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Youth is full of pleasance, age is full of care 

William Shakespeare (Malone, 1821)	
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Abstract 

There are continued concerns, politically and socially, regarding the future growth in over 65 

year olds; described as an unavoidable "demographic silver tsunami". New Zealand has a high 

utilization rate of aged residential care beds, compared to most other OECD countries, with 

some 34,000 individuals living in 600 residential facilities across the country. In tandem, with this 

high rate of institutional aged care, social concerns have been expressed regarding both the 

quality and increasing commercialization of aged care nationally. This critical discourse analysis 

draws on an eclectic range of critical theorists to examine the sources of power within 

contemporary discursive frameworks that influence older adults to enter aged residential care in 

New Zealand. Older adults aged between 65 years and 92 years currently residing in aged 

residential care were recruited into focus groups to illuminate the key influences that had 

supported their entry into aged residential care. In tandem with the focus group sessions a six 

month scan of media and advertising of residential aged care in the local area was undertaken 

with a view to examining the relevance of media advertising as an influencing factor in decision 

to enter aged residential care. Findings were that older adults are influenced into residential 

aged care through a complex array of discursive frameworks such as the political narrative of 

ageing and the social narrative of ageing, with its manifest assertion of the appropriateness of 

residential aged care as an accommodation solution for older adults. Finally, the analysis 

reviewed the critical relationships of older adults, including the values and beliefs of family and 

their ability to exert power and control over older adults’ lives and their decisions. The findings of 

this study provide a description of the decision processes and experiences of transitions to 

residential aged care from the perspective of those older adults directly affected. This study has 

identified the complexity and multiplicity of discursive forces that directly and indirectly influence 

such decisions made, often at vulnerable times, in older adult’s lives. These findings contribute 

to an enhanced understanding of the current construction of ageing in contemporary New 

Zealand; and strongly argue a need for review of existing models of accommodation for older 

adults within New Zealand society into the future. 
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1. CHAPTER ONE 

	 	
Age has no reality except in the physical world. The essence of a human being is 
resistant to the passage of time. Our inner lives are eternal, which is to say that our 
spirits remain as youthful and vigorous as when we were in full bloom.  

(Gabrielle Garcia Marquez, 1981) 

1.1. Introduction 

This chapter introduces the background to this study and provides an overview to the structure 

of this thesis. This study is undertaken within a framework of a professional doctorate which 

supports learning and knowledge growth whilst allowing the individual student to remain 

immersed in the real world practice experience of their professional role - in my case; this is the 

profession of nursing. The overall aim of this research is to explore the complexity and lived 

impact of various critical discursive influences on older adults’ decision to enter aged care living 

arrangements. An overt intent of this thesis is, in some modest way, to ‘give voice’ to the needs 

and concerns of this largely silenced group. 

Overall, the global population is aging and, in the next 15 years, New Zealand will join a number 

of other countries to be classified as ‘super-aged’, where one in five people are aged over 65 

years old. A recent United States report has indicated that in the next few years, for the first time 

in history, people aged 65 years and over will outnumber children under age 5 years (National 

Institute on Aging, 2007). In contrast to previous historical epochs, humans now live longer and 

have become subject to estimates of longevity; such as the suggestion that an individual born in 

2014 may live 2.5 years longer than an individual born in 2013 (Penrose, 2014).  

In some jurisdictions such as the United Kingdom and Wales, policy makers have initiated new 

services and support to reform and enhance the structures and policies which manifestly impact 

the lives and living conditions of older adults choosing to live in residential aged care or assisted 

living complexes. Initiatives underway in these countries acknowledge that age and frailty have 

much more requirement that simply the provision of safety and having physical care needs met. 

These policy makers promote the notions that older adults also require respect, compassion, 



3 

 

self-determination, choice and control over their lives (Faulkner & Davies, 2006; Netton, Darton, 

Baumker, & Callaghan, 2011; Older People's Commission for Wales, 2014). Many of these 

internationally radicalized policy changes have been motivated by a recognition that ageism in 

the face of significant growth in older adults is unacceptable currently and into the future (Nolan, 

Davies, Brown, Keady, & Nolan, 2003).  

In this highly globalized world, New Zealand is engulfed by mass communication, technology 

and consumerism, and this is reflected in the changing social identity of older adults (Gawande, 

2010). In contrast to the quote from Gabrielle Garcia Marquez (1981), at the commencement of 

this chapter, referring to agelessness, the contemporary societal shift in New Zealand, as in 

other jurisdictions, reflects a quite different response to the much publicized growing numbers of 

older adults within society. The concomitant political, economic and social discourses of power 

and influence, related to this specific group, have evolved different meanings for ageing than 

those evidenced in previous generations. As recently stated by the former Minister for Health, 

Tony Ryall:  

Twenty years ago hardly anyone had heard of the names Ryman, Metlifecare and Summerset. 

Yet today these retirement village operators and aged care providers are worth a collective $6 

billion on the New Zealand share market, and are caring for thousands of New Zealanders. 

(Ryall, 2014b)  

Associated with this changing demographic, the concepts of choice and participation in lifestyle 

decisions have gained momentum in the rhetoric of health and welfare and it is this very notion 

of choice regarding ongoing living arrangements for older adults, and the influences on this 

choice, which is at the very heart of this thesis.  

This study is based on interviews with 25 residents of three aged residential care facilities within 

a mid-size city in New Zealand. The stories of these older individuals exposed the influence of 

families and advisors on their decision to enter residential aged care. The stories also brought 

into sharp focus the subtle, often invisible influence of societal discourse prior to entry into aged 

residential care. The emergent themes from these older adult stories provide a rich tapestry for 

enhanced understanding of the drivers for re-location of living accommodation for older New 

Zealanders.  
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Media advertising is a powerful pillar within the societal substrate supporting older adult's 

decisions to enter aged residential care. The perceived influence of media as a manipulator of 

the public mind through legitimating the uptake of residential aged care for older adults is 

scrutinized in this study and illuminates the powerful rhetoric of commercial interests of the "for 

profit" businesses in the commodification of older adults. For the purpose of this thesis, the term 

commodification is taken to mean those processes of "taking a good or service that has been 

produced and used but not bought or sold and turning it into an item that is exchanged for 

money" (Estes, Wallace, Linkins, & Binney, 2001, p. 49). Within this paradigm care for a parent, 

emanating from a loving family perspective, far from being an altruistic transaction is 

ontologically reclassified to that of a marketized commodity. This reclassification translates the 

familial labour of caring into a saleable item whereby marketing semiosis positions elder’s age 

specific accommodation and support needs into marketable goods and services (Fealy, 

McNamara, Treacy, & Lyons, 2012).  

My own history and experience of older people is one where I have always had a strong interest 

in the expressed wisdom of older adults drawn from a life well lived. This, together with a natural 

curiosity for understanding the challenges the older individual has faced, the support being 

provided from family, and the place the individual has held within society, has captured and held 

my attention both professionally and personally for considerable years. My curiosity relating to 

aged residential care decision making has emerged from the roles I have held both in the 

private and public sector health arena across New Zealand. Particularly, when managing large 

numbers of private aged care facilities across New Zealand for two of the largest aged 

residential care providers, I was constantly surprised at the number of relatively independent 

older adults who were living in these residential care facilities; some appeared well adapted to 

this life whilst others struggled to adapt and to cope with a sense of loss of their former life. With 

these individuals I noted the multiple pressures, tensions and discourses that had catalyzed 

their entry into residential aged care. I have also noted the experience of social isolation many 

of these older adults experienced coupled strongly with a sense of powerlessness. In addition to 

people’s social isolation within the environment of residential aged care I also noted the loss of 

personhood within a framework of high levels of routinized living. This scheduling of life was 

associated with concomitant loss of independence a situation which is echoed in a recent 
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literature review undertaken by the Centre for Work + Life in South Australia where a key theme 

relating to perceived quality of care by older adults was independence and individuality 

(O'Keefe, 2014). Examples of this facility led routine for older adults include set times for rising 

and retiring, meal times and attending to personal hygiene needs (showering, toileting and 

bathing or being bathed). The highly structured environment of the residential aged care 

facilities I was managing required a strong balance of fiscal sustainability with care delivery and 

translated into managing staffing costs vs delivery of patient centered care. This tension often 

resulted in a sense of powerlessness not only of older residents but also of those regulated and 

non-regulated staff caring for older adults. Many staff complained of low nurse to patient ratio’s 

and the “burden” of trying to deliver patient centered care in the face of fiscal demands for profit 

by owners. Lower staff numbers also translated into difficulties for registered nurses to attend to 

older adult residents who were unwell or required additional resources. On many occasions 

there would only be one registered nurse on site for up to one hundred older adults of varying 

need. Thus, the often advertised promise of good quality care seems contradictory to the reality 

of care delivered to older adults once in situ in residential aged care.  

At a personal level, my own mother was admitted into aged residential care in the latter stages 

of her life for a period of time. Following an episode of illness, which necessitated enhanced 

care, the family was advised by her medical team and the social work service that she needed 

to enter aged residential care in Christchurch. The decision to enter residential aged care was 

made via a combination of family members (my sisters, brothers and I) and the advice of the 

experts. Although the decision was definitely inclusive of Mum's wishes, she conceded only very 

reluctantly to enter aged residential care. Emotionally charged decisions occur most often as a 

result of a family or illness crisis for older adults and as a result lead at times to negative 

consequences. Not too long into her new living arrangement we noticed that Mum's former 

independent spirit had been dampened by the good intentions of all. A former nurse and 

vigorously involved in local body politics, my mother was strongly driven throughout her life by 

social justice and the need to ensure effective community care. Her spirit and drive which had 

been so effective working for the good of others for so many of her years waned in the new 

living arrangements we had so carefully intended to benefit her. During her short time within the 
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confines of this new living arrangement she withered emotionally and physically to a point where 

the family took the decision to manage her care at home.  

On her return home she flourished again within her familiar surroundings, enjoying her ability to 

drink cups of tea at will and to engage with family members as and when they could visit. My 

younger sister agreed to manage her care personally and moved in with my mother; an effort 

supported as much as possible by my sisters and myself from our lives in other cities. In due 

course my mother suffered several minor strokes at home and eventually fell victim to a major 

stroke which ended her full and vital life. In the end, my mother lived her life out in her familiar 

surroundings and very much felt the "captain of her own ship", as she so often advised us as 

she neared her final days. This was a precious and sometimes precarious situation but every 

member of the family contributed to ensure it worked well with the focus on my mother's 

empowerment, dignity and integrity. It is important to note at the outset that this study has been 

influenced by my subjective judgments and I contribute this research as a scholar curious to 

understand the structuring and shaping of older adult's decision to enter aged residential care. 

Old age may, on the one hand, be seen as a time of entitlement following extended years 

working or contributing in other ways to society. Indeed it can be anticipated as a time for 

leisure, contemplation and the joy of involvement with generations following in the form of 

grandchildren or simply the young. Yet all of these somewhat idealized visions of older age are 

scant reward for the ubiquitous devalued status of older adults within contemporary New 

Zealand society. The efforts of contemporary business and government to isolate older adults in 

homogenous institutions and communities affirm a belief that these individuals have little to 

contribute to the rest of society. That older adults, like many marginalized groups, cooperate 

with this segregation corroborates the power associated with the stigma of ageing.  

The current configuration of retirement villages/aged residential care combinations, present a 

conundrum in modern life. These campuses, occupied entirely by the older adults, often take the 

form of small suburbs, and are typically segregated from the wider community in the area by 

high fences or walls. What is virtually absent is connection to the wider society, to the young and 

to high levels of meaningful participation in the wider context of a generationally integrated 

society (Wiersema & Dupius, 2010). Within these walled communities, often coexisting on the 
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same campus, are scaled down housing for independent and semi-independent older adults 

alongside aged residential care facilities. This seamless trajectory promises an uninterrupted 

slide from one perceived level of ageing to another; that is, from independent to semi-

independent to supervision and monitoring (rest home), through to dependent and cared for 

(hospital/dementia unit) and finally to death.  

Over the past 20 years, in a situation similar to that experienced in Australia, New Zealand 

appears to accept that although coexisting within the same campus the independent village 

living and residential aged care facilities are attached to different discourses (Petersen & 

Warburton, 2012). Many older adults find that they can no longer maintain their current home 

situation with gardens and maintenance becoming more and more difficult.  Some older adults 

will therefore choose willingly to “downgrade” or “downsize” their existing home or living 

arrangements whilst ensuring maintenance of a high level of independent living. In so doing 

numbers of older people take up the highly advertised and commercialized retirement village 

living arrangements. These living arrangements are ideal for meeting the needs of individuals 

who have capacity to purchase (or lease) smaller dwelling units or town house style units. Older 

adults within these communities generally have some negative perceptions include fear of risk 

to privacy and independence, inequitable and confusing financial arrangements but also positive 

perceptions include a strong sense of security, opportunities to socialize and to take up a 

change of lifestyle Residents also generally have positive perceptions of their communities 

(Kendig, Crisp, Gong, Conway, & Squires, 2014).  

Residential care facilities, although often discussed in the text of advertising materials for 

residential village living, paradoxically do not provide images of frail older adults or debilitated or 

bed bound individuals requiring high levels of care in their advertising image portrayals. In fact, 

quite the opposite occurs to support the advertising rhetoric. Images are drawn from the 

discourse of independent living older adults whilst the text alludes to a discursive trajectory of 

"care" and "nursing care".  These images act interdiscursively to edit and link together the image 

and the meaning by colonizing messaging from one cohort to another. In so doing these images 

draw from a wider cultural understanding of older age whilst attempting to mean the same “field 

of action” or reality to the reader of the image (Wodak & Meyer, 2009b, p. 90).  
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The well documented fear of admission to residential aged care felt by older adults is not bound 

up within the discourse of independent living within a retirement village; it is, however, keenly 

associated with entry (admission) into residential aged care (Biedenham & Normoyle, 1991; 

Cheek, Ballantyne, Byers, & Quan, 2006; Ellis, 2010; Nolan & Dellasega, 2000; Reed, Cook, 

Sullivan, & Burridge, 2003b). 

As a nurse, oftentimes I have witnessed the courage of older adults to rail against allowing 

disease or disability to define their life or who they are as an individual. It is my experience that 

in the face of a weakened body, the spirit of the older adult is alive within the ageing body; and it 

is this spirit that older adults draw upon, coupled with their lived experience, to push through 

pain, discomfort and, at times, the limits of disability associated with age. It is the essence of this 

individual control and agency that I seek to understand. Specifically, I am interested in how 

influential, persuasive discursive frameworks mediate older lives causing decisions to be taken 

regarding relocation of individual accommodation at times of high levels of vulnerability for this 

group in contemporary New Zealand society.  

1.2. Definitions 

Language and text have critical importance for human understanding individually and socially. 

Whilst the meaning of words is important in and of itself, the social context also impacts the 

subsequent meaning and interpretation of words within social phenomena (Fairclough, 1992 a). 

Several key terms/concepts that are used through this thesis warrant detailed definition. These 

include 'institutional retirement living arrangements', 'residential aged care', 'retirement village', 

'discourse' and 'critical discourse analysis’. 

Institutional retirement living arrangements: This term is used to refer to rest home and 

hospital/continuing care services provided to older adults. It does not refer, in this thesis, to 

psychogeriatric services, dementia services or retirement village living for older adults. 

Residential Aged Care: The Grant Thornton Report (2010) defined residential aged care as 

follows: 
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Aged residential care facilities are licensed in four categories:  

 Rest home, intended for residents with the lowest level of dependency in residential care 

 Continuing care hospital, intended for residents who require 24-hour nursing supervision 

 Specialist dementia services, intended to minimize risks associated with the confused states 
of residents with dementia Aged Residential Care Service Review  

  Psychogeriatric, intended for residents with an organic illness at the extreme end of 
dementia and defined by clinicians as those with features of BPSD (behavioral and 
psychological symptoms of dementia). (Grant Thornton Report, 2010, p. 133) 

For the purposes of this research, the first two categories of the above definition (rest home 

level care and continuing care hospital) are the domains of interest. Specialist dementia 

services and psychogeriatric services have not been considered as part of this research.  

Within this thesis terms “aged care” and “residential aged care”, "nursing home", "rest home", 

"long-term care", "care home" and "aged care facility" are taken to mean the same entity; that is, 

entry of an older adult into a residential aged care facility for the management of activities of 

daily living and the provision of health care, oversight and monitoring. The title "nursing home" 

historically provided a clear guide to the purpose of these facilities. The shift in title for these 

facilities is one that has grown out of the transformation of the industry since the 1990s, 

whereby the focus is on accommodation and the need for nursing care is subsumed to the 

notion of "services"; despite the complexity and acuity of these individuals having requirements 

for extensive nursing care. The author's preference is for the industry standard term "residential 

aged care" and this is the term used throughout this study.  

Retirement Village: The Retirement Villages Act (2003) Section 6 states: 

1. Retirement village means the part of any property, building, or other premises that contains 
2 or more residential units that provide, or are intended to provide, residential 
accommodation together with services or facilities, or both, predominantly for persons in 
their retirement, or persons in their retirement and their spouses or partners, or both, and for 
which the residents pay, or agree to pay, a capital sum as consideration and regardless of 
whether— 

a. a resident's right of occupation of any residential unit is provided by way of freehold 
or leasehold title, cross lease title, unit title, lease, license to occupy, residential 
tenancy, or other form of assurance, for life or any other term; or 
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b. the form of the consideration for that right is a lump sum payment or deduction, or a 
contribution or a payment in kind of any form, a periodic payment or deduction, or 
any combination of such payments or deductions, whether made before, during, or 
after occupancy; or 

c. the consideration is actually paid or agreed to be paid by a particular resident or 
particular residents or on behalf of that resident or those residents, or by another 
person for the benefit of that resident or those residents; or 

d. the resident makes an additional payment or periodical payment (for example, a 
service fee) for any services or facilities or access to such services or facilities; or 

e. the services or facilities, or both, are provided by the owner of the property, building, 
or other premises, or by any other person under an arrangement with the operator 
of the village. 

2. A retirement village includes any common areas and facilities to which residents of the 
retirement village have access under their occupation right agreements. 

3. Despite subsections (1) and (2), if 1 or more of the residential units referred to in subsection 
(1) are located in a rest home or hospital care institution, the only parts of that rest home or 
hospital care institution that comprise, or are included in, the retirement village are- 

a. the residential unit or units themselves; and 

b. the common areas and facilities within the rest home or hospital care institution 
(if any) to which the resident or residents of the unit or units have access only by 
reason of their occupation right agreement. 

Older adults: Specific words used to describe the particular group of individuals in this thesis 

include "elderly", "seniors", "aged", "old age", "older people", "older adults" and "old". These 

terms have synonymous meaning within this research and are descriptors attributed to 

individuals over the age of 65 years in New Zealand who require some form of care and 

assistance. Preference is given to the term "older adult" as this adequately describes the cohort 

in question but does not perceivably provide a negative or ageist "label".  

Discourse: Within this thesis discourse is defined as a set of common assumptions which, 

although may be normalized and taken for granted so as to become invisible, provide the basis 

for conscious knowledge, values and actions (Fairclough, 1993).  

Discursive frameworks: Discourses create discursive frameworks which order reality in certain 

ways. Discursive frameworks both enable and constrain the production of knowledge in so far 

as they allow for certain ways of thinking about reality while excluding others. In this way they 
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determine who can speak, when, and with what authority, and also who cannot speak to the 

purported reality (Cheek, 2000).  

Critical discourse analysis (CDA): For the purpose of this study, and the writing of this thesis, 

the following definition of CDA is used: 

CDA sees discourse - language use in speech and writing as a form of "social practice". 
Describing discourse as social practice implies a dialectical relationship between a particular 
discursive event and the situation(s), institutions(s) and social structure(s) which frame it. The 
discursive event is shaped by them, but also shapes them. That is, discourse is socially 
constitutive as well as socially conditioned - it constitutes situations, objects of knowledge, and 
the social identities of and relationships between people and groups of people. It is constitutive 
both in the sense that it helps to sustain and reproduce the status quo, and in the sense that it 
contributes to transforming it. Since discourse is so socially consequential, it gives rise to 
important issues of power. Discursive practices may have major ideological effects - that is, they 
help to produce and reproduce unequal power relations between (for instance) social classes, 
women and men, and ethnic/cultural majorities and minorities through the way they represent 
things and position people. (Fairclough & Wodak, 1997, p. 258) 

This definition provides a useful and clear articulation of the purpose of critical discourse 

analysis in locating the construction of the social practice of residential aged care which 

powerfully and seductively influences older adults’ uptake of this accommodation option in 

contemporary society. 

1.3. The Voice of Older People 

All western societies have economic, political and social structures, policies and practices which 

encroach on individual life choices and decisions. In terms of aged care in New Zealand, 

government supported superannuation, access to subsidized aged residential care and lower 

cost medical care or carer support to remain at home, all impact on the lives of older adults. 

Issues over the poor public opinion of and continued sustainability of residential aged care into 

the future, have seen multiple government documents developed analysing and modelling 

potential future demand and cost for these services (Bryant, Teasdale, Tobias, & McHugh, 

2004; Buckle & Creedy, 2014; Sonerson, Bryant, Tobias, Cheung, & Mchugh, 2005; 

Stephenson & Scobie, 2002b).  

 It could be argued that at an individual level, any one person has little capacity to influence 

those powerful governmental discursive structures or strategies in relation to older adulthood 

needs. In a New Zealand study on the relationship of older adults to their social and physical 
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spaces Wiles, Allen, Palmer, Hayman, Keeling and Kerse (2009) suggested that it is of “critical 

importance to listen to the views of older people themselves” rather than subscribe to the 

simplistic view that older adults have and/or need shrinking social and living spaces (p. 670). 

Such a person-focused paradigm shift would also suggest a much more focused recognition of 

the unique individual older adult and the development of a discrete approach to the ongoing 

living arrangements and needs of older adults themselves.  

In addition to the governmental discourses in play, Nolan et al (2006) suggest that the “curative 

model of care” emanating from the evolved specialization of medicine has acted to marginalise 

older adults into an “incurable” domain within society (p. 6). Such a discourse would support the 

somewhat dated suggestion of Felstein in 1969 cited by Nolan et al (2006) which suggested that 

there was a view held by acute medicine and surgical specialisms who perceived at that time  

“no value in spending time, money, energy and bed space on redundant senior members of 

society” (p. 6). This same discourse is still noted in the contemporary Australian medical system 

as noted by Wilcocks (2015) where she suggests “Some doctors seem to view old patients as a 

different species of human unrelated in any way to their younger selves” (p. 7).  

 It seems as though the rich complexity within the voice of the older individual can, at times, be 

lost and unheard in the face of more pressing economic considerations at a societal level.  

Internationally there is acknowledgement that whilst residential care homes do not enjoy a good 

reputation or have high regard from the general public there continues to be a strong demand 

for growth in size as the population of frail older adults intensifies (Nolan, Davies, & Brown, 

2006). This study seeks to build on a call to action from New Zealand society by two key 

politicians in 2010; namely Winnie Laban and Sue Kedgley, who, alongside Greypower1, 

undertook an investigation into the quality of care provided to older New Zealanders residing in 

residential aged care (Kedgely & Laban, 2010; McAllen & Steward, 2014). This investigation 

acknowledged the vast numbers of New Zealanders who are currently residing in these facilities 

                                            

1 Grey Power is a New Zealand advocacy organization promoting the welfare and well-being of 
all those citizens in the 50 plus age group. 
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and the "promise" of good quality care which influenced these older adults decision pathway into 

residential aged care initially. Ongoing concerns over compromised quality of care of older 

adults have continued since the publication of the Laban and Kedgley report; and, in the year 

2013, the Health and Disability Commissioner received 111 complaints about residential care 

homes while 318 complaints were dealt with by the Health and Disability Advocacy Service 

(Wilson, 2014). Supporting the ongoing need to urgently address future policy relating to the 

nature and quality of care, Connelly, Broad, Boyd, Kerse and Gott (2014) suggested that 

residential aged care mortality is high and that in New Zealand most people do not leave this 

setting once they have transitioned into a care situation. These authors also noted the “de facto 

hospice” requirements for end of life care for older adults requires additional training and staff 

resourcing to ensure good quality of care (p. 114).  In her study of the Australian situation for 

older adults Hitchcock (2015) notes that “in Australia people currently live an average of three 

years once placed in residential aged care” (p.54).  

As previously mentioned, the international findings of lower than acceptable standards of care in 

residential aged care has catalyzed the initiation of significant action in other jurisdictions 

namely the United Kingdom and Wales. In their work on relationship-centred care Nolan et al 

(2003) note that the notion of person-centred care has become “lionized” in its support of 

individualized care. In so doing it has missed the wider value of a more eclectic team based 

approach to care with inter-dependence of all parties tasked with achieving the goals of the 

individual older adult. In such a model an appropriate balance is sought between independence, 

inter-dependence and dependence (Nolan et al., 2003). The evolution of a SENSES framework 

by this group of researchers proposes that all parties involved in the care of older adults (and 

including older adults themselves) should provide relationships that embrace and promote a 

sense of security, belonging, continuity, purpose, achievement and significance (Nolan et al, 

2003, p 49).  

An investigative inquiry undertaken by the New Zealand Equal Opportunities Commissioner in 

2011-2012 was driven from two key concerns, namely: (1) the value society places on the aged 

residential care workforce and the pay disparity experienced by those individuals (mostly 

women) within that workforce, and (2) the nexus between the value society places on that 

workforce and on the respect and dignity of older New Zealanders (Human Rights Commission, 
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2012). Together, the Laban and Kedgley Report (2010), the Human Rights Report (2012), and a 

further investigation from the Auditor General regarding poor quality of care in contemporary 

residential aged care (Office of the Auditor General, 2009), heightened my awareness of the 

conditions experienced by many older adults in "care" in residential aged care facilities in New 

Zealand. These reports, and my own experiences of aged residential care working inside 

national providers, have heightened my deep emotional concern for the wellbeing and free 

choice of older adults. The outcome of these reports, at a very personal level, contributes to a 

profoundly felt need to make visible the powerful impact of discourses on the lives and decisions 

of older adults. Through research into the discursive frameworks that support entry into aged 

residential care for older New Zealanders, I seek to answer the research question, "What are 

the critical discourses influencing older adults entering institutional retirement living 

arrangements in New Zealand?"  

1.4. Background to the Study 

According to the American actor, Robert Redford, becoming older is a “fact of life” (Cora & 

Luther, 2014, p. 983). In my experience and understanding, for those members of society who 

achieve older age it is, as it should be, a time of celebration for a life well lived, a time for 

reflective wisdom on the things achieved and the things yet to achieve, and a time for visibly role 

modeling the gift of life and its capacity for richness to those coming along behind. The rite of 

passage into older age, whilst ambiguous and contradictory, is intensely personal. It is 

influenced by the institutional fabric of society: home, previous working life, health, family and 

even religious beliefs. Older age can also be characterized by discourses related to appropriate 

expectations of age, societal values and media representations, which have the ability to 

influence the behaviour of people within society.  

Over recent years the profile of an ageing demographic has translated into a situation where 

policy makers, commercial businesses, and health professionals have become more closely 

focused on older members of society; particularly in the development and provision of services 

such as aged care accommodation. While it would seem that the majority of older adults will not 

reside in aged residential care at any given time, the "nursing home represents one of the most 

pervasive sources of anxiety marking later life" (Biedenham & Bastlin, 1991, p. 107). Indeed 
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nursing home care is reported as a negative prospect for the future by older adults, their families 

and the general community, including policy makers and academics (Nolan & Dellasega, 2000).  

Supporting the notion of anxiety related to entry into aged residential care, Bytheway (2011) 

talked in his book, Unmasking Age, of his early interest in ageing and his familiarity with the idea 

of "old people's homes ... as places where old people were 'dumped" (p. 5). A similar position is 

echoed in an Australian article regarding older adults housing where Kaufman (2005) stated 

many of us “dread getting old and being 'warehoused' into a retirement village” (p. 76). This 

perception is echoed by McAuley et al. (1997) who reported, in their study on personal search 

and selection of nursing homes by families, that stereotypical beliefs regarding nursing homes 

are that they are "warehouses for the hopeless and dying" (p. 245). Ultimately the life choices 

exercised by older adults emanate from societal structures and institutions such as economic 

policy and expert/medical systems, which are beyond the control of most individuals (McDonald, 

1997).  

A growing macro-economic perception, within contemporary society, is the notion of the 

increasing economic burden of older adults. This view proposes that this anticipated or 

presumed burden must be offset by other working aged community members’ contributions, 

since "labour related income at an older age is insufficient to meet material needs" (World Bank, 

2010, p. 6). Clearly this argument is based in economic and political rationalism as high income 

countries, such as New Zealand, struggle to manage the demand for enhanced consumption of 

goods and services (World Bank, 2010). The futuristic assumptions underpinning this macro-

economic discourse is replete with looming time and age related metaphors that then look to 

sharpen the focus on management strategies to mitigate potential economic risk of an ageing 

population (Barry, Brescoll, Brownell, & Schlesinger, 2009). 

Although this current study relates to residential aged care and not to residential village living 

there can be little doubt that entering a residential aged care facility is perceived with trepidation 

by older adults and is a major life event (Cheek et al., 2006; Nolan & Dellasega, 2000). In the 

face of strong attachment to their existing homes and neighborhoods, transition to new 

accommodation facilities within residential aged care has been described as being so 
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emphatically anxiety producing that it exceeds even more traumatic occurrences such as 

experienced with the death of a loved one (Nolan & Dellasega, 2000; Wiles et al., 2009). 

