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A B S T R A C T   

Background/objectives: Call-bells are often taken-for-granted systems to heighten safety. In joint discussions 
among residential care home (RCH) residents, their family members, and staff, issues related to call-bell use in 
everyday life and work were repeatedly raised. In this article, we explore these experience-based perspectives, 
addressing several key questions important for call-bell use and communication. 
Research design/methods: We inductively analyzed a series of individual interviews and group discussions with 44 
individuals at two units of the same Swedish RCH, conducted as part of a participatory action research project to 
strengthen supportive end-of-life environments. 
Results: While the call-bell was a central part of RCH communication, we found: fragmented understanding about 
how the call bell functioned among all participants; many residents lacked the physical and cognitive compe-
tencies demanded for call-bell use; tensions between use of the call-bell for social/existential communication 
versus purely discrete tasks; and that a call-bell system assuming room-bound residents exacerbated issues 
related to varied response times, lack of feedback mechanisms, and pressured work situations. 
Discussion and implications: Investigation of the call-bell system provides an empirical example of how complex 
relationships among stakeholders are played out in concrete situations. Tensions between different logics of care, 
and between clock and embodied time become evident.   

Introduction and aim 

Residential care homes (RCHs) are places saturated with meaning. A 
person's own home is often a symbol of autonomy while institu-
tions—including RCHs—are symbolically associated with loss of inde-
pendence (Poland, Lehoux, Holmes, & Andrews, 2005). In Swedish 
RCHs, residents, all with some form of physical or cognitive deteriora-
tion, are dependent on 24/7 access to care, and live their daily lives, ‘at 
home’ (legally and otherwise) within this institutional framework. RCHs 
are also increasingly common places for end-of-life (EoL) care. Banerjee 
and Reweagan (Banerjee & Rewegan, 2017) underscore that RCHs need 
to support meaningful interactions between residents, relatives and 

staff, to support well-being, self-esteem and agency. Work conditions 
and quality of care are interdependent, and both need to be considered 
when studying RCHs. 

There is a strong body of research indicating that necessary pre-
conditions for performing relational care include continuity or knowl-
edge about the person receiving care and a mandate for action (Fisher & 
Tronto, 1990; Stone, 2000; Trydegård, 2012). Another important 
precondition for care-work is time; enough time should be allocated to 
give the care and support that each resident needs. Residents need help 
based on their individual needs, many of which are not constant over 
time, making them difficult to predict (Hirvonen & Husso, 2012). 
Feminist care-researchers have underlined the importance of 
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conceptualizing time to understand logics intrinsic to such body care- 
work, making it difficult to rationalize (Davies, 1996; Twigg, 2002). 
This type of “embodied time” (Davies, 1996) can be contrasted with 
“clock time”, which as a commodity of wage-labor, is something that 
needs to be accounted for to organize care and care-workers. 

In sum, numerous and dynamic social relationships are acted out and 
experienced differently in RCHs, influenced in part by the various po-
sitions and roles at the RCH, e.g. resident, family member, staff, or 
management. Call-bells play a central role in mediating communication 
among these different actors and roles in RCHs. Call-bells, a common 
feature in both Sweden and international RCHs,1 are an often taken-for- 
granted system to heighten safety while using time efficiently. Call bell 
systems2 intend to assure quality of care in residential or inpatient set-
tings, and support care-workers to attend to residents' needs by 
providing continual security and monitoring around the clock without 
staff being physically present. 

Our interest in call-bells was triggered by the frequency and 
engagement with which matters pertaining to them were raised in group 
discussions among RCH residents, staff, family members, and re-
searchers, in the context of a multi-study research program investigating 
supportive settings for end of life (EoL) care. Residents initiated dis-
cussion about a range of emotional, practical, and social issues related to 
the call-bell; all participants became quite engaged in this topic, which 
appeared to incorporate central aspects of their daily lives and work. 
These discussions highlighted both similarities and differences in par-
ticipants' expectations and understanding of care, care work, and re-
lationships at the RCH. These discussions led one staff member to 
characterize the call-bell as a ‘hot potato’ in the RCH setting, a 
description that further piqued our interest as it appeared to mirror the 
views of many. 

In this paper, we complement the extant literature by inductively 
exploring experience-based perspectives of RCH residents, their family 
members, and care-workers related to the call-bell, generated through 
joint discussions. We argue that these experiences are intrinsically 
intertwined with everyday life and work in RCHs, and thus provide 
empirical examples of how complex relationships- including de-
pendency, power, and competence—among participants are played out 
in concrete situations. We attempt to address this aim by directing the 
following questions to the data: Who knows what they need to know 
about the call-bell? What does it take to use the call-bell? Are all calls 
equal? What happens after the call-bell is pressed? 

