lifetime of work and commitment to this 

society. 
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Additional Methods for Future Studies 

After taking a comprehensive look at the methods used in this study, I realized 

that additional methods could be used to strengthen future projects. First, the use of 

participant observation would provide a more intimate view of the social interactions 

between staff and residents, which, in tum, could provide new insight into the problems 

ofthe institutional care of the elderly. Although I had observed many problems as a 

social worker, this method was not formally a part of this project. 

Second, the subjects involved in this study included only the staff and 

administrators of nursing homes. Interviewing the residents could provide a different 

perspective, especially in terms of how they perceive their quality of life. The personal 

experiences of residents would allow for a more in-depth discussion of issues such as 

dignity, psychological/emotional well-being, and self-respect. This could provide 

additional insights into the system and possibly expose hidden truths of the nursing home 

industry that the employees would not discuss openly. 

A final methodological improvement would be the inclusion of a comparative 

review of literature regarding the differences between for profit and non-profit facilities. 

There does not seem to be any conclusive evidence as to which type of nursing home 

provides a higher quality of care. This is an issue I discussed only briefly with 

interviewees. Those subjects, who were asked about proprietary versus non-proprietary 

facilities, revealed that both types of institutions provide poor care. Thus, I feel this 

distinction and its possible consequences could use a definitive exploration. 
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APPENDIX A 
BUREAUCRACY IN THE NURSING HOME INDUSTRY: A 

HISTORY 

Nursing Homes Before Bureaucracy 

The nursing home industry was not always operated by a bureaucratic system. 

Holstein and Cole ( 1996) provide a detailed history of the emergence and operation of 

nursing homes. 

Tbe Colonial Period to 1820 

Until the last third of the nineteenth century, families (mostly women) were the 

primary caregivers to the elderly. Still untouched by industrialization, small American 

communities viewed poverty and illness as commonplace, not as morally blameworthy. 

The major social concern during this time was poor relief, and although part of this relief 

included taking care of the ill , it was not the central goal. Therefore, as Holstein and 

Cole (1996) note, "Modem distinctions between poverty (welfare needs) and illness 

(medical care and social support needs) were generally absent through much of 

America' s past" (p. 22). During this time, access to medical treatment was limited and 

existing hospitals were, generally speaking, another form of poor relief 
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1820-1865 

The American Revolution caused rapid changes in American society. The 

Jacksonian Democrats believed that poverty could be abolished and viewed it as an 

"individual moral failure" (p. 23). This period marked the birth of the "institutional 

solution to indigence" (p. 23). The institutions developed to deal with poverty were 

known as almshouses, poorhouses, or poor farms. These institutions housed the poor, 

sick, mentally ill, and socially deviant of all ages, and they grew rapidly in number. A 

critical problem with these facilities was that they were designed by poor relief 

administrators who wanted these institutions to serve as punishment for the poor. As a 

result, these facilities had "minimal standards of comfort and cleanliness" (p. 23). 

Unfortunately, the almshouses were one ofthe only options for elderly individuals who 

could not be cared for by their family. 

At the same time, an alternative emerged alongside the almshouses, known as the 

private home for the aged. However, this was not an option for just any aged individual. 

"White northern Protestant philanthropists developed these homes for 'worthy' women of 

' appropriate case and nativity' ... " (p. 24). Hence, only the privileged received quality 

care. 

1865-1930 

By the mid-nineteenth century, reformers began moving certain groups into 

separate institutions. For example, the young were transferred to orphanages, the insane 

to institutions for the mentally ill, and the physically handicapped to special schools. 
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This shift in population became known as "the graying of the almshouses" (p. 26). The 

almshouses were transformed into a residence for poor elderly people. 

At the time, it was common to find "modern hospitals, dedicated to caring for the 

acutely ill, showed little tolerance for elderly people who were chronically impaired; they 

consumed beds and resources that could be put to ' better' use" (p. 26). During the last 

decades of the nineteenth century, conditions in the almshouses deteriorated. The elderly 

became isolated and given minimal medical care with even less emotional support. 

At the beginning of the twentieth century, there was an attempt to shift attitudes 

toward the elderly. In 1903, a reformer and New York' s Commissioner of Charities, 

Homer Folks "recommended, in an effort to lend dignity to older almshouse residents, 

that the city' s almshouse be renamed the Home for the Aged and Infirm" (p. 28). He also 

suggested that the residents of almshouses resembled hospital patients more than 

indigents and hoped that this new label would change the perception of old age. While 

this new label did not drastically change elderly care, it did focus attention on the poor 

quality of care that was being given in the almshouses and the homes for the aging. It 

also marked the realization that these institutions might be unable to address the special 

needs of the aged population. 

By the 1920s, physicians and public health officials began looking for different 

prospects for the treatment of the chronically ill. This increased interest in care for the 

elderly included the potential for financing this type of care. However, financial 

assistance did not occur until the 1930s. 
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Emergence of Bureaucracy in the Nursing Home: 1930-mid 1960s 

In this period, the modem nursing home industry began to evolve. The Social 

Security Act of 1935, though it was one of the most important pieces of social legislation 

in this century, did not include arrangements for health care. However, with the Old Age 

Assistance (OAA) provisions, cash assistance permitted many elders who were poor, but 

not chronically ill, to continue living independently. 

The OAA also increased the number of elderly able to purchase nursing home 

care (Dunlop 1979). Unfortunately, this program was not much help for elderly residents 

of almshouses. It is important to note that the decision to deny OAA to residents already 

living in public institutions is a perfect example of"how nursing home policy evolved 

through indirection and incomplete efforts to solve one problem -- indigence -- without 

addressing another problem-- chronic illness" (Holstein and Cole 1996:34). In general, 

commercial nursing homes were supported in part by public funds, but at this time there 

were no specific regulations or strong federal interventions. 

This period also saw the emergence of the first privately owned nursing homes, 

known as "mom and pop" operations (Vladeck 1980). The Great Depression caused 

conditions that permitted the rise of these small custodial facilities. During the 

Depression, women living in large private homes needed help paying bills, so they took 

in other patients for a fee (Vladeck 1980). This was the beginning of privately owned and 

operated nursing homes. 