Within the stratification of society, age is a clear and typically uncompromising division which 

may at times exceed other categorical separations, such as class and financial status 

(Livingston, 2005). In contemporary society, people's lives are played out in the context of social 

groups and organisations which may be designated as "institutions". In turn, these institutions 

are shaped by powerful discourses which guide the form and structure for individual action. 

Critical theorist Michel Foucault, in his voluminous work, analysed the notion of social 

institutions for their exclusion, domination and internalization of societal norms and suggested 

that in the broadest sense, the body can be perceived as a political field:  

Foucault looks at the institutions, both material (families, school, prisons etc) and discursive (the 
disciplines and other formalized knowledges in the human and social sciences; the penal 
discourse of the law and so on) that shape the body, the situated, embodied structure of 
subjectivity. (Braidotti, 1991, pp. 77-78) 

In what Foucault (1977) suggested is the “domination of individuals, based on the sanctioned 

politico-medicalisation of society”, the body is both an object of, and target for, power and 

manipulation which is subsequently enacted through powerful discursive frameworks (p. 155). 

Drawing on Foucault's work, it seems that the contemporary and vigorous evolution of 

institutionalised care of older individuals has effectively separated aged people from the wider 

population; thus controlling them in a form of what Foucault terms governmentality. This concept 

of governmentality links power with domination which is achieved through guided coercion and 

influence over individuals by powerful forces such as government, experts (e.g. medicine), 

family and commercial interest groups (Lemke, 2000).  

In achieving acceptability of aged residential care, as a normative transition for older adults, 

government achieves economic rationalism and commercial interests achieve economic 

exploitation of older adults. It may also be argued that society discharges its duty to older adults 

by ensuring their "safety" within secure campuses, away from, and outside the view of, the 

general public. In effect, these powerful forces shift some of the economic and social "burden" of 

aged and non-productive adults who require care provision to the private sector, to self-

management by older adults themselves within retirement villages or to the families of older 
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individuals. This contemporary technique of subjection is achieved through management and 

institutionalisation of the older body; embracing Foucault's argument that "the body is a bio-

political reality" (Foucault, 1994a, p. 137). Through an asymmetrical relationship of power, older 

adults often have only limited ability to oppose the powerful forces of government, experts 

(medicine), or family who also are subjected to these powerful and seductively persuasive, 

discursive frameworks.  

In terms of a life well lived, and ensuring an aged person's integrity and dignity, the decisions 

and choices made by older adults regarding their later life accommodation makes visible the 

discourses of ageism, marginalisation and power. This is at the very heart of this research and 

is what I seek to make visible and to understand more fully. 

1.5. The Contemporary Context of Aged Residential Care 

in New Zealand 

New Zealand’s utilisation rate of aged residential care beds is recognised as high compared to 

most other OECD countries (Grant Thornton Report, 2010). The question as to why this rate is 

so high in a first world country provides a justifiable basis for beginning to investigate the 

discursive strategies that support and enhance this approach to accommodating or housing 

New Zealand's older adults. This research seeks to examine the influence of contemporary 

discourses on older adults that, I claim, manipulates them to enter into institutional care within 

New Zealand. The study utilizes critical theory to expose the multiple potentials for ageism, 

social dominance, potential marginalization, stigmatization, exclusion and other power relations, 

as enacted with our older citizens, to regulate and normalize the institutionalization of aged care.  

Within this context there is a powerful economic element that should be noted. In New Zealand 

the health budget expenditure accounts for approximately 20 percent of all government 

spending at approximately $15 billion dollars annually (Ryall, 2014b) and this amount currently 

represents approximately 6.9 percent of national GDP (Blakely et al., 2014; Williams, 2011). 

Long term care, as a subset of health spending, is funded directly from general taxation and 

accounts for almost 20 percent of all public healthcare expenditure within New Zealand (New 

Zealand Treasury, 2012a). Older adults deemed to require this level of care are required to 
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undergo income and asset testing to determine the level of subsidy from "Vote Health"2 spend 

(New Zealand Treasury, 2009). Around a third of all aged residential care residents are not 

eligible for government subsidy and are, therefore, required to pay privately for their care out of 

personal income that goes directly to aged care providers (OECD, 2005).  

Widespread and pervasive national predictions indicate that increased demands, emanating 

from an ageing population within New Zealand, will place unavoidable future fiscal pressure on 

national health spend percentages of GDP by 2051 (Grant Thornton Report, 2010; New Zealand 

Treasury, 2005, 2012a; Rea, 2009). Indeed, this same concern regarding "apocalyptic" 

population ageing is echoed across many international countries (Beard et al., 2012; OECD, 

2011) including Australia (Biggs, 2014; Borowski & Hugo, 1997) the United Kingdom (Bytheway, 

2011; Gilleard & Higgs, 2010b), in Finland (Bockerman, Johannsson, & Saarnie, 2011) and the 

United States (National Centre for Chronic Disease Prevention and Health Promotion, 2013). 

Population ageing is thus perceived to be one of the most critical risks to worldwide prosperity, 

economically, socially and politically, in the years ahead (Beard et al., 2012).  

This apparently disturbing notion of a rapidly growing and increasingly needy cohort of aged 

people is pervasive and underpins the view that the future care of New Zealand’s older adults is 

being contaminated by budget constraint rather than by evidenced individual need (Ashton, 

2000). In apparent contrast, a growing groundswell of people believes that remaining in their 

own home is optimal for healthy ageing. This notion is also stated in the Health of Older People 

Strategy (Davey & Glasgow, 2006; Dyson, 2002; Petersen & Warburton, 2012) and in the 

guidelines for Specialist Health Services for Older People (Ministry of Health, 2004). However, 

having a choice of living location in older age, whilst encouraged nationally, remains restricted 

due to the somewhat limited government funding for support and care services to enable frail 

older adults to potentially remain at home (Dalziel, 2001b; Schofield, Davey, Keeling, & 

Parsons, 2006; Wiles et al., 2009; Wiles, Leibing, Guberman, Reeve, & Allen, 2011). In 

recognition of the looming potential ageing demographic "crisis" and the associated fiscal risk, 

                                            

2 Vote Health is the term used to describe the government's national health budget spending 
across New Zealand 
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the New Zealand government, more recently, has increased spending on home support for older 

people in keeping with its policy of ageing in place (New Zealand Treasury, 2012a; Office for 

Senior Citizens, 2013).  

Current government familiarity with the perceived impending welfare state "problem", i.e. 

demographic pressure on welfare from an ageing population, and its inherent economic 

implications, is imbued with power and the need for governmental techniques for management 

(Foucault, 1994a). In his work on the marginalisation of minorities, Van Dijk suggested that 

political discourse accomplishes political aims and goals such as the distribution of social 

resources. This, in turn, is underpinned in multiple subtle and indirect forms of enactment, 

reproduction, and domination of defined subgroups (van Dijk, 1993a). Applying van Dijk's 

argument to the current narrative of ageing and aged care and the societal definition of this 

cohort as problematic, contemporary discursive frameworks have potential to marginalize and 

exclude older adults from the main body of society; normalizing residential aged care in its 

multifarious forms. 

Within and beyond political discourse and its supporting narrative of ageing, other key 

discourses potentially influence institutional aged care entry by older adults. Discourses such as 

the medicalisation of ageing; the commodification of ageing (particularly the commodification of 

aged care as a "quality" lifestyle) and the influence of the existing societally normative and 

pervasive discourses on family members of aged individuals act persuasively in tandem with 

changing family dynamics (Biedenham & Bastlin, 1991; Hugman, 1994, 2001).   

Fairclough (1993) is one of many authors to articulate the commonly drawn conclusion that 

modern or contemporary culture can be characterized as a “consumer” culture. Within such a 

cultural milieu there is potential for society to commodify life itself, making this a tradable asset 

importing value relative to any life stage and, in this instance, ageing (Kermode & Brown, 1996). 

In her early work on the impact of ageing within society, Estes (1979) was prophetic in the 

suggestion that the government management of older adults  is compatible with the organisation 

of a country's economy. She suggested that goods and services would develop “to be 

consumed by the silver industries” (p.2) likely to develop in support of the predicted 

demographic growth in older adults internationally.  
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In recent years, bio-scientific developments have been evolving rapidly in an attempt to better 

understand and explain the ageing processes and "age related" diseases (Foddy, 2012; 

McCallum, 1997; Moreira & Palladino, 2009). In recognition of the power of medicine to claim 

jurisdiction over disease and act as an expert in relation to ageing, Estes and Binney (1989) 

coined the phrase the " biomedicalization" of ageing to explain the "paradigmatic perspective 

that focuses on individual organic pathology, physiology, etiologies (sic) and biomedical 

interventions in aging" (p. 587). The advancement of the dominant discourse of medicine and 

the medicalisation of life developed momentum from the mid-20th century, at which time a more 

formalized institutional establishment of medicine occurred with its ensuing capacity to exert 

authority and practice over disease states.  

Meanwhile, the more contemporary notion of biomedicalization relates to the "increasingly 

complex, multi-sited, multidirectional processes of medicalisation extended and reconstituted 

through new social forms of highly technoscientific biomedicine" (Clarke, Shim, Mamo, Fosket, 

& Fishman, 2003, p. 161). Clark et al (2003), suggested that the core overlapping components 

of this biomedical discourse are made up of five fundamental processes, namely: "major political 

economic shifts; a new focus on health and risk and surveillance biomedicines; the techno-

scientization (sic) of biomedicine and consumption of biomedical knowledges; and finally the 

transformations of bodies and identities" (p. 166); whereby medicine exerts control over bodies 

through practices and techniques such as naming disease states to enable intervention. It is 

appropriate here to draw a parallel between contemporary biomedicalisation and Haraway's 

(1991) concept of cyborg3; given the pace of biomedical developments in recent years and the 

advances in medicine, science and technology which fuse body and machine. These 

developments have established what Foucault (1973) argued was a regime of truth which 

established a code that individuals and society are motivated to accept, abide by, and 

participate in, as the new knowledge is established (Smirnova, 2012). In turn the societal 

normalisation of medical, scientific and/or technology intervention occurs as regulation of the 

body (Salter, Howe, McDaid, Blacklock, & Lenaghan, 2011). The consequence of  

                                            

3 A cyborg is a cybernetic organism consisting of a hybrid machine and organism 
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biotechnology and science advances have capacity to produce new individual identities 

(Smirnova, 2012) which are then regulated from the inside out as a type of "biomedical 

governance" with the potential to manipulate and control the body through medicalised practices 

and interventions and "desires for transformed bodies and selves" (Clarke et al., 2003, p. 181). 

Examples of these new technologies are the increasing use of plastic surgery, stents, hip and 

knee replacements, ophthalmology laser techniques and the like.  

Whilst biomedical advances and controls seek what Kirkwood (2001) suggested is the 

impending desire to bring about "the end of age," the socially constitutive construction of older 

people as being in a state of biological decrement (Coupland, Coupland, & Giles, 1991) is based 

on a model which increasingly frames ageing as a state of physical, mental and emotional frailty 

and decline (Gilleard & Higgs, 2013). This discourse makes salient the power and control of 

predictive medical rescue where the clinical gaze of medicine is very focused on the inner 

physical world or bodily world of individuals (Hyden, 1997) and  may be seen as an ideological 

system that serves as a mechanism of social control (Clarke, 1991).  

Medicalising the normal processes of ageing brings with it the inherent capacity to recode 

natural human conditions as social or economic risks with calculative costs, as noted by 

Bytheway (2011) who stated "... bureaucracies ...use the date of birth to establish age and 

thereby the potential to control access to resources” (p. 181). In so doing, bureaucratic 

processes and their legitimated forms of statistical or demographic reporting create the 

opportunity for the complex phenomenon of human ageing to be transformed into a biological 

cost-benefit formula which is able to be manipulated in market terms (Nadesan, 2008; Walker, 

2005). This notion is in keeping with Foucault’s concept of “biopower” wherein political practices 

and economic considerations subjugate bodies and control populations within a paradox which 

evidences ageism and supports discrimination (Bytheway, 2011; Foucault, 1978b; Sinnerbrink, 

2005).  

As highlighted above, within contemporary society, power and domination are associated with 

elite knowledge generated in specific social domains such as medicine and biomedical science. 

Hence, these disciplines generate rules and routines and a medical “gaze” which act to visibly 

illuminate the physicality of ageing and then medicalise and control it (Foucault, 1973; van Dijk, 
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2001). There is a substantial body of evidence to suggest that the dominance of the medical 

model in western society influences social policy and funding priorities giving primacy to medical 

explanations or dogma relating to ageing and aged care (Koopman-Boyden & Waldegrave, 

2009; Laws, 1996a; Whitfield, 2001; Zola, 1972). Increasingly human conditions and social 

relations are governed by medical discourse and medical definitions of reality.  

The medicalisation of reality can be interpreted as underpinning the construction of our world 

through everyday reproduction of conceptual structures and beliefs that also influence and 

organise political thought and policies (Gamson, 1992). Such hegemony not only provides a 

means of constructing a political reality of humanity but also influences individuals’ construction 

of their own reality. In so doing, this emergent political and individual construction is naturalized 

rather than challenged. This in turn controls the potential for questioning of such construction or 

for demystifying the underlying paradigm on which it is founded to expose the power, influence 

and even deception that may oppress or dominate vulnerable or naive individuals  

(Muralikrishnan, 2011).  

The commercial management of the residential needs of older adults in New Zealand occurred 

as a direct result of political influence by successive governments over public health institutions 

within the 1990s. Government initiatives at that time, in New Zealand, required public health 

providers to extract themselves from the direct provision of residential aged care on the basis 

that this was no longer “core business” (Upton, 1991). This political influence and Vote Health 

strategy left open a market space for privatised provision of services for older adults and thus an 

opportunity for business to commercialize ageing and aged care. Devolution of health care 

services shifted the "burden" of aged residential care to the private sector successfully 

fragmenting this from main stream health services under the guise of efficiency. While 

nationally, the publicly funded cost of aged residential care is in excess of $800 million dollars 

each year, supporting some 33,000 beds nationally, significant profit is generated by private 

providers of aged residential care services most of which is sent offshore (Kedgely & Laban, 

2010). 

Despite the social power of medical discourse related to aged care, publicly concerns have 

continually been raised regarding the quality of care delivery for aged persons including 
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questions about the potential “warehousing” or institutionalizing this aged cohort of New Zealand 

society (Kedgely & Laban, 2010; Young, 2011). Residential aged care in New Zealand is an 

area where profit motive and commercial growth targets are seen to underpin concerns 

attributed to low staffing levels and poorly skilled staff. In their Report into Aged Care, Kedgley 

and Laban (2010) noted that aged residential care is an area which is in “desperate need of a 

revolution” (p. 5). They suggested that we (New Zealanders) should go beyond the current 

“institutionalized model of care” (p. 5) and require that the individual’s needs take precedence 

over those of the institution providing care. Again, in relation to quality of care delivery to ageing 

persons, a report by the Auditor General, in 2009, reviewed the quality and safety in rest homes 

in New Zealand and found high levels of inefficiency amongst designated audit agencies in 

providing assurance of the quality of care provided in rest homes (Auditor General, 2009). This 

report acknowledged that older persons living in rest homes are some of the most vulnerable in 

society and noted that serious failure in the care to some residents of rest home residents had 

been identified. 

Discerning the everyday discursive reproduction of individual agency and power influencing 

institutional aged care decisions may or may not be an easy task for ageing individuals. To 

make visible the underlying discursive frameworks that pervade societal thinking in relation to 

residential aged care this research was conducted in two phases. Initially, I undertook an 

exploration of current discursive practices in relation to the discourses related to aged care that 

are evident in selected, publically available texts and media. Following this, focus group 

interviews captured the voices of older adults (currently resident in aged residential care) in 

relation to what social and cultural factors influenced them to enter into residential aged care. 

Discourses related to individual agency, medicalisation of ageing; commodification of ageing, 

and quality of care were examined within all research data in order to critically evaluate power 

relations, regulation and marginalisation of older adults in New Zealand. 

In contrast to the fear and promoted "burden" of ageing, a growing groundswell of people 

believe that remaining in their own home is optimal for healthy ageing. This notion of remaining 

in one's own home is also stated in the Health of Older People Strategy (Dyson, 2002; Petersen 

& Warburton, 2012) and in the guidelines for Specialist Health Services for Older People 

(Ministry of Health, 2004). However, currently having a real choice of living location is 
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unsatisfactory for many ageing people due to the limited government funding for support and 

care services to enable frail older adults to potentially remain at home.  

1.6. Structure of the Thesis 

The following outlines indicate respective chapter sequencing and content focus. 

Chapter Two sets out to develop, for the reader, the relevant literature informing this research.  

Initially, adopting a genealogical approach, this chapter steps through the historicity of ageing 

within the context of the past hundred years; focusing on the dominant discourses of various 

evolutionary political cycles in the history of New Zealand. It also explores the notion of the "birth 

of a problem" following the political reforms commenced by the Labour government in the late 

1980s and implemented by a National government in the early 1990s. This period marked a 

time which was instrumental in privatizing aged residential care away from public provision. The 

ensuing commercial management of aged care accommodation has grown significantly since 

that time which is a key aspect discussed in this chapter. 

Chapter Three begins with an overview of the presuppositions underpinning this research. It 

describes the methodological rationale and foundations for this research across the multiple 

CDA scholars. Here CDA is discussed more fully to illuminate the discursive framework of 

ageing and aged care within contemporary New Zealand. It includes arguments that support the 

use of CDA to expose dominant discourses.  

Chapter Four describes the methods and phases of the research and the broad details of data 

collection and the details of the analytic processes for both phases of the research, along with 

the ethical considerations.  

Chapter Five begins the findings segments of this research; commencing with an exploration of 

the findings from both media materials and focus groups political discourse and the relationship 

to the "burden" of ageing within contemporary society. The images provided in the three findings 

chapters were captured during the time-bound scan of print media and provide instantiations of 

discursive frameworks and their articulation of the ideological positioning of older adults. In 

some instances visual images used in this study provide layers of influence for older adults 
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through the representation of the perceived older person’s world, representation and appeal to 

the inner emotional world of the older adult, and/or enacting the social world of elders. For this 

reason some of the visual images have been used on more than one occasion and have been 

provided with a different figure number.   

Chapter Six frames the findings from the media and focus groups illuminating the relationships 

to the discursive dominance of commodification of ageing within contemporary New Zealand 

society.  

Chapter Seven  provides details of the discursive influences experienced or visible (from the 

media and advertising) in relation to family; and the impact that family have on the choices and 

decisions of older adults in relation to aged residential care. Analysis of the perceptions of 

individuals within focus groups are exposed and describe the opaque discontinuities that family 

have on choices made by older adults in relation to their living arrangements. 

Chapter Eight presents discussion of the endemic societal problematising of ageing and 

acceptance of a trajectory toward entry to residential aged care by older adults where salient 

points are drawn from the data analysis. Prevalent discourses are discussed and integrated into 

relevant literature to make visible those previously elusive discursive frameworks that impact 

older adults and support their decisions to enter residential aged care. Also discussed is the 

Foucauldian notion of resistance to power and the impact of this on subsequent decisions and 

quality for the lives of older persons.  

Finally, this chapter brings together important conclusions and new insights that emerge from 

this research. It acknowledges the limitations of this research with the concluding remarks 

directing the meaning of the findings for future older adults, their relatives, for medicine and for 

government policy makers. The research question guiding this study is answered and whilst 

solutions are not provided, the findings and recommendations support further exploration of the 

prevalent discourse of ageing. Recommendations are made regarding the continued utilisation 

of the omnipresent aged residential care facilities as an appropriate solution for families or older 

adults who could, and perhaps should, be supported more fully to remain in their homes. The 

ethical, epistemological and political implications are covered in this final chapter. 
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An integral component of any research is the review of extant knowledge in the domain of 

interest to enable positioning of this research within the wider context of epistemological 

knowledge. Having now outlined the structure of this research and thesis it is appropriate to 

review the relevant literature in relation to the evolution of ageing and aged residential care in 

New Zealand, which is presented in the following chapter.  
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2. CHAPTER TWO 

Do not go gentle into that good night, 
Old age should burn and rave at close of day; 
Rage, rage against the dying of the light.  

Dylan Thomas (Thomas, 1952) 

2.1. Introduction 

This literature review traces the evolution of residential aged care in New Zealand in order to 

make visible the meaning this creates within the contemporary lives of older adults. There are 

multiple discourses and discourse frameworks that serve to influence older adults and their 

choices and decisions regarding accommodation alternatives as they age. The chapter aims to 

establish the themes that constitute and underpin these discursive frameworks; including the 

political, biomedical, and commercial discourses, as well as the changed role of older people 

within modern families, that impact and influence their lives. Chapter 2 begins with an overview of 

the search processes used to source an initial broad spectrum of relevant literature. It then takes 

the reader through the process used to obtain more fine grained literature relevant to the research 

question. From this point, the first element of literature develops an historical overview of the early 

political structures and the positioning of legislation impacting ageing in New Zealand. Next, the 

provision of income maintenance for older persons through benefits with the development of 

Universal Superannuation is discussed. I then turn to look at the central themes of the post war 

baby boom and the state provision of uniformity of coverage for care of the older adult.  

With the advent of the 1990s, increasing political recognition occurred in relation to the modern 

phenomenon of an "apocalyptic" demographic trend evidencing increasing numbers of older 

adults. In tandem with this awareness, economic and fiscal reform led to the a move away from 

the provision of aged care as "core business" of public health care providers and a new era was 

heralded in which  privatised institutional care for older adults. The social construction of ageing 

and aged care, under a private provider umbrella, has continued to grow. Currently the situation 

has evolved to a point where the normalization of segregation of older adults’ institutional living 

arrangements can be found for the provision of aged care and in other forms such as the "gated" 

aged living arrangements found in retirement village campuses. Alongside this growing 
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institutionalization of older adults, a national and international surge in the development and 

formalization of medicine has evolved from the middle of the 20th century. This has resulted in an 

increasing biomedicalisation of ageing including enhanced "rescue" and intervention for older 

adults (Maturo, 2012). Gawande (2014) suggested that advanced medical technologies can 

"rescue" an individual patient’s specific conditions (e.g. stent a coronary artery in an older cancer 

patient) almost without recognition of the incurable nature of ageing. He argued that knowing 

when to stop using the technologies of contemporary medicine is virtually the antithesis of the 

medical practitioners’ ethos; which is to provide curative measures. "In the past few decades, 

medical science has rendered obsolete centuries of experience, tradition and language about our 

mortality and created a new difficulty for mankind: how to die" (Gawande, 2010, p. 158). 

The literature and themes developed in this chapter aim to situate the research question against a 

background of political, economic, cultural and social narrative, and construction of older adults.  

2.2. Searching the Literature 

The literature search process for this study has been both comprehensive and lengthy. Initially it 

started with a formal search using relevant search engines available from Auckland University of 

Technology (AUT) library, local medical and nursing library searches and targeted searches with 

assistance from both local and national librarians to review legislation, Government speeches 

(New Zealand Government) and the national library archives for historical documents. From the 

initial search flowed more targeted searching for relevant literature related to my topic of study 

and, specifically, to the narrower searches emanating from key articles or aspects of knowledge 

that required further understanding on this journey. The following discussion describes this 

journey. 

There is abundant published literature related to the commercial management of older adults (e.g. 

retirement village residency, financial management, tourism), as well as a plethora of clinical, 

epidemiological and sociological studies or themes examined for the effective management of 

older adults. Evident in the very wide spectrum of research related to older adults are 

investigations into strategies, such as the determinants for successful rehabilitation, depression 

management, active ageing, healthy lifestyles and medical interventions for issues such as 

delirium, hearing loss, vision loss/correction, joint health and, more recently, the maintenance of 
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agelessness through cosmetic surgery. A large body of information is present in the literature on 

the specific and targeted technologies for anti-ageing in the forms of medical tourism for cosmetic 

surgery, dental work and prosthetics (Connell, 2006), and the search for the fountain of youth and 

perfect ageing have escalated considerably (Weintraub, 2010) as evidenced in the literature on 

older adulthood..  

In searching for relevant literature, to inform and guide this study, I utilised multiple search 

engines including CINAHL, EBSCO (including MEDLINE), SCOPUS, Pro Quest Central, Joanna 

Briggs and Google Scholar. The EBSCO search contained articles from 11,000 journals, 

magazines and newspapers over a wide variety of subjects and includes MEDLINE as a subset. 

Google Scholar indexes journal articles, theses/dissertations, books, patents and other scholarly 

publications across all disciplines. SCOPUS sources current information from 18,500 peer-

reviewed, scholarly journals, plus patents and conference papers covering all disciplines. Pro-

Quest Central contains the full text for over 13,000 journals, magazines and newspapers across a 

wide range of disciplines. The Joanna Briggs database is supported by the Joanna Briggs 

Institute and contains systematic reviews of healthcare practice from peer reviewed journals. Also 

used was AUT Library Search' which provided a full search of all AUT library resources including 

databases, catalogue, e-journals and holdings of theses and research within a 'scholarly 

commons'.  

Key words and phrases used in all searches for influences on older adults living arrangements 

and which were used either alone or in Boolean combinations, included the following: "older 

adults", "old age", "rest home", "nursing home", "aged residential care", "older people", "nursing 

home placement", "family", "care-giving", "frailty", "parent-adult child relationships", "relocation of 

older adults", "elders", "ageing in place", "demography related to age", "permanent care", 

"assessment for residential care", "older persons living arrangements", "decision making in living 

arrangements for older adults", "transitions for older adults", "transitions for elders". These word 

and phrase combination searches generated research articles, reports, newspaper articles and 

books covering an array of sub-thematic approaches to the construction of older adults and the 

subsequent construction and influences related to the aged living arrangements for older adults. 

Results from all searches generated older adult population comparisons among multiple countries 

(Canada, United States, Europe, United Kingdom, South Africa and Zambia); bio-medical 

determinants of age, for example rectal cancer survivorship, obesity in age, dementia, the need 
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for breast screening for older women, and nutritional management; and multiple studies on the 

impact of ageing on policy, benefits and health services into the future.  

Using the multiple search engines listed above to search for relevant literature with the key words 

"critical discourse analysis", "discourse analysis", "aged care", "residential aged care", "elders", 

"nursing home", "decisions", "decision context", "contextual decision models", "marketisation", 

"commodification", "influences", "older adults", "relocation", "competence", "family", "loneliness", 

"sense of belonging" and "residential aged care in New Zealand" generated only a very small 

number of results. Very little information in the academic literature located relates to discursive 

influences on the decision of older adults to enter residential care. Of the published literature 

available, specific, New Zealand publications in relation to critical discourses or influences 

impacting aged residential care entry or aged residential care decision making by older adults is 

largely absent.  

When the key words were changed to "critical discourse analysis and aged residential care 

decisions" in New Zealand, only one study from 1999 was located. Using the AUT library search 

engine with a combination of the terms "older people, New Zealand, decision making" generated 

one research paper from 2009. A combination of "marketisation, discourse and New Zealand" 

generated one research study relating to retirement villages. Meanwhile the combination of terms 

"ageism in New Zealand" generated 1484 "hits" including themes of elder abuse and neglect, 

leisure activities for older adults, burnout in medicine and intergenerational relations between 

older adults and youth.  

Using Google Scholar as a search engine and the key words "commodification of ageing", 

generated 17,900 "hits" mostly not relevant to this study. Meanwhile an AUT library search using 

the same terms generated 10,976 research articles including studies on the enhanced bio-

medicalised anti-ageing literature; for example, viagra as a new medical technology for older men, 

female cosmetic surgeries (i.e. "nip and tuck" interventions) (Haboush, Warren, & Benuto, 2012; 

Johnson, 2011). Also noted in this literature were research works related to retirement village 

living; ageing demography; pensions and economic considerations of ageing; productive/active 

ageing; gay "queer" ageing and the feminization of ageing.  

Considering the notion of older adulthood to the specifics of the New Zealand situation; using 

Google Scholar as a search engine and the key words "Public Policy and aged care in New 
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Zealand" generated 32 "hits" with historical policy development articles and other non-related 

research. An AUT library search using the same terms generated 13,103 results including 

historical policy developments, studies on the law and ageism in New Zealand, pensions and the 

fiscal drag of older adults on the economy, and bio-medicalisation considerations, such as falls 

management and the costs of falls to the health budget.  

One significant strategy used in all ongoing search activities related to the research question has 

involved locating key articles and following citations of these in other literature. I have also used 

references found in key research papers to follow up on further important scholarly publications in 

order to guide my knowledge, understanding and inquiry throughout this study. 

2.3. A History of Ageing in New Zealand 

The wider literature search to inform and give context to this study generated significant 

information on the contemporary power and influence of bio-medical determinants in older adults. 