Review of the literature 

While we found a range of literature about call-bells, much did not 
add in-depth insight to issues addressed in the RCH group discussions. 
Many articles were nursing-focused from acute care settings, and only 
indirectly relevant, often relating call-bell response times to variables 
such as patient satisfaction e.g. (Roszell, Jones, & Lynn, 2009; Tzeng & 
Larson, 2011), falls e.g. (Roszell et al., 2009; Torres, 2007), and/or ef-
forts to shorten response times e.g. (Digby, Bloomer, & Howard, 2011; 
Meade, Bursell, & Ketelsen, 2006; Torres, 2007); Deitrick, Bokovoy, 
Stern, & Panik (Deitrick, Bokovoy, Stern, & Panik, 2006) used ethnog-
raphy to evaluate patient satisfaction with call-bell responses, 
comparing single-and double bed roomed wards (Deitrick, Bokovoy, & 
Panik, 2010). Acute care settings are however characterized by many 
different types of monitoring alarms which can generate “alarm fatigue” 
(Hravnak, Pellathy, Chen, et al., 2018), an issue which seemed to take 
very different forms in elder care. We found few studies focusing on the 
perspectives of call-bell users. Exceptions include Galinato, Montie, 

Patak, & Titler (Galinato, Montie, Patak, & Titler, 2015) and Montie, 
Shuman, Galinato, Patak, & Titler (Montie, Shuman, Galinato, Patak, & 
Titler, 2018) studies of nurse and patient views of a new call-bell pro-
totype through separate focus groups and patient interviews, and 
Tzeng's (Tzeng, 2011) survey of inpatients and family members about 
their use of call-bells and response times. Deitrick et al.'s (Deitrick et al., 
2006; Deitrick et al., 2010) ethnographic work and Lasiter's (Lasiter, 
2014) in-depth interview study of older adults offered more nuanced 
insights into the processes and reasoning related to call-bells that were 
suggested as relevant in the group discussions we held at the RCH. 

More recently research has begun to illuminate the situation of elders 
in residential care; Ali, Cole, Sienkiewicz, & Ho (Ali, Cole, Sienkiewicz, 
& Ho, 2020) used surveys and observational techniques (Ali & Li, 2020) 
to investigate call-bell usability issues in RCHs, finding an array of 
challenges, from broken parts to lack of mechanisms for feedback and 
prioritization. Another issue affecting usability relates to cognitive or 
physical ability to negotiate the call-bell (Chadwick & Hearn, 2005; 
Duffy, Mallery, Gordon, & Carver, 2005), an issue surprisingly rarely 
addressed. 

RCHs in Sweden: Institutional settings framed by a social model 
of care 

In line with a Nordic welfare model, Sweden was traditionally 
characterized by high coverage of publicly provided services of high 
standard, with the ambition of being available and affordable for all 
residents. Swedish RCHs today, compared to those in many other 
countries, consist of relatively small care units composed of apartments 
with a bathroom and kitchenette, often with some of the resident's own 
furniture. 

As in many western societies, present provision of eldercare services 
in Sweden has been strongly influenced by New Public Management, 
including the introduction of market-based organizational models 
(Erlandsson, Storm, Stranz, Szebehely, & Trydegård, 2013). This shift of 
care-provision from the exclusive purview of the public sector to private, 
for-profit providers has changed RCH conditions for both care-workers 
and older persons, and nurtures systems of regulating and auditing 
(Erlandsson et al., 2013). 

Another ongoing change concerns economic cutbacks with 
decreased service coverage, resulting in frailer residents with shorter 
RCH stays (Schön, Lagergren, & Kåreholt, 2016). For example, in the 
RCH units participating in the study reported here, >40% of residents 
died during 2018, illustrating Håkanson, Öhlén, Morin, & Cohen's 
(Håkanson, Öhlén, Morin, & Cohen, 2015) point that RCHs in Sweden, 
in contrast to many other countries, are among the most common places 
for EoL care today. This change in the RCH population demands broader 
competencies among staff to meet residents' heterogeneous needs, as 
care provision previously had been focused on long-term living, acti-
vation, and rehabilitation. 