By the 1940s, the elderly population was growing. In addition, welfare officials 

began to express concerns over the quality of care nursing homes were offering to their 

residents and "pointed to low federal payments as one cause of such inadequate care" 
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(Holstein and Cole 1996:36). These officials advocated increasing federal funds but only 

in combination with stricter enforcement of regulations. They sought specific provisions 

for "minimal standards of care .. . protection from fire hazards, unsanitary conditions, and 

overcrowding" (Holstein and Cole 1996:36). 

In the 1950s, the ban on public assistance for residents in public nursing homes 

was lifted in amendments to the Social Security Act. In 1954, the Hill-Burton law was 

amended to provide federal construction grants to non-profit nursing homes and other 

types of nonproprietary long-term care institutions (Dunlop 1979). This amendment also 

redefined "skilled nursing care" to include "nursing services and procedures employed in 

caring for the sick which require technical skill beyond that which an untrained person 

possesses" (Dunlop 1979:104). 

Facilities supported by this program were required to be affiliated with a hospital. 

The term "nursing home" was defined as a "facility for the accommodation of 

convalescents or other persons who are not acutely ill and not in need of hospital care, 

but who require skilled nursing care and related services" (Dunlop 1979:104 ). These 

non-profit nursing homes soon began to shift from "homes for the aged" to "more 

hospital-like medical care facilities" (Holstein and Cole 1996:38). Overall, the Hill-

Burton program helped shape licensure standards and health care planning. As Vladeck 

(1980) writes: 

The first wave of increased government regulation following the enactment of 
state licensing laws in response to the 1950 Social Security amendments began to 
drive some of the 'moms and pops' out ofbusiness. Compliance with these laws 
often required capital outlays, for improvement, say, in sanitation or ventilation, 
or increased managerial skills, which older operators were unable to supply (P. 
106). 
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In 1956, the Small Business Administration (SBA) loan program was authorized 

and specifically targeted at proprietary nursing homes. In order for a nursing home to be 

eligible for a SBA loan, it had to qualifY as a "small business," meaning that "its annual 

volume of receipts could not exceed $1 million" (Dunlop 1979:105). In 1959, the 

Federal Housing Administration (FHA) "insured lenders against loss on mortgages for 

the construction and rehabilitation oflong-term care facilities (Dunlop 1979:1 06). 

Unlike the Hill-Burton program, nursing homes funded by either the SBA or the 

FHA were not required to be affiliated with a hospital. These nursing homes operated as 

independent business operations and soon became an increasingly attractive business 

venture. There were still no consistent regulations or policies at this time. 

Bureaucracy on the Rise in the Nursing Home Industry: 1965-early 1980s 

Prior to 1965, the government had minimal involvement with the nursing home 

industry. However, with the steady growth of the elderly population, the escalating costs 

of nursing home care, and the continuation of substandard care found in these facilities, it 

became evident that the elderly population was in great need of increased government 

assistance. When the government stepped in, they attempted to improve the overall 

quality of care by implementing a bureaucratic system. This new system emphasized 

efficiency, calculability, predictability, and control, all the hallmarks of other 

bureaucratic organizations. At the time, applying this system to the nursing home 

industry seemed appropriate, since it too was a formal organization. Yet, there is one 

distinctive factor overlooked by the bureaucratic model, namely, that the nursing home 

industry is a human service organization. Since it provides services to an elderly 
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population, the goal of its organization is not simply the production of goods. Therefore, 

the possibility exists that the bureaucratic model is not appropriate for this type of 

organization. The following sections discuss the policies and procedures of the post-

1965 era, and the effects this system had on the quality of resident care. 

Nursing home policy remained stable until the passage of the Social Security Act 

Amendment of 1965, which created Medicare (MCR) and Medicaid (MCD). This 

amendment was a response to the rising cost of medical care, which had outstripped the 

ability of personal savings to cover expenses. As Vladeck suggests, "This law was to 

radically transform the provision of medical care in the United States and substantially 

improve the lives ofmillions of citizens" (1980:48). 

MCR is described as "a federal insurance program financing a portion of the 

health care costs of persons aged sixty-five and over" (Manard et al. 1975:34). It is 

funded completely by the federal government and is part of the Social Security system; 

therefore, all employed individuals contribute to this fund (Schneider 1989). Individuals 

with permanent disabilities that prevent employment are eligible to receive MCR without 

regard for their income or assets (Kane et al. 1998). MCR is not a welfare program, and 

it is mostly used for short-term stay. The MCR program is divided into two parts, 

designated as A and B. 

MCR part A was designed to provide basic protection against the expensive costs 

of hospitals, skilled nursing facilities (SNFs), home health services, and hospice care 

(Schneider 1989). Part A pays for the first 100 days of care per year and requires 

individuals to have first been hospitalized (Manard et al. 1975). The first 20 days are 
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covered in full, for days 21 through 100 MCR covers approximately 80%, and the 

individual ' s secondary insurance program pays for the remainder. 

MCR part B is a supplementary medical insurance program. It is a voluntary 

program designed for those in need of secondary insurance. Part B covers specific 

medical expenses that are not covered by part A, such as durable medical equipment, 

outpatient therapy, X-rays, and some medication (Schneider 1989). 

Medicaid (MCD) is a joint federal-state enterprise and therefore varies from state-

to-state within certain federal guidelines (Schneider 1989). This program is viewed as a 

public welfare program, because it helps cover health care costs for the poor (Manard et 

al. 1975; Kane et. al 1998). MCD provides unlimited nursing home care for long-term 

care residents without requiring previous hospitalization (Manard et al. 1975). It soon 

became the primary source of funding for nursing home care. 