In combination with the growing domains of information technology and marketing, bio-medical 

determinants have evolved considerably since the 1980s, both internationally and nationally. Also 

noted throughout the background information search process is that the dominant discourse of 

modern New Zealand society (and western society internationally) has become one of free trade, 

competition and a reduced role for government in the provision of social services (Simpson & 

Cheney, 2007). From this political 'turn', targeted marketing and the commercial management of 

older adults is seen to have embraced the potential 'for profit' opportunity within the growing 

"silver tsunami" (Miles, 2013). However, the powerful superiority of the functions of bio-

technology, marketing and information technology have not always been present within New 

Zealand society but have evolved over the past 50 or so years. The published literature, which 

gives context to this study, involves a chronological re-examination of historical events occurring 

in New Zealand as an essential beginning point to understand the historicity in relation to ageing 

and aged care. Specifically, it illuminates junctures and discontinuities which have given rise to 

dominant discourses that support contemporary narratives of ageing and the influences these 

exert on aged residential care choices and decisions by older New Zealanders. This approach is 

congruent with a critical theory paradigmatic model and recognizes the histographical 

(archaeologies) studies undertaken by Foucault (1972, 1973).  
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It is suggested that in New Zealand older adults are willingly entering into residential aged care 

facilities to receive potentially compromised care within a space that is caught between the rival 

discourses of medicine, communal care and day to day living (Kedgely & Laban, 2010; Stafford, 

2003; Young, 2011). Some groups have argued that New Zealand should be urgently increasing 

the number of aged care beds for older adults (Grant Thornton Report, 2010). Meanwhile others 

are encouraging the New Zealand government to actively promote the responsibility of individuals 

to age well and reduce disease burden, as well as the predicted impending explosion of health 

costs (Morgan & Simmons, 2009).  

The historical constitution of ageing and aged care are invested with past relations of power which 

have established ageing and aged care constructs as economic and ideological objects within 

society. Foucault (1972) suggested that power is infused into these dimensions of life through 

techniques of knowledge and procedures of power invested within the historical structures and 

functions that evolved throughout time. Each epoch of New Zealand's history has constructed 

these notions of ageing and aged care differently and locally; and in order to understand how they 

are manifest and what power techniques underpin them it is appropriate to examine how they 

have evolved in New Zealand.  

The terms “old, older and elderly" are significant in themselves in that clarity and visibility of 

meaning for these terms from different epochs, as well as the social construction and represented 

“truth” and "power" infused within them, is directly linked to specific historical times which build to 

enlighten modern understanding. Power has a significant role to play in what is stated or what is 

silenced or unspoken within a given society. Each culture or discipline within society (such as 

aged care) has its own regime of truth brought about by constraints or acceptance of dominant 

discourses that produce compliance or disagreement in what Foucault termed the 'political 

economy of truth' (Foucault, 1994a). Foucault (1994a) stated this clearly when he suggested 

"Each society has a regime of truth, its 'general politics'  of truth - that is, the types of discourse it 

accepts and makes function as true" (p. 131). 

Old age, particularly since the seventeenth century (depending on specific location globally), has 

been variously defined as the accepted juncture at which there is the ability to receive some form 

of pension or supportive benefit; and this has widely become the accepted dogma of public 

economic policy internationally (Smith, 1984; Walker, 2005). New Zealand has followed this 
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dogma and established an accepted age for eligibility to universal superannuation as 65 years 

whilst having no legal requirement for this convention for the general population (Ministry of 

Business Innovation and Employment, 2014). Challenging the rationality of an economic 

discourse relating to age, the stability of age 65 years for retirement is currently questionable 

within the wider global environment. This is brought into sharp focus when reviewing the arbitrary 

specific age as a critical date for access to full benefit or Social Security retirement pensions in 

other countries. Age 65 years is being supplanted by age 66 and eventually age 67 in some 

jurisdictions. For example, France increased its pension eligibility from 60 years to 62 years in 

2010, with full pension access now 67 years for those born after 1955. The Australian government 

has developed an incremental scale for age access to pensions with 70 years becoming the age 

of access by 2035 (Siegal, 2014). Whilst age 65 will undoubtedly remain a useful heuristic for 

retirement, this iconic birthday may become less relevant to the organization of older adults’ 

actual behaviour, than to a notional stage for public policy development and implementation 

(Ekerdt, 2010).   

Focusing on the chronological construction of age raises the questions who are or who were the 

older adults historically in New Zealand? In the emergent country of New Zealand, in the 1800s, 

immigration was the predominant factor impacting the number of the aged persons in the 

population. From records documented in 1896, and almost certainly prior to this, foreign born 

individuals made up a significant proportion of older New Zealanders (Cheyne, O'Brien, & 

Belgrave, 2008). Such a high level of older immigrants was largely an outcome of the colonial 

drive for expansionary population growth which resulted, in 1911, of some 96.7 percent of non-

Māori aged 65 years and above evidenced as being born overseas. This trend did not reverse 

until the 1936-45 intercensal period when New Zealand born older adults became the majority of 

the aged population (Heenan, 1993).  

As early as the 1861 census there was a perception that the number of poor older adults was 

growing; yet, New Zealand did not have large numbers of older adults in its earliest times. In the 

early settlement times, and as late as 1881, only 1.3 percent of the census population was aged 

over 65 years. However the numbers of people aged 65 plus reached 2.1 percent of the 

population in 1891 and 3.8 percent by the 1901 census and demographic projections indicated 

that the proportions of these older adults would keep on rising (Preston, 2008).  
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Within the new democracy of New Zealand there was no nation-wide plan for prepaid or privately 

paid medical or hospital care services in the early years of its colonialist history. The more affluent 

members of society who could afford to pay were expected to meet the economic burden of their 

own health care needs; those who could not afford care were required to rely on the benevolence 

of others (The Royal Commission on Social Policy, 1988). Indeed, voluntary groups, such as 

friendly societies, levied their members for the purpose of covering costs of such care and it was 

only through individual arrangements with doctors and hospitals that members could access 

medical and hospital treatment free or partially free (McLean, 1966). In seems that in the main, 

however, people made their own arrangements and met their own costs for medical and hospital 

treatment as and when the need arose. Doctors engaged in individual practice recovered their 

fees directly from their patients and public hospitals charged patients at rates varying with the 

type of institution and the ability of the patient to pay (Allan, 1996). For the completely destitute 

and the aged, private doctors often provided compassionate care in the form of a measure of free 

treatment, whilst hospital boards administered relief under the Hospitals and Charitable 

Institutions Act and semi-formal charities provided some small amount of assistance (Thompson, 

1998). However, such free treatment and relief were not obtained as of right and often people 

seeking relief had to undergo full investigation of their financial and other circumstances so that 

inability to pay could be formally established. Many of the poorer people, especially the old, were 

too proud to disclose their poverty or accept charity and so went without adequate medical care in 

the early development of New Zealand society (McLean, 1966). 

Whilst in the developing New Zealand there was some, albeit variable, provision for health care 

assistance, the lack of a formal public pension system did not impact all of New Zealand society. 

Some individuals received Imperial or New Zealand war pensions for military service and some 

former public servants obtained government pensions on retirement; meanwhile the really 

destitute older adults could receive informal charitable aid (Preston, 2008, Thomson, 1998). 

Formal philanthropic charities were few and far between at this time and older adults - defined as 

those persons over 65 years without means - were strikingly absent from these charitable 

organizations’ priorities (Thomson, 1998). In essence, 19th century New Zealand relied on a form 

of colonial Poor Law where welfare for older adults , the indigent and deserted women or children 

of poverty were cared for through donations mostly via churches or private charities (The Royal 

Commission on Social Policy, 1988).  
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It was at this time in the late 1890s, in Christchurch, Nurse Sibylla Maude is documented as 

fulfilling her love of caring for impoverished poor and  older adults  who were typically sick and at 

home, by establishing New Zealand’s first District Nursing service. As Allan (1996) suggested, at 

this time in New Zealand’s history, the clustering of small, Spartan cottages in thickly populated 

areas were the homes of the working classes and the poor who had high levels of “superstitious 

ignorance” of disease as labeled by others. The establishment of the Nurse Maude District 

Nursing Association focused care and support to Christchurch society as encapsulated in their 

objective “to provide the care, nursing and general welfare of poor, aged and sick persons in and 

about the city of Christchurch” (Allan, p. 70). This situation highlights the former provision of 

nursing care for older adults and impoverished within an egalitarian and humanistic model driven 

by discursive frameworks constructing the older adults somewhat differently to the current epoch. 

Minimal medicalisation of aged care occurred within the early years of New Zealand’s history and 

was mostly focused on the care and management of the "insane" which included many alcoholics. 

As noted in the Royal Commission Report on Social Policy (1988) wider public health "was 

subject to supervision of a department of the state that remained minute and incapable of 

enforcing policy until the 20th century, with responsibility not only for the sick but also for the aged 

and the indigent" (p. 12). At this time in the evolution of New Zealand society, commodification of 

older adults was unlikely given that economic and cultural drivers were focused on broad 

sustainability goals within the emerging country.  

2.4. Early Legislation Impacting Ageing in New Zealand 

As previously mentioned, for the emergent country of New Zealand, in the 1800s expansive 

immigration was the predominant factor impacting the number of the aged persons in the 

population. Gauld (2010) noted that by the 1880s, the New Zealand government had become 

increasingly involved in the design and implementation of the health and welfare system. In 1885 

the central government set up a colony-wide system of Charitable Aid Boards (similar to Hospital 

Boards) so that charitable aid and benevolent support could be distributed to the local poor. Relief 

was represented as an unattractive option to prevent "pauperisation of the wider community” and 

able bodied individuals did not have access to any form of relief. In contrast the indigent aged, 

who were mostly "derelict old men", were able to access care in old people's homes and hospitals 

(The Royal Commission on Social Policy, 1988, p. 17).  
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As a key piece of legislation, impacting the early New Zealand history of aged people, the 

Hospital and Charitable Institutions Act (1885 and 1909) set the pattern for the hospital system 

and has largely remained a cornerstone for health up to the present time. The Hospital and 

Charitable Institutions Act effectively divided New Zealand into 28 hospital districts, each 

controlled by a Board whose members were appointed annually by the local authorities of the 

district. The hospitals were to be financed by patients' fees, and, it was hoped, by voluntary 

contributions from charitable individuals, the balance being supplied by local rates with a 

Government subsidy (McLean, 1966). A new Act was passed in 1909 under which Hospital Board 

members were to be elected by their local body electors in their district, and to hold office for a 

three year term. All the separate institutions, which could not operate without assistance from the 

local ratepayers, were taken over by the hospital boards, and the number of hospital districts was 

increased to 36 under this revision of the original Act (Victoria University, 2008).  

Given that New Zealand was seen as a land of opportunity, the colonial government expectation 

was that immigrants would provide for themselves and their family members as enshrined in the 

Destitute Persons Ordinance of 1846 and the subsequent Destitute Persons Act in 1877 (and 

revisions). It appeared that, politically, New Zealand aspired to be a neoliberal state without 

poverty and not, therefore, in need of public income support for the aged (Preston, 2008). 

However, this aspiration did not necessarily represent the reality facing many people, particularly 

those impacted by the Depression of the 1880s and 1890s. Compounding this situation was the 

reality that many older adult males were single and had no relatives to support them. Thus the 

majority of those aged 65 years and above had to find their own sources of support. 

The view that the new colony of New Zealand could avoid the "social distress", similar to that 

being experienced in other older countries including the United States, became a theme of public 

debate at the end of the 19th century. Prime Minister Richard Seddon, an enthusiastic sponsor of 

liberal reforms in the 1890s, introduced  the world's first legislatively mandated pension for older 

adults through his 1898 Old-Age Pensions Act (Ministry for Culture and Heritage, 2014). Seddon 

reportedly felt strongly about the ongoing welfare of miners from the West Coast in light of their 

contribution to the development of New Zealand economy and this supported his drive to ensure 

the State took some responsibility for  older adults unable to support themselves (The Royal 

Commission on Social Policy, 1988). New Zealand's Old-Age Pension Act reflected the nation's 

legislative and electoral arrangements of that time, which allowed bold policy-making by 
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politicians who knew the pain of poverty. Seddon is quoted as stating that his Old Age Pension 

Act would "... act as a measure which will redound to the credit of our colony and the Empire and 

which will be copied by the whole of the English speaking world" (Richards, 1993, p. 51).  

The introduction of the 1898 pension was vigorously debated in light of the perceived growth in 

numbers of relatively poor older adults. It consisted of a maximum amount of £18 a year for a 

single person and twice this amount for a couple (Preston, 2008). Receipt of the pension, 

however, was subject to vigorous means testing which required an income review and review of 

any assets. Additionally it required demonstration of other desirable characteristics to substantiate 

appropriateness such as evidence of good character (unavailable to criminals, drunkards and 

those who had abandoned their wives and families; Asians were excluded) and the ability to 

attend a public court session (Preston, 2008). These requirements, and the fact that only around 

a third of the over 65 years of age population were able to qualify, fueled the debate on pensions 

and catalyzed widespread discussion around alternatives such as compulsory social insurance, 

tax concessions for private provisions and universal pension access (Preston, 2008). While this 

legislation drew the New Zealand government into a welfare relationship with a proportion of 

those aged 65 and over, it also made provision for real poverty in the  older adult population to be 

avoided within a budget envelope which was manageable for the government (Saville-Smith, 

1993). Thus, with the enactment of this legislation, ageing had now attained a status of a public 

issue rather than merely a private trouble. 

In 1989, the introduction of “tax-funded, non-contributory old age pensions for those aged 65 

years in New Zealand” was seen as a bold decision internationally and this legislative leadership 

earned New Zealand a place in the history of the evolution of state based welfare (Thomson, 

1998, p. 146).  In a democracy, like that of New Zealand’s early colonist history, the functions of 

the State were, naturally, numerous and varied. Although the initial trends of legislation may have 

been termed 'progressive' or even socialistic, the institutions controlled by the Government were 

conducted mainly on the lines of those prevailing in the "mother country" - England.  

This alignment to the Westminster system of law was something of a reaction to the new 

country’s colonization; where, although most of the Westminster legal system was simply 

transferred directly into legislation in New Zealand, the Poor Laws from England which dated back 

the sixteenth century were not incorporated into the new country’s legal system (Preston, 2008). 
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In something of a colonial variant, New Zealand had introduced, in 1846, a law relating to 

destitute persons; namely the Destitute Persons Ordinance Act enacted by the non-elected 

Crown Colony government. This legislation differed from the English Poor Act (1601) in that rather 

than having local parishes assume responsibility for destitute people, including the aged, the 

responsibility for care of the destitute was to be assumed by the family of the individual. This Act 

and subsequent laws were amended at various stages with 1877, 1883, 1894, 1908, and 1910 

revisions. This Act also remained in force in New Zealand until it was repealed by the Domestic 

Proceedings Act 1968 (Thomson, 1998).   

While structurally, as well as from census to census, the number of people aged 65 or older had 

increased from 1900, at times this trend reversed due to fluctuations in fertility which appeared to 

reduce the peaks in older persons (Heenan, 1998). To stave off the potential for the government 

to subsidize aged people, further legislation was enacted in 1910 when the National Provident 

Fund was set up to encourage workers to save for their old age. Meanwhile the Finance Act of 

1915 encouraged individuals to contribute to private superannuation through tax concessions. In 

1916 concessions were extended to superannuation fund earnings and interestingly, in 1921, 

employer contributions qualified for tax rebates (Preston, 2008). Whilst still contentious and 

vigorously debated, the original Old Age Pension Act remained in place for four decades and by 

1936 pension levels had increased from the original level by 28 percent for the 5 percent of the 

population who were eligible (Heenan, 1998).  

2.5. Superannuation 

The thirties in New Zealand history were most memorable for being the years of the Great 

Depression which spanned the late 1920s until 1935. The Great Depression, which resulted from 

the stock market crash in the United States, had a worldwide impact and was characterized for 

thousands of New Zealanders by enormous stress, hunger and despair (Dorothy, 2001). 

However, the Depression years also were critical for the architecture and subsequent evolution of 

welfare state (Cheyne et al., 2008). The election of the first Labour Government was a turning 

point in New Zealand’s history in terms of the development of social policy. Under the leadership 

of Michael Joseph Savage this government initiated a shift away from the previous reliance on 

benevolence or charity for provision of health, housing and pensions to one of universal provision 
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in the enactment of the Social Security Act 1938 which came into effect in 1939 (Cheyne et al., 

2008; Oliver, 1988).   

The preemptive policy intent for this new Act was provision of a fully state funded, integrated and 

universally accessible National Health Service, which expanded various benefits and pensions 

such as those covering sickness, disability and invalidity (Gauld, 2009). This policy and 

subsequent legislation, however, was strongly opposed by the medical profession. The medical 

profession, with their unique capacity to influence both the health sector and government policy, 

vigorously opposed political initiatives for freely accessible health care for all. With this powerful 

medical opposition the vigor of the legislation was compromised and in 1941, resulted in the 

evolution of a “dual” system of public and private provision of health care in New Zealand 

subsidized through a series of arrangements known as the General Medical Services (GMS) 

benefits (Gauld, 2009; Parliamentary Library Research Paper, 2009). At the same time there was 

achievement of a move to formalize the New Zealand medical profession with the establishment 

of the British Medical Association of New Zealand in 1887. This organization was to go on to 

become a powerful lobby group and voice in New Zealand health policy and legislation (Gauld, 

2009).  

The main feature of the 1938 welfare scheme was the provision of universal eligibility to an 

enhanced, non-taxed but means tested pension called the Age Benefit (Saville-Smith, 1998). 

However, there was also downward pressure in terms of age of entitlement which saw the age of 

entitlement lowered from 65 years of age to 60 years of age and the pension was boosted to 30 

shillings a week or £78 a year (Preston, 2008). Pension rates had also risen by some 71 percent 

in a very short time span of four years; thus shifting older New Zealanders from a somewhat 

marginal situation experienced throughout the austere and stark Depression of the early 1930s to 

a very favourable economic position by contemporary standards at the end of the 1930s. 

At age 65 years those not entitled to the Age Benefit received a small universal superannuation 

payment of £10 a year, effective from 1940, along with the promise that this payment would 

gradually be increased to match the Age Benefit. However, it was not until 1960 that this point 

was actually reached. At its inception the new pension scheme was expensive, with more costs 

signaled through the universal superannuation promise. A new Social Security tax of 5 percent of 

earnings (one shilling in the pound) was introduced to cover the increased costs of pensions, 
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other social security payments and health services at this time. In practice, however, the taxation 

levy was insufficient, and much of the social security cost increases had to be funded from 

general revenues. Social policy underpinned by a strong welfare philosophy had come to stay. 

Alongside this, the cost of welfare began absorbing an ever growing share of the national tax 

dollar (The Royal Commission on Social Policy, 1988). 

2.6. Age, Pensions and the Post-War Baby Boom 

The 1938 Act placed eligible aged beneficiaries in a favourable economic situation. Even as late 

as 1947 the Age Benefit for a couple was equal to about 72 percent of the average ordinary time 

wage after tax, although notably this was subject to an income and asset test. Whilst this was an 

expensive social policy for the government to fund, there was little debate about the need for 

ongoing support for older people. Saville-Smith (1998) suggested this support was essential and 

related directly to the “relatively low dependency ratio” (i.e. the ratio of adults in the workforce to 

adults and children outside the workforce (p. 86). This dependency ratio is suggested as having 

been due to the relatively short life expectancy of those over 65 years at that time.  

Changes in attitudes in the 1950s were indicative of broader shifts in New Zealand society. 

Various welfare reforms and economic improvements occurred in New Zealand and these, 

coupled with the impact of global youth culture and social upheaval, created new opportunities 

and challenges for New Zealand. The expectations and frustrations that resulted were to be 

influential beyond the fifties. In the 1950s New Zealand had one of the highest standards of living 

in the world, according to Mitchell (2002).  

The nuclear family unit was the most important aspect of society post the Second World War. 

This unit was the vortex of New Zealand society. In classical terms the family unit resembled 

pater familias on a small scale where male dominated families included parents, children and the 

extended family of which older adults were firmly fixed as a generational extension of the nuclear 

unit. According to this societal context, this was a period which was underpinned by public policy 

on employment, education and housing as well as welfare benefits (Cook, 2009).  

There are marked differences between current existing age cohorts within New Zealand society 

and those of antecedent epochs (Jorgensen, 2006b). Jorgensen pointed out that there are four 

critical generational cohorts each of approximately 20 year periods within New Zealand society at 
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this time. These are the “silent generation” born pre-World War 2; the “baby boomers” – born 

1945 to 1964; “Generation X” born between 1965 and 1981 and finally “Generation Y” born 1982 

to 1995”. The impact of these generations is most apparent through their demands and 

requirements for health care and specifically for aged care. The “silent generation” cohort was 

driven by hard work, a sense of duty, sacrifice and the nuclear family. This cohort embodied 

respect for authority and conceded much power to the medical model of health; willingly accepting 

that the doctor would know best. It is this group that is currently the recipient of care in aged 

residential care facilities and retirement villages.   

The number of people in New Zealand over the age of 65 years has more than doubled since 

1951 to reach almost half a million or 12.3 percent of the population in 2006. The 2006 census 

also noted that there were 531 people in New Zealand over 100 on census night and around 75 

percent of these centenarians were female (Statistics New Zealand, 2007). In the 2013 census, 

the number of people aged 65 years and over shows continued increase; there were 607,032 

people in this age group making up 14.3 percent of the population – an increase of this population 

group from the 2006 census of 12.3 percent (Statistics New Zealand, 2014). These data, showing 

the growing number of older people, has fueled political debate about the financial impact of the 

predicted explosion of older citizens on the New Zealand economy by 2030 (Creedy & Ball, 

2013). In turn, this has enhanced increasing political dialogue regarding the prospect for personal 

accountability and responsibility for support and care for older adults over time (Dyson, 2004; 

Grant Thornton Report, 2010; Ministry of Health, 2004, 2006). The Grant Thornton Report (2010) 

suggested specifically that “the ageing of the New Zealand population presents well known 

challenges to the Crown, providers of services to older adults and, ultimately to society as a 

whole” (p.5).  

The key finding within the publication of the Grant Thornton Report on Aged Care, was largely a 

requirement for further investment and support to aged care providers across New Zealand. This 

finding occurred within a landscape of national and international political and economic anxiety 

related to the growing expectations for Vote Health spend on age related care. In response Health 

Minister the Honorable Tony Ryall, quoted a report from Science magazine arguing that the rising 

life expectancy and improved health has translated into the population ageing more slowly thus 

reducing the potential “burden” of an ageing population (Ryall, 2010). Minister Ryall concluded in 

his speech to the New Zealand Aged Care Association that “The old are not so old anymore” 
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(Ryall, 2010, p. 1). One could deduce from Minister Ryall’s comment here that the notion of the 

population ageing more slowly supports a discourse of economic rationalism which is attractive to 

politicians as a key strategy for managing the predicted explosion in older adults requiring care 

into the future. Such a strategy would underpin societal encouragement programmes for self-

management and personal responsibility for health outcomes. The polar opposite of this, of 

course, is that those who contract naturally occurring disease states; for example cancer, 

diabetes and some cases of heart disease due to their genetic endowment, may be blamed or 

marginalized within the wider society of New Zealand without reasonable cause.  

2.7. A Political History of Aged Care 

Changes in the delivery of care to older adults have evolved over the past 100 years in New 

Zealand. Institutional support for aged people requiring care in early New Zealand rested either 

with families or charitable organizations as discussed above. Between 1908 and 1948, if older 

adults resident in care homes became acutely unwell and charitable organisations could no 

longer cope, larger public hospitals assumed major responsibility (Jefferys, 1991). During the 

1950s religious and welfare organizations invested their funds in building considerable numbers 

of aged residential care institutions for older people taking some of the pressure off the public 

system (Koopman-Boyden, 1993). This situation continued largely unchanged In New Zealand 

prior to the 1970s (Jorgensen, 2006).  

The State’s political discourse related to ageing in the 1970s was one heavily aligned to the 

medicalisation of age within a discursive framework which stratified ageing people as primarily 

embodied in a decremental disease state. Over the course of the 19th and 20th century’s, 

advances in the biological and medical sciences had led to an increased dependence on 

medicine for matters concerning ageing and maximizing life span through new technologies, and 

minimized traditional beliefs about the life-death course (Conrad, 1998). Medical terminology and 

intervention relating to age grew considerably over the 18th to 20th century’s and specifically the 

growth in nomenclature identifying diseases and death related to age in the second half of the 

20th century (McCallum, 1997). Medical discourse as the dominant social and authoritative 

paradigm had a significant impact on the institutionalization of older adults in care homes through 

the social construction of ageing as frail, diseased or a state of decline; and subsequently resulted 

in a “relatively large proportion of older New Zealanders being systematically excluded from social 
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and economic life by institutionalizing them in rest homes” (Koopman-Boyden & Waldegrave, 

2009, p. 76).  Indeed, whilst early care homes were motivated and developed by secular 

organizations and charities, aged care now became a problem of the state and older adults’ 

choices now needed to be made within the constraints of the State.  

In 1970 around 6.2 percent of the aged population was in rest home care but, as noted in the 

Grant Thornton Report (2010), this proportion had decreased to 5.9 percent between 1996 and 

2006. However, even at this lower level it “remained higher than most other OECD countries” 

(Grant Thornton Report, 2010, p. 86). Interestingly, within the written submissions to the Royal 

Commission on Social Policy in 1988, 18 percent of the submissions from the general public 

contained comments about "unfair treatment of the elderly with many being pleas for increased 

financial assistance" (The Royal Commission on Social Policy, 1988, p. 357). This time in New 

Zealand's history was a period of socio-economic development in which the free market and the 

welfare state evidenced an uneasy co-existence (Ng & McCreanor, 1999). While at policy level 

connections between housing, social policy and ageing were slow to evolve in the latter part of 

the 20th century, the post war housing boom and "quarter acre" culture of New Zealand supported 

many older adults to own their own homes in suburbia into retirement. Living on New Zealand 

superannuation without any additional income, however, was living on the edge of poverty and in 

the face of increasing costs of living, physical limitations and widowhood/widower-hood, many 

older adults turned to supported accommodation of residential care facilities (Kendig & Gardner, 

1997). As suggested by Hayman et al. (2012) housing conditions influence both the physical 

condition of older adults and their psychological wellbeing, and inadequate housing raises the 

possibility of poor health, disease and injury. According to Hugman (1994) similar claims have 

been made by older people in Europe who live in compromised housing and accommodation due 

to their relatively poor financial situation. In the face of this situation, however, most older adults 

would prefer to remain in their own homes with the ability of social services or care to be delivered 

in their own home (Cheek et al., 2006; Kendig & Gardner, 1997). Thus the discourse of ageing as 

a public or social issue, to be managed expediently, occurred not at the hands of the 

disadvantaged group themselves but essentially from the hands of those sections of society on 

which these people were likely to rely on for care; that is, the dominant rather than an oppositional 

discourse (Gibson, 1998).  
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Within aged residential care historically (and in their contemporary forms) significant elements of 

living arrangements mirror institutionalised living such as separation from the wider community (in 

stylized buildings or gated communities), limitations for individual agency, concentration of all 

critical elements of one's life in one place and control by staff regarding the use of time and space 

by residents (Hugman, 1999; Petriwskyj, Gibson, & Webby, 2014; Reed, Cook, Sullivan, & 

Burridge, 2003a). Aged residential care facilities within the New Zealand context have formerly 

been known as "nursing homes", "old people's homes" and "rest homes" with common criteria of 

sharing one's life with individuals whom one might normally not have chosen to live with. Cheek et 

al. (2006) found, in their study of older adults transitioning into residential aged care facilities from 

retirement village living, that residential aged care is viewed very negatively by older adults and 

their families with the prospect of this suggested as being "one of the most pervasive sources of 

anxiety marking later life" (Biedenham & Normoyle, 1991, p. 107). 

Significant health reform occurred in New Zealand in the 1990s following on from the period of 

monetarist economic developments initiated in the 1980s. In the period from 1984, a more fiscally 

responsive economy was being developed where successive governments sought to "balance the 

books" of the state in order to ensure that citizens lived within their means and thus reduce state 

expenditure (Barnett & Jacobs, 2000). The Lange led Labour government of the late 1980s began 

the major restructuring of the health sector and this was subsequently picked up by the National 

government in 1990. In what has become known as the Green and White Paper (Upton, 1991c), 

proposals to introduce competition into the health sector and increased privatisation were made. 

There was little health sector consultation associated with the presentation of this document due 

to government at that time perceiving the health community to have significant vested interests. 

Subsequently government, through the Green and White paper, made it clear that both health 

institutions and health professionals (including doctors) “were part of the overall resistance to 

change” in the sector (Upton, 1991c, p. 10).  

Central to the health reforms of this time was the need to manage expenditure. A National 

Advisory Committee on Core Health Services was established to rank health services and advise 

the Minister on which “core health services would be retained” and which would no longer be 

offered (Parliamentary Library Research Paper, 2009, p. 10). Surreptitiously, in the early 1990s, 

public Health Boards extracted themselves from the provision of aged residential care seeing this 

as non-core business (Upton, 1991c). This provided an opening for the enhanced development of 
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private aged residential care as the government sought to drive efficiency into the health sector 

(Barnett & Jacobs, 2000; Gibbs, Fraser, & Scott, 1988). Thus government policy, which had 

formerly evidenced a significant commitment to the welfare of older adults, now required that they 

became more self-sufficient. As noted by Ng and McCreanor (1999), this political shift echoed 

what Foucault would have argued was a discursive battle for ideological control as the State, 

private providers, welfare providers, secular providers and public health care providers, as well as 

citizens, "contested the issues in the media, in Parliament and in everyday discourse" (p. 474). 

