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Rationale: Although the literature recognizes the importance of older individuals’ subjec-
tive perceptions about their living environments, past studies on the subject have been
primarily restricted to nursing home settings.

Objective: This study aimed to better understand the experiences, perceptions, coping
mechanisms, and needs of older people living in Martinique who had to modify their living
environment because of a decline of autonomy.

Design: Qualitative study using content analysis.

Methods: Semi-structured one-on-one interviews were conducted with older people living
in three different types of environment i) at home with professional support, ii) in a foster
care family, iii) in a nursing home. Interviews were conducted until data saturation was
reached. A conventional content analysis approach was used.

Results: Thirty-four participants were interviewed. Subjects perceived ageing as a factor leading
to changes in their living environment. However, they did not spontaneously evoke their functional/
structural impairments nor their activity limitations as if the change of living environment could
reduce the perceived loss of autonomy by maintaining an acceptable participation. Participants
mostly experienced change as both inevitable and as a relief as it took them out of isolation and
domestic hardship. This reaction was somewhat facilitated by spiritual beliefs as the changes were
interpreted as the will of spiritual forces. Family and social relationships appeared to be more
important determinants of participants’ perception of changes in living environment than was
health status. We found differences between the three groups regarding familial relationship, fear of
death, acceptance of change, and unmet needs. Unmet needs were particularly expressed by those
living in foster care. The concept of “feeling at home”, which emerged as essential for all
participants, was lacking in foster care families.

Conclusion: Perceived autonomy, including not only functional/structural impairments, but
also, social interactions, should be carefully considered when developing support services for
older individuals.

Keywords: older people, nursing home, autonomy, quality of life, foster care family

Introduction

France currently has the Sth largest aging population in Europe (18.8% versus
18.9% in Europe in 2016)," mainly due to the increased life expectancy” and aging
of the baby boom generation.’ In the French overseas regions, demographic transi-
tion is particularly rapid. While Martinique was one of the youngest French regions
15 years ago, it is now among the top three oldest regions. By 2030, one third of its
population will be 65 or older.* The unexpectedly rapid increase in the proportion
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of older individuals currently occurring in Martinique is
due to the combination of five factors: 1) decline in birth
rate, 2) increase in life expectancy, 3) aging of the baby
boom generation, 4) youth emigration due to lack of
resources and work opportunities,”® and 5) natives return-
ing to Martinique for retirement.” The region was unpre-
pared for such a situation, and the challenges are
compounded by the precarious economic environment.
Indeed, almost 30% of individuals over 60 in Martinique
are beneficiaries of the governmental solidarity allowance
(awarded to older people without income), versus 3.4% in
metropolitan France.® The increase of life expectancy is
associated with a high burden of chronic diseases (parti-
cularly diabetes, hypertension, and cardiovascular dis-
functional disabilities,

eases), neurocognitive

disorders,” !* and related healthcare costs.'* !¢

The demographic transition in Martinique is accompa-
nied by a societal evolution in the family structure. In the
past, older adults shared the family home with their des-
cendants who, in return, provided care and support in the
form of intergenerational solidarity.'” Today, families tend
to be smaller due to the increase of single-parent families
(20% vs 8% in Metropolitan France)'® and the migration
of young people.'” Moreover, it is mainly the women
(daughter, daughter-in-law, wife, granddaughter) who
bear the burden of caring for older parents who have
decreased autonomy. However, their role as caregivers is
increasingly impacted by their professional activities.?* >
Finally, the average age of caregivers is also increasing,
and it is not uncommon for them to be impacted by
disabilities themselves.*®

There is a strong need to improve the care and support
options for the aging population in this territory.**
Furthermore, public institutions and nursing homes
which, in Martinique, were reserved for older people of
lower socio-economic status who experienced neglect, are
becoming essential for all older individuals losing their
au‘[onomy.25

The International Classification of Functioning,
Disability and Health (ICF) proposed by the WHO in 2001
defined two dimensions of declining autonomy and depen-
dency. The first level concerns the biomedical factors and
associated impairments, and also, includes functional disabil-
ities leading to activity limitations and the notion of partici-
pation restriction. The second dimension takes into account
the interactions of the individuals with their environments

and includes different contextual factors.?®

The two main public responses to aging individuals’
decline in autonomy are the formalization of home care
support or changes in living environments. The latter can
include institutions such as nursing homes and indepen-
dent residences, or alternatives such as foster care families.
Formal home care refers to professional support aimed at
helping older individuals perform daily life activities
(meals on wheels, health care workers, housekeepers).
Foster care refers to a model of “homelike” residential
care, where individuals who have obtained formal
approval from a regional council host and take care of
older patients in their own home for a fee.