Study context 

Our data are derived from one project in a larger program of research 
focusing on “Space and place in EoL care”, which is in turn, embedded in 
the umbrella “DöBra”3 research program. Both share the goal of making 
efforts to diminish avoidable suffering related to dying, death and 
bereavement based on the Ottawa Charter for Health Promotion (WHO, 
1986), through a series of participatory action research (PAR) projects. 
“Space and place in EoL care” focuses on the Charter goal of “creating 
supportive environments”, i.e. safe, stimulating and enjoyable condi-
tions (WHO, 1986) aiming to better understand how residents, relatives 
and staff who share this space, experience the RCH setting. A second aim 

1 Residential care home is used here as a catch-all term for all forms of res-
idential elder care.  

2 A range of other terms are used, including call light, alarm button, call alert 
systems, personal emergency response systems, etc. 

3 “DöBra” is a Swedish pun, literally meaning Dying Well, but also slang for 
‘awesome’. 
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is to apply this understanding through co-designing processes and in-
terventions to enhance the experience of the EoL care environ-
ment—both physical and social aspects—from these different actors' 
perspectives. 

The setting 

Our study took place in a RCH with 282 apartments in 11 units of-
fering dementia, somatic, psychiatric, and short-term respite care, in an 
urban area. The RCH was built in the 1960s as a hospital composed of 
large units, common areas, and corridors. Consequently, this RCH, 
although rebuilt, remains hospital-like in many ways, e.g. it still has 
nurses' stations. 

We worked with 2 somatic units (A and B) with 25 apartments in 
each. The residents often had multiple, various somatic conditions and 
several also had severe cognitive impairments. The average stay for an 
individual in the unit was 11–14 months until death. The workforce 
predominately consisted of non-professional care-workers, i.e. assistant 
nurses (ANs) who have 3-year secondary school education, and care 
aides (CA), a position without specific educational requirements. 

In Sweden as well as internationally, women comprise a high pro-
portion of the eldercare workforce. As in other western countries, an 
increasing proportion of care-workers are immigrants Szebehely, Stranz, 
& Strandell (Szebehely, Stranz, & Strandell, 2017) found that key fea-
tures of working conditions for front line care-workers have worsened in 
recent years. Care-workers in Swedish RCHs describe an increasing 
workload, reduced decision latitude, more physical and mental de-
mands, and more often feeling inadequate in relation to residents' care 
needs, with a reported percentage increase in staff who consider leaving 
their jobs. 

The call-bell system in this setting 

In this RCH, the call-bell is a red button, worn on a band on the 

resident's wrist, reminiscent of a wristwatch (Fig. 1). Pressing the button 
activates the call, which generates a sound signal in the relevant staff's 
mobile-receiving device, which looks like a cell phone (Fig. 2). There is 
also a small white box on the wall in each resident's room and bathroom, 
with a red call button, as well as a green button which is pressed to 
indicate the presence of the care-worker who has responded and shut off 
the alarm (Fig. 3). This green button in the resident's room needs to be 
pressed to shut off the alarm, regardless of where the resident is at the 
time they call. Staff can see the room number of the resident who pressed 
the call button but cannot speak to the resident; the resident does not 
have to be in their room when using the call button. All calls are 
registered by a computerized system that can be accessed by the unit 
manager. The system registers the number of calls, who is calling, and 
time between call and shutting off the alarm. 

Design and methods 

In this transdisciplinary PAR project, we aspired to initiate trans-
parent inquiry through partnerships among researchers and residents, 
family members, and staff. The members of the research team have 
backgrounds in eldercare research [AS], design research [BW, FN], 
research in contextual art/choreography [RH], and health care science/ 
EoL research [IG, CT]. 

We initially presented project ideas in an all-staff meeting in 
December 2017. Four persons–the managers of units A and B, and one 
registered nurse from each—volunteered to be primary contact persons. 
In line with our ethical clearance (2012/918–31/5, Ö29–2012, 2015/ 
392–31, 20,160,114, 2017/1568–32), we initiated the project by 
spending two days/week for two months on the units, with information 
disseminated in advance by posters, in writing and verbally. We con-
ducted participant observations in common areas open to the public, 
and informally interviewed different stakeholders. 

Thereafter residents, relatives, and staff were invited to participate in 
group discussions exploring what they saw as important and supportive 

Fig. 1. A call-bell worn on a band on the resident's wrist.  Fig. 2. Staff's mobile-receiving device.  
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in the RCH, then working together to prioritize areas of change, and 
through co-design workshops, developing proposals for implementa-
tion. Contact persons referred only those individuals they deemed had 
adequate cognitive and health status to the research team, who provided 
further verbal and written information prior to requesting their 
informed consent. 