In 2001 the Minister for Senior Citizens, the Right Honorable Lianne Dalziel, created a Positive 

Ageing Strategy for New Zealand with a goal of ensuring New Zealand society is a place where 

individuals can age positively. This document established a set of principles as a framework for 

integrating policies and programmes across the government sector. Following this, in 2002, the 

then Associate Minister of Health, Ruth Dyson posited a new approach to the delivery of health 

services for older people and initiated the Health of Older People Strategy (Dyson, 2002). This 

document provided a “blueprint” for the care and management of older citizens through until 2010. 

However, whilst legislation is informed by values held by politicians, parties and the communities 

of the day, multiple governments have subsequently tinkered with legislation around health of the 

older adult without boldly managing effective change over recent years (Gauld, 2009). 

2.8. Contemporary Aged Care Provision 

Currently the State supports the majority of aged residential care at around 64 percent of the total 

utilization through a funding envelope of $985 million dollars of $15 billion dollar Vote Health 

expenditure deployed by government annually (Ryall & Goohew, 2014). While projections about 

future costs of health, and in particular aged related direct costs, is challenging, there is optimism 

that health care inflation will keep pace with CPI inflation (Von Lanthen, 2004). In 2004 the 

average 90 year old male in New Zealand utilized approximately $16,000 worth of care compared 

to the average 30 year old male who received around $900 worth of care (Bryant et al., 2004). 

Ten years on, these figures are likely to have changed significantly with the evolution of enhanced 

technologies for age rescue, including increased polypharmacy prescribed for older adults (BPAC 

New Zealand, 2012). However, despite the significant investment by the state in residential aged 

care, substantial uncertainty surrounds the issue of the relationship between aged residential 

costs and quality of care (Kedgley & Laban, 2010; Hicks, Rantz, Petroski & Mukamel, 2004).  
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2.9. Access to Residential Aged Care in New Zealand 

Currently in New Zealand, eligibility for publicly funded residential aged care requires the 

individual person to have a needs assessment to determine his or her current health status, their 

requirements and the level of care to meet identified needs. Completion of this needs assessment 

may determine that the person is able to receive services in the community or in a supported 

living environment, and that residential care is not required to meet their current health or safety 

needs. A referral for assessment is made to the Needs Assessment Coordination Service (NASC) 

from a general practitioner, a family member or the individual older adult themselves. The process 

of assessment involves gathering information using the structured assessment tool InterRai to 

establish: 

 whether or not the person has a condition that can be reversed; 

 whether or not the person can be safely supported in the community; OR 

 if the person needs long-term residential care indefinitely, what level of care is required – in a 
rest home or a continuing-care hospital 

 (Ministry of Health, 2011b). 

NASC services then advise the older adult and family about eligibility for government funded 

services and whether the individual older adult will qualify for these services. Any help obtained 

from natural supports (e.g. family members living with the individual) will be taken into account 

when needs are being considered. Some individuals are not eligible for District Health Board 

(government) funded services as this is asset tested with the current threshold for support set at 

NZD$218,423 or below. If an individual has assets valued above the threshold of NZD$218,423 

they are not eligible for District Health Board funded services and must meet the cost of these 

services personally (Ministry of Health, 2011b). Those in high-level care and who would otherwise 

pay privately (because their assets are higher than the threshold) are entitled to receive a top-up 

subsidy for costs that exceed an amount known as the maximum contribution (Broad et al., 2014). 
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2.10. Contemporary Residential Aged Care in New 

Zealand 

As a subset of ageing, “aged residential care” (not including retirement villages) in the 

contemporary privatised commercial environment is a practice of modern marketed lifestyle and 

consumer services to older adults by for profit organizations. Market segmentation of the 

residential aged care sector is a relatively new phenomena evolving over the past 25 years in 

New Zealand. The historical concept of "aged care" formerly had a discursive meaning that was 

generally subsumed into a range of institutional forms including charitable, private or public 

'nursing homes', 'rest homes', 'old people's home', 'hospitals' and other forms of services for the 

care of older adults (Hugman, 1999). More recent market segmentation of the various services for 

older adults in contemporary society such as aged residential care, retirement village living, 

private home based care products have colonized the discourse of 'aged care' in terms of the 

language of business, efficiency, and consumer acceptability (Fairclough, 1992 a; Simpson & 

Cheney, 2007). This commercialisation and packaging of aged residential care, constructs and 

identifies consumers of residential aged care on a market based model as suggested by Simpson 

and Cheney (2007), who stated "Gone are the 'patients' and 'inmates' of hospitals and rest homes 

(nursing homes), to be replaced with 'independent and active clients" (p. 192). Commercialized 

and marketed residential aged care is dominated by a vocabulary of care services such as health 

benefit(s), enriched lifestyle and safety and security in a subtle but distinctive discursive 

framework (Gilleard & Higgs, 2000; Walker, 2005). This marketized discourse of contemporary 

aged care includes options which exploit consumerism for older adults and is predicated on the 

assumptions of an aged stereotype. When the marketized discourse is colonized with medical 

discourse the suggestion is that increasing age will require care of a specialist nature that can be 

provided in semi-institutional or institutional organizations (Hugman, 1999). Such a “lifestyle” 

choice is seductively persuasive when legitimized by the functionalist gerontological paradigm in 

which the cohort of perceived homogenous older people become mere pawns in what is assumed 

to be the inevitable biological and social deterioration processes associated with increasing age 

(Walker, 2005). 

Currently many private developers and investors perceive high level profitability through the 

narrative of contemporary residential aged care. In a recent business opinion piece regarding a 
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new player in the aged residential care market, Hunter (2014b) noted that "In the last five years 

Ryman shares have risen about 300 percent, Metlife about 80 percent, while Summerset which 

listed in 2011, has gained about 90 percent in the last three years" (p. D11). By supplanting the 

traditional forms of “care” with cost effective “service” models delivered precisely and in 

prescriptive time to old age consumers, high levels of profitability are achieved for these private 

providers. Hunter went on to state that, "Despite the demanding nature of the work, aged care 

staff tend to be paid a low hourly rate" (Hunter, 2014b, p. D11). Low hourly rates are seen to be 

shoring up the profitability of private providers of aged residential care and impacting on the 

quality of care delivered to older adults within such facilities "...who deserve to have sufficient 

care to meet their needs" Vicky Mee, President of the New Zealand Federation of Business and 

Professional Women (BPF NZ) quoted in Greypower Magazine (2014, p. 21). Baars (2005) 

suggested that whilst a service based model of care may be suitable for older consumers of short 

term pit stop or respite maintenance and repair care, this model is not appropriate for long term 

care or residential aged care. According to the Grant Thornton Report (2010) around two thirds of 

aged residential care facilities are owned by for profit organizations within New Zealand. This is a 

contrast to Australia where not for profit organizations remain the largest provider of care to older 

adults  (Kendig & Gardner, 1997).  

Many of the aged residential care facilities are now owned by multinational companies. In her 

report on substandard quality in residential aged care, Wilson (2009) reported that at that time 58 

aged care homes were owned by Oceania Care Group (Macquarie Bank, Australia); 45 care 

homes were owned by BUPA (UK); 22 homes owned by Radius Residential Care (Kuwait 

Finance House); 21 owned by Ryman Healthcare (Garland Management, Canada and Ngai Tahu 

Holdings); 17 homes owned by Metlifecare (JP Morgan Nominees, FKP & Macquarie Investment 

Holdings – Australia); 16 facilities were owned by Ultimate Care Group (Investors from China); 

and 12 for Somerset Group. In contrast, Presbyterian Support, the Selwyn Foundation and 

Christian Healthcare Trust owned 49 residential aged care facilities amongst them at that time.  

Advertising and marketing of their "product" by the "for profit" aged care providers evidences high 

level specialist consumer strategies which target older adults and their families through 

discourses of consumerism and marketed lifestyles for the aged coupled. Specifically these 

discourses contain emancipatory promises of modern “home” like ageing to attract aged people to 

purchase residential aged care beds (McHugh, 2003). As noted by Kedgley and Laban (2010), 
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the Grant Thornton Report (2010) stated that the “average operating cost per resident per day is 

$78.70 and yet the government subsidy is $109 per resident per day” thus generating significant 

income in the “for profit” sector of aged residential care (p. 44). This revenue demand has driven 

down the costs of staffing, food and put in place “additional charges” above the subsidy for 

“superior” accommodation to residents; for example, rooms with ensuites or view of a garden.  

Questions have been raised by politicians and the public as to the level of care currently provided 

in aged residential care facilities. It is suggested that older people are resident in long term 

residential aged care because of their co-morbidities, dependency and vulnerability (Cheek et al., 

2006; Smith, Kerse, & Parsons, 2005). However, quality of care is largely dependent on untrained 

care assistants of whom fewer than 25 percent of these workers have vocational qualifications. 

Caring for  older adults is understood to be a relatively low skilled, low paid and low status 

vocation (Badkar, Callister, & Didham, 2009). Disturbingly the number of caregivers and 

Registered Nurses is so low in aged residential care, residents are not being mobilized regularly 

so lose their mobility, are not being toileted regularly so lose their ability to remain continent and 

increase the risk of infection, and are being left in front of television all day and rushed to 

complete meals (Kedgley & Laban, 2010). In one submission to Kedgley and Laban's 

investigation, it was noted that “human beings [are being] “warehoused” often in wretched misery 

because they have in effect been dumped in these warehoused boxes – where they sit depressed 

and lonely in a void of solitary meaninglessness … [it’s] people farming for a profit” (p. 43). Aged 

Concern in their submission to Kedgley and Laban’s report stated that rest home proprietors had 

a duty to ensure that the pursuit of profit did not force managers of aged care facilities to deprive 

residents of material essentials since to do so would amount to elder abuse.  

The “goodness of fit” between older adults needs and the resources and requirements imposed 

by their environment are critical to optimal care outcomes (Hays, 2002; Young, 2011). Meanwhile 

it is worthy to recall Winston Churchill’s wise word in his research into Housing Standards where 

he stated that “we give shape to our buildings and they in turn shape us” (Howden-Chapman, 

2004, p. 64). Providing aged care beds for those in need is one thing, using them appropriately is 

quite another. In 2009, there were some 392 complaints to the New Zealand Health and Disability 

Commissioner regarding the quality of aged care, including the case of a patient who had her 

mouth taped by staff (Office of the Health and Disability Commissioner, 2009); another aged care 

resident who had not received a shower for a year; and a case where an 88 year old man lost 8 
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kg in weight in just 10 days whilst in residential aged care. These situations were subsequently 

discussed by the Acting Health and Disability Commissioner (2010) who stated that “issues 

essentially fall into the following categories: lack of appropriate knowledge and experience in 

specialist areas … communication, wound care, falls and fractures, nutrition and fluid 

management, medication, end-of-life care and a lack of coordination of care” (p 35). 

The experience of residential aged care can often be a battleground of opposing ideologies 

between the provider establishment and those older adults who live in residential aged care 

(Hugman, 1999). Conflicting ideals about what constitutes "home" is contrary to the organizational 

requirements for staffing such as the economic use of kitchen, laundry or activities personnel 

(Gibson, 1998; Hugman, 1994; Willcocks, Pearce, & Kellaher, 1987). Thus the institutionalization 

of older adults is very much regimented and organised along "best for business" requirements 

rather than the requirements of the individual aged person. Noting the continued problem of 

alienation of older adults living in residential aged care, and the aspiration of many owners to 

integrate their facilities into communities, Willcocks, Pearce and Kellaher (1987) found that 

effective links remain elusive and that these facilities remain "in" the community but are not "of" 

the community (p. 2). 

In the contemporary research literature on aged care, as interpreted through a critical theory CDA 

lens, it is notable that much of the work to date has addressed concerns with the social 

construction of ageing from its potential to exclude individuals from the mainstream of western 

society on the basis of poverty, the determinants (and management) of illness, disability, social 

acceptability (consumerism) and fear (Andrews, 1999; Baars, 1991, ; Lui, Warburton, Winterton, & 

Bartlett, 2012; Tulle-Winton, 1999). These works have problematized the dominant cultural and 

social construction of ageing and aged care within a socio-political framework based on 

discourses of power. The pervasive societal view of the homogeneity of older adults (Hugman, 

1999) and the technology of aged residential care discourses reduce older adults to their 

chronological years and categorize these individuals as frail, helpless, incapable, dependent, an 

economic drain on society - a 'burden' (Borowski, Encel, & Ozanne, 1997). Political and economic 

narratives flowing from these discursive constructions of older adults subsequently manifest in 

governance policies for this demographic; thereby creating further power/knowledge relationships 

which prevail in our wider society related to management and the marginalization of older adults 

(Borowski et al., 1997; Lumme-Sandt, 2011; Wilinska & Cedersund, 2010).  
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Supporting a discourse relating to homogeneity of older adults is sensationalist media published 

demographic information using terms such as the "grey tsunami" or "silver tsunami" to echo fear 

about the impending societal wave of dependency predicted for this cohort into the future (Bartels 

& Naslund, 2013; Minkler, 1989; Schumpeter, 2010). This discourse illustrates the assumption of 

the growing numbers of older adults living to advanced age who may require assistance as a 

societal burden (Borowski et al., 1997), variously suggesting rationing of services as New Zealand 

attempts to cope economically with an increased older cohort (Katz, 1992; Kedgely & Laban, 

2010; Koopman-Boyden & Waldegrave, 2009; Upton, 1991c).  

In relation to the research question within this study, examining the critical discourses influencing 

older adults entering institutional retirement living arrangements in New Zealand, only one specific 

New Zealand study was located that is directly relevant to the CDA aspect of this research 

question and older adults. Ng and McCreanor (1999) studied patterns of discourse about 'elderly 

people' [sic] in New Zealand using submissions made to the Royal Commission on Social Policy 

in 1986. From their discourse analysis three key discourse patterns emerged from submittants to 

this Commission in relation to older adults namely, "society's obligation to senior citizens, anti-

ageism, and old age as a positive resource" (Ng & McCreanor, 1999, p. 477). Recognition of 

individuals’ previous contribution to New Zealand's economy was captured in the rhetoric of many 

submissions received by the Commission. The researchers found anticipation of credit for 

contributions made by older adults embedded in words such as "should" and "must" in relation to 

expectations for a fair and just society in terms of housing, health and financial support for older 

people (Ng & McCreanor, 1999, p. 485).  

Multiple and complex factors related to the influences for older adults entry into residential aged 

care emerged from a more recent New Zealand study by Jorgensen (2006a). Using a longitudinal, 

mixed methods approach, as a sub study of a larger New Zealand research project called Older 

People Entering Residential Accommodation (OPERA), Jorgensen's study was based on in-depth 

interviews with a sub-sample of 131 people from the Assessment of Services Promoting 

Independence and Recovery in Elders (ASPIRE) study (Parsons et al., 2012). Jorgensen's 

findings indicated that family, medicine, high dependence scores on an activities of daily living 

instrument, distant family members and being at home for long periods alone were some aspects 

which were likely to enhance transition into residential aged care (Jorgensen, 2006a). Building 

further on the earlier 2006 research, Jorgensen, Arksey, Parsons, Senior and Thomas (2009) 
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conducted a longitudinal study looking at determinants of why older adults choose to enter 

residential aged care rather than remaining at home, and attempted to understand who makes the 

decision to enter residential aged care. The study invited wide participation from older adults, 

caregivers and health professionals to have input into the causal influences and satisfaction with 

the decision for permanent residence in aged residential care. Striking findings from this study 

showed that “70 percent of older adults regretted the decision to relocate into residential aged 

care” and that in the view of older adults, doctors were more likely to make the decision for entry 

of an older adult into residential aged care; while in contrast family members believed that they 

had taken this decision (Jorgensen et al., 2009, p. 200).  

Taking a specific view of frailty, as an influential predictor for entry into residential aged care, 

Heppenstall, Keeling, Hanger and Wilkinson (2014) adopted a qualitative approach to enhance 

the quantitative model from their previous studies which had been able to predict only 40 percent 

of residential care admission (Heppenstall, Hanger, & Wilkinson, 2009; Heppenstall, Wilkinson, 

Hanger, Keeling, & Pearson, 2011). Acknowledging the complexity of residential care decision 

making these researchers found that older adult resignation regarding the inevitability (of 

admission to residential aged care), loneliness, carer stress or burden and physical health 

contributed to the decision to enter aged residential care (Heppenstall et al., 2014, p. 12). The 

psychological implications of moving from independent to dependent care was the subject of a 

further study located in Australia in which Cheek et al. (2006) looked at the transition of older 

adults from aged care "retirement village" life into residential aged care (rest home or hospital 

level care). Of particular importance, emerging from this study was the finding that influential 

factors contributing to a move from retirement villages into residential aged care included previous 

health related crises; the creation of doubt in the older person's mind at being able to cope within 

the current living environment; altered (enhanced) care needs; a desire to retain independence 

(perceived loss of independence in aged residential care); navigating the system; availability of a 

place and the desirability of the residential aged care facility. This notion of “created doubt”, 

emanated from both family and doctors (Cheek et al., 2006, p. 12).    

2.11. The Geography of 'Home' 

The social construct of ageing is associated with the physical self and the “emplaced” self (Laws, 

1996b). To a large extent, our identities are also embodied in our “place” in the world be it our 
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home, neighborhood, community or nation (McHugh, 2000, 2003a; Wodak & Meyer, 2009b). 

Tulle-Winton (1999) problematizes the organisation of services for older adults by describing how 

this contributes to the construction of the discourse of ageism in terms of helplessness, frailty and 

ageing-as-deterioration, leading to the requirement for residential aged care. The concept of 

home is important because of its central role in everyday life, coupled with its rich social, cultural 

and historical significance. Home in this sense is not just as a concrete word but as an abstract 

signifier of a very broad set of associations and meanings (Manzo, 2003; Moore, 2000). The 

notion of 'home' may be conceptualized as having three core dimensions: the physical relating to 

objects, spaces and boundaries; the social, which involves other people, relationships and 

interactions; and the metaphysical, which relates to the meaning and significance attributed by 

individuals to their home (Willcocks et al., 1987). Unsurprisingly the psychological implications of 

the perceived loss by an elder of the social aspects of "home" include their valued memories, 

disruption of social networks and personal coping within a new environment (Dwyer, 2005; 

Jungers, 2010). Transition from home for an older adult is a critical and meaningful lived 

experience given this space is acknowledged as "fundamental to our sense of being" (van Manen, 

1997, p. 102).   

Noting the paradox in the use of the term home in relation to aged residential care, Hugman 

(1999) suggested that literal comparison between a building designed to house a large number of 

older adults in a society where homes are normatively for nuclear families is a strategy used by 

institutions to cover over the fact that the people within these institutions are “different” (p. 198). 

Most current residential aged care architecture is designed and built around staffing needs to 

accomplish responsibilities and tasks rather than optimizing residents quality of life and enhancing 

privacy (Miller, Booth, & Mor, 2008); and aims to create a surrogate family setting or home with an 

artificial grouping of people with whom one might not have chosen to live, which must be deemed 

absurd (Hugman, 1999; Willcocks et al., 1987).  

There is a high potential for marginalization of older people within a “residential care” environment 

where, as mentioned earlier, they are caught between two worlds i.e., their former “home and 

living” and the new organization and culture where the older adult may not be fully part of either. 

Such a disjuncture is in keeping with Park’s (1950) concept of marginality where individuals are 

“caught between two social groups” and experience high levels of unease and distress (Park, 

1950, p. 370).  
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The association between the political and social construction of the older adult body and power is 

clearly seen through the engagement of politicians and policy makers in processes to enhance 

the privatisation of services. This is visibly demonstrated by the significant growth in aged care 

facilities over the past 30 years in New Zealand (Ryall, 2014a). This agenda for cost shifting from 

Government to older private citizens and their families has seen an increasing emphasis on 

individual responsibility for personal health management and care for older adults (Miller et al., 

2008; Simpson & Cheney, 2007).   

Long term residential care facilities are recognized as being institutional places of residence 

where a large number of older adults (together) lead an enclosed, formally administered way of 

life (Jorgensen et al., 2009; Wiersema & Dupius, 2010). In such settings the notion of complete 

surrender is suggestive of Foucault's (1977) notion of docile bodies where control and power over 

older adults is achieved through actions of discipline and control of behaviours and compliance 

with regimes. Foucault asserted that discipline and regimes that fix individuals in time and space 

is a technology of power which in the situation of older adults translates into aged individuals 

being managed as objects by staff essentially silencing the individual self and creating 

marginalization and domination (Foucault, 1977; Hugman, 1999).  

The voice of frail older people is a very quiet one; to the extent that this vulnerable group is often 

not heard at all (Bowers et al., 2009). In terms of long-term residential aged care policy, as well as 

in service delivery, the voices of older people with high support needs are so quiet that they are 

practically silent or indistinguishable from the people who speak on their behalf; for example, 

professionals, relatives, policy makers and politicians (Bowers et al., 2009). It seems reasonable 

from this assertion to assume that if an older adult has no voice then there is little hope of exerting 

personal agency or control over support or their life.  

There is a significant gap in the contemporary literature regarding the discursive influences on 

older adults entering aged residential care in New Zealand. Whilst the initial OPERA study 

undertaken by Jorgenson (2007) and the extension of this research in 2009 (Jorgensen et al., 

2009), sought the views and experiences of older people, caregivers and health professionals to 

identify a number of key factors for residential care entry, this research did not examine the wider 

societal discourses at play in persuading older adults to take up this life choice. A valuable insight 

into patterns of discourse relating to older adults in New Zealand undertaken by Ng and 
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McCreanor (1999) some 25 years ago identified three key discursive patterns namely old age as 

a positive resource, the paradox of the anti-ageism/ageism dichotomy and a firm expectation of 

the discharge of societal obligations to older adults. Since this current research commenced, the 

issues of an ageing population in New Zealand society have become even more prominent and 

have attracted strategies of urgency economically and politically. Two key politically driven 

strategies for older adults gaining momentum nationally are the promotion of active ageing (Office 

for Senior Citizens, 2015) and the newer notion of advance care planning (Ministry of Health, 

2011a).  

It is anticipated that in undertaking a contemporary CDA of the influences on older adults entry 

into residential aged care it will be possible to make visible those language and semiotic 

discourse structures occurring within modern society emanating from government policy makers, 

from experts such as health professionals and from the powerful advertising media to answer the 

research question of this study: "What are the critical discourses influencing older adults entering 

institutional retirement living arrangements in New Zealand?". 

2.12. Summary 

This literature review has adopted a broad approach to examine the evolution of residential aged 

care within New Zealand. Starting from a historical perspective through to current times it has 

examined the political, social and bio-physiological structures underpinning the evolution of 

residential aged care. In doing so it has problematised the dominant cultural and social 

construction of ageing behind the contemporary discourse of residential aged care and linking this 

to current discursive frameworks.  

Three key themes have emerged from this literature review. Embedded in each theme are a 

range of discourses that shape, define, construct and influence older adults and their choices 

regarding institutional living in later life. These three themes are as follows: 

Theme 1. The Birth of a Problem and the Historical Dimension 

Aged care in New Zealand and the political changes over the past 100 plus years have 

significantly influenced the discursive framework related to current residential aged care. 

Residential aged care is governed and rationalized by the New Zealand government, private 
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provider (commercial business) organizations, relatives and caregivers through power relations 

and moral and ethical choices. Frail older adults are also governed by others in residential aged 

care where their bodies are given over to “care” in a framework of surveillance and power 

rendering them silent, docile and powerless. Political changes and the evolution of contemporary 

New Zealand society have created the modernized ideological construction of residential aged 

care which has become normalized and expected as an outcome for older adults. Making this 

visible will challenge this discursive framework and the powerful underpinning hegemony and, in 

doing so, illuminate the potential for change. 

Theme 2. Epidemiology and Medical Dimensions 

Sophisticated metrics and political discursive frameworks have impacted on the dependencies, 

choices and rights of older individuals to ongoing care, particularly as they age. Medicalization of 

ageing and the underpinning ideology and pedagogy of medicine have significantly influenced the 

societal discourses and “truth” related to health, ageing and aged care (Cheek & Porter, 1997). In 

their study on why older people in New Zealand enter residential aged care rather than remaining 

at home and who makes that decision Jorgensen et al. (2009) found that in the opinion of older 

adults, doctors most frequently made the decision for their entry into residential aged care.  

Theme 3. Commercial Interest Dimensions 

The political discourse related to health policy and divestment of non-core health activity opened 

a space for commercialization of aged care. This commercialization and profit motive have 

shaped contemporary New Zealand aged residential care, silencing dissident voices through 

powerful networks of influence and ideological control of the various interested parties (the 

government and private providers) (Ng & McCreanor, 1999). Just as social phenomena are 

linguistic and text based, they may also be semiotic, providing visual representation and images 

to make messaging more salient. In a world that embraces neoliberal economics in the form of 

commercial free trade and competition, in tandem with a reduced role for government providing 

social services, residential aged care is one social domain being increasingly colonized by 

advertising media (Simpson & Cheney, 2007). Fairclough (1989) suggested that within media and 

advertising discourse there is hidden power and it is the capacity of capitalist society and other 

power brokers to exercise such power through systematic media and advertising activities which 

position individual identity and agency within society (Fairclough, 1989, 1992/1992, 1992 a). The 
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power of media and advertising as an influential and persuasive force within society has redrawn 

the boundaries for contemporary aged care (Simpson & Cheney, 2007). However, within this 

proliferation of marketing of aged residential care services there remains ambiguity as to who 

such marketing is aimed at – who is the customer? Is this the older adult or the family of the older 

adult? On the one hand, older adults are constructed in media advertising as actively participating 

in decisions about their future living arrangements. On the other hand older adults are also 

constructed as passive and requiring assistance in determining their needs into the future 

(Fairclough, 1992 a). It would appear that there is an asymmetry of power which acts to silence 

the voice of older adults through a discursive framework which naturalizes the congregation, 

segregation and potential marginalization of older adults within the confines of residential aged 

care in contemporary New Zealand society.  

These three dimensions have come together to support the question this research addresses 

namely:    

"What are the critical discourses influencing older adults entering institutional retirement living 

arrangements in New Zealand?"  

In order to undertake this research it has been critical that the plan of action or research strategy 

developed sits within a specific paradigmatic framework that is congruent with the epistemic 

assumptions, values and practices of that framework. Assimilating these assumptions, values and 

practices into the research process informs the research approach and, in turn, guides the 

methodology used to provide the outcome. This study thus closely examines those critical 

discourses and power relations that inform peoples’ decisions to move into aged care within New 

Zealand at this time.  
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3. CHAPTER THREE - METHODOLOGY 

Men (sic) make their own history, but not of their own free will: not under 
circumstances they themselves have chosen but under given and inherited circumstances 
with which they are directly confronted.  

Marx, 1973 (Wisman, 2013) 

3.1. Introduction 

The purpose of this chapter is to describe the research methodology and how it has shaped this 

study. The goal is to explicitly articulate the philosophical underpinnings that have guided the 

design of this research; and to position concern for the voice of older adults in order to answer the 

research question concerning the discursive influences on older adults in their decisions to enter 

institutional retirement living arrangements. The chapter concludes with explanation of the 

reflexive perspective which situates my position within the context of this research study. 

The focus of this study is to illuminate, or bring into view, the many ways in which language and 

other forms of semiotic communications convey power and status in contemporary social 

interactions that influence older adults’ decisions to enter institutional retirement living 

arrangements. My driving purpose for this research is to make visible how older adults are being 

deprived of real choice in their decisions regarding their own living arrangements in later life. 

Thus, this research has an emancipatory and empowerment intent, with the view that from 

exposure and visibility of these discourse processes there is the possibility to challenge the status 

quo and reinvigorate dialogue regarding older adults’ accommodation needs.  

The study  itself provides an examination of the apparent neutrality and objectivity of information 

emanating from public sources such as government agencies, government documents and 

political speeches; from authoritative bodies (e.g. medicine); from powerful organisations (those 

with vested interest, i.e. commercial entities); from family, and from media and advertising. All of 

these agents produce and structure a viable account of the world for older adults. In the unfolding 

of this study I set out to examine the many and varied complex relational forces that influence 

older adults into institutional retirement living arrangements in New Zealand. I also seek to expose 

the sources of social power and persuasion that normalize residential care for older adults. 
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This study seeks to illuminate those powerful influential societal factors on older adults by drawing 

on critical theory and CDA to uncover the "taken for granted" sets of social relations that imbue 

the contemporary script "normalizing" aged residential care in New Zealand. This study seeks to 

examine those societal forces that may act to powerfully influence older adults, such as the 

socially pervasive power of politics, as well as the potential for the commodification of aged care 

living arrangements effected through omnipresent media advertising related to residential aged 

care (Fairclough, 1989; van Dijk, 1989b, 1995d). By closely examining the role and impact of 

"elite" forms of power in the manufacture and reproduction of opinion, values, attitudes and other 

strategies of influence, which form part of the prevailing societal and market forces, it is 

anticipated that the authentic voice of older adults will be discerned. From this I anticipate an 

awakening may occur regarding other alternatives for the possibilities of older adult living 

arrangements in New Zealand. 

3.2. Methodology 

Philosophical Framework 

Any methodological framework chosen for this study must ensure a robust epistemological 

foundation from which to interpret and explain those areas of social life, such as aged residential 

care, that are shaped by, and that produce and cause, social actions by older adults. Such a 

framework also needs to be sufficiently capable of analyzing those functioning bodies of 

knowledge and power vectors inherent in social relations; moving then to challenge reductionism, 

dogmatism, marginalization and social injustice, before finally exerting capability in developing an 

agenda for social change (Chouliaraki & Fairclough, 1999; Foucault, 1973; van Dijk, 1989b).  