In this study, we chose to define loss of autonomy as
the inability to continue managing daily life alone neces-
sitating a change in lifestyle and/or living environment.

Public policies and medico-social services created to
address older peoples’ loss of autonomy have primarily
focused on the individual’s functional capacities and level
of disability.”” However, the perceptions of older indivi-
duals themselves have rarely been investigated. In addi-
tion, previous research has mostly focused on objective
health status as the main determinant of the quality of life
of older people. However, the importance of older indivi-
duals’ subjective perceptions is increasingly being
recognized.?® 3! Quality of life is conceived as a measure
of the perceived gap between the individual’s real situation
and their aspirations.* This implies taking better account
of patients’ perceptions and their aspirations in order to
enable services to be genuinely adapted to their expecta-
tions and facilitate their acceptance. Qualitative methods
provide a particularly useful approach to appropriately
understand individuals’ perceptions. Therefore, these
methods can help provide new knowledge and identify
factors to improve the older person’s quality of life.>

Our objectives were to measure the participants’
experience and perceptions about their change in living
environment due to a loss of autonomy, the way they

coped with it, and the needs they expressed.

Methods
Study Design

In Martinique, the institutions that are most commonly
used to provide care for aging individuals are the nursing
home and the foster care family. In 2018, there were
approximately 92,000 people over the age of 60e,** 8
home nursing services (SSIAD, ie, Services de Soins
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Infirmiers), 30 nursing homes and 65 foster care families
in Martinique.*”

In this qualitative study, we sought to study the experi-
ences and explore the personal themes and needs
expressed by the older individuals in order to improve
the quality of care and health provided to them as
a response to their loss of autonomy. Qualitative studies
are useful in that they provide new knowledge that is
health data.
Qualitative studies also help us to identify potentially

complementary to quantitative care
modifiable factors to improve the autonomy of older
people.

We used one-on-one semi-structured interviews to eli-
cit older peoples’ perceptions®® about three different types
of changes of living environment they experienced
because of their loss of autonomy: (1) remaining at home
with professional support services; (2) living in a foster
care family; (3) living in a nursing home. In our study,
these 3 groups were considered to have a loss of
autonomy.

We followed the COREQ checklist (COnsolidated cri-
teria for Reporting Qualitative research) for reporting our
results (Appendix. 1). 3,7 3 The study was reported using
these 32-item checklist (Table 1).

Participants

One nursing home, one SSIAD and the association in
charge of foster care families participated in the study.
The nursing home and the ambulatory nursing care ser-
vice are amongst the oldest in the region. Given their
geographical location and their significant capacity, they
accommodate a very varied population from all over the
island (from different municipalities) and thus may be
considered as reasonably representative of the general
population. Participants were identified through different
key informers depending on the mode of living. For
individuals living in foster care families, the association
in charge of this organization provided a list of potential
participants. For those living at home with professional
care services, the SSIAD of the city of Lamentin
(the second biggest city in Martinique) selected a list
of people who met the inclusion criteria. For those who
lived in a nursing home, the occupational therapist of
this institution selected a list of residents with a Mini
Mental States (MMS) score >23. Accordingly, the key
informers (ie, the association in charge of foster care, the
SSIAD or the occupational therapist, respectively) asked
to the eligible participants whether they agreed to be

contacted by the researchers and systematically accom-
panied the researcher for the first contact.

The inclusion criteria for participants were: i) receiving
professional care services at home (ie, meal delivery, for-
mal care, SSIAD), or living in foster care family or in
a nursing home. ii) being 65 years of age or older, with no
major cognitive impairment (MMS >23), iii) speak French
and iii) agreeing to participate. To ensure a diversity of
situations we purposively sampled respondents based on
age, sex, length of time since the change, socio-cultural
level, old place of residence, number of children, and
marital status. A non-probabilistic sampling procedure
consisting of selecting participants considered to be typical
of the target population (“reasoned sampling”) was carried
out. Only 2 participants refused to participate, one from

the nursing home and the other from a foster care family.