Participants, data, and analysis 

46 participants took part in one or more of the 19 group discussions 
performed. Nineteen residents, 15 women and four men, aged between 
63 and 100 years (md = 93), and three relatives, two daughters and one 
wife, aged between 64 and 70 years (md = 68) participated. Of 19 
participating staff, 14 were women and five men, who were between 27 
and 65 years old (md = 48). Professions represented were manager (n =
1), registered nurse (n = 3), assistant nurse (n = 9), care assistant (n = 2), 
physiotherapist (n = 1), kitchen assistant (n = 1), assistant nurse student 
(n = 1), and unit coordinator (n = 1). The researchers, four women and 
one man, were aged between 26 and 66 (md 49). 

In line with PAR, group discussion agendas were not predetermined 
in detail by the researchers alone but influenced by all participants. 
Initial discussions began with an open theme, e.g. “What do I do during 
my day?” or “What would make my day a good day?” Issues related to 
the call-bell were repeatedly initiated in different thematic discussions, 
by participants. As a result, one later discussion at each unit used an 
exploratory call-bell prototype to encourage and support knowledge 
exchange about experiences, meanings, and suggestions for change in 
relation to call-bell use and communication. Analysis is thus based on 19 
audio-recorded and verbatim-transcribed group discussions com-
plemented with informal individual interviews. 

The transcripts of group discussions were collated into one database 
to facilitate an analysis process led by authors [AS and IG], using NVivo 
software. Both authors were present in all group discussions and thus 
familiar with the data. Given the unexpected breadth and salience of 

data referring to the call-bell, it became the focus of analysis. All data 
regarding the call-bell were inductively grouped into descriptive codes 
based on similar content, and then into more interpretive potential 
themes, e.g. dependency, experience of waiting, etc. Ongoing in-
terpretations and preliminary themes were repeatedly discussed with 
the full research group and reformulated as questions to the data, pre-
sented below. The analysis process from quote through formulated 
questions is illustrated in the Supplemental Material. Unless otherwise 
noted, quotes derive from group discussions. 

Findings 

In nearly all group discussions, it was emphasized that the call-bell is 
part of a system for general communication and not only for urgent 
needs, however the jargon used when speaking about the call-bell de-
rives from acute care hospitals. Both residents and staff often use the 
term ‘alarm’ as both a noun for the call button and as a verb for its use; 
the other verb often used is ‘ringing’, as in a telephone. We have 
maintained this terminology when translating quotes from Swedish. 

Who knows what they need to know about the call-bell? 

One issue raised by residents and staff concerns who has information 
and knowledge about the technical aspects of the present call-bell sys-
tem, adequate enough for them to be comfortable with their role in using 
it. In lively and engaged discussions among residents, family members, 
and staff, a variety of experiences and fragmented information about 
both the call-bell's functions and its functionality as a mode for 
communication were shared. However, the participants had an array of 
questions no one in the group could answer, e.g. how to know when the 
wrist device needs a change of batteries. This was said to motivate res-
idents testing the call-bell even without needing help from staff. 

A common misunderstanding among residents was the belief that a 
new signal reached staff each time they pressed the call-bell. While some 
were aware that this was not so and that only the first call was regis-
tered, others learned that this was not the case during group discussions. 
Despite their different roles, there was agreement among participants, 
that this was a severe limitation. Participating residents shared their 
observations of fellow residents, often those perceived as cognitively 
vulnerable, pushing the call-bell multiple times without result, causing 
both the caller and witness anger, frustration, and a sense of 
helplessness. 

Resident (R1): …but many [residents] believe they can sit there and 
push and push [on the call-bell]. There's no point in it. I think that 
they should explain that. 
Care worker (CW1): … I don't see your room number 10 times [on 
the call receiver display], if you press 10 times, no, I'll only get it 
once. 
R1: Yes, but there are many who believe [that's the case]. 
R2: So, what should you do when nobody comes? 

This conversation clearly points to several forms of residents' de-
pendency. They are dependent on staff responding to their call, but also 
on the existence of a well-functioning communication culture; at present 
the culture does not include informing residents of the technical aspects 
of the call-bell system, despite its impact on their everyday life. Dis-
cussions also made clear that the staff did not feel that the call-bell 
adequately supported the development of trusting relationships, as 
staff did not receive important information via the system. 