Critical Theory 

This research is largely grounded in a ‘critical theory’ view of the world and seeks to identify the 

different discourses that create and sustain relatively powerless states in the very people at the 

core of this thesis – older adults. It is my belief that these discourses potentially manipulate older 

adults into living arrangements that suit dominant groups such as government, family,  medical 

practitioners and commercial (for profit) residential aged care providers. Critical theory philosophy 

is grounded in Marxist thinking that locates power in the hands of dominant groups within society 

(Comor, 2015; Fracchia, 1995; Jeannot, 1994; Pranger, 1968). This in turn leaves some members 
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of society open to “hierarchic exploitation” (Pranger, 1968, p. 196), marginalization, oppression 

and disadvantage, whilst the dominant groups ensure their interests are served through 

maintenance of the status quo. 

At the very core of critical theory is the study of injustice, inequality, marginalization, power and 

dominance by elite groups (or agents) over others, occurring within, and as a result of, social 

relationships, social practices and social interactions (Fairclough, 1995/2010; van Dijk, 1989b). 

Fundamental to this theoretical stance is the examination of social life and its relationship to 

activities, practices and networks of power such as the economic, the political, and the cultural 

activities occurring within society that produce shared beliefs, values and actions. Whilst critical 

theory acknowledges and supports an eclectic approach to enhance understanding of wider 

social and cultural processes, and to capture time related shifting configurations of discourse 

types and processes, it also acknowledges the influence and abstraction of theorists such as 

Foucault in relation to critical theory (Fairclough, 1992 a).   

Throughout this study the ideas of Foucault are frequently drawn upon and, at times, drift to the 

foreground; largely due to his radical thinking which enables the research question to be 

considered from different perspectives. However a particular difficulty with drawing on Foucault’s 

work, alongside a largely ‘critical theory’ driven analysis, is the different ways in which Foucault 

interpreted the use of power. For Foucault, power is not automatically the oppressive, 

disempowering force that Marxism describes. Rather, Foucault sees power as a circulating force 

that can be used and brought together by different people in particular situations (Foucault, 

1994c). In this sense, I would argue that unless older adults and wider society are aware of the 

means by which they are being manipulated by particular interest groups (such as family or 

government policy) they are deprived of the opportunity to challenge or use the power talked of by 

Foucault. Where my thinking sits more comfortably with Foucault is from the perspective that 

where there is power, there is also always capacity for resistance and this thesis brings into 

sharper focus the means by which such resistance might be enacted through making visible the 

various discourses at play.  

There are aspects of my approach in this study that include both ‘structuralist’ and ‘post 

structuralist’ origins. I draw on Ferdinand de Saussure’s (Basel Al-Sheikh & Ibrahim, 2014) work 

regarding the role of language and signs particularly as this applies to advertising media as a 
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specialized form of semiosis which has evolved in relation to the needs of commodity producers 

to convey meaning and to influence consumers (Comor, 2015; McDonald, 2012). I also draw on 

Kress’ post-structuralist social semiotics and multimodality approach to meaning making within 

the life world, which includes hearing, sight and seeing, language, touch, feeling, and taste 

(Kress, 2010b; Kress & van Leeuwen, 1996). This latter work of Kress has particular relevance for 

the print media advertising in this research which contains imagery and context relevant to older 

adults.    

Critical theory is located in the midst of social "struggles" and has an emancipatory agenda to use 

knowledge produced from its examination and involvement in these struggles to understand and 

make visible key components and to provide alternative views (Chouliaraki & Fairclough, 1999). It 

is based on understanding and working inside the socially shared knowledges and beliefs that 

subordinate some individuals or groups agency whilst simultaneously enhancing the dominance 

of others (Chouliaraki & Fairclough, 1999). In relation to this study, the social construction of aged 

residential care, with its ideological underpinning, is firmly embedded in age related stereotyping 

(Reyna, Goodwin, & Ferrari, 2007), commercialization (Simpson & Cheney, 2007) and 

medicalization (Gray & Dakin, 2011). As such, participation by individual older adults in decision 

making, regarding ongoing accommodation needs, may not necessarily reflect equality in power 

relationships or the ability to influence decision making, recognizing personal agency (Jorgensen 

et al., 2009). A critical discourse analytic approach is, therefore, capable of drawing out societal 

values of justice, humanitarianism, opposition to prejudice and marginalization of older adults. 

Much of the work of critical theory is carried out within the interstitial boundaries of politics, 

societal practices, relationships and activities at large; and, as such, given its emancipatory 

agenda, the critical focus is positioned within the "struggles that occur in these social practices” 

(Chouliaraki & Fairclough, 1999, p. 31). As an aspect of social action, aged residential care may 

be seen as a "practice" within society in that it has become permanently embedded and 

"normalized" as a contemporary approach for the living arrangements of older adults. In 

contemporary New Zealand society, aged residential care is taken for granted as that trajectory 

which might be expected to occur in older age (Grant Thornton Report, 2010; OECD, 2005; 

Sonerson et al., 2005). Taking a critical theory approach requires that relational inquiry occurs 

into the networks of practice that surround aged residential care, with a focus on structures of 

social control and the underpinning structural relations embedded within societal activities of 
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groups, classes or other social entities, and between individuals as social participants (van Dijk, 

1989b). 

Critical theory posits that it is possible to apply deterministic relational approaches to power and 

control by elite groups such as the widely promulgated belief that economics is the source of 

power within contemporary capitalist societies. However, it is important not to close out the 

examination of the relational dialectic between economics and other system elements of actions 

occurring from politics, and the more general contributions of the media, and the embedded 

societal beliefs regarding ageing and aged care. The widespread recognition of population ageing 

as a shared global phenomenon with heightened concerns socio-economically contrasts the 

specific challenge for the older individuals themselves in the reality of their day to day lives and 

their local communities of interest. Indeed while structures and institutional practices may be seen 

to be the more stable long term conditions of social life, which may transform only slowly, at the 

individual level, life "events" reflect the immediate happenings of everyday living for older adults. 

Acknowledging older adults lived reality and listening to their voice regarding their own personal 

experience and meaning of age is essential for clarity of interpretation in the intergenerational 

space and by the wider society at large (Wright St Clair, Grant, & Smythe, 2014). Omnipresent to 

this personalised "story" of the experience of ageing, however, are the elite or dominant and 

powerful institutions and groups who mediate the societal cognitions related to ageing and 

expectations for the trajectory into aged residential care. 

The importance of institutionally embedded practices in critical theory is due to the intractable 

structural underpinning role they play in the coherence of expression, enactment and reproduction 

of opinions, values, social representations and prejudices (Chouliaraki & Fairclough, 1999; 

Foucault, 1980). However, a focus on what Chouliaraki and Fairclough term "conjunctures" is an 

important key to unpack those aspects of aged related practices which cut across and bring 

together different institutions and new meaning to aspects of life (p. 22). This conjunctural aspect 

of practices is relevant particularly in the consideration of aged residential care where it is 

possible to trace a conjuncture occurring politically in 1992 in New Zealand with the declaration of 

the National Government that aged residential care was no longer "core public health business" 

(Upton, 1991c). This political declaration opened the possibility for the subsequent privatization 

and commodification of aged persons’ accommodation. 
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3.3. Critical Theory in a Globalized World 

Across our earliest historical times, social relations, social structures and activity relied heavily on 

the physical presence of individuals within communities to share information from which values, 

opinions and beliefs emanated and were localized (Fairclough, 1995/2010). In more recent times 

the rapid evolutionary modernization of societies, supported by technology advances, have 

progressively "stretched" social relations in terms of the requirement for individual physical 

presence to maintain relationships. This new technology has affected significant global shrinkage 

for families, friends and connectedness to others geographically distant from older adults. People 

are now able to communicate and participate in relationships from great distances via social 

media and the spread of global news is instantaneous on modern communication devices 

(Barford, 2013).  

Within a modern "global" world, technologies (media, the internet, enhanced global relations and 

travel) have far reaching power which impact considerations such as the notion of the impending 

cataclysmic demography of aged individuals requiring care (Friedman, Steinwachs, Rathouz, 

Burton, & Mukamel, 2005). Rapid information sharing and thus global ideological positions are 

occurring in relation to phenomenon such as the ageing demography internationally. More 

recently, this has been seen as a mutual problem across both poor and developed countries who 

may otherwise have little else in common (McDaniel & Zimmer, 2013).  

The striking global scale of the ageing narrative has significant impact on political power agents 

within countries and, in turn, the circularity of knowledge and information sharing perpetuates high 

visibility of this perceived "problem" on the global stage (National Centre for Chronic Disease 

Prevention and Health Promotion, 2013; OECD, 2014; WHO, 2011). In turn, global 

communication and mediated information from the global stage infiltrates local contexts and acts 

to construct the notion of the social burden of age and aged care (Borowski & Hugo, 1997; 

Coupland & Ylanne-McEwan, 1993; Petersen & Warburton, 2012; Powell & Biggs, 2000). 

Encapsulated in mediated messaging regarding this anticipated demographic trend are terms 

such as "the grey tsunami" or the "silver tsunami" which not only name the phenomenon of 

contemporary modern ageing within society but also cast powerful stereotypical shadows of a 

pending aged tidal wave over the older adult community (Horvath, 2013; Perry, 2009). These 

stereotypical labels pervasively organize public knowledge and potently act to create, and then 
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perpetuate, the reproduction of socio-political anxiety; at the same time exacerbating societal 

beliefs and attitudes such as ageism by political and social elites (Bartels & Naslund, 2013; 

Coupland & Coupland, 1993; Minkler, 1989; Schumpeter, 2010; van Dijk, 1995b).  

3.4. Critical Theory and Political Technologies of Power 

Within critical theory the concept of 'technology', in its broadest sense, refers to "any apparatus 

applied to materials within a practice to achieve particular social (economic, political or cultural) 

effects" (Fairclough, 1995/2010, p. 23). Clear examples of political apparatus are visible within the 

enactment of laws to control older adulthood. Legal and economic changes to government 

commitments for older adults in the form of access to pensions have occurred in New Zealand 

twice in the past 30 years. Initially an instantaneous reduction in the age of eligibility was enacted 

by the National government under Robert Muldoon in 1977 and a progressive increase in 

entitlement age was enacted again by a National government under Prime Minister Jim Bolger in 

1992 (Hurnard, 2005). A further political change in commitment to welfare for older citizens 

occurred more surreptitiously with the removal of aged care services from core public health 

provision in 1992 (Upton, 1991c). Yet another legislative change followed closely with the 

initiation of income and asset testing requirements for older adults in long term care in the form of 

the Social Security Long Term Residential Care Amendment Bill in 1993 which significantly 

changed older New Zealanders financial contributions to their own aged care. 

The elimination of aged care away from the mainstream of public services was largely based on 

neoliberal economics and the introduction of privatization and deregulation across the public 

sector, including the health sector, with broad social discourses of competition and managerialism 

emanating from within a wider framework of economic reform (State Services Commission, 1998). 

This trend in government policy, for redefining the role of the State in the welfare of older adults, 

was based on fiscal principles and subsequently saw many religious and welfare organizations 

withdraw from aged residential care provision; thus opening up the opportunity for private 

commercialization of aged care accommodation (Simpson & Cheney, 2007).  

From a critical standpoint, all of these political technologies have colonized ageing and aged care 

in contemporary New Zealand society within a dominant discourse of economic risk, political 

hegemony, social marginalization and as a culturally identifiable "problem" or "burden". Adopting 
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this new commercialization of aged residential care, the growth of the private for profit commercial 

providers is evidence of the marketization of older adults within New Zealand. In achieving this 

commercialization of living arrangements for older adults, the currency of provision is made visible 

through advertising and media discourses which pervasively penetrate society. I claim these 

discourses overtly or covertly influence older adult’s decision making with regard to their 

accommodation trajectory. Commercial discourses weave lifestyle, care, rest and tranquility within 

a discursive framework to construct residential aged care as a safe, caring environment for older 

adults.  

3.5. Power and Mental Models 

Individuals carry with them their evolved knowledge of situations, events, actions, objects and 

people and also sets of evaluative beliefs to enhance understanding and to situate information in 

relation to what is already known textually, contextually and epistemically. These existing 

knowledges or mental models4 have a central role to play in construing, integrating or rejecting 

new or changed  information as it occurs in everyday life via social phenomena (van Dijk, 1982). 

Different or new knowledge or ideologies are evaluated against prior personal experiences or 

previously held mental models and may be rejected or accepted as normalized socially shared 

information or ways of viewing reality. New knowledge has higher level acceptability if models are 

consistent with the knowledge and “the ideologically based attitudes and interests of group 

members and the information is perceived to be determined or originated from a credible or 

expert source” (van Dijk, 1995b, p. 33). 

The concept of mental models or social cognition is an important one for enhancing a broad 

understanding of human information processing as well as understanding the process of 

                                            

4 Mental models relate to the beliefs, ideas, images and verbal descriptions that we consciously 
or unconsciously form from our experiences and which (when formed) guide our thoughts 
and actions within narrow channels. These representations of  perceived reality explain cause 
and effect, and lead us to expect certain results, give meaning to events, and predispose us to 
behave in certain ways. Although mental models provide internal stability in a world of 
continuous change, they also blind us to facts and ideas that challenge or defy our 
deeply held beliefs. They are, by their very nature, subjective, fuzzy and incomplete. Everyone 
has different models (that differ in detail from everyone else's) of the same concept or subject no 
matter how common or simple.   
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discourse production (van Dijk, 1995c). The theory of mental models assumes representations in 

episodic memory of "situations, acts or events, spoken or thought about, observed or participated 

in "thus creating the individual actor's experience (van Dijk, 1997, p. 1). Mental models have been 

shown to be an important factor in the comprehension of shared information, ideologies, opinions 

and values of groups within specific contexts and cultures (Gigerenzer, Hoffrage, & Kleinbfilting, 

1991; van Dijk, 1990b). As mentioned above, the goals and personal  position of speakers set the 

context for information uptake and impact interpretation within individual mental models, which 

are subsequently referenced against already known information, then co-referenced until a 

coherent (albeit subjective) model is achieved (van Dijk, 1995c). The manner in which speakers, 

writers or events are expressed acts to signal prominence, relevance or importance of the 

“perspective, point of view and/or ideological stance of the speaker or the text”, as well as to 

establish agency, accountability, responsibility and causality (van Dijk, 1997, p. 211). 

The concept of mental models draws heavily from socio-cognitive and social psychology theories 

and developments in artificial intelligence. Mental models are naturally evolving cognitive 

processing conceptualizations of the world which enable predictive explanatory power for 

individual understanding and interacting with the environment and with others (Norman, 1983). 

Mental models represent the interface between episodic, personal knowledge on the one hand 

and socially shared beliefs of groups on the other; thus these models are constantly being 

updated from fragmentary information received from the social world via social interaction and 

semiotics by social actors (van Dijk, 1997).  

 A model or representation of a particular phenomenon is imbued within the consciousness of the 

individual with opinion, values and subjective understanding. One of the many methods to 

influence the structure of a mental model is to manipulate what information is important within the 

semiosis by displaying it more (or less) prominently, in headlines within news reports (text or 

televised) or with photographs or other visual representations (van Dijk, 1995d). In more recent 

times, economic and cultural conditions, supported by technological advances (television, 

internet, social media), have served to foster a cultural "turn" in relation to consumerism with 

advertisers delivering discursive messaging via radio, television, magazines, the internet, via the 

letter box and on hoardings in local streets, shopping centers and sports arenas  (Fairclough, 

1989). Van Dijk argued for the constitutive role of social power through media, advertising and 

other public representations. He suggested that social power, as manifest in influential streams of 
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public communications, provides a powerful means of influence and control of people's attitudes 

and ideologies through general socio-cultural knowledge about issues (van Dijk, 1995b). Thus, it 

can be argued, the creation, reproduction and sustainability of patterns of influence or control are 

achieved through exposing individuals’ mental models to systems of persuasion occurring via 

text, talk or other semiotic practices and processes such as occurs via media, imagery, gesture, 

games, music, news, television and the worldwide web (Chouliaraki & Fairclough, 1999).  

Mental models, provide the "missing link" between texts, and more commonly available 

knowledge or “socially shared information”, in that such models allow the individual to build 

representations in general and abstract forms which then provide a constant reference point for 

the individual in relation to people, places, events and time (van Dijk, 1995c, p. 396). Individuals 

create and build their mental models in relation to events that they read or speak about or engage 

in, using knowledge and information to process the content of discourses and the relevant 

meaning they may have. Simultaneously individuals also update the context model of the situation 

in which they participate or when reading a newspaper, electronic media or watching television.  

Using instantiations of general social knowledge, beliefs, values, attitudes and ideologies, 

politicians, experts, media and advertising strategically act to create and construct phenomena 

that powerfully influence people through framing issues within versions of reality which resonate 

with particular groups of society. Tailoring information strategically to influence people's mental 

models in relation to aged residential care powerfully manipulates those models to normalize 

ways of thinking in relation to the construction of this as an appropriate solution for older age. 

Mental models are applied within political and social discourses in relation to everyday issues 

such as access to scarce resources. Access to social welfare is one such issue relevant to older 

adults and which finds prominence as a key political platform on which politicians mediate opinion 

with pervasive discussions in the public arena articulating real or perceived fear regarding the 

anticipated growth in numbers of dependent older adults (Ryall & Goohew, 2014). 

Manipulation is achieved by elites such as politicians, authoritative institutions (residential aged 

care owners e.g. foreign banks, public shareholders, medicine) or other powerful groups by 

influencing the social construction of aged residential care and, therefore, the shared 

understanding and beliefs in relation to social structures and the appropriateness of aged 

residential care as a solution for older adults accommodation needs. In doing so, these discourse 
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structures and beliefs are normalized so that they become the putative way things are 

symbolically or materially for groups of people, such as older adults (van Dijk, 1995b).  

3.6. The Power of Semiotics 

Multimodal5 semiotic (sign) systems including non-verbal communication help us to understand 

the world as well as to understand one another (van Leeuwen & Kress, 2011). The fundamental 

need for human understanding has been significantly enhanced in modern life through access to, 

and use of, modern technologies including the internet and other social media which now permit 

almost instantaneous global communications to occur. Semiotic communications in contemporary 

social life mediate our knowledge through multimodal genres and act to variously construct our 

world in particular ways within society; for example, our family, our sexuality, our work and ageing 

and aged care. This mediation of knowledge occurs through genres such as text, telephone, 

email, the web, advertising and the mass media, as well as political, organizational and 

interpersonal messaging (van Dijk, 2004). In this study I have chosen to use print media 

advertising for their ability to show language and imagery representations relevant to older adults 

which may influence meaning making in relation to residential aged care. Meaning making from 

representations arise from the social, cultural and psychological context of the sign maker (older 

adult) bringing together the form (image) and the meaning from the representation (Kress & van 

Leeuwen, 1996). 

Social power is embedded within, and behind, semiosis and particularly within globalised media 

communication which acts to systematically and cumulatively magnify power through the 

attribution of causality, agency and the particular ways in which it positions the reader (Fairclough, 

1989; van Dijk, 1995d; van Leeuwen & Kress, 2011). This occurs by virtue of media semiosis' 

ability to reach entire populations and expose them to relatively homogeneous information outputs 

relying on cultural connotation and experience to make meaning of messages (Fairclough, 1989).  

                                            

5 Multimodality designates a phenomenon rather than a theory or method. It acknowledges 
different communication modalities such as language, text, images, non-verbal communications 
e.g. music, architecture, art, advertising and media etc. 
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Semiotics are produced and emanate from the socio-cultural world as well as from the 

psychological mental models of the individual sign maker, and variously represent their 

ideological position. In his discussion on the manipulative power of the media, Fairclough 

suggested that the professional beliefs and assumptions of media workers are critical for keeping 

the power of media discourse hidden from the mass of the population (Fairclough, 1989, p. 46).  

Kress and van Leeuwen also noted that given the consumption of semiotic entities everywhere in 

contemporary life, the study of semiotics should be included as an important part of critical 

theoretical disciplines: 

The plain fact of the matter is that neither power nor its use have disappeared. It has only become 
more difficult to locate and to trace. (Kress & van Leeuwen, 1996, p. 14) 

Whilst the global "turn" in communication (semiotics) requires that the cultural specificities of 

semiotics can be widely understood, these communications also flow rapidly and broadly and 

thus, impact localized production and interpretation within local social structures. Rather than 

being neutral, social power, that is the power to persuade, to manipulate and to influence the 

social construction of reality and social practices, is embedded across the spectrum of multimodal 

semiotics and translates into local or national narratives. Such narratives are produced from the 

multiples of semiotic discourses transforming how people think, act, their self-talk and their 

conversations in contemporary social interaction (Fairclough, 1989). Narratives may also draw on 

multiple communicative sources to illustrate or narrate noteworthy events or experiences 

supplementing moral or commercial paradigms, probing the contours and meaning of events or 

opportunities to establish truth and accuracy. Narratives also instantiate identities and positions; 

for example, what people have seen in an advertisement and the text that is included in that 

advertisement assume meaning alongside a story people have heard verbally in relation to the 

particular issue in question, such as for example particular aged care events, issues or 

acceptability (Ochs, 2011).  

Asymmetrical relationships occur within language and semiotic communications in elite text and 

talk and in advertising discourse. In his voluminous work on the ideological basis for 

discrimination, Teun van Dijk, (1990a, 1993a, 1994, 1995a, 1995b, 2006) has clearly evidenced 

fundamental elements of the substrate of identity, actions, goals, values, norms, interests and 

group relations of ideological group(s) from which flow positive self-representation and negative 

other representation. These polarised actions and behaviours are used to legitimate the access 
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to, and control of, scarce resources to enhance the interests of "in groups" or social elites (van 

Dijk, 2011a, p. 403). Such an argument may be made in relation to older adults and their 

perceived non-productive drain on society with its effect of marginalization of older adults within 

society.  

Semiosis and communication in language, text or sign is not only about content but also about 

context and thus provides the vehicle through which agents may re-contextualize content. In his 

discussion on consumerism and advertising discourse in contemporary society, Fairclough (1992 

a) pointed out that the very nature of advertising discourse is that which is oriented toward the 

achievement of specific goals. Strategically positioning messages and information, acts to 

powerfully influence societal thinking in relation to specific issues, beliefs and appropriate actions. 

Advertising discourse portrays an ideological representation of the relationship between the 

producer of the product being advertised and the audience. These representations serve at once 

to achieve broad appeal but also to “personalize messaging to the potential consumer of 

products” evoking frames or references to desirable social states e.g. lifestyles (Fairclough, 1989, 

p. 169). These frames or mental models tie together social subjects in specific relationships, 

activities, situations, locations and so on, in powerful ways to show how one should or could live 

in modernity. This has particular relevance to aged residential care advertising which utilizes 

imagery of settings, people and text to evoke potential lifestyle opportunities for older adults.  

The function of specific text may also act to "anchor" images providing more specific meaning 

within currents of socio-political context; particularly those contexts relating to time and space. 

The visual composition, design and placement of images have the ability to assign different 

meaning as a function of their placement in advertising materials. Placing visuals left to right 

creates a "dynamic contrast between a given and a new" source of information (van Leeuwen & 

Kress, 2011, p. 115). If two elements are contrasted in some way and placed left to right the one 

on the left is assumed to be the taken for granted whilst the image on the right will be assumed as 

the new contrasting information. Meanwhile if there is a vertical polarization the top element is 

perceived as the ideal or the "promise" of the product (e.g. idealized lifestyle, success or alluring 

proposition) whilst the lower section picture or image is seen to be the real or factual 

representation of the product (van Leeuwen & Kress, 2011). 
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Finally critical discourses must be understood from their cultural and historical context 

(Fairclough, 1992 a). Drawing from the wellspring of critical theory I seek to illuminate the various 

interests being served and the locus of power regarding the influences upon older adults’ decision 

to enter aged residential care. Critical theory is my overarching guide as I use CDA as a tool to 

interpret my examination of these influences and to answer the research question: "What are the 

critical discourses influencing older adults entering institutional retirement living arrangements in 

New Zealand?". Using a critical approach to analyze the very existence of social institutions and 

roles of individuals within the context of the social world unpacks the influence of language, text, 

talk, images and symbols in power relations. The intent of a critical theory approach is to advance 

understanding through the development of multi-disciplinary theories underpinning the strategies 

and structures of discourse production and the ways that discourses are related to 

communicative, social, political and cultural situations (van Dijk, 2011b). 

In order to form social constructions of reality, people use a variety of discourses including those 

derived from interpersonal relationships and the information flowing from them. Public discourses 

such as those emanating from government, media and other semiotic sources (images, television, 

text, advertising etc) determine the beliefs held by older people (and society) regarding ageing 

and the appropriateness of solutions regarding aged care accommodation. Before moving to the 

more pertinent discussion of CDA, it is timely to now turn to an explanation of discourse in 

contemporary society. 

3.7. Defining Discourse 

The concept of discourse is a complex one which assumes that language use (and other semiotic 

communications) are part of contemporary social practices connected in a concentric or dialectic 

manner to the context in which they are created but which also act to constitute social 

understandings (Jiwani & Richardson, 2011). Discourse analysis is the product of a broad church 

of theoretical approaches. In more recent times the evolution of discourse studies has seen a 

broadening of its theoretical base from pure forms that focused on linguistics specifically to 

include social sciences and humanities; all with a goal of understanding complex societal issues 

(van Dijk, 1993a). As a fundamental component of the social order construed and reproduced by 

discourse, power, power abuse and domination are enacted through access to, and control over, 

public discourse by social groups or organizations. Through multifaceted discursive processes, 
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"controlling the minds, knowledges, attitudes, ideologies, norms, values and intentions of 

language users and indirectly the actions based on these representations discourse may be an 

important condition of social inequality" (van Dijk, 2011c, p. 4). However, the power within or 

behind discourse is not manifest in unilateral inequality only; rather, it may have divergent effects 

as a crucial tool of resistance within the political order of society (van Dijk, 2011c). 

Local manifestations of specific practices and relational engagements bring together particular 

practices or habitualised ways of existing within a community or society based on knowledges, 

values, norms and cultural beliefs occurring within shared societal, institutional or community 

groups. Rabinow (2010) proposed that utilizing Foucault's philosophy is useful in understanding 

the forces of power which suggests that power is invested, colonized, utilized and transformed in 

the everyday practices of individuals manipulating, conditioning and ordering them. Foucault 

examined the field of power stating:  

Let us not ask why certain people want to dominate, what they seek, what is their overall strategy. 
Let us ask, instead, how things work at the level of those continuous uninterrupted processes 
which subject our bodies, govern our gestures, dictate our behaviours etc ... we should try to 
discover how it is that subjects are gradually, progressively, really and materially constituted 
through a multiplicity of organisms, forces, energies, materials, desires, thoughts etc. (Foucault, 
1980, p. 97) 

Taking Foucault's view, one might expect that continued exposure to the ever increasing visibility 

of aged residential care in television reports, advertising and other media communications, have 

served to shape older adults’ beliefs regarding long term care facilities; often striking fear into their 

hearts and causing significant anxiety (Biedenham & Bastlin, 1991; Cheek et al., 2006). Such 

beliefs become the dominant ideology of the societal sub group members or community and are 

thus "normalized" within existing values, behaviors and actions of group members (Fairclough, 

1995/2010). Meanwhile, and in contrast, my experience suggests that wider societal ideological 

positions and subsequent beliefs and values may see aged residential care as the normative 

trajectory for older individuals. This study seeks to identify and make visible those discursive 

frameworks that colonize the function and normalization of residential aged care in contemporary 

New Zealand society.  

For Foucault, discourse reflects ways of thinking and speaking about specific realities. For 

example, when he wrote the Birth of the Clinic (1973), Foucault described clinical medicine arising 

from a clinical 'turn' which was the result of the evolution of knowledge in pathological anatomy in 
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the 19th century. This new medical knowledge transformed, legitimated and gave authority to 

medicine through a somewhat tangled (and often opaque) matrix of social, political, economic and 

institutional practices or discourses. Early medical discourses and those emanating from medicine 

and science in more recent times have gained prominence and legitimization over others in 

achieving "truth" status related to health in contemporary society (Cheek, 2004). Thus, in this 

example, medical discourse has the power to "close out" or gain greater standing over other 

discourses and to shape dominant "taken for granted understandings of what is appropriate and 

authoritative practice" in health (Cheek, 2004, p. 1143). Foucault also noted:  

That in every society the production of discourse is at once controlled, selected, organised and 
redistributed according to a certain number of procedures, whose role is to avert its powers and 
its dangers and to cope with chance events, to evade its ponderous, awesome materiality. 
(Foucault, 1971, p. 16) 

Discourses provide the scaffolds for discursive frameworks and, in turn, these frameworks 

establish and order our reality in certain ways. In essence discursive frameworks provide the 

capacity to both enable and, at the same time, constrain the production of knowledge by acting to 

include some knowledge whilst excluding others; and by determining who can speak, when and 

with what authority (Cheek, 2004). Finally, discourse is a complex multilayered phenomenon 

which assimilates the three key dimensions of natural language namely, "form or expression - 

sounds, visuals, words, phrases, meaning and action" (van Dijk, 2011c, p. 4) within global and 

local structures and meaning. Deconstructing the discursive framework of residential aged care 

within the local context related to this study; thus has particular relevance to this thesis as it 

attempts to illuminate influences on older adults that are assumed to underpin contemporary 

residential aged care decisions.  