Data Collection

Before the interview period, a semi-structured interview
guide was created (Table 2) using a framework developed
by the project group members. The group included a public
health physician and a social psychologist based in metro-
politan France as well a Doctor of Sociology and a PhD
student in health sciences with a background in sociology
and qualitative research, who were based in Lamentin,
Martinique. The first 5 interviews were conducted together
by the Health sciences PhD student (RC) and the sociologist
(SD), who has strong experience working with the target
population. Further interviews were conducted by RC alone.
Interviews were conducted with an open attitude, using an
exploratory approach. They began with a broad question

about the experience of the living environment

We would like to exchange with you about your life since
you asked for home services/began living with the foster care
family/entered this institution, about the reasons that led you

to these changes, and how you experienced these changes.

Researchers used rephrasing and probing questions
throughout the interview to guide and encourage partici-
pants to talk about different elements of their experience
and their perceptions.®® With the permission of the parti-
cipants, interviews were voice recorded using a digital
recorder and then fully transcribed.

The interviews were carried out until data saturation,
which was reached when the reading of the interviews did

not reveal any new elements.*”*!
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Table | Study Reported Using COREQ Criteria

Domain

No. Item

Reported on the Manuscript

Domain |: Research team and reflexivity

Personal Characteristics
I. Inter viewer/facilitator

Pages 7 and 8

2. Credentials Page 8
3. Occupation Page |
4. Gender
5. Experience and training Page 8
Relationship with participants
6. Relationship established
7. Participant knowledge of the interviewer
8. Interviewer characteristics

Domain 2: Study design Theoretical framework Page 8
9. Methodological orientation and Theory
Participant selection
10. Sampling
I'l. Method of approach
12. Sample size Page 12
13. Non-participation Page 8
Setting
14. Setting of data collection Page 8
I5. Presence of non-participants Page I1
16. Description of sample Table 4
Data collection
17. Interview guide Table 2
18. Repeat interviews Page 10
19. Audio/visual recording Page 9
20. Field notes Pages 8 and page 9
21. Duration Page 12
22. Data saturation Pages 9 and 12
23. Transcripts returned Page 10

Domain 3: Analysis and findings

Data analysis

24. Number of data coders

25. Description of the coding tree
26. Derivation of themes

27. Software

28. Participant checking

Pages 9 and 10

Page 10

Reporting

29. Quotations presented

30. Data and findings consistent
31. Clarity of major themes

32. Clarity of minor themes

Pages 9 and 10 and Table 3

Note: Developed from Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and focus groups.
Int ] Qual Health Care. 2007;19(6):349-357, by permission of Oxford University Press.>’ Appendix. |.

Data Analysis

Interviews were recoded and transcribed anonymously. In
order to become familiarized with the content, identify key
topics and ensure an in-depth overall understanding of the
content, all transcribed interviews were reviewed by RC and

SD in an interactive process. Then, RC and SD analyzed
texts independently using the conventional content analysis
approach. This analysis is a systematic method of generating
new knowledge about perceptions and feelings.** This step

requires going back and forth between every interview across
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Table 2 Semi-Structured Interview Guide

Expected Objectives

Questions

Follow-Up Questions

Confidence building of the interviewee

How do you feel here?

Yes, but what else ... ?

Yes, and how are you doing?

The arrival (The beginning of the care services
for those who live at home)

How long have you been here?

Who did you come with?

How did you feel?

How did it go for you?

How did it go for the person who accompanied
you!?

How did it go with your entourage?

Reflections on the coming institution + factors

What made you come here? (or set up

these services)

What were the factors?
What made this switch?
What was the key factor?

Identifying the person’s trajectory

Can you tell me where you lived before

you came here?!

What happened to that house?
Do you visit it sometimes?
Who’s taking care of it?

Living through change

How did you experience this change?

How did your entourage experience it?

Knowledge of existing accommodation/service
offer

What about the other options?

Do you know of other options here or
elsewhere?

Do you know people who have made
other choices?

Have people in your entourage left home to live
elsewhere!
Did your relatives offer you any other options?

Have you been told about other alternatives?

Evaluation of the available offer

What do you think of the other options?

If you know people who have opted for other
options what do they think?
What does your entourage think?

The motivation of the choice

Why did you make that choice?

How did you make that choice?
What made you choose this option?