MCR and MCD stimulated the growth of nursing homes (Kane et al. 1998). In 

addition, these programs influenced the bureaucratic system that is found in modem 

nursing homes. Under these programs, nursing homes were now required to follow rules, 

regulations, and standards, as detailed by MCR and MCD administrators, in order for 

them to receive payments. Kane ( et al. 1998) state: 

Because both these new financing programs intended to expend public money to 
purchase care from non-government, often proprietary enterprises, governments 
felt an immediate need to define and circumscribe providers eligible for 
funding ... To be allowed to receive reimbursement from Medicare or Medicaid, 
all institutional or organizational providers needed to meet specific standards
known as Conditions of Participation (P. 43). 

However, even after MCR and MCD were implemented, most of the standards were not 

put into practice. As Holstein and Cole (1996) suggest: 
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Regulators overlooked noncompliance for three primary reasons: the vague belief 
that some nursing homes would 'do better,' the fear of escalating costs if higher 
standards were strictly enforced, and the perceived need for beds (P. 39). 

The concept known as "substantial compliance" was put into effect when the 

Bureau of Health Insurance (BHI) anticipated a shortage ofMCR-certified beds, 

especially in the south (Vladeck 1980) . . In this new category, 

hospitals would be certified for Medicare participation even if they failed to meet 
the statutory requirements as long as they came somewhat close and demonstrated 
an intention to improve (Vladeck 1980:53). 

Because there were so few nursing homes that met the expected requirements, most of 

these facilities were "grandfathered" into the MCR program and were placed in the 

"substantial compliance" category (Vladeck 1980). Thus, the impetus for the popular 

perception of nursing homes as inadequate institutions is readily apparent (Vladeck 

1980). 

Mary Mendelson (1974) provides ample evidence of fraud, substandard 

conditions, inadequate care, and noncompliance with regulations, in nursing homes of the 

post-1965 era. Her research surveyed over 200 nursing homes throughout the United 

States, spanning a 10-year period. Her expose of the nursing home demonstrated how 

helpless residents were exploited and suggested that lax enforcement of government 

regulations were to blame. The following examples, drawn from Mendelson, indicate a 

possible reason for the emergence of bureaucracy. It seems that bureaucratization 

occurred to deal with the failure of the nursing home staffs ability to adequately perform 

their roles and the chronic harm and/or abuse suffered by residents. 

Mendelson' s study found that most owners of nursing homes were greedy, frequently 

cutting comers to save money. It was a common occurrence for her to find "equipment 
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of many kinds, installed to satisfy legal requirements, which eith\.-. __ 

was never used" (p. 6). She discusses specific examples of these types of violations: 

• ... Novack (the owner) showed me the curtains that surrounded each bed to give 
patients a privacy enjoyed in few nursing homes. He stressed that these curtains 
really worked- not like the usual curtains they put up to get past the inspector. 
One yank and they fall down (P. 6). 

• One owner showed me the sprinklers, then admitted that he never gone to the 
expense of putting in the pipes necessary to connect the sprinklers to the water 
supply- they were only to fool the inspectors (P. 13). 

• Expensive rehabilitation equipment is now found in many nursing homes, if only 
because it is needed if the home is to qualify for Medicare. We found it well to 
det~rmin~ ifth~ ~quipm~nt was b~ing us~d- and discov~r~d all too uft~n that it 
was not, having been bought apparently only because someone else would pay for 
it. Idle equipment, gathering dust at government expense while the patients go 
without its benefits, gives all too accurate an indication of what is happening in 
most nursing homes (P. 10-11). 

MCR requirements stated that these facilities must have twenty-four hour nursing 

service and at least one full-time Registered Nurse (RN) in the facility (Vladeck 1980). 

Mendelson found multiple violations of this regulation, which also helped the owners 

save money. She stated: 

We always asked to meet the RN supposed to be on duty at all times in some 
kinds of homes- and were told it was ' her day off many more times than the law 
of averages would suggest is possible. Sometimes, we learned, operators disguise 
their employees for an inspection by putting an RN cap on a practical nurse, or a 
practical nurse cap on an aide (1974:9). 

Given these examples, it is easy to see how the MCR/MCD regulations had little effect 

on improving the standard of care in nursing homes. The lack of enforcement of these 

rules, in tum, allowed for other violations, such as fraud and resident abuse. 

One of the biggest mistakes made by MCR/MCD administrators occurred when 

officials said to the industry, "Let us give you the money, and we won't look too closely 
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at how it's spent" (Mendelson 1974:37). Mendelson suggests "that [this] fatal 

compromise is the root cause of the nursing home industry's ability to extract excess 

profits from the government" (1974:37). She found that the operators commonly 

engaged in "charging the government the maximum rate for someone who only needs 

minimum care, and then not delivering even that minimum (1974:21). 

Other examples of fraud found by Mendelson's study include kickbacks and a 

practice known in the industry as physician "gang visits." A kickback, usually arranged 

between pharmacists and the nursing home, allows the pharmacist and the nursing home 

operator to make extra money. Unnecessary goods and services can be ordered for the 

residents at the government's expense. 

He (operator) can order expensive brand-name drugs and let the pharmacist fill 
the prescription with much cheaper generic drugs that are identical to the brand
name drugs; the government pays the higher price and the operator and 
pharmacist split the difference. Or he can order drugs in unnecessarily large 
quantities. Or - most simply and with the greatest profit- bill the government for 
drugs that are never delivered at all (1974:43). 

A gang visit occurs when 

the physician whips through the nursing home in a couple of hours, glancing at 
only the most urgent cases, and later the government is billed as if he had given 
individual attention to each patient, a task requiring days, not hours. The GAO 
(General Accounting Office), in its Ohio investigation, found not a few examples 
of such gang visits. One doctor billed the government for 71 patient visits in a 
single day and 56 on another; he charged the taxpayers for a total of 960 patient 
visits in one three-month period (1974:44). 

Although fraud may not directly affect resident care, one cannot expect these 

greedy operators to provide adequate care, especially when the government fails to 

ensure proper care is being received. In addition to fraud, Mendelson found instances of 

resident abuse in the majority of the nursing homes she visited. While the types of abuse 
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varied in each home, she discovered many common themes. Her experiences are as 

follows: 

• We looked in the linen closets to see if the supply of sheets, pillowcases, and 
towels seemed to be adequate for the number of patients. I was struck by how 
few blankets I saw on beds or in closets; some of the recurring nursing home 
horror stories are about patients shivering without blankets in the dead of winter 
(1974:10). 