Another technical limitation was that participants in all roles re-
flected on the call-bell system's lack of information regarding the caller's 
location. As exemplified by a care-worker: 

Now, when they use the call-bell, it's tied to the individual—and I 
don't know at all where you [the caller] are, because you can press 
the alarm if you are sitting in the Café and then I can search through 

Fig. 3. Call-bell on the wall in a bathroom.  
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the whole building and I won't find you, if I don't know that you've 
gone there. (CW3, interview) 

Staff need to spend their limited time looking for residents without 
knowing what precipitated the call. This fed into an often-repeated 
discussion about time as a scarce commodity, in which the call system 
“steals” staff time, energy and ability to efficiently organize their work in 
several ways. In addition to not being able to locate the resident, the 
care-worker needs to go to the resident's room to stop the call-bell 
ringing, regardless of where the resident is found. This means that 
staff can respond to ambulatory residents' needs, but the call-bell system 
itself is constructed for ‘patient’ situations with the caller bound to a bed 
or room: 

[…]it takes such a long time before you shut off the call-bell, you can 
print lists and all [which show time elapsed between first call-bell 
signal and it being turned off], but if they [residents] are sitting 
here in the dining room and pressing the alarm, and we can see that, 
yes, she's sitting over there, and then you go and talk to that person if 
you want to, but you still have to go to the [resident's] room to shut it 
off. Because you can't do it on [the staff receiver device]. (CW3, 
interview) 

Efforts to use the call system for quality control are thus deceptive. 
Whereas response time may well be one indication of care quality, one 
constraint of the call-bell system is that actual time to respond to the 
individual, wherever s/he may be is not recorded, but rather the time 
between the call bell activation and shutting off the signal is recorded. 
However, as the clock time on the call lists are used as one basis for 
management's evaluations of care, they may inadvertently cause ten-
sion, with care-workers having to choose between terminating the alarm 
or attending to a resident when the acuity of the resident's needs cannot 
be discerned through the system. 

What does it take to use the call-bell? 

Residents, family members, and staff stories pointed to several 
crucial issues, including physical and cognitive capacity needed to use 
the call-bell. It became apparent that the call-bells are not appropriate 
for use by all residents, as the system demands a substantial ability to 
reflect and articulate one's need for assistance. As one RN said: 

But think of those residents who cannot use the alarm at all, right? 
What do we do then? Don't we go and hold their hands or? We do, 
right? Whether they can use the call-bell or not, they may be able to 
shout, right? Yell for help, and it's clear, then it's like an alarm … that 
you react to and go in and look to see if something's happened. Or 
just go spontaneously, sort of just go check out– how is X doing, how 
are things with X, and so on. (RN1) 

As evident here, staff are aware that the call-bell is not a tool that 
works for all residents. Those unable to use the call-bell were sometimes 
described as having to get attention through other, more dramatic 
manners—either verbally by shouting, or physically, often by banging. 
Several participants–both residents and staff—pointed out that such 
calls for help were not always heard or responded to, with seeming 
consensus about reasons for this, e.g. staff in meetings, in other parts of 
the unit, or staff shortage. Particularly frail residents were unable to 
initiate communication either through the call-bell or other means; 
however, some RCHs do have “passive alarm” systems such as floor mats 
that register and notify about falls. 

The anomaly of having a call-bell system that failed to meet the 
needs of staff or of all residents was a topic in group discussions, as was 
the lack of processes to address this. Family members also pointed out 
limitations in the call-bell system that affected them; 

Moderator (M): have you pressed the call-bell? 

Family Member (FM): no, X doesn't have a call-bell on his arm, 
because he doesn't want it and I think he confuses it with a regular 
wristwatch. That's the reason. So, I use the other alarm, on the wall. 
M: Yes, right. And what did you call about then, when you used it? 
FM: I use [the call-bell] if I need to have another staff person to help, 
or if I want two staff people to come in, because he needs help. So, I 
act as his proxy in those situations. But it doesn't always work. 

One issue that arises is the extent to which it is possible to provide 
safe and secure care without a well-functioning communication system. 
To be able to initiate communication with staff, a system that matches 
all stakeholders' needs and capacities is necessary. 

Are all calls equal? 

In group discussions, there was a theoretical recognition that all 
alarms are equally important, as described here by one registered 
nurse—a category of staff who generally is not responsible for 
responding to call signals in the RCH: 

… she wants company. Those are important alarms. We don't know 
why a resident is alarming us, but all alarms are equally important. 
So maybe they feel lonely or have dropped something and aren't able 
to bend over to pick it up, or they want to use the bathroom and can't 
walk there themselves. Maybe there's even been an accident, so for 
me all alarms are equally important. (RN1) 

Defining all calls as equally important can be seen as part of a 
discourse about the desirable in RCH care. On the other hand, RCH re-
ality is such that staff often describe themselves as lacking time and 
possibility to respond immediately to calls. Residents shared this 
perspective, and discussions about calls as more or less legitimate were 
triggered. This resident implied that emotional needs are not seen as 
equally important to tangible needs: 