The actors involved in this choice

What does your entourage think of your

choice?

With whom did you make this decision?
Who were the other people involved?
How did you experience this sharing of decision?

What were their arguments?

Other possible scenarios

If we could write a new script, would

you decide the same way?

How would you like it to happen?
If | gave you a magic wand that could change

everything, what would you change?

Sense of home

What do you like most here?

What do you like the least about this
place?

What can we do to make yourself feel at

home?

What did you have at home that you miss here?

What are your major difficulties here?

Open topics

Is there anything else you would like to

talk to us about?

Anything else you'd like to add?
Finally, what do you want to tell me?
What were your feelings during this interview? And

before my arrival?

Risk Management and Healthcare Policy 2021:14

submit your manuscript

747

Dove



http://www.dovepress.com
http://www.dovepress.com

Chammem et al

Dove

the different codes and themes and their relationships.
A data-driven thematic analysis was conducted using the
verbatim transcriptions of the interviews, ie, an inductive
approach without a theoretical framework to guide the
analysis.*> According to the methodology previously pub-
lished by Dahlgren et al, researchers sought to identify the
underlying meaning of the transcribed texts, and then
regrouped the parts of the text with similar meaning into
paragraphs.** Then, the paragraphs were divided into units,
which were further categorized into sub-themes based on
comparable content. The sub-themes were then combined
into meaningful themes. After researchers had independently
carried out this thematic encoding of the data, they compared
notes and discussed disparities until consensus was reached.
The two researchers shared their emerging themes and
improved their comprehension through discussions with the
research project team. All researchers checked the accuracy
and clarity of themes and concepts. The research team then
collaborated to create Table 3, which shows the final codes
names, the sub-themes and themes to provide clear informa-

tion on the content of the analysis.

Rigour

We used Lincoln and Guba’s criterion to ensure trust-
worthiness (credibility, transferability, dependability and
confirmability).*> Conclusions of the study analysis
were ensured by several techniques to try to reduce
bias. Firstly, we confirmed the data source by conduct-
ing voice-recorded interview with neutral attitude, and
using a full interview transcript. Secondly, data were
analyzed separately by two researchers from different
disciplines and places within the research laboratory.
Then, researchers examined the themes without any
prior information or personal bias. Finally, analysis
was discussed by all of the researchers. We did not
validate written transcribed interviews with the partici-
pants because we had not asked for a specific ethics
approval to contact participants again after the study.
Furthermore, the interviews sometimes brought up pain-
ful memories, and we considered making these indivi-
duals live these moments again to be potentially
harmful. Nevertheless, during the interviews, the
researchers made sure to repeat their questions and
rephrase the participant answers several times to ensure
mutual understanding of the meaning of the questions

and answers.

Regulatory Proceeding and Ethics

This study was conducted in accordance with the
Declaration of Helsinki. RC gave participants a full expla-
nation of the research project, its objectives, the voluntary
nature of participation, the possibility of halting participa-
tion at any time without any consequences, the confidenti-
ality of their answers and the way of anonymously
handling data 15 days prior to the interview so they
could consider their participation.

RC also explained that they should read the informa-
tion and consent form before agreeing to participate, and
that they could be helped if needed. Researchers scheduled
the interview appointment at a time and place that was
convenient to the participant.

At the beginning of each interview, participants were
asked to consent to being audio recorded and to the
publication of anonymized responses. Interviews started
after the
Confidentiality was assured by conducting interviews

interviewees gave verbal oral consent.
alone with the participants, and not providing any infor-
mation that participants shared with the other intervie-
wees, professionals or foster family members. All
interviews were conducted in a sensitive and non-
judgmental way. The study was approved by the Ethics
Institutional Review Board of the French Institute of
medical research (INSERM) which registered with the
flowing identification: IRB00003888, IORG0003254,
FWAO00005831 and the National Commission on data

protection (CNIL).

Results

The interviews lasted an average of 45 minutes, and were
held in a place chosen by the participants (usually terrace,
living room, or bedroom).

The following themes were identified: perceived causes
leading to the change of living environment (with 2 sub-
themes: loss of autonomy, and familial relationships); per-
ceived reasons for the choice of living environment, adaptation
to change, satisfaction and fulfilled/unmet needs with the
living environment.