3.8. Critical Discourse Analysis 

Critical Discourse Analysis (CDA) emanates from both social and political paradigms linking 

multifarious theories and methodological assumptions to the study of the common culture within a 

given society, its shared symbols, meanings, and the language into which actors have been 

socialized, politicized and conditioned (Cumming & Moore, 1984). As there is no singular 

theoretical background from which CDA emerges (Fairclough, 1989; Powers, 2007; Schiffrin, 

1997; van Dijk, 2011b, 2012; Wodak, 2009b), contemporary CDA has evolved many and quite 

varied interests and directions for research activities. Current examples of the breadth of use of 
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CDA include political, media and racism discourse (van Dijk, 1989a; Wodak, 2009b); new 

capitalism and globalization (Fairclough, 2002; Fairclough, Graham, Lemke, & Wodak, 2004); 

education (Henderson, 2004; Janks, 1997; Luke, 1997a; Patterson, 1997) and linguistics 

(Pennycook, 1994; Schiffrin, 1997; Wodak, 2005).   

Supported by a critical theoretical approach, CDA is clear regarding its intent to explore social 

phenomena but also to change them. It explicitly positions itself alongside dominated and 

oppressed groups to challenge the oppressors of these people (Fairclough, Mulderrig, & Wodak, 

2011). Indeed the distinctiveness of CDA is that it endeavors to locate discourse within a 

particular view of society which is that pertaining to a critical lens, focused on dominance, social 

power and inequality as it is enacted, reproduced and resisted in social  and political milieu 

(Hammersley, 1997; van Dijk, 2001).  

As mentioned above, CDA can be used eclectically since it is derived from multiple theoretical 

orientations across a number of disciplines including sociology, anthropology, social psychology, 

cognitive psychology, applied linguistics, cultural studies, literary studies and pragmatics (van 

Dijk, 2011b; Wodak & Meyer, 2009a). This somewhat broad landscape of disciplines and theories 

is not a "unitary or homogeneous" entity but, as suggested by Fairclough et al.: 

CDA does not begin with a fixed theoretical and methodological stance. Instead, the CDA 
research process begins with a research topic. Methodology is the process which, informed 
through theory, this topic is further refined so as to construct the objects of research… (Fairclough 
et al., 2011)   

In his early work, social CDA theorist, Teun van Dijk, suggested that CDA is specifically the study 

of dominance as it emerges within text, talk, verbal interaction or communication (including signs 

and symbols) (van Dijk, 1993 b). Indeed, according to van Dijk, this notion of dominance may 

involve different modes of discursive power relations including those modes of social action which 

imply "more or less direct or overt support, enactment, representation, legitimation, denial, 

mitigation or concealment of dominance, among others" (van Dijk, 1993 b, p. 250). Van Dijk 

perceived that one of the key principles of CDA is to take a "top down" approach to studying 

dominance as and where it occurs as opposed to taking a "bottom up" review of resistant forces 

to power and domination. This former approach requires an acknowledgment that the paradox of 

resistance, compliance and acceptance of power and domination are all possibilities rather than a 

unilateral imposition of domination by an elite group "over" others (van Dijk, 1993 b). The CDA 
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approach, at its core, deconstructs the foundations of domination and marginalization by 

questioning the opacity of relationships and social processes occurring through the use of 

language and meaning within given contexts of society and social processes at large (Hodges, 

Kuper, & Reeves, 2008; Huckin, 1997; Kress & van Leeuwen, 1996; Wodak & Meyer, 2009a).   

The various modern roots of CDA stem from the traditions of the Frankfurt school and critical 

social theory and critical linguistics (Powers, 2007; Wodak, 2007), and includes the work of 

Barthes, Chomsky, Foucault, Bourdieu, Habermas and Gramsci (Barletta Manjarrés, 2011 ; 

Huckin, Andrus, & Clary-Lemon, 2012). However, the various schools of thought within the CDA 

paradigm differ in their theoretical underpinnings, as evidenced in the work of Fairclough who 

draws heavily on Foucault. In contrast, van Dijk’s work draws from the work of Chomsky and 

others (van Dijk, 2011b; Wodak, 2009b). Wodak (2009) suggested that the most substantive 

difference between discourse analysis and CDA lies in "the constitutive, problem-oriented, 

interdisciplinary approach of the latter" with a specific focus on studying complex social 

phenomena that require a multidisciplinary and multi-methodical approach" (p. 2).   

As mentioned earlier, CDA is characterized by a number of key principles, including a focus on 

problem solving which, in contemporary society, necessitates a multidisciplinary approach due to 

the complexity of the problems being examined (Wodak & Meyer, 2009a). It is also suggested 

that CDA is uncompromising in its pursuit of unmasking the opacity of power relations through 

"systematic and retroductable investigation of semiotic data (written, spoken or visual)" (Wodak, 

2007, p. 7). Unlike other (and perhaps more positivist) paradigms in discourse analysis and pure 

or applied linguistics, CDA focuses not only on texts, but also on semiotic communications which 

include spoken and written language as well as  visual images and symbols as objects of inquiry 

(Kress & van Leeuwen, 1996; Wodak, 2007).  

To achieve the “critical social standpoint” any account of older adulthood and residential aged 

care discourse necessitates a description of the duality of the social processes and structures 

which give rise to the production of a text (symbol or communication), and to the social structures 

and processes within which individuals or groups, as social actors, create meanings in their 

interaction with texts (semiotics) (Fairclough & Kress, 1993). Supporting this view, Hammersley 

(1997) suggested that in its "simplest" form the notion of "critical" added to the phrase "discourse 

analysis" clearly implies the absolute "abandonment of any restraint on the analysis of texts and 
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contexts being studied" (p. 238). Consequently, by tangentially examining and questioning the 

"taken for granted" use of language, symbols and meaning within ageing and residential aged 

care choice, it is possible to examine the relationships between discourse and social action, 

between text and context and between language and power in contemporary age care and ageing 

in New Zealand (Fairclough, 1989; Luke, 2002).  

In my exploration of the influencing factors on older New Zealanders entering residential aged 

care, CDA provides an approach with capacity to bring together social, psychological and 

linguistic theories incorporating both macro (social structure) and micro (language/media) level 

analysis. Morgan (2010) suggested that CDA provides more that than a methodology – it provides 

a philosophical way of "being" in the social world which challenges taken for granted assumptions 

and views about the world in pursuit of an insightful critical understanding.   

The evolution of "critical" discourse analysis has also evoked significant scholarly criticism as 

articulated by Pennycook (2001) who suggested that CDA is linked strongly to neo-Marxist 

ideological perspectives in which power is located in the material reductionism of class and 

economic production within society. Pennycook suggested “many CDA researchers are unable to 

separate their own ideological and political position in their claim to knowledge and truth”, and he 

noted the circularity of this since knowledge and truth are also political (1994, p.125). One 

solution to this circularity problem, according to Mannjarres (2011), is to ensure that each 

researcher is self-reflexive and problematizes the knowledge that is generated from any critical 

discourse research.  

3.9.  Definitional Complexity Issues with CDA 

There are multiple and diverse definitions of CDA each extolling the complex nature of the foci 

under review and reflective of each definition’s epistemological underpinning or foundational 

source such as critical linguistic theory, socio-cognitive theory or critical social theory (Cheek, 

2004).  

Within this plurality of theories each takes a slightly different approach or lens through which to 

view social life and social practices. Socio-linguistic discourse analysis unpacks use of language 

to expose socially constituted relationships between language and the influence and significance 

of this in the production of social relations of power (Fairclough, 1989).  
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Lupton (1992) provided an elegantly simple definition of CDA drawing from social theory which is 

a useful starting point for the establishment of a clarity regarding the exactitude of CDA. This 

author stated that CDA is: 

A group of ideas or patterned way of thinking which can both be identified in textual and verbal 
communications and located in wider social structures. (Lupton, 1992, p. 145) 

Of significance here is Lupton's concern with locating cognition within language and language use 

on the one hand and, on the other hand, situating or coupling this within a wider social practice 

landscape. Supporting this approach, Fairclough (1985) saw "language as social practice" (p. 16). 

Fairclough suggested that language is socially determined and thus is a social act in itself; that is, 

part of the social processes and practices and not merely a reflection of social phenomena 

(Fairclough, 1989). In clearly articulating this approach, Fairclough has been critical of the narrow 

positivist conceptions of sociolinguistics, conversation analysis and pragmatics. He noted that 

these "positivist" approaches are "strong on 'what' questions, such as "what are the facts of 

variation", but weak on 'why' and 'how' questions e.g. "why are the facts as they are" and "how - in 

terms of the development of social relationships of power - was the sociolinguistic order brought 

into being  and then how is it sustained?"; and "how might it be changed to the advantage of 

those who are dominated by it"? (Fairclough, 1989, p. 6). A more generally accepted or popular 

definition amongst CDA researchers (Wodak, 2007) is that which accepts language as social 

practice and asserts the belief that the "context of language use" is fundamental for research 

using CDA.  

CDA is entirely appropriate for evaluating current social discourses and attempting to explain or 

challenge older adults’ thinking and views of aspects of ageing and residential aged care choices. 

With this in mind, Fairclough and Wodak (1997) provide an expansive and more sociological 

definition has guided me in this research (noted in Definitions section of Chapter 1): 

CDA sees discourse- language use in speech and writing as a form of "social practice". 

Describing discourse as social practice implies a dialectical relationship between a particular 
discursive event and the situation(s), institutions(s) and social structure(s) which frame it. The 
discursive event is shaped by them, but also shapes them. That is, discourse is socially 
constitutive as well as socially conditioned - it constitutes situations, objects of knowledge, and 
the social identities of and relationships between people and groups of people. It is constitutive 
both in the sense that it helps to sustain and reproduce the status quo, and in the sense that it 
contributes to transforming it. Since discourse is so socially consequential, it gives rise to 
important issues of power. Discursive practices may have major ideological effects - that is, they 
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help to produce and reproduce unequal power relations between (for instance) social classes, 
women and men, and ethnic/cultural majorities and minorities through the way they represent 
things and position people. (Fairclough & Wodak, 1997, p. 258)  

Drawing on the above "social" theory definition, from Fairclough and Wodak, this research study 

argues that CDA is pertinent to the examination of concerns regarding aged care and aged care 

choice of living arrangements. The rationale for this is the belief that CDA has the potential to lay 

bare the ideological dimension of such phenomena as age related health beliefs (Coupland, 

2013), the authority of doctor-patient relationship (Salmon & Hall, 2003), power within parent-child 

relationships and the dissemination of age specific information in the mass media - a dimension 

often neglected but remarkably influential (Kozakowska-Molek, 2013).  

Through the examination of the social context which exerts influences on older people and 

subsequently underpins some individuals’ movement from independent living into residential aged 

care, I have chosen to utilize a methodology, research design and analysis appropriate to this 

multi-modal research question regarding the influences on older adults which cause them to take 

up residential aged care accommodation. Importantly, I require a theoretical and methodological 

framework which is capable of galvanizing together multiple analytic strands for examination in 

relation to aged care influences and decision making including historical government policy, social 

structures, socio-cognitive mental models, language, symbols and meaning context within New 

Zealand society. Such an analysis will make visible how semiotics (media, advertising, 

government policy etc) and social context construct ageing and aged residential care for older 

adults.  

The analysis will be informed by different critical voices in order to explore power inequalities and 

areas of social injustice related to aged individuals interviewed/accessed in this study. Adopting a 

multi-theorist approach can thus incorporate political, social and other critically informed points of 

view to assist this research. The intent of the analysis to honour scholarly research principles calls 

it to acknowledge the subjectivity and reflexivity of myself as the researcher with an emancipatory 

intent for this study.  

This study draws from key contemporary theorists such as Teun van Dijk's socio-political 

approach, Michel Foucault's postmodern political approach and Norman Fairclough's socio-

linguistic approach. In bringing all three theorists together, into this study, it is possible to explore 

critical discourses related to aged care as well as the dialectical relationships between these 
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discourses and other elements or critical decision moments in the lives of older New Zealanders 

with regard to their ongoing living arrangements and independence (Fairclough, 2010). Utilizing 

an eclectic theoretical approach to this study permits an integration of CDA frameworks to 

address the issues of marginalization, institutionalization, and inequality for ageing people. The 

emancipatory agenda of this research calls it to give voice to its participants. Its critical social 

theory agenda also calls it to critically analyze the messages conveyed through print media 

advertising and to expose the ideological underpinning of such discourses and to address the 

research question "What are the critical discourses influencing older adults entering institutional 

retirement living arrangements in New Zealand?".  

3.10. Reflexivity 

The field of qualitative research clearly supports researchers’ need to acknowledge their 

subjective biases and political intent that render impossible the ability of the individual researcher 

to remain neutral, completely objective or emotionally impartial. As suggested by Malterud (2001), 

"A researcher's background and position will affect what they choose to investigate, the angle of 

investigation, the methods judged most adequate for this purpose, the findings considered most 

appropriate, and the framing and communication of conclusions" (p. 358). Acknowledging the 

above, my own involvement in a professional doctorate programme of study supports my desire 

to link my research with real world issues in order to bring about transformative change. The 

significance and importance of such a desire is evident in the literature comment about 

knowledge production in which Rolfe and Davies (2009) talk to the importance of knowledge 

production via Mode 2 which is that knowledge produced by professionals "in the context of the 

situation to which it will ultimately be applied rather than in the context of a laboratory or the 

academic research study" (p. 1268).  

In preparation for this research study I have undertaken a comprehensive presuppositions 

examination with supervisory support and, in so doing, clarified my personal ideological values, 

attitudes and beliefs in relation to ageing and aged residential care and the disjuncture and/or 

alignment of these with the prevailing and dominant "taken for granted" societal ideologies within 

New Zealand.  
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As a registered nurse, having worked in both the public health system and private aged care 

businesses, I have been guided by my subjective judgments regarding the considerations and 

decisions required to undertake this research. The orientation I have taken in this thesis reflects 

my interest and deeply held beliefs regarding older age and the care of older people within our 

community. Nursing as a profession provides many experiences and challenges. It enables and 

facilitates a privileged relationship with patients that peel away many of the layers unable to be 

penetrated by other professions. At once it is an intensely personal but also therapeutic space 

that the nurse and patient enter. It is this space into which I have stepped many times to discover 

the fears, courage and experiences of older adulthood.  

Three key nursing leaders have influenced the spirit of inquiry that underpins this research. At a 

very personal level the work of Sybilla Maude in Christchurch with desolate and desperate older 

adults has been, and continues to be, a key driver for my own practice. Against significant 

opposition Nurse Maude challenged the dominant discourse of the late 1800s establishing a 

district nursing service to take care to older individuals in their own homes (Allan, 1996).  In the 

midst of community poverty, child labor and often finding herself in harrowing situations, she 

provided good quality nursing care to older adults with nowhere to go other than live with a family 

member. Sybilla Maude had found an expression for her strong desire to bring comfort and 

support to the old and the sick in Christchurch (New Zealand) where, "There was nowhere for the 

old and infirm to go to be nursed free of cost. They had to stay in their own homes which most of 

them preferred and receive what care they could ..." (Somers Cocks, 1987, p. 38). Sybilla Maude 

was an innovative and courageous nurse who shone the light on aged care provision in early New 

Zealand. She transformed nursing care services at that time to directly benefit and enhance the 

lives of older adults, providing leadership into new models of care that still prevail today. 

Patricia Benner's theory and research on nursing development of competencies From Novice to 

Expert has been a constant guide for my own practice and in my work as a mentor and nurse 

leader for other nurses. Benner introduced the notion that practice should inform theory and, in 

doing so, challenged the belief that an "expert" nurse is the person who holds the most 

prestigious title. Instead she suggested that a truly expert nurse is the individual who provides the 

most patient centered and appropriate care for the individual (Altman, 2007). Benner's theory is 

important in the care of older adults where caring is grounded in relational understanding, unity 

and connection between the nurse and the individual. Such a view challenges the orthodoxy of a 
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purely scientific "being" which sees everything in the world as a resource to be used or explained 

in reductionist terms of bio-molecular truths.  

The third key nursing influence for my practice is Florence Nightingale. As a statistician, 

demographer and epidemiologist, Florence Nightingale is more than a mere historical figure 

guiding my professional nursing practice. Contained within her writing is a quote I reflect on often: 

It may seem a strange principle to enunciate as the very first requirement in a hospital is that it 
should do the sick no harm. (Nightingale, 1859, p. iii) 

Replacing the term hospital within this quote to reflect all care, I find this reference keeps me 

grounded in the patient's need and endorses safe and quality care delivery. I hold strong views 

regarding the integrity, respect and need to honour older adults for their contribution to New 

Zealand society. I have witnessed poor quality aged residential care due to insufficient funding in 

the face of financial profit imperatives for public shareholders or international owners (banks, 

insurance companies etc). I have observed the struggles of small aged residential care facilities 

and their demise as large corporates have taken them over in order to grow their portfolio of 

residential aged care facilities. I have also witnessed registered nurses struggle ethically, 

emotionally and physically to deliver on the "promise" of good quality care to older adults within 

aged residential care when they are the sole health practitioner with a significant number of frail, 

needy older adults for whom they could not possibly provide adequate care.  

In conjunction with the above, I also have a natural curiosity to examine the reasons why rational, 

thinking and independent older adults appear to willingly submit to institutional living 

arrangements at a time when the overwhelming evidence indicates that they may prefer to remain 

in their own home. Given the literature supporting the meaning and value ascribed to older adults' 

community of interest, their home and their belongings it seems incredibly odd to me that older 

people appear willing to enter institutional living accommodation. It is this which I seek to more 

fully understand through this study.  

Situating myself as the researcher in the midst of this research process and establishing 

personally held values and beliefs reflexively is important to establish limitations of subjectivity 

and prevent finding only what I set out to look for in this study. This approach supports the notion 

that scholarship cannot be "value free" and accounts for acknowledgement and inclusion of these 

ideological biases by ensuring they are visible for all.  
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3.11. Conclusion 

Situating the research question of this study within a critical framework to enhance fundamental 

understanding regarding the influences on older adults influencing their entry into institutional 

retirement living arrangements in New Zealand, has been the goal of this chapter. Contemporary 

residential aged care in New Zealand is framed by policy makers and the financial imperatives of 

investment organisations and developers. It has also been integrated as an expedient 

contemporary solution for 'supervision' and 'monitoring' of older adults from within contemporary 

New Zealand medical discourse. Given the complexity underpinning the dominant paradigm 

regarding the creation and sustainability of residential aged care living, which acts to isolate, 

marginalize and homogenize older adults, critical theory and CDA provide a problem oriented 

approach through which to undertake a semiotic analysis of contemporary influences. This 

methodological choice respects the centrality of the visual and textual construction of aged 

residential care within social life through mass media, media advertising and various political and 

other institutional documents.  CDA acknowledges the constitutive, dialectic relationship between 

the construction and shaping of social and institutional norms, values and beliefs, and the 

discursive objects of such shaping, such as the identities and  relationships between people and 

groups (Fairclough et al., 2011). Using CDA it is possible to make visible the contemporary 

rhetoric of aged care advertising within the media, politics and emanating from organizations, and 

to contrast this with the voice of older adults themselves who have experienced transition into 

such institutions of care. To illuminate the research design more fully and the relevance and 

appropriateness of the specific methods (focus groups and media scanning) used, I now turn to 

the methods section which articulates these choices made more fully in the journey to uncover the 

discursive influences on older adults to enter residential aged care.  
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4. CHAPTER FOUR – RESEARCH 
METHOD 

At last I will devote myself sincerely and without reservation to the general demolition 
of my opinions.  

René Descartes, 1596-1650 (Wilson, 2003) 

4.1. Introduction 

This chapter describes the methods used in this study and how they are informed by the chosen 

research methodology. As discussed in the previous chapter, CDA provides a well-established 

framework for examining the ways in which language and media construct ageing and aged care 

within contemporary social meaning in New Zealand. Discursive construction then potentiates an 

influential impact on individual decisions to enter aged care living arrangements for older people 

(Cheek, 2004). Using a CDA philosophical approach is acknowledged as an effective process to 

uncover and make visible those power relations embedded within social life. Using a critical 

discourse approach also provides an appropriate framework to gain insights into how people 

actively produce and make meaning and order of their worldview, and are subsequently prepared 

to take life choices or decisions as a result of these social influences (Fairclough, 1992 a).  

In this chapter I explain the choice and development of the research design, the framework for 

data analysis which emerges from the CDA and the critical paradigm, and then overview the 

processes used for analysis of this data. My purpose, in keeping with the CDA approach, is to 

identify and expose those dialectic relationships between contemporary discourses of ageing and 

the uptake of aged residential care. Included in this exposé is an examination of individual agency 

heard within the voices of participant older adults. This will, then, also elucidate understanding of 

those influences underpinning individual older adult’s decision making processes preceding their 

entry into residential aged care. Reviewing the accessible media related to aged residential care 

and simultaneously talking with older adults and listening to their voice and hearing their words is 

anticipated to align to those social discourses within which embedded power, domination and 

manipulation biases assert themselves. These processes are presented in this chapter to make 

visible my journey to answer this study's research question which is, "What are the critical 
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discourses influencing older adults entering institutional retirement living arrangements in New 

Zealand?" (as illustrated in Figure 1 below).  

 

Figure 1. Overview of the line of inquiry into discursive influences on decisions of older people to enter aged care 

4.2.  Research Overview 

This research study was undertaken in Nelson, New Zealand and consisted of three core phases: 

1) a media scan of relevant advertisements related to aged residential care; 2) opportunity to give 

voice to older adults already residing in aged residential care through their stories via focus group 

interviews, and 3) exploration and analysis of the data generated from media sources in phases 1 

and 2.  

Each of these three phases contained multiple steps in order to enhance the breadth of data 

captured and the granularity of the analysis, with a final goal of heightened understanding in 
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relation to the research question. An overview of the three phases is contained in Figure 2 below 

which highlights the objective of the various data to be collected and the method used to source 

these data. This summary of the various phases of the data which capture the analysis framework 

shows the objective of the data sourcing strategy and the various methodological and action 

modalities of this within the context of the overall research design.  

 

Figure 2.  Overview of research process 

This CDA methodological approach is informed by the philosophical work of Fairclough, Foucault 

and Van Dijk. These scholars channel and guide this research as it seeks to uncover the 

discursive frameworks underpinning, and thus influencing, older adults, decisions to enter into 

residential aged care. The three critical discourse perspectives draw from socio-linguistic, political 

and socio-cognitive discourse analysis paradigms, and provide an eclectic philosophical platform 

to inform this research. Taking this somewhat mosaic approach was anticipated to realize 

exposure of the social determinants of residential aged care discourse within current language 

and semiotics in use. Similarly this approach intends to bring into light the influence of political 

discourse related to aged residential care and to make visible the construction of aged residential 

care through social forces in contemporary New Zealand society relating to older adults.  
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Using Fairclough's (1992 a) three dimensional model of discourse processes and practice, Figure 

3 below illustrates the three various components of traditional discourse analysis; namely 

linguistic (text) analysis (examination of the formal properties of the text in play), the activities of 

people as they attempt to make sense of their lived experiences within their world (social 

practice), and finally how individuals relate these semiotic factors to social structures that contain 

and define their world view (discursive practice):  

 

Figure 3.  Fairclough's (1992a) Three‐dimensional model of discourse   

The two phases of data gathering (phase 1 and phase 2) were undertaken in tandem to ensure 

that the media exposure captured was that which may perceivably have had a potential to 

influence and impact those individuals who had recently entered into aged residential care.  

4.3. Phase 1. Print Media  

Ethics Approval and Ethical Considerations 

Ethics approval was not specifically required for media scanning within this study as all data were 

publicly available. Ethical considerations for media related to the requirement for all copyright 

images to be approved. To gain copyright permission I approached the owner of these copyright 

materials and was provided with written permission to use their images. Copyright approval 
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included the use of Fairclough's model in Figure 3; approval was provided to use this model within 

this thesis as a single use only.  

Print Media Inclusion Criteria 

Print media used in this research was to be obtained from three key local sources namely locally 

available print mass media, popular magazines and print advertising. These materials needed to 

be readily available in the Nelson region and to contain images and specific items such as health 

and wellness information, local interest articles related to aged care and residential aged care 

advertising targeted at potential aged care consumers. Local daily newspapers and weekly 

community newspapers, as well as age acceptable current magazines expected to be read by 

over 65 year olds, were to be reviewed for content and advertising related to aged residential 

care. Examples of these mass media materials are the Nelson Mail, the Nelson Weekly and the 

Nelson Leader, New Zealand Women's Weekly and the Automobile Association magazine 

(Directions). General age relevant advertising and advertising materials available through a 

variety of sources such as aged care societies (Returned Servicemen’s Association - RSA, Aged 

Concern, Grey Power, inpatient wards and rehabilitation providers and general practitioners) were 

also sought. 

The rationale for choosing the above mass media sources is the observation that these media 

provide local and national health and wellness information relevant to older adults, including 

significant advertorial information related to aged residential care facilities. For example, the New 

Zealand Women's Weekly contains advertising related to personal alarms for older adults living 

alone to enable them to summon assistance if they fall or have an illness event. The Automobile 

Association magazine which is read by many older adult males contains advertorial information 

related to aged care. These print media provide local and global information for older adults. In his 

work on the role of the mass media, van Dijk (1995) identified that contemporary politics, policies, 

exploitation and marginalization are ideologies which require production and reproduction through 

public text and talk, and that this is arguably the prevailing role of modern media.  
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Print Media Exclusion Criteria 

Local mass media excluded general social event reporting and sporting activities not related to 

older age or age related residential care. Also excluded were mainstream advertising (e.g. white 

ware, furniture and supermarket advertising), local news (unrelated to aged residential care) and 

other more general background community (sporting, local Council activities/politics, and features 

such as gardening or local interest stories unrelated to age) or world related news reporting or 

articles.  

Gaining semiotic evidence of discursive frameworks within media advertising acknowledges and 

respects the importance of visual imagery and text communications in the social construction of 

our lives (Fairclough et al., 2011; Kress & van Leeuwen, 1996; van Leeuwen & Kress, 2011). The 

objective of the first phase of this research was to identify and gather advertising text and images 

related directly to aged residential care and contained within popular press magazines and mass 

media. The use of media such as magazines and newspapers continue to be widely read by older 

adults (Vasquez, 2013) and this exerts not only a powerful influence on individuals but also on the 

cultural, social, political and economic structures within society (Fairclough et al., 2011; van Dijk, 

1995d).  

Particular magazines believed to be of high readership for the over 65 year old age group such as 

the Directions magazine from New Zealand Automobile Association; the New Zealand Women's 

Weekly; Mudcakes and Roses - a local Nelson City Council magazine and an array of daily and 

weekly print media - the Nelson Mail, the Nelson Weekly and the Nelson Leader, were included 

as sources for advertising materials related to aged residential care. Images and text appearing in 

these media were included in the sampling if they met the criteria of relevance in answering the 

research question and were pre-analyzed to identify and situate content related to residential 

aged care either in the images portrayed and/or the text content.  

Print Media Data Gathering 

The period of collection for these materials was for a period from October 2011 through until April 

2012. Individual subscription to Directions Magazine, New Zealand Women's Weekly and 

Mudcakes and Roses magazine were obtained by the researcher to ensure continuity of access 

to these sources during the print sampling period. This six month scan generated a large volume 
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of material for review of embedded discourses and power relationships related to ageing 

individuals. My daily subscription for the local newspaper was reviewed for relevant information 

and where this appeared it was cut out and stored in a box. All local newspapers are delivered to 

all Nelson residents and these were scanned and relevant material clipped out and stored in a 

box for future analysis. Subscriptions to the New Zealand Women's Weekly and to New Zealand 

Automobile Association magazine Directions were established and these magazines were 

scanned, relevant material cut out and was stored in a box. Advertising materials were sought 

from multiple sources e.g. Aged Concern and stored in a box.  

Print Media Data Analysis 

Data generated from the media, advertising and magazine scan were visually examined, then 

read multiple times to enable categories to be coded for discourse content. Images contained in 

the print media were noted for content such as family (present/absent) in images; gender; 

ethnicity, activities portrayed; vista e.g. trees and gardens; building offering resort style 

accommodation and colour such as sunlight and light and dark features of the images. Also noted 

was body language e.g. a daughter with an arm around her mother or body positioning implying 

rest and recreation.  

The language of the print media was reviewed multiple times for reference to care; deteriorating 

health; nursing/medicine; safety; resort style living; exercise; active living; loneliness; death of a 

spouse; inability to cope with home maintenance; retirement and local colloquialisms. The 

presence or absence of slogans or strap lines to attract the reader and any political or 

government hooks or attractions which may entice an older adult to visit the facility were noted.  

Similarly, this data were grouped according to theoretical themes and entered in to FileMaker Pro 

and subsequently into Excel for analysis. From these themes key discourses became apparent 

including the 'burden of ageing' found in political discourse, the powerful influence and control of 

family in persuading older adults to enter residential aged care; and finally the discourse of 

commodification of older adults. 
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4.4. Phase 2. Focus Group Interviews 

The objective of the second phase of this research was to listen to the voices of older adults who 

had already entered into residential aged care and to establish the breadth of influential factors 

underpinning or behind their individual decision regarding ongoing accommodation. The choice to 

use focus group interviews was a deliberate decision underpinned by my belief that older adults, 

in a natural and permissive group environment, could elaborate on their perceptions, points of 

view, values and beliefs, as well as their shared experiences in the decision making regarding 

entry into aged related residential care facilities. In such an environment I anticipated that the 

depth of conversation occurring in a focus group could lead to a more naturally occurring, open 

sharing and enjoyable experience for older adults regarding the influential discourses experienced 

by the individuals within these groups (Krueger & Casey, 2009). 