R: But at the same time, I think that worry and anxiety can stir up a 
lot of problems. A lot…of pressing the alarm even though it doesn't 
seem to be serious, but for me it is serious. (R2) 

Residents seemed to not only recognize the existence of differential 
responses to call-bell signals and an implicit hierarchy of needs, but also 
showed empathy in regard to the staff working conditions that could 
lead to this: 

R: It took a long time, I thought. But that's the way it often is, and you 
need to be understanding about it. There's nothing wrong with those 
who work here, but it's the ones who aren't here [referring to lack of 
staff as a problem] and especially at times when we are tired and 
want to go to bed, and in the morning when everyone is getting up 
and all. There are too few people, plain and simple, and they have too 
much to do. (R2) 

Emotional and social aspects of care are not always supported in the 
tacit call-bell culture. There is the risk of a ‘domino effect’ leading to a 
sense of insecurity and use of the call-bell as reassurance that someone 
will indeed respond. Some residents were very direct about this, saying 
for example: “I just want to check if someone actually comes when I call. 
What if it's important?” whereas the resident quoted below speaks of a 
need to confirm that they will get the help they need to remain self- 
sufficient: 

Sometimes, it can just be that I want to make sure that there is 
someone there. I don't have any great worldly needs, as I sometimes 
say… I'm calling because I lack the ability to move around myself at 
this point, and that … and that's the way it is, so that's why I use the 
alarm, if I need to visit the toilet or perhaps you do without that, but 
… but you shouldn't have to do that [refrain from going to the toilet] 
either. (R3) 
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The design of the call-bell system means that no distinction can be 
made between urgent and minor issues precipitating a call. Some staff 
members more pragmatically described the tension between this theo-
retical recognition and how different everyday work situations with a 
lack of information informing prioritization, often make it difficult to 
answer a call quickly, something that may even have consequences for 
staff well-being: 

… Because all that about going and answering [the call-bell] as 
quickly as possible, there is a sense of having a guilty conscience, that 
maybe the resident is laying on the floor, or anything can have 
happened. So you want to be as fast as possible you know, but 
sometimes you're not able to be there in just a second, so that's really 
very hard you know. It's very hard. You try. (CW4) 

However, as noted above the monitoring system for managerial use 
registers what is called ‘response time’, but actually is the time between 
pressing the call button and shutting the alarm off. A staff person with 
managerial responsibility describes how this is used: 

I see everything. I usually follow up. And that's good. Sometimes I'm 
impressed with how quickly many alarms manage to be answered, 
even at night and during the day and it takes like 3 min, 4 min, there 
are loads of alarms, you know. Then there are some alarms that stick 
out, that have taken 35 min. (Unit manager) 

These quotes illustrate different conceptualizations of time in the 
same organization. The manager refers to clock time, whereas staff (and 
residents) refer to embodied, or experienced time. There is a tension 
between them, evidenced in the use of a digitalized system for control 
versus staff experience of time, as discussed here. However, as noted 
below, staff and residents have different experiences of embodied time. 

What happens after the call-bell is pressed? 

From residents' perspectives, one apparent problem with the present 
call-bell system is waiting without feedback. Waiting was described as a 
challenge, even in the best of cases, as one resident jokes: “Yes, I have a 
good name for those [referring to call-bells], I call them ‘patience-testing 
gadgets’. You have to learn to be patient”. 

Residents often described waiting as leading to a range of emotions: 
anxiety, fear, frustration, and anger: 

I think that whatever the circumstances … sometimes you get both 
scared and worried, you have time for that anyway. It doesn't always 
help to know that…there are others who need more help that I do 
right now… It doesn't help, the reason for [a long wait], either. (R2) 

It becomes clear that there is an experience of waiting after pressing 
the call-bell that is not always alleviated by reasoning and explanations. 
Difficulties in predicting response time were recognized by both resi-
dents and staff, who struggled to find ways of dealing with this: 

R2: I thought of something. I don't like to hear “in a while” or “soon”. 
I'd rather get an approximate time “Now I am very busy, so it may 
take half an hour,” or “I can come in 15 minutes.” I'd rather have a 
time frame, so I know. So “soon” doesn't tell me anything. 
CW 1: It's important, what you bring up, that you get a time limit and 
not “I'm coming soon” or “I'll be there in a while”. 
R2: Yes exactly. 
R2: It can sometimes take a couple of hours, you know. 
CW1: And if one keeps what one promises, then you'll know that, if it 
happens a few times and you see that we that we do keep the 
[promised] time, then it will feel more secure also. 