• We often saw food that should have been refrigerated, like salads, left out for 
hours before it was to be served. The cook in one hot kitchen we visited had 
installed fans that blew on the salads while they were waiting for mealtime 
(1974 :11 ). 

• Many homes lock the (emergency) exits to keep patients from wandering out; one 
home provided the fire department with keys to its locked exit doors. This means 
the patients' lives depend on what the staff does in case of fire . .. One 
administrator proudly pulled the alarm to demonstrate his evacuation plan to us
and no one in the whole place moved in response to the alarm (1974: 12). 

• Some (patients) were silent because they feared the staff; a few told us they would 
be punished ifthey criticized the home (1974 :17). 

• Any one who has spent time in nursing homes is all too familiar with the 
overdrugged patient: sitting passively, vacant of expression, seeming to sleep with 
his eyes open. Patients are drugged for the convenience of the management. A 
person who is tranquilized is less likely to struggle against the cruelty of 
indifference of the staff; they can do with him as they please (1974: 181: emphasis 
mine). 

• One nursing home operator in California said it was her practice to give a 
tranquilizer to each new patient as soon as he entered the home. This, she said, 
was to 'make him feel at home' ; to feel at home in that home, it seems, means to 
keep quiet ( 197 4: 181-182: emphasis mine). 

• In one home the patients were dressed in filthy rags- except on the day the 
inspector came. Having been duly warned of his impending arrival (a common 
method by which inspectors protect the operators), the management dressed the 
patients in good clothes, which were stored away the rest of the time. As soon as 
the inspector left, the good clothes went back in storage and the rags went back on 
the patients (1974:50). 
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Overall, Mendelson was very discouraged by her experiences in American 

nursing homes. It became obvious to her that "all over the country, nursing homes are 

similar, and similarly bad" (1974:22). She continues: 

These homes were ' protected' by officials who failed consistently to act against 
numberless violations of standards by the nursing homes. 'Violations of 
standards' is bureaucratic language; humanity would dictate that many of those 
homes be razed and their owners put permanently out of business (1974:50). 

At the conclusion of her study, Mendelson did not feel confident that the new 

government "will be any less corrupt, indolent, or callous than the existing 

bureaucracies" (1974:237). In the course of her 10-year study, there were new laws and 

regulations passed as a way of improving nursing home care. However, due to the lack 

of change in oversight, she is convinced that "the new laws, like the old, will merely 

create the illusion of progress without its substance" (1974 xii: emphasis mine). In sum, 

Mendelson suggests, "The quality of care depends more than anything else on the size, 

ability, and motivation of the staff' (1974:9). 

Ethnographic Analysis 

In order to fully understand the extent and seriousness ofthe violations found in 

the nursing home industry, I reviewed other ethnographies written during the post-1965 

era. These studies also discuss, in detail, similar infringements found in the operation of 

nursing homes. 

Jaber Gubrium (1975) describes his experience as a participant-observer and as a 

worker within a non-profit nursing home. Gubrium begins by dividing the staff into two 

categories: the top staff and the floor staff The members of the top staff include all of 
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the administrative staff found in various departments, including the administrator, 

medical director, social worker, director of nursing, activity director, and dietitian. These 

are staff "who spend little or no time on the floors, and who usually are found in their 

offices or in a variety of conferences" (1975:3). 

The floor staff includes the nursing and housekeeping employees. They spend 

most of their workday with the residents of the nursing home. The nursing personnel are 

further divided into three categories: Registered Nurses (RNs), Licensed Practical Nurses 

(LPNs), and nurses ' aides, today known as Certified Nurse Assistants (CNAs). It is the 

responsibility of the RNs to "delegate work assignments and patient loads" and to 

perform administrative tasks on the floor, such as "taking telephone orders from 

physicians and ordering drugs from the pharmacy" (1975 :3). The LPNs apply patient 

treatments and dispense medications. It is the CNAs' job to provide direct care to the 

residents. Gubrium calls this "bed-and-body work," and it involves "helping them to 

void, eat, turn in bed, dress, bathe, and smoke" (1975 :3). 

Gubrium found many cases of resident abuse specifically from CNAs. The 

following are examples of what he found: 

• If this is 'one of those days ' when aides feel rushed, they may take patients to the 
dinning room wet or soiled. This may be hidden easily by wheelchairs, lap 
blankets, or robes, or it may be accounted for by stating that the particular patient 
involved 'voided' or 'must have had a BM (bowel movement) after I got him 
ready.' Or he may be said to be a 'soaker,' one of those patients about whom 
'you can never tell when they' ll let loose' (1975:126-127). 

• Once beds are made, aides try to keep them made as long as possible. To remake 
a bed 'just slows us down.' When clientele desire to take a nap, they are 
discouraged from 'mussing it up too much.' They are told to lie on the bed, not in 
it. When they do climb into it, aides become irritated and complain bitterly: 'Now 
you messed that up again! ' 'What are you doing in bed?' 'Now I'm going to have 
to fix that bed all over again! ' (1975:136-137). 
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• ... an aide who finds that one of her patients has somehow smeared stool over 
much of his clothing and body is not likely to painstakingly ' clean it all bit by 
bit. ' Rather, she virtually 'hoses him down.' As one aide described it We strip 
' em bare. Then we get the shower chair and put ' em in it. Then we wheel ' em 
down the hall to the shower and hose ' em down' (1975 :137). 

• After living at the Manor for a while, women come to be dressed and coiffured in 
' institutional plain.' ... This means that aide-dependent patients are likely to appear 
tastelessly dressed, wan, uncombed, gray, and toothless ( 1975: 140). 