Ethics Approval and Ethical Considerations 

This study design required multiple methods for data gathering in order to achieve its goals. A 

significant start point for this study was the recognition that my data gathering method involved 

human participants in focus group sessions and thus rigorous ethics approvals needed to be 

obtained. Ethics approval was sought from Health and Disability Health Committees - Upper 

South B Ethics Committee under the 2006 Guidelines and prior to the revision of Ethics 

Guidelines which occurred in July 2012. This revision did not fundamentally change the existing 

ethical standards and principles set out in these Ethics Guidelines which require health 

researchers to safeguard the rights and interests of participants in research and reflect the 

principles of the Treaty of Waitangi.  

Considerations for my research ethics approval also needed to demonstrate respect for people 

and their right to self-determination (to agree to participate or to decline to participate) and the 

requirement for the protection of people agreeing to participate who have impaired or diminished 

autonomy. Aged individuals are recognized to have high levels of vulnerability at times and thus 

participants needed to be afforded security against any potential harm.  

The notion of natural justice is an important one for ethical consideration and this required that I 

did not discriminate in the selection and recruitment of participants by including or excluding them 

on the grounds of ethnicity, disability or religious or spiritual beliefs. However the inclusion criteria 
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for the study (discussed more fully on p. 94) required that these people were older adults (over 65 

years), did not have dementia and were recently resident in an aged care facility (less than 6 

months).  

In anticipation of the requirement for ethics approval, and in light of my role within the Nelson 

Marlborough District Health Board (DHB), I approached the DHB Iwi Health Board to establish 

their requirements for Ethics Approval in October 2011. The Government is committed to fulfilling 

the special relationship between Iwi and the Crown under the Treaty of Waitangi (Minister of 

Health and Associate Minister of Health, 2002). As a crown entity the DHB is the contract holder 

with Age Related Residential Care facilities for provision of services to older adults, thus a 

necessity for endorsement by the Iwi Health Board which is a key Board of the DHB, was a critical 

requirement. This approach was supported by the Director of Maori Health within the DHB. The 

formal approval from the Iwi Health Board meeting in November 2011 endorsing the research 

proposal and requesting that if a cohort of Māori were identified through the research process 

they be recruited as a case study, and that regular updates are provided in terms of the study 

findings and outcomes, is attached in Appendix A. 

As a member of the DHB Executive, I was also required to declare this research on the Conflict 

Of Interest Schedule within all Board papers to ensure the integrity and transparency of the 

research process involving DHB contracted Aged Care Facilities.  

Approval for the research was also sought from the Upper South B Ethics Committee. This was 

approved in June 2012 (Approval URB/12/EXP/034) see copy of this approval as Appendix B. A 

final formal ethics approval was sought from AUT Ethics Committee and this was granted in July 

2012 (12/151), see Appendix C. 

Throughout this process it was also acknowledged that a "Locality Agreement" would be provided 

to all residential aged care providers involved in this research. This agreement provided a brief 

overview of the study, as well as providing contact details of the researcher, to ensure appropriate 

local study arrangements and follow up capability were in place. This locality agreement is 

provided as Appendix D. 
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Anonymity and Confidentiality 

Confidentiality has been maintained by the researcher at all times with aged care facilities being 

identified by a unique letter code (Facility A, Facility B and Facility C) and all participants allocated 

alphanumeric coding. Participant details and interview details have been maintained by the 

researcher in a locked cabinet and on password protected computers during the research study.  

Participants Right to Decline to Take Part 

All participants had the right to withdraw from the research at any point, clearly explained verbally 

on the initial meeting and prior to participating in the focus group meeting itself. Information 

related to this right to withdraw at any time without penalty was also contained in all 

documentation provided to potential participants and subsequent participants. The information 

sheet provided to participants is provided as Appendix E, as well as to Facility Managers to 

enable follow up should withdrawal be something any participant wished to enact after the focus 

groups had been undertaken. 

Informed Consent 

Informed consent was gained from each individual participant once they had received a full 

explanation of the study, their right to withdraw without penalty at any time and contact details for 

the researcher, so they could effect this withdrawal at any time in the future. Informed consent 

documentation is attached as Appendix F. Informed consent must always include comprehensive 

information sharing about the proposed research in a manner that is appropriate for receivers of 

this information and must also provide information about the likely outcomes of the  research  

(Allmark et al., 2009).  

Focus Groups Inclusion Criteria 

Potential participants within this research needed to meet several key criteria in order to be 

included. It was important that any participant was able (physically and cognitively) to join in group 

discussions and was fluent in speaking English. The study sought males and females aged over 

65 years to be resident in the Nelson region for at least one year prior to entry into aged care. It 

was assumed that this minimum timeframe would allow for exposure to mass media and 

advertising related to aged care.  
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It was also planned that male and female participants were placed in matched groups i.e. male 

only groups and female only groups. The rationale for this was the belief that there may 

perceivably be differing discursive frameworks for each gender e.g. females may feel more 

vulnerable living alone in a residential house and seek aged residential care for safety reasons. In 

contrast males may be living alone and have insufficient support to manage activities of daily 

living. It was also my belief that the “matching” process would eliminate any confounding of 

potential gendered discourses and increase potential for self-disclosure of views and perceptions 

of potential influences in their decision making processes (Krueger, 1994). Krueger (1997a) 

recommended homogeneity of participants in focus groups since this enhances sharing of 

information when one response heard by another encourages additional comments beyond their 

own original response. For this reason, gender specific group discussions were conducted with 

male only focus groups and female only focus groups. 

Each potential participant needed to have been resident in an aged care facility between 2 weeks 

and 6 months. Up to 2 weeks it was assumed that a normal “settling in” period of transition may 

be in progress thus impacting ability to focus in a group discussion fully. Beyond six months it was 

assumed that there may be potential erosion of discursive drivers for entry into aged care. All 

ethnic groups were potentially included but not specifically targeted. Potential participants were 

resident in aged care facilities owned by individual providers and or corporate providers.  

Focus Group Exclusion Criteria 

The exclusion criteria for potential participants were diagnoses of dementia or cognitive 

impairment as identified by the Clinical Manager within the Facility. Diagnosis of dementia was 

believed to significantly impact the ability of an individual to participate fully within this research.  

Sampling Strategy and Recruiting Participants to the Study 

In keeping with the research question, "What are the critical discourses influencing older adults 

entering institutional retirement living arrangements in New Zealand?" the purposive sample of 

older adults was anticipated to include those individuals who had recently moved into residential 

aged care. The goal of the focus group sessions was to inform the study as to the nature and 

impact of discourses that older adults had been exposed to that influenced their decision to enter 

aged care. To recruit the focus group participants, following identification of all locally available 
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aged care facilities, I spoke with three Nelson Facility Managers explaining the research and 

checking for interest, numbers of older adults who had entered their specific facility in the 

previous six months and their (Facility Manager) appetite for supporting this study. All three 

Facility Manager's willingly agreed to support the research and allow me access to their residents 

to explain the research study and seek participant interest. Facility Managers and Clinical 

Managers discussed this research with their residents and asked for those who were interested to 

participate in an initial meeting with the researcher.  

All focus groups were established by arranging an initial meeting of the potential participant group 

to explain the research, discuss the need for informed consent, confidentiality of materials and 

tapes (including storage), withdrawal (at any stage) and feedback on completion of the study.  

Approach to Data Gathering 

Aged care facilities were identified through use of websites (Ministry of Health, Aged Concern), 

the Nelson telephone book and local professional networks. Access to older adults resident in 

aged care facilities within Nelson was achieved by the researcher contacting Facility Managers to 

seek interest in supporting this research within their facility. Initial approaches met with universal 

support to undertake discussions with current residents in rest home level care to gauge their 

interest to meet the researcher and participate in an initial meeting for a comprehensive overview 

of the study, its aims, informed consent, withdrawal and feedback mechanisms. This purposive 

sampling of older adults was appropriate to ensure focus group participants were informed of the 

purpose of the study (Sandelowski, 2000).    

Focus Groups 

Focus groups were chosen, as in my view, CDA directs research to the field of practice at the 

meso level6 and the study of discourses at the micro level. Focus groups are a means of 

capitalizing on the communication between research participants in group interviews in order for 

them to explore and clarify their views in ways which may be less accessible in a one to one 

                                            

6Meso level analysis indicates a population size that falls between the micro- and macro-levels, 
such as a specific community or an organization. 
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interview (Gee, 2014a). The discussion generated from focus groups can create a “snowballing of 

ideas” effect where one person’s comments trigger another to comment. Such groups generate 

discussion which is more conversational in style and therefore offers the opportunity to generate 

discussion which is more diverse, meaningful and animated than that obtained from individual 

interviews (Patton, 2002).  

This research planned to attract three groups of women and three groups of men in gender 

matched groupings. Focus groups do not discriminate against people who cannot read or write, a 

factor that was potentially relevant for the age group in this study. Furthermore, focus group 

interactions can encourage participation from people who may otherwise be reluctant to be 

interviewed or those who feel they have little to say (Kitzinger, 1995).  

The goal of the focus groups was to provide the participants’ perspectives on the key factors that 

had influenced their decision to enter residential aged care. A Locality Agreement was signed by 

the Facility Manager prior to the research focus group activity. This Locality Agreement provided 

an outline of the study; information related to the researcher's background and details; detailed 

information on the suitability of the researcher; suitability of the local research environment; and 

specific considerations in relation to the vulnerability of the cohort and mitigation of these factors 

(such as embarrassment) by providing contacts for local Health and Disability Consumer 

Advocates and ensuring Facility Manager and clinical manager oversight of participants to ensure 

no ill harm occurred. Also contained in this Agreement were the researcher’s contact numbers 

and email address see Appendix D. 

Information sheets were provided to all participants inviting them to participate in this research 

and providing contact numbers and an email address for the researcher (Appendix E). Appended 

to these information sheets was an overview of the study, what the study involved, the time 

commitment of potential participants, potential discomforts for participants participating in the 

focus group sessions, withdrawal from the study, confidentiality, outcomes of the study and 

mitigation strategies for participant vulnerability or discomfort (Appendix G). There was a 

moderate risk of participant discomfort and this did not eventuate. These information sheets were 

provided at the initial meeting with potential participants and contained an overview of the study. 

Aged individuals, who were potential participants, were invited to ask any questions in relation to 

the research ahead of participation.  
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Participants were all asked to sign an informed consent form prior to participating in the focus 

group sessions. Consent to participate was entirely voluntary, no incentive was provided and no 

duress exerted by the researcher. Assurance was also provided to all participants that withdrawal 

from the research process could occur at any time without any penalty either by the researcher or 

anyone within the Facility.  

The focus group sessions each lasted approximately one hour with one session lasting 90 

minutes. The focus group checklist (Appendix H) was used to prepare the room for the group 

session and to manage the catering requirements for the participants. Introductory questions and 

probing questions were designed ahead of these group sessions and provided a framework for 

information gathering in a logical sequence ((Krueger, 1994). All focus group sessions were 

supported by a note taker and all were digitally audio taped for later transcription. All notes were 

subsequently retained and cross referenced to the taped recording of the sessions. 

During the focus group sessions participants were encouraged to ask questions or clarify any 

concerns or issues arising from the discussion. All focus group sessions were conducted during 

daytime ensuring time for older adults to manage their requirements for daily living and to meet 

meal times. All participants participated only once in any focus group session.  

Focus groups were chosen as CDA directs research to the field of practice at the meso level and 

the study of discourses at the micro level. Focus groups are a means of capitalizing on the 

communication between research participants in group interviews in order for them to explore and 

clarify their views in ways which may be less accessible in a one to one interview.  

Overview of Focus Groups Residential Setting 

Three residential aged care facilities agreed to participate in this study. Two of these facilities 

have retirement village provision on their campus, as well as rest home and hospital level care 

capacity. For the purpose of description in this study each of these facilities is allocated an 

alphabetic title - Facility A, Facility B and Facility C.  

Facility A 

Facility A is an older style aged care facility owned by one of the major national chains. This 

facility has 37 hospital beds and 14 rest home level beds. The facility itself is located in urban 
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Nelson and has a local school next door with playing fields able to be viewed from the lounge 

area so older adults can watch children playing sport and engaging in other activity. It is accessed 

up a long tree lined drive way and has ample gardens and outdoor areas in the form of courtyards 

for individual residents to find a quiet place to read or reflect. It has large lounge facilities with 

capacity to take a significant number of residents involved in activities or recreation. Individual 

rooms and shared rooms are available for older adults depending on their needs and level of care 

requirements. Generally, the atmosphere in this facility is that of a homely nature with no bustle or 

clinically sterile environment apparent.  

Facility B 

Facility B is also an older style facility owned by a major national chain. This facility is located in a 

small suburban village with access to Nelson library facilities, large supermarkets, hairdressers, 

doctors, cafe's and Aged Concern. The building is older style and not particularly attractive 

externally but the inside of the facility is warm, inviting and homely. Gracious lounges and long 

corridors with rooms running off these are the living arrangements. It currently has a mix of rest 

home, hospital and dementia care. The mix of these groups of care was noted as disruptive by 

some of the participants in the study since those older adults with dementia had been crying out 

during the night and keeping awake some of the participants. Access to local parks makes up for 

the lack of local grounds in this facility. The beds available in this facility are 43 hospital level care 

and 40 rest home care with 10 independent living units on the campus.  

Facility C 

This facility is relatively new and is a very contemporary multi-story design. It is owned by private 

consortia of business people. It has a large reception area which may seem a little sterile to the 

uninitiated although the atmosphere was unhurried and homely. This facility provides rest home, 

hospital and village services. Multiple lounge spaces are available for residents to engage in 

activities together or to withdraw and have quiet spaces for reading or time to reflect. Located on 

the north side of Nelson, this facility is a distance from major shopping areas although a local 

dairy is nearby. Garden spaces were not obvious and local parks are a reasonable distance to 

walk to for older adults. Currently this aged care facility has 82 (48 Hospital level and 34 Rest 

Home) beds, 34 Studio/Apartments and 5 independent village units.  
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Participant Profile 

Twenty five older adults participated in the study. All of these individuals were 65 years of age or 

over, the oldest being 92 years. Initially 27 participants agreed to participate, one subsequently 

withdrew prior to the focus group session and one was eliminated as he had dementia. The final 

number being 25 active participants in the form of 8 males and 17 females as can be seen in 

Table 1 below.  

 

Table 1.  Participant gender and facility 

Two of the participants were individuals who had transferred to Nelson as a direct result of the 

earthquakes in Christchurch. Both of these participants were women who had come from facilities 

that had been wrecked in the earthquakes. One participant had his wife in the same facility; 

however, she did not participate in the research.  

Focus Group Data Analysis 

Data arising from the audio recordings from the focus groups were transcribed verbatim into 

transcripts to ensure accuracy of content and to eliminate any potential bias. The data were saved 

in a Word format on Windows 8 and later transferred in to FileMaker Pro where it was thematically 

analysed for discursive content. Problems encountered with Filemaker-Pro led to a decision to 

transfer collected data to an Excel spreadsheet for analysis. 

The aim of the analysis was to establish common discursive themes occurring throughout the 

focus groups and to group these theoretically using the framework developed below in Figure 4 

(p. 102). This Figure was designed to assist in the clarification and understanding of the potential 

themes that may arise from the data collection emanating from particular theoretical approaches. 

In particular, it picks up on the notion of the powerful influences of family, friends, groups, societal 

expectations and societal ageism in keeping with Fairclough's dialectical social model of 

discourse in contemporary society (Fairclough, 1992 a; Fairclough et al., 2011). It utilizes the work 

of Michel Foucault in relation to the role of experts, such as medicine with its language of 

remediation for failing bodies. It also acknowledges the powerful language and use of 
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demography and statistics alongside the notion of framing individuals within identificational 

groupings. This framing acts to construct representational networks to invest and sustain relations 

of normalization and domination in relation to ageing and thus the appropriate and proper user of 

residential aged care (Boje, Oswick, & Ford, 2004; Fornet Betancourt, Becker, Gomes Meuller, & 

Gauthier, 1987; Foucault, 1973; Gros, Ewald, Fontana, & Davidson, 2010; Rabinow, 2010). This 

model acknowledges the manifest power of politics to produce societal order within economic 

ideologies; utilizing policy strategies such as the privatization of aged residential care to enhance 

the commercialisation and commodification of ageing and to abjectly enhance the contemporary 

lifestyle promulgated by developers of these new age institutions using contemporary strategic 

media and advertising technologies (Fairclough, 1992 a; van Dijk, 1995b, 2011a). Finally, all of 

these discursive frameworks come together in the moment of decision for the older adult by 

effectively constructing their decision as the normalized approach to accommodation choice 

appropriate at an older age. The arrows in Figure 4 below are intended to show the continuum of 

influence of older adults from the multitude of discursive frameworks each with its own significant 

impact on the ultimate decision to enter residential aged care.  
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Figure 4.  Model of discursive frameworks influencing decisions to enter residential aged care 
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Discursive Themes Identified Throughout this Research 

Discursive themes were identified and developed throughout this research. These various themes 

are identified in Table 2 below. 

Interpretive Thematic Findings 

Active and passive discursive pressure surrounding residential aged care 

Discourses of experts  

Conflicted positioning of older adults evidenced from focus group interviews 

Portrayal of ‘free-choice’  for consumers of residential aged care 

Other portrayals of helpless, ‘needing care’ elders 

Idealized synthetic personalization within media advertising 

Normalization of institutional living evident in media advertising 

Positioning between different worlds of existence i.e. home and institution 

47% of over 65’s access residential care facility  

Institutional living counter to preferred home living 

Decisions to enter residential aged care are made at point of vulnerability 
Multiple factors precipitate decisions including previous experience of known others in residential 
aged care facilities 

Power and authority of medical discourse 

Influence of statistics and economic modeling 

Government policy to head off ‘grey tsunami’ 

Aged demographic and fear of economic ruin 

Seductive commodified resort type lifestyle offerings 

Growth of individualism and ‘self-focus’ within NZ society 

Proliferation of ‘designer’ style retirement landscapes 

Promotion of glamorized lifestyles 

Power and influence of family members 

Older adults silenced through power exerted by family  

Compliance and passive acceptance of the inevitability of residential aged care  is common 

Problematizing effect of social policy 

Invisibility of older adults in New Zealand society 

Care of older adult parents defined as problem 

Normalization of residential aged care for white European elders 

Older age variously defined 

Marketing technology reinforces social expectations 

Dominant discourses silence opposing views 

Initial resistance gives way to surrender by older adults to family pressure 

Multiple discourses at work and intersect across the over 65 year old cohort 

Media influence mostly indirect 

Market for ‘residential living’ appears to be rising 

Table 2. Identified discourse themes 
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4.5. Phase 3. Analysis 

The objective of the third and final phase involved explicitly establishing a discursive framework 

for analysis of the data in order to understand the social, political and ideological context of age 

related decision making and the factors that influence the ultimate decision to enter aged care by 

older adults. Significant data were generated from both streams of review. The media scan 

generated a significant amount of advertising materials related to residential aged care; local 

interest stories related to residential aged care; health and wellbeing information for older persons 

and advertising. The focus groups similarly generated significant data for analysis.  

Issues of Rigor and Trustworthiness 

Undertaking CDA requires significant” systematicity and careful thought” in order to optimize 

conceptual and analytical premises and to bring focus to the broad potential of a research study 

for its contribution and application of findings in the field of health sciences (Chouliaraki & 

Fairclough, 2010, p. 1213). Used as a means for critical enquiry, CDA theory and methodology 

are relationally linked to one another, privileging social relations over individual or organization 

actions and preventing dislocation of the theory from the methodology (Chouliaraki & Fairclough, 

2010). Fairclough (2005) suggested that a CDA focus embodies four general dimensions namely 

the emergence (of discourse in social relations), hegemony, recontextualizsation, and 

operationalization of discourses. In this instance the concern that informed the commencement of 

this CDA related to the emergent social, political and medicalized view of residential aged care as 

a ‘normalized’ or inevitable trajectory for older adults. Thus adopting a CDA approach provided a 

vehicle for making visible any potential hegemony in language and semiotic use of media 

advertising and in the lived social world experiences of focus group participants. Throughout this 

thesis I have provided documentation of decision-making processes which have been used to 

inform the evolution of the CDA method as I have applied it.  

The analytical framework incorporated interpretive forms of theoretical thematic analysis 

concerning the discursive construction of ageing and aged residential care utilizing Gee’s 

discourse analysis toolkit (Gee, 2014a). Whilst Gee (2014) is emphatic that there is no “grand 

agreed upon body of content for discourse analysis” his toolkit provides a range of tools or 

questions to assist and support a comprehensive interrogation of the data and thus illumination of 

discourses (p. x). Of the twenty seven tools Gee identifies, only three of these were utilised to 
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provide guidance for thematic analysis of the data.  The notion of utilizing only those tools 

appropriate for the data at hand  is fully supported in Gee’s overview and guidance for use of his 

toolkit (Gee, 2014a, p. x).    

Using the tool of “situated meaning” (Gee, 2014a, p. 200) it was possible to identify in the data 

from both focus groups and media what the situated meanings of words, phrases were 

thematically. In essence this related to the meanings expressed by older adults in the focus 

groups such as the term “rest home”, family, care, frailty, coping with illness and the like. For 

media advertising use of the term care, safety and security in the context of residential aged care 

provided valuable themes for analysis from the data in this study.  

A second tool from Gee’s portfolio utilised to support thematic analysis was the “social languages 

tool” (Gee, 2014a, p. 200). This tool asks how phrases and the structure of language or texts and 

symbols are used to signal or enact a given social language. An example of this is  the phrase 

from the Kensington Court media advertising “We are more than just a rest home and hospital” 

(Kensington Court, 2012b) Figure 29.  This type of phrase relies on a distinct social language in 

relation to rest homes and hospitals from which I was able to build the theme associated with this. 

An example from the focus groups regarding social language relates to the phrase used by one 

participant “he would have me under the ground by now if he could” (p160). This phrase relies on 

social language relating to death and the burden of an older adult to family and again added 

insight to the thematic analysis regarding the influence of family in the decision to enter residential 

aged care.  

Another of Gee’s tools utilised in this thematic analysis was the “figured world’s” tool (Gee, 2014a, 

p. 201). This tool suggests that individuals use words and phrases to assume mental 

representations or models of meaning. Within these meanings are values, representations and 

ways of acting or behaving within the social world. One example of such a phrase is that 

contained within Figure 20 where the media advertisement states “It’s all about lifestyle”. This 

notion of lifestyle for older adults was repeated across many of the advertising materials in this 

study and generated an illuminating theme for examination. Another example from the Focus 

groups participants was that that contained within the statement “if you go into care now”. This 

again provided interesting thematic analysis in terms of the meaning of care to older adults and 

adult children.  
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Within this analytical framework, emergent themes were found to link to identified contemporary 

representations of older adults in the media and advertising with a further link made to themes 

emerging from focus group data related to those who had decided to access aged residential 

care. This latter data was anticipated to provide thematic information regarding potential for 

hegemony in the lived reality and outcomes emanating from the individuals currently living within 

aged residential care. This framework is congruent with the CDA methodology underpinning this 

study (Wetherell, Taylor, & Yates, 2001) and is visually represented in Figure 4 (p.102).  

In keeping with the design of this study, unpacking the complex mix of persuasive discursive 

influences have been triangulated within a framework of socio-linguistic discourse, political 

discourse and social discourse in order to reconceptualise the patterns of dialectical relationships 

and to expose (operationalize) the sources of power behind and within these influential practices 

and technologies. Data were entered from these three streams of analysis into thematic 

categories in order to visualize the emergent themes and to understand the discursive 

construction of aged residential care. This understanding related to how those older adults, who 

access residential aged care, are represented in the news media, popular magazines and 

advertising; and how older adults themselves experience discursive influences through the 

construction of ageing and thus aged residential care as an option for accommodation in 

contemporary New Zealand society. Data analysis was undertaken initially utilizing an electronic 

database software tool. This required that all data were transcribed (focus group interviews) and 

media texts reviewed for appropriate content.  

This multi-phase approach offered a multi-layered approach to address the aims of the study in 

keeping with the socio-linguistic, political and social discourses underpinning the influences on 

older adults’ decision to enter aged residential care. This process is fully congruent with a CDA 

approach. 
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4.6. Conclusion 

This chapter has provided the design strategy and decisions taken to conduct the research and 

answer the research question. In undertaking this research, this exploratory framework respects 

Fairclough's assertion that time, space and context has undercut traditional ways of caring for 

older adults in terms of the contemporary commercialized institutionalization models. The media 

texts and images obtained in this research study support the current rhetoric commodifying old 

age with simulated personalized messages regarding lifestyle choices; despite the overwhelming 

evidence that most older people would prefer to remain in their own home. The role and power of 

family and the opaque political discourse in modern society have also been illuminated. It is to 

these findings, flowing from this method that this thesis now turns.  
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5. CHAPTER FIVE – THE BURDEN OF 
AGEING: A POLITICAL DISCOURSE 
OF EXPEDIENCY 

“For your own good” is a persuasive argument that will eventually make man agree to 
his own destruction. 

Janet Frame, (Frame, 1961) 

5.1.  Introduction 

This chapter is the first of three interpretive discourse analyses from the focus groups and review 

of the media advertising in this study. It specifically makes visible the discursive frameworks 

underpinning the political positioning of older adults in relation to privatized institutional living 

arrangement and discusses the key themes emerging from the data: political discourses of ageing 

and aged care, the "burden" of ageing and the expediency of the construction of age and, 

subsequently, the accommodation solutions for older adults. Next, establishing themes derived 

from the data that exemplify these concepts was initiated. Examples of such themes include the 

homogeneity proposition for aged adults within contemporary society, the political discourse of 

active ageing and the emergence of "experts" as advisors and touchstones for political discourses 

relative to ageing. Concluding this chapter is a discussion on the role of media in constructing 

older adults, as has emerged from this data.   

5.2. Politics, Discourses, Media and Expediency 

Language and images support the creation, definition and categorization of phenomena allowing 

cultures to mutually understand their shared knowledge and reality. When compared to previous 

generations, the constitution of modern 21st century reality is significantly shaped and molded 

through discourses of talk, text and (multi) media representation which in turn is inspired variously 

by political, commercial and financial interests (Fairclough, 1989).  Indeed, whilst the use of words 

operates to shape our thinking in a stealth like manner (Coupland et al., 1991), the imaginative 

provocation and vigor of images can be argued to have a much more powerful impact on how we 

view our world (Carrigan & Szmigin, 1998; Fairclough & Wodak, 1997; Gee, 2014a; MacDonald, 

2003; Machin, 2013). The compelling nature of images is evidenced in the picture (Figure 5) 
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below of an older woman with her mouth taped in Auckland's Belhaven aged care facility which 

shocked the country, raising into public awareness the notions of scandalous abuse in aged care 

(Johnston, 2008).   

 

Figure 5.  Woman gagged at Belhaven Rest Home, Auckland 2008 

As discussed in previous chapters, CDA provides a valid framework to review the tangled network 

of power infused through communication from multimodal semiotic resources within the context of 

daily living (Chouliaraki & Fairclough, 1999; Gee, 2014a; Kress & van Leeuwen, 1996). 

Contemporary society experiences discourses through multiple sources such as newspapers, 

television, movies, advertising and magazines, all of which may be communicated through 

different genres to achieve differing kinds of communicative tasks (Carrigan & Szmigin, 1998; 

Kress, 2010a). These "tasks" of semiotic resources serve to construct, as well as to be 

constructed by, political and social practices; and it is from these sources that ageing and aged 

care discourses evolve within New Zealand society.    

Use of the term "expedient" in this chapter title requires explanation by stating clearly what is 

intended to thematize through use of that particular word. The intent here is to scrutinize 

discourses from a political perspective in relation to privatized institutional forms of 

accommodation for older adults. Along with this, is the requirement to establish if the political 

agenda for ageing accommodation is a convenient solution to declining government funded 

provisions for the over 65 year old aged group. Van Dijk (1993b)  proposed that the relationship 

between elite discourses of government,  media and  the "everyday" discourses that take place in 

our homes and communities is indeed a mutual one. This, in effect, suggests van Dijk (1993b), 

ensures that "political definitions of events and issues may in turn influence public debate and 

opinion formation through the news media and in turn influence and legitimate policies and 
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legislation thereby closing the full circle of influence" (p. 50). This influence is achieved through 

the expansive access to media in newspapers, advertising, television and increasingly, our 

access to media sources such as the internet and social media sites such as Facebook and 

Twitter (Fetzer & Weizman, 2006; Schaffner, 1996).  

The data from this study shows contemporary economic discourse emanating from government 

policy for older adults impacts older individuals decreased economic security. Some individuals in 

this study, with lower socio-economic status, indicated difficulty accessing comprehensive, 

affordable housing and care options, and these individuals faced increased vulnerability to 

exploitation through commodification of age related housing. Media advertising supports this 

notion as is evidenced in the following advertisement Figure 6 below, which shows the aged care 

provider making a commercial pitch for "affordability" to older adults wishing to relocate into 

residential aged care.  