However, promises can be difficult to keep in a stressful and un-
predictable work situation, which may lead to dealing with residents' 
needs as an accumulation of tasks, rather than having a more empathic 

perspective: 

But it is very easy for things to become routine and then maybe you 
lose sight of things as a whole. You can see an alarm as a work task 
and then you maybe don't see it as a call for help. So this is very 
important to be reminded about, that it is important that people are 
seen and heard. (CW5) 

There are several practical ways in which the call-bell system itself 
contributes to routinization. As the call is received by staff through a 
sound signal, it can be noted not only by the staff person receiving it, but 
also by other residents already receiving care. This was referred to as a 
source of distraction affecting both staff and residents: 

And it's also irritating for the resident you are with when it rings. 
They need you, you need to run. No, but right now I'm here, I'll finish 
with you, or whatever depending on what I'm doing. (CW1) 

While the call-bell is not itself the source of the work and care con-
ditions in RCHs, to some extent it does serve to structure them. It also 
illustrates tensions between clock time, which steers the organization of 
work, and embodied time, as it is experienced by staff and residents. 

Discussion 

In this PAR project bringing RCH residents together with family 
members, staff, and researchers to jointly discuss issues of importance 
for them, the call-bell clearly played a central role in communication 
and organization of daily life. Through inductive analysis of group dis-
cussions complemented by informal interviews, we explored four 
questions: Who knows what they need to know about the call-bell? What 
does it take to use the call-bell? Are all calls equal? and What happens 
after the call-bell is pressed? The findings illuminate how even in this 
study of a seemingly trivial technical device, it becomes apparent that 
salient issues related to the call bell are not technical but primarily 
relational. We note how connections between perceptions of time and 
relationships between different actors were central to all four questions. 
We also noted fragmented understanding of the function and func-
tioning of the call-bell among all participants that affected relationships 
between residents and staff— that physical and cognitive competencies 
demanded for call-bell use were beyond many RCH residents; existence 
of conflicting logics underlying use of the call-bell for social and exis-
tential communicative needs versus discrete tasks; and that a call-bell 
system assuming residents to be bound to their rooms exacerbated is-
sues relating to varied response times, lack of feedback mechanisms, and 
pressured work situations. In summary, even seemingly technical as-
pects in the functioning of the call bell, play an important role in social 
encounters, which establish the premises for residents' possibility of 
living a meaningful daily life. 

Tensions became evident between different conceptualizations of 
time at play in the RCHs, i.e. embodied or relational time (Davies, 1996) 
as experienced by different actors versus more objective clock-time 
which steered management of the RCH organization. The position of 
staff was notably pressured between these two, competing, logics. While 
the ‘disconnect’ between perspectives noted in some studies was present 
in terms of acknowledging the differences in experience related to 
different RCH positions, roles, and related power differentials, it was 
perhaps minimized by a research approach fostering dialogue among 
participants with different perspectives. This allowed mutual frustra-
tions and awareness of system problems at the RCH to be recognized and 
polarization of perspectives avoided. 

Indeed, we found no research on call-bells bringing together per-
spectives from those who spend much of their daily life in RCHs, but 
with different needs and demands; a home environment from one 
perspective is a work environment from another. Through this PAR 
project, we work towards what Macdonald (Macdonald, 2017), de-
scribes as a “commons”, that is space where “individuals bound by a 
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common cause (…)” become “…a dynamic organization of individuals 
and groups formed by the desire to address an issue” and develop “a 
means for collective sense-making and carrying out work: the first an 
understanding and critique of the present system, the second of a pref-
erable, hypothetical—yet still tangible—future” (Macdonald, 2017). 
However, PAR seems rare in the context of older adults, despite the 
recognized need to include users to shape organizations and care pro-
vision. Several researchers have explained this as based on underlying 
assumptions of lost physical and mental capabilities, in line with prob-
lems of ageism in broader society which can make important stake-
holder perspectives invisible in research and change processes (Blair & 
Minkler, 2009). While not all residents were interested or had the 
cognitive or physical ability to participate and our sample was indeed 
composed of those more able in the RCH context—that is, the group also 
able to use the call bell—, a sizable number of these still vulnerable 
individuals were both willing, deeply invested, and interested in sharing 
their expertise and finding it to be valued. 