Characterization of the Older People

Based on data saturation, 34 older adults (20 women and
14 men) were interviewed, with a mean age of 82 years.
Among those, nine were living at home with professional
care services (mean age 86 years), most often with
a relative, 13 were living in a foster care family in
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Table 3 Codes, Sub-Themes and Themes

Codes Sub-Themes Themes
Participant characteristics Gender Actual situation
Age
Child

Living life place

Profession
Marital status
Origin

Previous situation

Environmental facility

Organizational resources
Management
Architectural

Physical conditions

Cognitive conditions

Environment

Equipment
Professional support
Family support
Social support

Facilities

Medical accompaniment
Nursing

Professional skills
Empathy

Availability

Professional staff

Lifestyle change

Making decision
Reasons of the decision
Initiation of decision
Actors of decision

Knowledge of existing offers

Choice

Financial aspects
Emotions

Security
Activities/occupations
Acceptance

Perceptions

Communication with others

Family relationships
Professional relationship
Other resident relationship
Neighbor relationship

Friendly communication

Relationships

Expectation and future projections

Satisfied needs
Unmet needs

Expressed needs

different municipalities (mean age 84 years), and 12 were
living in a nursing home (mean age 84 years). Most
participants had children. Participants’ sociodemographic
characteristics are presented in Table 4.

Although we did not seek to collect medical data related
to the participants’ health status, as requested by the Ethics

Institutional Review Board of INSERM, we were given

data related to the subjects’ medical conditions. These
data revealed that the participants with similar medical
conditions, including diabetes, cardiovascular disease,
stroke, depression, deafness, blindness, and physical handi-
caps, were included in the three groups. Therefore, we
concluded that the health status of the participants was

relatively comparable across the three groups.

Risk Management and Healthcare Policy 2021:14
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Table 4 Participant’s Sociodemographic Characteristics

Variables Women | Men
Living life place | Home 7 2
Foster care family 8
Nursing home 4
Age 65-75 years 4 5
76-85 years | 5
8695 years 12 4
Over 95 years 2 |
Socio- Artisans, retailers, business 3 6
professional manager
Category Seniors executive and higher | 3 |
intellectual professions
Intermediate professions
Workers/employees 5 5
No professional activity
Marital status Married 2 4
Single 18 10
Old place of Urban 15 7
living Rural 5 7
Date of Less than | year [ 3
admission | to 5 years 13 6
6 to 10 years 5 4
Over 10 years ago [ |

Perceived Causes Leading to the Change
of Lifestyle and/or Living Environment
Perception of Loss of Autonomy by Older People
For all participants, age progression was a factor leading to
the change of living environment; “it’s the age that
pushed me”.

“It’s age, you don’t have the means to live as before,
you don’t have the means to endure life as before, to
continue to have responsibilities”. (Institution).

However, they did not spontaneously evoke their func-
tional and structural impairments nor their activity limita-
tions caused by aging and/or chronic disease. Chronic
disease and decreased physical autonomy did not seem to
be experienced as a trauma, but as a situation that need to
be managed.

I have been sick for a long-time because of my heart, so
my children bring the food for me sometimes, then when
I feel well, I do it myself, I go out for medical appoint-

ments. (At home with services)

Depending on their living environment, participants dif-
fered in their understanding of the notion of “loss of

autonomy”’, which according to the ICF model, is close
to participation restriction. Those who stayed at home with
professional support evoked the progressive loss of func-
tional autonomy without discomfort while discussing the
difficulties associated with managing daily life. Those in
foster care family did not speak spontaneously of their loss
of functional autonomy. Instead, they spoke of a “feeling
of insecurity”, “loneliness”, and “confusion” as a reason
for changing their living environment. Those living in the
nursing home indirectly evoked their loss of autonomy as
a reason for adopting a “preventive” approach to, “delay
the loss of autonomy”. Once they were in the institution,
the loss of functional autonomy was no longer a concern.

Staying in a house alone, being worried, locked up, you’re
scared by everything you hear and you see on TV. This is
not a good thing, so we try to find a solution.