• Patients and residents do not necessarily enter the Manor with physician' s orders 
for tranquilizers. However, when aides define them as ' troublemakers,' they get 
tranquilizers shortly after. Tranquilizers are mostly prescribed 'PRN,' which 
means that they may be administered as needed at the discretion of the floor 
nurses. In practice, however, the discretion involved is that of the aide, who asks 
for, or reminds a floor nurse of ' her need' for, a sedative. From start to finish, the 
prescription and administration of tranquilizers is controlled indirectly by aides 
(1975 :148-149). 

• The solution to patients who occasionally wander off is to make them ' stay put. ' 
Aides make patients ' stay put' by restraining them. This is done in a variety of 
ways. Some patients are placed in wheelchairs dressed in a restraining vest that 
ties to the back of the chair. Some are seated in geriatric chairs that might be 
likened to 'adult highchairs.' Some are dressed in restraining vests but tethered to 
the railing along the hallway or to some other stationary object. Still others are 
bound, arms and legs, to their beds (1975: 149-150). 

The above accounts demonstrate the grim realities of nursing home life. Gubrium 

suggests that although "life in a nursing home has come to mean decay, cruelty, and 

dehumanization ... life at Murray Manor is filled with all the complexities that occur when 

a group of people spend their daily lives together" (1975:ii). 

During the 1970s, nursing homes continued to grow larger, and bureaucracy 

increased as substandard conditions led to more regulations that, in tum, gave rise to 

additional bureaucracy. However, violations of nursing home standards continued, as 

evidenced by the findings of Andrea Fontana (1977) and Jeanie Kayser-Jones (1981). 
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Fontana took a summer job as a housekeeper in a nursing home and returned to 

the same home the following summer as a researcher. The following examples are taken 

from the data she collected during this time: 

• During breakfast the licensed vocational nurse goes around with a medicine cart 
slipping pills in bowls of cornflakes or oatmeal, while the janitor mops up the 
floors between the chairs, cleaning spilled oatmeal, wheelchair scuffs, and small 
puddles of urine underneath some of the chairs because the patients requests to go 
to the toilet are being ignored by the aides (1977:152-153). 

• There are not enough nurse ' s aides, and they consequently have a very busy work 
schedule and minimal time to give the patients any attention as human beings; the 
patients are work objects, as is exemplified by their categorization in terms of 
work (feeders, etc.) (1977:152). 

• I was going around with Mary and Glenda feeding the patients. Mary was 
literally stuffing food in a woman' s mouth and the semi-liquid yellowish 
substance was dribbling down the woman' s chin onto her nightgown, which had 
been washed so many times that it was now an amorphous gray sack (1977:152). 

• Having thumbed through the charts for a while, he [physician] walks quickly up 
and down the corridors, asking from time to time, 'How are you today, Mr. Smith, 
and you Mrs. Jones? ' Without waiting for an answer, he keeps on walking. At 
times he visits one or two patients who may be experiencing serious problems, 
and then he is gone, not to be seen for another two weeks (1977:154). 

Kayser-Jones found similar instances of abuse and neglect of nursing home 

residents: 

• On days when patients are not bathed, the staff is expected to provide basins of 
water for them to wash their hands and face. ' They are supposed to wash our 
hands and face every morning,' said Mrs. Levine; ' I get my care because I know 
what is happening, but my roommate doesn' t know what is going on and more 
often than not they don't give her any morning care' (1981 :33). 

• Little attention is given to patient modesty at bathtime; while waiting for a 
shower, patients are clothed only in short hospital gowns, and men and women 
are bathed simultaneously in the same shower room (1981:33). 

• Several remarked that their personal clothing and jewelry had been stolen; their 
rdatiws are understandably rductant to bring wearing apparel, therefore, and 
many patients wear ill-fitting second-hand clothing that has been collected from 
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charity. Some are dressed in only robes and slippers, and on many occasions 
patients were observed walking barefooted. Because of their lack of personal 
clothing and their unwilling inattention to grooming, patients lack individuality; 
there is a ' sameness' about them. Many have the look of prison inmates 
(1981:34). 

In sum, Kayser-Jones states that while her home may have met requirements on paper, 

this did not assure quality care, as evidenced by these situations. 

There are several unfortunate, yet common, themes running through studies of 

nursing homes in the post-1965 era. Substandard conditions, fraud, inadequate care, and 

noncompliance with regulations were all commonplace, and they served as a catalyst for 

the emergence of the bureaucratic system. These scandals, as detailed by ethnographers, 

resulted in major system changes in the late 1980s, when nursing home regulations were 

modified and strengthened in the hopes of improving residents' quality of life. 

Bureaucracy Prevails: 1987- Present 

Due to continuing concerns about the quality of nursing home care, in 1987, 20 

years after the introduction ofMCR/MCD, there was yet another bureaucratic evolution. 

With the enactment of new legislation, known as the Omnibus Budget Reconciliation Act 

( OBRA ' 87), regulations became stricter and focused more on the quality of care for and 

the quality of life of the residents. There were five major acts included in this statute. 

The first act created the resident assessment instrument (RAI). The RAI is an 

ongoing process, in that it required nursing home facilities to "conduct a comprehensive, 

multidimensional assessment of residents on admission, annually, and when there is a 

significant change in the resident's status" (Bartlett 1993:23). It consists of three 
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components: the minimum data set (MDS), resident assessment protocols (RAP), and 

care planning. 

The MDS is a standardized assessment tool designed to provide a holistic view of 

each resident (Bartlett 1993; Kane 1996). This assessment incorporates 

measures of physical health, functional status, psychosocial well-being, dietary 
status, comprehension, vision, hearing, communication skills, activity 
preferences, potential for self-care improvement, and indicators of quality of life 
(Morris et al.: 1990). 

The RAP is a summary that lists the problems identified by the MOS. It suggests 

specific treatments that may be found in the corresponding care plan (Lippincott, 

Williams, and Wilkins 2003). 

Once the RAP is complete, a care plan meeting takes place, which involves the 

multidisciplinary team and the resident. This process is "designed to involve residents in 

the decision making process, thus increasing their control of care and treatment" (Bartlett 

1993:23). The written care plan discusses, in detail, an agreed upon, "measurable goal 

for each problem identified, and approaches that will be used to attain those goals" 

(Lippincott et al. 2003:202). 