The literature varies in the extent to which call-bell use is described 
as ‘interruptions’ to care staff's normal routines e.g. (Meade et al., 2006; 
Torres, 2007; Tzeng, 2011) versus an essential form for nurse: patient 
interaction (Lasiter, 2014), or as a “lifeline” for the patient e.g (Deitrick 
et al., 2010; Meade et al., 2006) We argue here that the differences 
between call-bell use in acute care settings and RCHs are essential to 
understanding the role they play. In RCHs a call-bell is arguably indeed a 
“lifeline”. This “lifeline” is not necessarily limited to rescue in times of 
urgent need or danger, but also as a highly important link to a social and 
relational dimension as a long life nears its end. It represents one of few 
ways that residents, albeit those with limited cognitive loss, who are in a 
dependent situation, can exert power and control over their care and 
daily life in the RCH (Deitrick et al., 2010), initiate contact with staff, 
and “feel safe”, the latter perhaps a more important metric than satis-
faction, in RCHs. However, it was notable that acute care terminology, 
the “alarm”, was used to denote the call-bell by both staff and residents 
in this RCH, rather than a more neutral term, e.g. “the button”, Lasiter 
(Lasiter, 2014) somewhat paradoxically found was used by older adults 
in a U.S. hospital intensive care unit. This terminology may reflect some 
particular tensions related to the use of the call-bell in the RCH, for what 
Murray et al (Murray, Spence, Bena, Morrison, & Albert, 2010) calls 
“non-specific, less critical needs”—i.e. social and existential needs— 
rather than for discrete tasks. 

Staff planning and prioritization among the very heterogeneous 
needs of RCH residents is no easy task and seems to be made more 
difficult by a call-bell system with limited functionality in the context in 
which it is being used, and which thus ‘steals’ precious time from both 
care-workers and residents. It was particularly interesting to note 
consensus about challenges in the working situation at the RCH among 
participants with different roles and perspectives. While one limitation 
of our approach is that it might foster a tendency to agree rather than 
engage in conflict in situations characterized by resident and family 
dependency on staff, numerous examples of strong criticism of the or-
ganization were freely expressed. Time is clearly an important com-
modity in the RCH, and just as different logics of care collide (Storm & 
Stranz, 2021), we have tried to illustrate that different conceptualiza-
tions of time collide in the RCH as well. In Lövgren et al.'s (Lovgren, 
Hamberg, & Tishelman, 2010) research involving people nearing the 
end-of-life, time was likened to a gift, i.e. something that should be 
offered rather than demanded, a conclusion which seems equally rele-
vant here. 

It should be recognized that both RCH residents and staff are groups 
with relatively little power (Banerjee, Armstrong, Daly, Armstrong, & 
Braedley, 2015), although the residents have additionally affected by 
their reliance on staff and limited influence over their living situation. 
Participants' experience of the call bell system reflects in part RCH or-
ganizations which are increasingly products of economic cutbacks and 
market-inspired reforms. However, consequences are different for 
different stakeholders in the organization; we note that residents' time is 

characterized by waiting and staff's by running, caught in the middle 
between an organization that quantifies both time and residents' needs. 
Short response times are judged as inherently positive, and thus un-
dermine “the significance of the processual nature of time in the field of 
care work” (Hirvonen, 2014). 

One implication for practice and policy not only in this setting, but 
even with international relevance, is thus a need for greater consider-
ation of effects of even seemingly minor technologies on the quality of 
relational work intrinsic to RCH care. If, as Davies (Davies, 1996) ar-
gues, time can be seen as a form of currency or commodity, this as well 
as other social capital is sorely lacking for those working in and inhab-
iting many RCHs today and is squandered for all involved in this situ-
ation, by long waiting times, unnecessary searches for residents using 
the call-bell, and inefficient means of stopping the call. Our findings are 
in strong contrast to appeals from feminist care researchers (e.g. (Dahl, 
2009; Twigg, 2002)) to consider the particular relevance of time in 
relational and emotional aspects of care work. 

These findings suggest that while there is a need for updated tech-
nology in our aging society, the technology implemented needs to be 
better able to adapt to the varied abilities of heterogeneous clienteles as 
well as to staff and organizational needs in order for relational aspects of 
care—often end-of-life care—to remain central. While technological 
solutions might resolve a number of policy and practical issues, we agree 
with Stokke's (Stokke, 2017) warning about “plug-n-play” or ready- 
made magic bullet solutions in elder care. She argues that technology 
needs to be an integrated aspect of care practice, as we have demon-
strated how even relatively simple call-bell technology involves and 
highlights the complexity of the relationships between multiple actors in 
RCHs. Interactions around the call-bell all too often seem to involve 
mutual apologies—for taking time, causing trouble, or not being 
responsive enough. The issues illustrated here are call-bell specific, but 
also, most importantly reflect the social, political, and economic context 
for care provision with systems and processes increasingly prioritizing 
quantification of both care needs and care provision. These organiza-
tional and value-laden challenges in elder care clearly demand efforts 
beyond technical ‘plug-n-play’ solutions. 
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