Familial Relationships
Older people living at home with services generally
reported good relationships with their entourage: “A lot

2

of people come to visit me”, “we laugh together”. They
actively participated in organizing their daily life: “I
have things to do”, “I don’t have time”. Older adults
living in foster families had usually experienced family
discomfort and conflicts, especially with siblings (such
as inheritance problems) before changing their living
environment. “They put me here because I’'m embarras-
sing”. In this context, the occurrence of a brutal event
affecting the person (eg, domestic “accident” or “hospi-
talization”), or his/her environment (“after the hurricane,
the house was damaged”), was often the final cause that
triggered the change. For those in a nursing home, even
if it was a long thought process, the triggering event was
often the break-up of the family who left “to metropoli-

LRI

tan France”,

LEINNT3

to Guadeloupe”, “to Guyana” and the dis-
persion of members of the community “neighbors have
moved” because of economic necessity (to “find a job”,

LRI

“build elsewhere”, “join my husband”).

Perceived Factors Related to Interactions

with the Living Environment

Family and/or environmental ties appeared to be the main
determinants of the perception of change, whereas health
status did not seem to be strongly associated with the
decision to change environments. When financial aspects
were evoked, most of the interviewees found it difficult to
give details about their income regardless of their living
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environment. Financial factors may have been
a determinant of the initial choice, but once this choice
was made, it seemed this was no longer within their pur-
view. The people who stayed at home had to change their
lifestyle, integrating the essential support through services.
This choice was mostly considered natural and logical: “I
am in my house”, “I like home”.

“I’'m in my house. I paid for it, it’s to stay in it”.

The possible entry into a nursing home was neither
mentioned nor envisaged; “no way”, “It does not suit me”,
“for people with no family”. Globally, they had a poor and
fragmentary knowledge on existing structures; “I don’t
know them”. Two main determinants of this choice were
the nature of the family relationship and the status of the
owner; “my house is mine” vs tenant; “if I had my house”.

For those living in foster care families, the choice
seemed to have been mostly influenced by factors such
as the need not to be too far from where they used to live
(district, municipality), and the feeling that being in
a foster care family would be “closer” to their previous
“home”, and that they would be better taken care of (“just
three people here”) than in nursing homes.

“She takes good care of all the people, . . . the people who
have already been in this family, . .. We get along, she is nice”.

However, none acknowledged a personal, thoughtful
and deliberate choice even if they did not complain.
They felt the decision was not theirs; “sisters”, “neigh-

LE T3

bors”, “social worker” and the foster care family presented

itself as a solution in haste or urgency.

For those who were in a nursing home, the choice was
related to a strong sense of prevention. They did not want to
take the risk of losing their autonomy at home; “help extend

LEINT3

my autonomy”, “you shouldn’t wait until you are really

exhausted” and feared managing the environment at home;

29 <

“lack of security”, “fear”, “isolation”, “difficulty of tasks”.

We come here because that’s precisely it, to perhaps help
us to delay the loss of autonomy, to be able to bear the rest
of our lives a little more easily, to avoid the most difficult
moments. (Institution)

We noted for the three groups, an important reference to

EE N3

“children”, “brothers”, “sisters”,

EEINT3

nephews”, “nieces” or

even to “neighbors” or relatives in their interview
responses. These persons were somehow involved in

LEINNT3

their choice; “my sisters have chosen for me”, “my neigh-

bors have decided”, “my nephew who dropped me off”
and more broadly in managing their lives; “my sisters are

LRI

taking me out”, “my sister is taking care of my home”.

This involvement also helped the older person to confront
these changes and articulate “break-up” and “continuity”;
“I am not alone”, “everyone comes as before”, “they
call me”.

I didn’t want to end up blind at home, here I am with
visually impaired people and other blind people, it helps
me to put things into perspective and better accept the day
when I will be blind. (Institution)

“I wanted to come here, to enjoy before losing all of my
strength, and not being able to do anything, also to adapt,
to learn to accept”. (Institution).

“They wanted to put me in a rescue situation, ... so
I wouldn’t be left alone at home, to feed myself”. (Foster
care family).

Adaptation to Changes in Living

Environment
Most people in the different groups seemed to experience
change as inevitable, and at the same time considered their
move as a relief that took them out of “isolation” and
domestic hardship.

The prominence of spiritual beliefs in their discourse
seemed to facilitate this interpretation of change as the will
of spiritual forces; “we accept”, “we must let go”. To
mourn one’s home was simpler for people living in nur-
sing homes than for those living in foster care families.
Those in foster care families experienced their situation as
an eternal transit and complained about proximity with
“strangers”; “it’s embarrassing”, “I used to have the
whole house for myself, now I have to share with others”.
The term “strangers” was often used by people living in
foster care families.