The second act of OBRA '87 addressed the use of physical restraints and required 

nursing home staff to find alternative measures (Gordon, Grant, and Stryker 2003). The 

third act attempted to reduce the use of psychotropic drugs (Gordon et al. 2003). This 

included drugs given primarily to keep residents sedated and quiet. The fourth act 

created a list of resident rights. These rights included but were not limited to: daily 

decision-making with regards to eating, dressing, and other aspects of daily care; right to 

refuse medication/treatment; freedom from physical and chemical restraints; ability to 
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choose and change physician; confidentiality of medical records; and procedures for 

complaints and grievances (Gordon et al. 2003). 

The final act addressed the "improvement of quality of care through quality 

assurance measurements" (Gordon et al. 2003 :9). It required nursing assistants to attend 

and complete a 75-hour, state-approved training course and to demonstrate their ability to 

provide hands-on care to residents (Bartlett 1993; Gordon et al. 2003). In addition, this 

reform legislation developed a standard, and if needed, extended state and federal 

surveys, to monitor nursing home performance and to assure compliance with regulations 

(Bartlett 1993; Gordon et al. 2003). These surveys were now unannounced in order "to 

promote unpredictability of surveillance." This was a great improvement over the past 

when nursing homes knew, in advance, of the surveyor' s visit and were able to prepare 

accordingly (Foner 1995:230). The final act also stipulates that if deficiencies are found 

in a nursing home, corrections must be made to avoid being decertified. 

Since this legislation was passed, several studies have evaluated the care residents 

now receive in nursing home facilities. Unfortunately, after reviewing three recent 

ethnographies (conducted between 1991-2000), it seems that OBRA ' 87 had little effect 

on the quality of care residents receive, as evidenced by the continuing acts of abuse 

discussed in these studies. 

Joel Savishinsky (1991 ) discusses the lives of residents in a nursing home and the 

staff who worked there. The institution under study had a reputation ofbeing well run; 

therefore, Savishinsky was interested in seeing how a "good" nursing home operated. In 

this seven-year study of a non-profit facility, multiple instances of neglect and inadequate 

care were found. 
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Savishinsky noticed that the residents who had regular contact with relatives had a 

better chance of receiving adequate care, as opposed to residents who had irregular or no 

contact. For example: 

Stavros (a resident) was having trouble with an aide who tended to ignore his 
requests to be taken to the toilet. Katina (his daughter) confronted both the aide 
and her supervisor about this. Stavros was subsequently transferred to a different 
staff member' s care, and the problem never recurred (1991 :73). 

It is important to note that there was no indication that the aide was reprimanded for her 

neglectful actions. If the aide was transferred to another resident, it is possible that 

he/she was also ignored but was unable to complain due to physical or mental constraints. 

The type of favoritism described above, although helpful, does not guarantee that 

a resident will receive special care all of the time. The following is an example of this : 

There are certain things (walking) that Dad's supposed to do everyday. And if 
they (aides) don't do it, they say yes, they did it, and that he doesn't know what 
he ' s talking about. I told (the aide), 'Don't give me that nonsense.' There's 
nothing wrong with his mind. I'd prefer if they'd tell me honestly that they didn't 
have time to do it because I'd be willing to come and walk him. 

It's not his mind that's affected; it's his body ... Daddy claims that when I'm 
there the attitude changes completely, which is interesting if it's true. Because I 
say things to him like, 'Well, she' s so nice.' And he answers, 'Yes- because 
you're here. As soon as you're gone, her tone of voice changes.' 

Of course I can't be sure. I can't be in two places at once- there and not there. 
But if I believe the good parts of what dad tells me, I have to be prepared to 
believe the bad parts too (1991:75-76). 

Savishinsky suggests that, overall, "both employees and volunteers there 

occasionally infantilized or patronized residents, but this was episodic, not systematic, in 

nature" ( 1991 :251 ). Infantilization is "the act of treating older people 1 ike children" 

(Kayser-Jones 1981 :39). However, not everyone agreed with Savishinsky's view. As 

one family member states: 
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There was the unconscious, well-meaning, but infantilizing habit of addressing 
residents with the unearned terms of endearment: 'honey,' ' love, ' ' sweetie,' and 
'dear' were patronizing to the ear and ... wounding to the spirit. .. those words 
don' t belong to everyone (1991:75). 

In terms of the staff, Savishinsky found that almost every staff member was 

ardent about not wanting to live their final days in a nursing home. This is not 

comforting to hear if you or your loved one is about to be placed in a nursing home. In 

addition, Savishinsky was informed of occasional episodes of abuse from the staff. The 

administrator recounts a time when an aide walked in on another aide who was physically 

abusing a resident. He states: 

One of the aides was helping her (another aide) move a woman- I think they were 
changing June ' s (resident) bed- and this other aide had to leave the room for a 
minute, and when she came back in she saw Wanda (aide) wrestling with June to 
get her to stay in the comer, and she saw Wanda slap her (1991: 168). 

It should be evident that although a nursing facility may be considered to be "good" and 

"well run," there is still a substantial chance that residents will receive poor care. 

Timothy Diamond (1992) undertook a 10-year study of nursing homes. For this 

study, Diamond became a CNA and worked in several homes. As a CNA, Diamond was 

able to gain an emic perspective of nursing home operations. He came across similar 

instances of substandard care as mentioned by others above. 

Under OBRA ' 87, nursing employees were required to find alternatives to the use 

of physical restraints. However, Diamond found many instances of staff using restraints 

on the residents. He writes: 

• They (residents) had been secured in the chairs by restraint vests. In effect, these 
functioned as the opposite of a vest, which is by definition a piece of clothing that 
opens at the front and gives freedom to the arms. These garments were tied 
behind the chairs and made escape virtually impossible, even though many 
residents spent much of their day in that effort (1992:87). 
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• In room 401 Harriet Bowler lay, not moving, rarely speaking, barely blinking . 
She shared the room with two others. We checked to see that they were in bed 
and that bed restraints were securely fastened for two of the three, then tiptoed 
toward the door and clicked off the light switch (1992:115). 