“It made me feel funny because it was the first time
I came to people’s home, I used to stay alone at home”.

Death was rarely mentioned by participants living at
home, who were more preoccupied with their daily lives
and organizing their health care. In contrast, participants
living in nursing homes had fewer material concerns.
Foster family participants did not explicitly name death,
but rather referred to it in paraphrases, which were
expressed with some degree of fear related to the fact
that they felt they were “not in the right place” to die,
that they felt alone and too far from their family and
ancestors; “I don’t want to die here”, “I don’t want to be
buried here”, “my whole family is here”. Conversely,
nursing home participants spontaneously spoke of their
death or of how they prepared for it; “I’'m waiting for
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someone to call me up there”, “I paid my death insurance”.
They thus expressed a greater sense of serenity; “I'm
going to leave one day, I’'m waiting for that day”, “I'm
waiting to go up there to join my loved ones”. Although
the older people in both last two groups all mentioned that
death was inevitable, it seemed that their perceptions dif-
fered somewhat.

As expected, people living at home were those who
seemed less affected by the change, as they experienced
a growing attachment to the service provider. Nevertheless,
older individuals living in a nursing home eventually tended
to consider the institution as their “new home” and could
somehow “feel at home” whereas in foster care families,
they often felt as if they were a “stranger” living in the house
of a family but not part of the family “(foster care family)
people are at home here”. The nursing home appeared as
a “stat of no-return” which seemed in a sense more easily
accepted than foster care, which was perceived as
a “permanent transit state”; “I wait, I don’t know what to
do”. The notion of “home” was central especially for older
people who were displaced to either foster care or the nur-
sing home.

Satisfied and Unmet Needs Expressed

The satisfied and unmet needs were spontaneously
expressed. For people living at home, the needs expressed
concerned a wide variety of demands for services to facil-
itate and support the continuity of their home life (“tele
assistance”, “meal delivery”, “transport”). To a lesser
extent, they expressed needs for “safety”, “mobility”,
proximity to shops and management of “money”. People
in nursing homes first spontaneously mentioned the advan-
tages of being in an institution and their satisfaction con-

CEINNT3

cerning mostly small services; “hairdressing”, “manicure-
pedicure”, “laundry care” which seemed very important to
them. They complained a little about “food”, “lack of staff
empathy” or proximity in common areas, but acknowl-
edged that these complaints were rather trivial.

People living in foster care families first expressed the
unmet needs, particularly “occupational activities”, “lack

EEINT3

of warm relationships”, “lack of outings”, “the authority of

the hosts”. The satisfied needs expressed were mostly

LEINT3

limited to vital dimensions such as “drinking”, “eating”,

“sleeping”, or “signs of attention”.

Discussion
This qualitative study provides deep insights into older
people perceptions*® about three different types of

lifestyle/living environment changes imposed on them as
a result of a decline in their autonomy.

According to the International Classification of
Function, aging and chronic diseases may cause impair-
ments, which in turn may limit patients’ activities and
independence. Both the environment and the place where
the participants were living contributed to their percep-
tions about their quality of life and health status, and can
potentially impact their participation restrictions. Older
people can adopt an active or a passive attitude regarding
their interactions with the environment, their effective
integration and, consequently, their perception of their
autonomy. This was particularly obvious for people who
decided to go to a nursing home to prevent the degradation
of their perceived autonomy (ie, their participation). Their
anticipation of a potential loss of autonomy seemed to help
them tolerate the change more easily.

In most cases, except for two people who declared they
did not participate at all, the older people participated the
process of choosing their living environment with relatives
and/or professionals. A stronger involvement seemed to
simplify their final acceptance of the situation.

For all groups, not only brothers, sisters, children, and
grandchildren but also nephews and nieces continued to
take part in the person’s referential field. Moreover, friends
and neighbors helped support the older people throughout
the decision-making process leading up to the change.
This underlines the importance of the notion of an
“extended family”, also observed in other cultures,*’ as
an important social network.

Overall, spiritual beliefs seemed to help older people to
accept the changes*® and to accept their perceived loss of
autonomy in all three groups.

We found that the notion of “home” was central, espe-
cially for older people who were displaced to either foster
care or a nursing home. Individual housing can be seen as

4 and

the concretization and fulfilment of a life course,
“home” evokes everything to which we are symbolically
attached.>® Home is considered to be part of our identity,”’
as well as a place of refuge and security. It is also the place
of personal expression of freedom and peace. However,
this notion becomes a paradox with aging, when autonomy
is reduced and domestic accidents become a danger.
Having to leave home for an institution may be viewed
as a trauma.’> However, we found that it may be attenu-
ated in some ways, as being surrounded by similar people
can also be viewed as comforting and reassuring. There
was a “domestication” of the institution that gave residents
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a sense of “home”. This is consistent with research show-
ing that some people preferred to live in a residence for
older people because they were free of the burden of being
cared for and supported by their families,”* and reported
satisfaction with living in a nursing home.>* This was not
the case for people living in foster care families, who
experienced their situation as an eternal transit in
a family to which they do not belong, and expressed
a constant feeling of living with “strangers”. The difficult
and sometimes impossible adaptation to the foster care
family seemed to accentuate unmet needs and dissatisfac-
tion. Results suggest that, no matter where people live,
they need to feel like they are part of the group around
them. In order to maintain their autonomy and establish
a positive relationship with their new environment, people
need both a social climate that could be referred to as
a “family” and “a life project” with different occupations.
This suggests that the change of living environment could
reduce the perceived loss of autonomy by maintaining an
acceptable level of participation.

Strengths and Limitations

This study is original in several ways. Firstly, the study
investigated and compared three different living environ-
ments designed to support older people whose autonomy is
decreasing. Secondly, unlike quantitative questionnaires,
qualitative methods facilitate the collection of unexpected
that
participants.’>>® However, very few qualitative studies

information can emerge spontaneously from
have been undertaken to collect older individuals’ percep-
tions in this context. Thirdly, Martinique is an interesting
place to conduct this research because of the diversity of
life paths, multiculturalism, inequalities and particularly
rapid demographic changes in proportion of the population
who are over 60 years old.””>° We acknowledge that this
study presents some limitations. Even though data satura-
tion was reached, we might obtain additional findings with
a different sample. Nevertheless, as in all qualitative stu-
dies, this study cannot represent the experiences of all
older people losing their autonomy. Instead, this study
presents new emerging knowledge about older adults’
perceptions in this situation. In addition, qualitative studies
can be subject to analysis and interpretation bias.
However, this risk was minimized by the independent
coding of the interviews by two researchers, and the fre-
quent of different

exchanges between investigators

backgrounds.®

Five institutions were contacted by mail, only three
agreed to meet with us, and only one agreed to enable us
to conduct interviews with the residents. This nursing
home is the oldest on the island, and has the largest
number of residents. Our experience indicates institutions
housing older people are relatively reluctant to open their
doors to “outsiders”, even if they are researchers.

Finally, the group of interviewees living in this institu-
tion turned out to be diverse in terms of social and profes-
sional categories, gender, level of school education,
occupation and municipality of origin.

Conclusions

Older peoples’ loss of autonomy is not only caused by
physio-pathological factors, but may also be mediated by
psycho-social factors and interactions with their living
environment. Feeling at home in their new environment
was key factor that increased the likelihood that indivi-
duals would accept their new accommodations, and feel
that the accommodations were meeting their needs,
whether they were living in an institution, a foster family,
or in their home. These findings provide new and impor-
tant insights into how older people facing decreasing
autonomy experience changes in living environments
with implications for the development of services and
policy.

Certain dimensions of utmost importance for older
people to improve their quality of life and feeling of
remaining in control of their life should be used as quality
criteria for services and institutions. These dimensions
help to recreate the feeling of “home” and maintaining
perceived autonomy as much as possible. This means
that a personalized needs assessment should be system-
atically implemented when an older person enters any type
of institution. This would enable the institution to better
understand their needs, and makes it possible to achieve
two major objectives: to feel at home and to maintain the
greatest possible perceived autonomy.

Implications for Practice

In practice, these results call for the development of tools
designed to carry out personalized assessment at the
entrance of older person in institutions or foster care
families to better understand the elements that should be
considered to help those people feeling at home and main-
taining their autonomy. Although Martinique is a French
territory, it is an overseas Caribbean region, which retains
its own identity, due to its history and its geography. In
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order to develop these assessment tools, this type of study
should be repeated in different countries and different
communities as social and cultural factors may be strong
determinants of the dimensions mentioned above.
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