Diamond also found that the quality of food had not improved much since the 

time Medelson evaluated it in the early 1970s. He found : 

• It was not that different food was served on the floors. It was the same food, but 
it tasted different. By the time some of it, which had been prepared as early as 
when Lorraine (resident) appeared first in line at 4:20, finally reached the fifth 
floor at 5:30, something had happened to its temperature, texture and taste, 
something over which the eaters had no control ( 1992:1 07). 

• In all the homes where I worked, the staff conveyed a more pronounced relation 
to the food- mockery and distance from it. Dorothy Tomason saw the tomato 
soup and said, ' Ah, water soup again today, I see.' Vera Norris snickered, 'By the 
time that stuff gets up to this floor, it's time to throw it away' (1992: 109). 

When it came to the personal appearance of the residents, Gubrium' s description 

of an "institutional plain" still held. Diamond describes the appearance of some 

residents: 

... clothes that were clean but no longer personal- for men a shirt, pants and socks; 
for women a top, a skirt or slacks, and socks ... Sometimes the clothes fit well, 
sometimes not; the overriding mandate was that they be clean. Though not 
exactly a uniform, neither did they resemble personal property .. . (1992:106). 

Acts ofinfantilization, described by Savishinsky, were also readily apparent in the 

nursing homes where Diamond was employed. The term "baby" was often used by the 

staff and took on more than one meaning. "In some contexts it was used to create fictive 

family roles" (1992 :138). In other contexts, Diamond explains: 

'Baby' was also used more broadly as a designation of the impersonal , referring 
to infants who were incompetent and unaware. 'Oh, you work up there on the 
baby floor,' observed a first-floor nursing assistant. Another advised, 'Oh, don't 
worry about these people; when they get old they all start acting just like babies' 
(1992:138). 
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Finally, when comparing the time spent by physicians with residents in the past to 

his period of study, Diamond flatly stated: "Physicians came rarely. When they did 

appear, it was in rapid-fire fashion" (1992:99). Although Diamond is realistic about the 

difficulties of patient care, and even though he worked as a CNA, he was nonetheless 

shocked at the quality of care found in nursing homes. 

Cynthia Loucks' s (2000) study ofthe nursing industry was inspired by the 

neglectful care her mother received, in what was considered to be a respectable nursing 

home. After a very long and emotional time spent in the nursing home where her mother 

was placed, Loucks realized that "my mother's story is not significant because it is 

unique, it is significant because it is typical" (2000:xiii). 

Loucks was not unfamiliar with the nursing home industry and its operations. She 

had worked as a nurse' s aide in her twenties and had encountered the daily occurrence of 

cutting comers, substandard care, and noncompliance with regulations. Loucks went on 

to become a licensed psychotherapist, and she wrote her book with the hope of raising 

awareness and inspiring transformation in the nursing home industry. 

Loucks provides several examples of how nursing home staff neglect residents, 

and how the simplest action can lead either to improved quality of life or to the death of a 

resident. Her mother was a "total care" resident, one who was unable to engage in any 

activities of daily living, and therefore needed the staff to do everything (p. 83). 

Unfortunately, as Loucks discovered, such residents often are stigmatized, 

misunderstood, and can become the victims of mistreatment. 
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As found in previous studies, chemical and physical restraints continue to be used 

on residents. Loucks writes: 

• .. . many disoriented elderly people display disruptive behaviors such as crying out 
or being physically or verbally abusive. The common response in many nursing 
homes to these circumstances is to administer some form of chemical restraint
drugs (2000:88). 

• I thought it (physical restraints) must surely be illegal, but when I investigated, I 
learned that government regulations permitted it. Disabled and disoriented 
residents of nursing homes are routinely tied to chairs and beds (2000: 114 ). 

Acts of abuse and infantilization also took place in this nursing home. Loucks 

witnessed the following: 

• After the nurse left, I discovered that she had actually spilled the ice-cold water 
onto Mama's shoulder and the shoulder of her nightgown, and yet she had not 
bothered to apologize to Mama. The episode conjured up the all too familiar 
feeling that Mama just wasn' t a person to some of the staff (2000:109). 

• Mama's skin had gotten as thin as an old shirt that's been worn and washed so 
many times it has become transparent and easily tom. Yet, the aides would take a 
terry washcloth, coarse from heavy bleaching, and scrub her as though she had 
been digging ditches all day. Although stimulating the skin is beneficial , their 
methods looked excessive (2000: 138). 

• I took some small comfort when I observed some of the nurses and aides 
attempting to be kind, even though their efforts were often condescending. They 
talked to Mama and the other residents as though they were children, cooing at 
them and calling them silly, saccharin-sweet names (2000:147). 

After switching doctors three times at the nursing home, Loucks discusses her experience 

as follows : 

Satisfaction plummeted further when I would finally reach him (physician) on the 
telephone only to find that he did not actually know who my mother was. It 
seems he made rounds once a month and paid his patients an amicable visit of 
about five minutes for which he billed forty dollars. According to the aides, he 
rarely examined any of his patients during that time, and he complied with nurses ' 
requests for treatment by simply signing orders (2000: 101 ). 
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For a total care resident, feeding themselves is not an option. As a result, eating 

may be an unpleasant activity. Loucks describes what goes on during feeding time for a 

total care resident: 

• 

• 

.. . being fed by people whom they may not even know, who proceed to shovel . 
food into their mouths, often with little regard for whether they are hungry or like 
the food. It is not uncommon to see apathetic aides feeding elders in a mechanical 
manner, without looking at or otherwise connecting with the persons they are 
feeding, while conversing over the heads of the unfortunate recipients of this 
behavior (2000:86). 

The young male aide who had ignored Mama's friendly greeting several months 
earlier was feeding Mama with his back turned to her while watching a football 
game on her TV. Both she and her bed clothes were spattered with food. To feed 
someone without even looking or making human contact is deplorable. And 
being at the high risk for aspiration that Mama was, it was exceedingly dangerous, 
too. Our outraged complaints were met with more hollow apologies- and the 
young man continued his employment at the nursing home (2000:192). 

After her mother passed away, Loucks was convinced that this occurred as a 

result of inappropriate feeding. The reason why the above example is so disturbing is the 

simple fact that the death of Loucks' mother could have been avoided. As mentioned in 

the quote, her mother was at a high risk for aspiration, a medical condition where a 

person has difficulty swallowing and food can enter the lungs via the windpipe. 

Therefore, the staff that feed individuals with this condition must follow a special diet 

and feeding instructions. When Loucks received the phone call regarding her mother' s 

death, a nurse informed her that "Mama had aspirated a short while after dinner and was 

not expected to live through the night" (2000: 196). 

Overall, Loucks described her experience as: 

It was very frustrating to review Mama's treatment and consider that she was in a 
reputable nursing home. At best, her care was tolerable, with rare instances of 
very good. Frequently, it was heedless, insensitive, rough, and even dangerous 
(2000·.142) . 

85 



In sum, it is these countless, and all too common, occurrences that lead to 

additional bureaucratic regulations. The goal of these regulations is the improvement of 

the quality of care in nursing homes. However, in spite of additional regulations, there 

continue to be accusations of corruption and evidence of residents living in substandard 

environments and receiving poor care. Moreover, employees and residents continue to be 

exploited and mistreated. Thus, bureaucracy, although helpful in most formal 

organizations, seems to be ineffective in improving the overall quality of care in nursing 

homes. Therefore, it may not be the best system for a human service organization. 
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APPENDIXB 
RESEARCH FORMS AND INTERVIEW QUESTIONS 

Semi-Structured Interview Questions 
Key Informants: Administrative Staff 

1) What is your job title and responsibilities for the nursing home? 

2) Do you like your job? Why or why not? 

3) Explain the pros and cons of the bureaucratic system found in the nursing homes. 

4) Over time has this system changed the roles of the staff? Is it a positive or 

negative change? Explain. 

5) Have you noticed a change in the type of care residents have received? Is it better 

or worse? Why? 

6) Describe the way nursing homes were run before this system was put into place. 

7) George Ritzer' s theory ofMcDonaldization discusses four factors : efficiency, 

predictability, calculability, and control (these will be explained in more detail to 

the informant). 

a) Are these four factors found in the nursing home system? 

b) If so, do these factors influence and prioritize responsibilities given to the 

staff? How? 

c) How does this affect the type of care the residents receive? 
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8) Do you think this system has affected the certified nurse assistant's (CNAs) 

responsibilities? If so, how? 

9) The CNAs provide between 80-90% of the direct care to the residents. Do you 

feel the CNAs should be involved more in the meetings and the decision-making 

regarding the type of care their residents receive? 

10) If the CNAs were viewed as professionals (which requires more education) would 

they be more likely to be involved in the meetings concerning the residents ' care? 

11) What possible solution(s) would you suggest for the problems in the nursing 

home industry? 

12) What do you see happening to the nursing home industry in the future? 

Additional Questions for Former Owners/Administrators 

1. What were the years that you owned the nursing home? 

2. What was your past experience before owning the nursing home? 

3. Please describe some of the differences in the way nursing homes were run in the 

past compared to today. 

• What did the charts involve? More or less paperwork? 

• Were there many meetings? 

• Who was in charge of deciding a residents length of stay? 

4. Has the involvement of insurance companies helped or hindered the care the 

residents receive? What about the large corporations, who now own a majority of 

the nursing homes (resident care better or worse)? 
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50 Did the involvement of the government (SOSO Act, MCD, MCR) help to improve 

the care residents received, or not? 

60 Do you think the Omnibus Reconciliation Act of 1987 helped improve the care? 

Was there an increase in the amount of paperwork for the staff with the new 

system (MDS, RAPS, 0 0 0 )? 
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Semi-Structured Interview Questions 
Narrative Inquiry: Certified Nurse Assistant 

1) What type of education did you receive before becoming a C.N.A? Do you 

understand the aging process? 

2) What are the daily responsibilities of your job? Do you set you own schedule 

each shift to complete your duties, or does someone else tell you what to do and 

when? 

3) Discuss any stresses or strains you feel while working. 

4) How does the load of your job responsibilities affect your relationship with the 

residents? 

5) Do you spend more time with the residents or filling out paperwork? 

6) Do you think the residents are getting adequate care? If not, how would you 

improve their quality of care? 

7) Do you have enough time in your shift to complete your tasks thoroughly, and to 

the best of your ability? If not, what is taking up the most time? 

8) Do you think you should be involved more in the meetings regarding the type of 

care your residents are receiving? Why or why not? 

9) What do you feel your primary duties should be? Does this match up with what 

you do each day? 

10) What would you like to see change? 

11)0verall, what do you think ofthe current system? 

12) What do you see to be the future of nursing home care? 
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DEMOGRAPHICS FORM 

The purpose of this form is (1) to collect basic information about the participant in this 
research study and (2) to create a fictitious identity in order to ensure the confidentiality 
of the subject's identity. This form shall be filled out prior to beginning the interview 
process. The information herein shall be kept indefinitely for future research. 

Fictitious Name: ------------------------------------------------

Date of Birth: _______ Age: ______ Sex: _____ _ 

Ethnicity: _________________ Religious Background: _______ _ 

Where From: ---------------------------------------------
How Long Have You Worked in Nursing Homes: ________ __ 

What is Your Position in the Nursing Home: _________________ _ 

FOR INVESTIGATOR ONLY 

Interview Number: -----

Coding: ____________________________________________ ___ 

Code Key: 
• Interview # 
• Location oflnterview (Home/Office/Nursing Home/etc.) 
• Age 
• Sex 
• Ethnicity 
• Where From 
• Length of Involvement in Nursing Homes 

• Job Position in Nursing Home 
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