 

Figure 6.  Stillwater Gardens (Stillwater Gardens, 2012b) 

Within the political discourse of ageing and aged care there is a "naturalizing" of understanding 

within the social world through the political shaping and construction of societal activities as can 

be seen evidenced in the media advertisement above (Figure 6). The evocative image of planting 

tomatoes provides a natural, normalized behaviour for many older middle class New Zealanders 

and, when linked to aged residential care, the above advertisement suggests this is a natural and 

normalized approach to older age.  

Naturalization of communication within political discourse captures people's vision, values and 

views, successfully obscuring the situation and influencing people to subscribe to the view that 
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the way things are is simply common sense. In turn, this captivating and pervasive normalization 

of political messaging is, as suggested by Muralikrishnan (2011), difficult to resist on the basis of 

its common sense value; which then makes it difficult for individuals to question the dominant 

ideology. Applying the notion of political discursive narrative to the domain of ageing and aged 

care, it is possible to suggest that this is not presented as an outcome that might be questioned or 

challenged, but is merely accepted as simply the way things are within contemporary 

New Zealand society.  

That there is a symbiotic relationship between politics and the media is the source of a significant 

body of research which suggests that political information, political beliefs and political opinions 

are transmitted and subsequently shape the reception of ideological values in the wider 

community or receiver audience (Borowski et al., 1997; Fairclough, 1998; Fetzer & Weizman, 

2006; Schaffner & Bassnett, 2010). Mainstream media advertising appears less than interested in 

its key role in the constitutive establishment of perceptions related to ageism within the wider 

community. The subsequent formulation of life positions or stereotypical beliefs, associated with 

ageing and aged care in the media, provides a vehicle to perpetuate marginalization of older 

citizens; depicting them as frail, helpless or other negative stereotypes (Carrigan & Szmigin, 

1998; Coupland et al., 1991) as illustrated in the following media advertisement (Figure 7, p. 112). 
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Figure 7.   Ryman (Ryman, 2012c) 

Fetzer and Weizman (2006) suggested that in contrast to "rights and obligations of a ratified co-

participant in an ordinary face to face interaction, a media discourse audience is not in a position 

to take part in the negotiation of meanings in a direct manner" (p. 144). There is also a suggestion 

that the move to more conversational approaches of the mass media, in recent years, has 

translated into high levels of resonance of political messaging with wider audiences; and this 

media supported communication acts to mediate these messages and create a pseudo-

democratization of political discourse in the day to day lives of receivers (Fairclough, 1992 a). 

This conversational approach and informality is clearly evidenced in the dialogue contained within 

Figure 7 above.  

Media create new ways of being in the contemporary world and, as noted by Scannell (1998):  

If language is world-disclosing, we must attend to the world and the worlds it discloses. A 

mediatised world is not hyper-reality or indicative of an "external reality" (external to who or what 

we might ask?). It is a historically specific, specifically historical way of being for those who live in 

the world. (p. 263)  

This "being in the world", as Scannell suggested, is reflected in contemporary political discourse 

with an increased reliance on media as the medium through which to promulgate appropriate 

messaging to the wider society in order to enhance and support political action and ideological 

positioning. Advertising similarly picks up on politicized messaging galvanizing this 

interdiscursively together in marketing strategies with an understanding of consumers’ thoughts, 

feelings and behaviors, and then fitting these to consumption demand; as can be seen in the 

media advertisement below (Figure 8), which provides older adults with access to changing road 

rule information and captures them in this situation with advertising for their product (Arnould, 

Price, & Zinkhan, 2004; Carrigan & Szmigin, 1998).  
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Figure 8.  Ryman (Ryman, 2012b) 

The political discourse of ageing and aged care results from particular actions and is in the 

service of particular interests. Evidence of this enacted, legitimated naturalization of residential 

aged care from conservative, right wing media advertising data, demonstrates that influence is 

possible by co-marketing core aspects of life targeted at older adults. In Figure 8, the 

advertisement shows co-marketing by a residential aged care provider of important life messaging 

– changes to the road rules. This duality of key political, legislative change to the road rules is 

used as a platform to engage older adults and their families in reviewing the offering of residential 

aged care to consumers who may not otherwise be accessed. This is clearly an example of what 

might, on the one hand, be perceived as a “service” to older adults or, on the other hand, it may 

be perceived as strategic consumer marketing of residential aged care.  

The advertisement in Figure 9 below illustrates a "warm" and perceivably “caring” relationship 

between two European women - an older woman and a younger woman. In this way it is possible 

to suggest that there is a process of normalizing the relevance of these images to similar 

individuals who may identify with such a portrayal of older adulthood, including the promise of "the 

very best of care". It proposes "respite care" for families to ensure "your loved one" will be minded 

while family (presumably) are on "a break". The advertisement also suggests that the newer 

option of a "serviced apartment" is a realistic alternative to resthome care and that this can be 

subsidized (by Government) for respite care relief. It specifically talks of this being a "brand new" 
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apartment, leading one to assume that such an apartment is glistening with all bells and whistles; 

thus persuading the consumer of such service to enter into the "resort" type accommodation.  

 

Figure 9.  Ryman Health (Nelson Mail, September, 2011) 

In an excerpt from an advertisement found in the New Zealand Automobile Association magazine 

Directions (Figure 10, p.115), Vision Senior Living use a testimonial from an older woman 

suggesting that older adults should “come in to care while you can enjoy it”. Such a message is 

clearly signaling that older adulthood is a period where one may not, in due course, be able to 

enjoy life and that moving into a residential aged care facility is an appreciable outcome to take up 

whilst one can.  

 

Figure 10.  Vision Senior Living (Directions, 2011) 

This advertisement also suggests a level of "fitness" associated with aged residential care; thus 

constructing ageing as a decremental process. It suggests aged residential care as inevitable and 

advises that older individuals must be proactive and embark on an aged residential care journey 

early to ensure they are able to "enjoy" this living arrangement. This statement privileges the 
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notion of "enjoyment" leaving unsaid the counter message that there is a potential for arrival in 

such facilities to occur at a time when one is less able to "enjoy" this arrangement presumably 

due to poor health or frailty. Notably there is also marketing pressure to act quickly which 

influences through the suggestion of acknowledging need now versus need that might occur after 

fitness level is lost. Whilst the epidemiological basis for increasing illness and disability is clearly 

evident for older people, in contrast, however, there is also evidence that there are many older 

adults who are disease and/or disability free (Borowski et al., 1997). The biomedical model of 

ageing is "sculptured perfectly for economic rationalism" where the images of death and disability 

cloak negative perceptions of older adults and illuminate the potential for increased cost burden 

for New Zealand going forward (Borowski et al., 1997, p. 60). As can be seen in the image of this 

advertisement, a potentially spritely, well presented older European woman is tending her garden 

in beautiful surroundings with quality housing behind her. This advertisement serves as a 

testimonial that life can be rich and rewarding in aged residential care, which the central character 

in the advertisement terms a "retirement home". Notable, she states in her testimonial that she 

believed it was "time" to enter a retirement home indicating that underpinning her decision to 

move into these living arrangements was a discourse of inevitability for older adults to progress 

into institutional living and that this time had now come for her.  

This media advertisement also speaks to a collective understanding of "enjoyment" for older 

adults situating the contextual language to build an understanding of the notion of enjoyment 

within an aged care environment and providing key signals such as engaging "early" and ensuring 

a level of "fitness" in order to "enjoy" it. This media message implies that aged persons need to be 

able or capable to participate in the community of the aged care facility to attain "enjoyment" and 

that if poor health or decremental health status occurs this achievement of enjoyment may indeed 

be compromised.  

The suggestion in the advertisement above (Figure 10 p.115) relating to compromised capacity or 

ability within the context of ageing is cleverly linked with an impending need for "care"; as is 

evident in another media advertisement (Figure 11) below, which suggests: 

"Residents now have peace of mind knowing that total care is available under one umbrella" 
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Figure 11.  Kensington Court (Kensington Court, 2012a) 

This Kensington Court advertisement features three photos of European women in social 

situations; as a group perceptibly enjoying themselves either in some festive occasion, in the 

garden or, in the photo of a single woman, someone who appears to be happily gardening in the 

sunshine.  All of these women look to be of middle class status presumably, and reasonably, fit or 

free of illness or frailty. This advertisement again evidences a continuation of the discourse of 

"care" as a requirement or inevitability associated with ageing. Gee (2011) proposed that it is 

important to understand the context of the message in written language and in particular the 

relationship of "reciprocity" where the use of language simultaneously reflects reality and then, in 

turn, constructs that reality in definite ways. This advertisement also contains the widely 

recognized idiom "peace of mind" to capture people's attention. Thus, if, as this discourse implies, 

there is a (somewhat constructed) worry about ability to access "care" required or associated with 

age and/or disability, seeking accommodation in such an institution will free an older individual of 

the worry of not having "care" available to them should they require it. Again, left unsaid, is an 

assumption of illness or decline associated with illness; although notably this advertisement does 

mention new hospital facilities which are purpose built, providing a contradiction to the visual 

imagery and casting a shadow over the portrayed vitality of the agents within the images.  

5.3. The Political Discourse of Homogeneity 

The creation and perpetuation of social stereotypes, and construction of the role of older adults 

within society, is influenced by public debate and public legitimation of the expectations for older 

individuals; as well as the degree to which society attributes social and moral meanings to ageing 

and aged care (Butler, 1969; Fealy et al., 2012; Iliffe & Manthorpe, 2012; Minkler, 1989). 

Positioning ageing or older adults as a homogeneous group, all descending slowly into 

decremental health status or dependency, “not only casts the dye in constructing older adult 
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characteristics but weights these characteristics with potential for social exclusion”, including 

marginalization and socio-economic degradation (Wilinska & Cedersund, 2010, p. 335).  

Assumptions on the cohort stability of the aged population (over 65 years) are based on the 

socially defined characteristics of chronological "age" as the determinant on which to base 

appropriate political decisions. Such an ideological  stance supports the political discourse related 

to a contemporary apocalyptic demography with its associated impact on the economy and social 

services internationally (Coupland et al., 1991; Lassen & Moreira, 2014; McNeil & Hunter, 2014) 

and nationally (New Zealand Treasury, 2009; Statistics New Zealand, 2009a, 2009b; Treasury, 

2012).  

Coupland et al. (1991) suggested that there are multiple myths related to ageing which are based 

on stereotypical beliefs and which misrepresent normal ageing experiences and conditions in later 

life. An important factor in the imposition of arbitrary boundaries on older adults by society 

includes markers such as age bands, the retirement age which is the age of entitlement to 

universal superannuation (Carpinter, 2012) and access to lower cost services (e.g. heating, travel, 

local Council rates and so on) that are socially constructed by communities for particular purposes 

and ultimately subjectively interpreted by individuals (Coupland et al., 1991).   

As an expedient for politics, the construction of a chronological age identity for older people 

supports policy decisions related to population predictions and the future or impending demand 

on health and social services (Bryant et al., 2004; Stephenson & Scobie, 2002a). Such 

predictions are frequently bound up in terminology such as critical fiscal "burden"  and give rise to 

a constructed identity of dependency and images of ageing which do not specifically mirror the 

fundamental nature or quintessential experience of actual ageing (Ainsworth, 2007; Fealy et al., 

2012; Patterson, Forbes, & Peace, 2009).  

A common theme that emerged from the media advertising was imagery portraying middle class 

European women as potential candidates for entry into residential aged care (as can be seen in 

Figures 12-15 pp.118, 119, 120). As suggested by Bytheway (2011), the visual representations of 

older adults underpin the societal expectations of what might be expected at a particular age and, 

therefore, "direct the way we see age" (p. 86). Stereotyping of older adults validates the use of 

chronological age as a specific classification typology for a group of society; thus underpinning 

ageism and potentially strengthening distinctions between "optimal ageing, or the Third age, and 
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failed ageing, or the Fourth age" (Hurd-Clark, Bennett, & Liu, 2014, p. 27). In doing so, these 

images manifest the deeply held societal ideologies and stereotypes about ageing, gender and 

financial capacity of older middle class women but largely miss the diversity of this older 

population in terms of male representation or cultural mix (Hurd-Clark et al., 2014).  Examples of 

European, middle class (perceivably) women's images in the media advertising from this study 

are collectively shown below in Figure 12. Below: 

 

Figure 12.  Metlifecare (Metlifecare, 2011) 

 

Figure 13.  Ryman (Nelson Mail, September 2011)  
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Figure 14.  NZ Health Care (New Zealand Healthcare, 2012) 

 

Figure 15.  Ryman (Ryman, 2012c) 

The social identity that is evoked from labels such as "old" or the discursive construction of age, is 

manifest as a declining ageing body whereby individuals become alienated, marginalized, 

congregated and managed into spaces like nursing and retirement facilities (Hugman, 1999).  

Such a discourse suggests, or assumes, that all older adults categorically age at the same rate in 
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a point to point correspondence with their chronological age and in some cases - age band 

(Bytheway, 2005b). In contrast to the notion of homogeneity of older adults, which may be the 

substrate for policy research, significant variability within and across the older adult (>65 year old) 

population is evident (Rowe & Kahn, 1987). When asking young people to imagine how their lives 

may subsequently turn out, Patterson et al. (2009) found that many of the young New Zealanders 

involved in their study drew upon images consistent with the "Positive Ageing Strategy" and 

indicated strong agentic orientation throughout their lives and into older age. Whilst public policy 

and political rhetoric continue to support the notion of homogeneity of the over 65s in New 

Zealand, focus group data evidenced the diversity of this cohort and the multitude of reasons they 

enter aged residential care: 

Mrs E, a 66 year old woman with Type II diabetes indicated that whilst she seemed to manage 
this condition well she has restricted movement due to severe obesity. She talked about her 
severely dysfunctional family and specifically about one son who was demanding that she sign 
over her house to him as opposed to his five siblings. The constant bickering and demands for 
rights to property and being caught in the cross fire of this constant tension resulted in high stress 
for Mrs E and she subsequently decided, in agreement with her GP, to move into aged residential 
care. 

This individual's drivers for entering into aged residential care emanated from a significantly 

dysfunctional family and disability status and a drive for a more peaceful life. In contrast, Mrs G a 

focus group participant in another residential aged care facility, evidenced somewhat different 

drivers for entering aged care, including an expectation that such a change in living arrangements 

was: 

Something I never thought would happen. 

At 89 years of age Mrs G's daughter had been diagnosed with cancer. Mrs G stated in the focus 

group interviews:  

The one thing I could do for my daughter was to come into care so she did not have to worry 
about me. 

Mrs G has led an active life to this point and continued visiting friends and family and 

enthusiastically engaging in local activities such as the local church fair and volunteer work. She 

willingly acknowledged her desire and need to remain as independent as possible. As a local 

member of Greypower she was aware of issues for older people and stated:  
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The thing you must not do is just sit here. I still go to the hairdresser even though it is a bit of an 
effort every week. (Mrs G) 

This latter notion of maintaining her appearance indicated Mrs G's desire to retain a strong sense 

of personhood in ageing. Fundamental to this concept of personhood or selfhood is the notion of 

agency and the ability of individuals to exercise personal choice, to take decisions relative to their 

life; thus contributing significantly to the dignity and integrity of older adults’ quality of life 

experience (Gilleard & Higgs, 2010a; Thompson, 1998). Arguably the older adult's outer physical 

appearance allows others to judge his or her age and this visual imagery of the physical 

appearance of older adults positions individuals as "outsiders" and supports judgment or 

categorization of them as senile, old fashioned or inferior (Bytheway, 2005b; Twigg, 2007). It also 

seems that physical appearance and self-presentation are key narratives individuals use to make 

sense of older adults’ personal ageing experience and, as suggested by Featherstone and 

Hepworth, the perception of one's own body is mediated by judgments of others such as occurs in 

the ageist stereotyping of older adults (Featherstone & Hepworth, 2005).  

Confirming this view, regarding personal agency and the older adult not relinquishing control over 

his or her body, Twigg suggested that maintaining hairstyling is an important signifier of 

competence and independence for older adults. Thus, hair and its management have a role in the 

ongoing constitution of age and age identity in the face of societal construction of older adults as 

"problematic" (Ainsworth & Hardy, 2004; Twigg, 2007). Whilst the visible diagnostic of ageing is in 

its identifiable characteristics, such as changes in body shape, muscle tone, skin texture and so 

on, not all people "look their age" and there is always a negotiation in the relativity of 

chronological time or age in years and age in appearance or age as subjectively experienced 

(Coupland, 2009). 

Drawing from Foucault's work, it is possible to make the  connection between the coupling of the 

aged or ageing body and the subsequent construction and problematisation of "old people" and 

then to link this to the societal marginalization and control of older people (Foucault, 1970). This 

tension of productive versus non-productive societal actors, such as the unemployed, the 

disabled and the older adults, can also be linked to the declining capability of countries to provide 

a welfare state and the political considerations inherent within this (Katz & Marshall, 2003).  
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Ordering of age into categorizations or age related "bands" both informs and anchors political 

decisions by articulating the life course or trajectory of ageing people (life expectancy) for the 

purposes of regulation by providing a "political voice" or rhetoric which captures and positions age 

outside of the autonomy or rights of individuals (Chouliaraki & Fairclough, 1999). In tandem with 

the creation of homogeneous groupings of older adults, political discourse couples power with 

knowledge (Lassen & Moreira, 2014) marginalizing aged individuals with a focus on morbidity, 

mortality and ensuing economic threat (Rowe & Kahn, 1987). Thus, the aggregation of disclosed 

chronological age is used widely to predict economic risk or pressure points, demand for support 

services, and enhanced health risk of older individuals (Coupland et al., 1991).  

Census derived demographic data related to chronological age disclosures are represented in 

time interval tables ordering and sub-ordering age into various categorizations required for the 

passage of public policy involving financial considerations (taxes), social security 

(economic/benefit support) and more general functionalist controls (e.g. driving license 

limitations). This ordering and assigning of characteristics of age "bands" into discernible 

representations provides a platform for an almost perfect bureaucracy capable of enhancing 

capitalism based on its ability to produce calculability and predictability with regard to ageing 

(Lascoumes & Le Gales, 2007; Wilcock, 2007). In contrast, the effect of “normal" ageing has been 

found by researchers to be contradictory to the view of enhanced decrement; as noted by 

Hagberg et al. (1988) who found that older trained men had comparable hormonal and metabolic 

response rates to those of younger similarly trained men. In another cross sequential study, 

Schaie and Labouvie-Vief (1974) found that longitudinal comparisons of intellectual capability did 

not determine age related decrement but were mediated by rapidly changing cultural and 

technological changes when compared to younger cohorts.   

Contemporary political discourse significantly impacts the social construction of target 

populations, such as the over 65 aged group, and has a powerful influence on policy agendas and 

the shaping of public policies related to older adults in New Zealand. Age, in relation to the total 

number of years lived, provides scope for differentiating adults and supports the contemporary 

classification of older adults into at least three numeric groups; namely those over 65 years - in 

toto; the ageless, agentic, participatory, consumerist old or Third age; and finally the old-old or 

Fourth age of dependent ageing beyond 85 years defined by decline and decrepitude  (Coupland 

et al., 1991; Gilleard & Higgs, 2010b; Laslett, 1989). Some researchers have suggested that age 



121 

 

specific homogeneity or age specific identity has significantly changed since the late 20th century 

with the commodification and consumption of the post war consumer society leading to the third 

age emerging within contemporary western societies (Patterson et al., 2009). Ageing is clearly not 

only a biological progression but also socially determined within any given culture, and is 

impacted by the political, economic and social system in which the older adult finds themselves 

and the cultural beliefs and attitudes embedded within that culture (Gergen & Gergen, 2000; 

Patterson et al., 2009; Pierce & Timonen, 2010).  

5.4. A Political Discourse of Healthy Ageing 

Recent research indicates an evolving international and national policy discourse which seeks to 

promote the notion of healthy ageing as an enhanced means to politically manage ageing 

populations (Grant, 2008; O'Shea, 2006; Stephenson & Scobie, 2002b; Vincent, 2006). The 

emergence of an approach for enhanced lifestyles for older adults emanated from the World 

Health Organization, as early as the 1980s, and seeks to challenge the notion of ageing as a time 

of deterioration or decrement; focusing instead on the modifiable effects of lifestyle such as 

obesity, smoking and lack of exercise (Davey & Glasgow, 2006). 

New Zealand produced its Health of Older Person Strategy in 2002; capturing the essence and 

spirit of enhanced or "positive" ageing and containing key objectives to support the achievement 

of full participation of older people in their health and wellbeing (Dyson, 2002). This Health of 

Older Person Strategy was one of a stable of reports related to "positive" ageing, including the 

New Zealand Positive Ageing Strategy (Dalziel, 2001a) and the report of the Prime Ministerial 

Taskforce on Positive Ageing (1997), all evolving from an increasing awareness of population 

ageing and the potential fiscal risk associated with this related to the ongoing role of the state and 

its accountability for older individuals (Davey & Glasgow, 2006).  

With a policy goal of reducing dependence, and thus the potential drain on public funds or 

services (health and welfare), the political rhetoric regarding active ageing has emerged as a 

dominant discourse within the health and welfare sectors and all chief executive officers of 

Government agencies and organizations are required to adhere to and report on progress in the 

achievement of the Positive Ageing Strategy Action Plan (Ministry of Social Development, 2014). 

In a similar move, Australian social policy has a focus on promoting individual responsibility for 
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health in older age, encouraging smoking cessation and women to increase their calcium intake. 

This jurisdiction also promotes saving for old age rather than relying on state funding for welfare 

or tax funded social security (Borowski et al., 1997).  

These key positive ageing documents and policies from the New Zealand government in the late 

20th and early  21st centuries signaled a new emphasis on collective societal action to enhance 

older adults’ lives, reduce dependency and value and promote self-reliance, independence and 

self-responsibility (Davey, 2002; Davey & Glasgow, 2006). The value proposition of "active 

ageing" is that for as long as possible, and as much as possible, individual older adults should, 

and must, maintain control over their own lives through increased activity and other healthful 

behaviours. As suggested by Locke (1996), however, most people are not motivated to actively 

exercise by the promise of a longer life or a better quality life. Rather, the majority of people will, 

in fact, ignore longer range goals; when for much of the 20th century ageing was deemed to be a 

time for relaxation, contemplation and passivity (Grant, 2008).  

This political discourse and subsequent rhetoric related to active ageing has been picked up by 

private aged care providers in their marketing strategies aimed at linking product meaning (e.g. 

lifestyle choices and activities) to their brand for potential consumers of aged residential care 

(Arnould et al., 2004). The landscape of an ageing population is seen as a highly lucrative market, 

largely focused on increasing decrement rather than opportunity for active, agentic ageing. 

However, in recent times, useful marketing of enjoyable, collective activity is promoted and widely 

used in advertising by private residential care provider companies to socialize the values, norms 

and beliefs associated with consumers of residential aged care accommodation (Arnould et al., 

2004). 

Whilst dimensions of this "active ageing" policy discourse have been adopted commercially by 

providers of aged residential care, Grant (2008) suggested that significant numbers of the current 

older generations within New Zealand have no history of exercising merely for the sake of it 

alone. Thus, when portrayed in imagery of collective enjoyment for older adults in advertising, this 

will potentially resonate with elders who are alone, lonely or who wish to socialize within their own 

cohort (Grant, 2008).  

As a policy based largely on segregation of older people, into a distinct cohort supported by 

assumptions of "older adults disengagement", active ageing has the potential to marginalize and 
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exclude those older individuals who have compromised health, disability, chronic conditions, who 

are financially compromised, emotionally compromised or socially excluded; since this socio-

political discourse supports both a state of mental wellbeing and physical well-being (Hugman, 

1999; Lassen & Moreira, 2014; Ranzijn, 2010; Scherger, Nazroo, & P., 2011; Wilcock, 2007). 

Once again, the assumed homogeneity of this over 65 year age group asserts a mainstream 

discourse with potential to demonstrate a "lack of fit" to large numbers of unique older people. 

Wilcock (2007) suggested that age is not chronological; indeed she stated, "I prefer to view 

people according to their felt age, to their action or doing age" (Wilcock, 2007, p. 16). It would 

appear that older individuals who may seek passivity or reflection past 65 years must now adopt a 

more capacity enhancing approach to their later lives, which includes such aspects as lifestyle 

planning and consumer engagement in sports and leisure activities, volunteer activity and active 

participation in community life in order to stave off poor health and dependency on the state 

(Boudiny, 2013). As noted by Giddens (1994), "Old age at sixty five years is a creation, pure and 

simple, of the welfare state" (p. 170), which negates individual difference and serves to obscure 

social differences and marginalize, even further, those who have (for whatever reason) limitations 

either physically or mentally.  

In the media advertisement below (Figure 16, p. 127) for The Wood, an older male and female 

are seen in a pool, presumably having had or anticipating a swim. Both are European, both are 

visibly happy and smiling and appear at ease in their environment. Linkages in the text are to the 

accommodation available with reference to the hospital facility on campus in this facility. Yet, in 

contrast, both of the individuals in the picture look healthy and portray a level of fitness of 

sufficiency to be taking a swim.  

In creating the political agenda for healthy ageing there is a clear recognition that whilst the 

source of such strategies may emanate from differing epistemological foundations, the direction of 

travel is confluent with the intended outcome for ageing individuals to accept responsibility for 

themselves and reduce functional decline; and thus fiscal and service burden of ageing on society 

(Davey & Glasgow, 2006; Stenner, McFarquhar, & Bowling, 2010). As already mentioned, this 

potential "burden", underpins political concerns related to the declining capability of countries, 

including New Zealand, to sustain welfare states internationally and nationally (Katz, 2000; 

Ranzijn, 2010). In her paper on active ageing Comfort (1979) stated: 
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The only thing that declines a little is speed of response; there is no change, normally, in 

intelligence and little in memory. Any blunting we do see in the absence of actual disease results 

not from age but from neglect, boredom and exasperation. (p. 92) 

 

Figure 16. The Wood (The Leader, 2011) 

From the above discussion, one might reasonably expect the nature of sustainable economic 

funding of ageing populations into the future now vigorously supports the notion of  a healthy 

ageing discourse (Walker, 2009). The mediatization of this policy thrust has become increasingly 

embedded in everyday language and conversation through journalistic stylization (Chouliaraki & 

Fairclough, 1999). Evidencing this from the media data, within this research, an excerpt from 

Ryman Healthcare advertising espouses the value of healthy activities for older adults by stating:  
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Whether it be keeping fit with our Triple A exercise programme, taking a dip in our indoor heated 
pool or meeting a group for a bus trip - there's never a dull moment… (Ryman, 2012b). 

Wide use of this notion of "activities" for older people feature in aged care media advertisers 

offerings demonstrating their uptake of this dominant political discourse from passive ageing to 

active ageing. Another example of this is found in the below media advertising from Wensley 

House (Figure 17) in Nelson which suggests aged individuals can gain:  

...access to activities programme... 

 

Figure 17.  Wensley House (Mudcakes and Roses, 2012) 

Yet another aged care provider, Oakwoods, suggests that:  

Our residents have jolly good fun. Sometimes they'd get together for delicious morning teas, other 
times they'd meet up for drinks and dance around, (Oakwoods, 11 November 2011) 
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As can be seen from the images in the advertisement below (Figure 18, p. 129), gardens are 

portrayed as neutral, peaceful havens of tranquility; aligned with perceivably middle class 

European women enjoying a social discussion or interaction suggestive of a culturally constructed 

world of class, gender and age. 

 

Figure 18. Oakwoods (November, 2011) 

The text itself, in this advertisement (Figure 18), is representative of a fairy tale being told in child-

like language to the reader, suggesting incompetence and dependence of older adults with 

potential to thwart the possibility of "competent" ageing of older adults (Coupland et al., 1991). 

Coupled with this almost baby-talk description of life in this facility are the colloquialisms  "jolly 

good fun" and "a fine old time" intended presumably to resonate with older adults as reminiscent 

of previous times in their lives, perhaps their youth, when people did have such descriptors to 

indicate enjoyment and pleasurable activities. Such language and reference to drinking and 

dancing, however, may be seen to contradict or be at odds with the imagery provided of garden 

tranquility and older European women in an apparent day time conversation.  

The expansion of an able-bodied and vigorous cohort of older adults leading active lifestyles 

provides a narrative that is dependent on internalization of ways of being "aged" that are 

grounded in what Foucault (1988) called "technologies of the self". Such technologies, suggested 
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Foucault, are the practices and beliefs that individuals apply to themselves, such as choices of 

lifestyles and the adoption of active living practices; thus constructing themselves as normative 

and ageless within a new narrative on successful ageing and thereby subjugating themselves to 

societal norms (Pylypa, 1998). This is clearly evidenced in Figure 19 below which makes mention 

of a new community center and portrays an older man under a caption enticingly suggesting that 

the older adult may write their own story within these surroundings.   

 

Figure 19.  Oakwoods (November, 2011) 

Whilst it is possible to argue for the mutual benefit of "positive ageing", both to politicians and 

individual older adults, if older adults are to take up the potential life enhancing advantages of 

"active ageing" or "positive ageing" then the duality of this discourse, which advantages politics as 

well as individuals, needs to be promulgated widely and at early stages of life, as well as 

throughout older adulthood. Such an approach would ensure that those who have the most to 

gain from such a strategy are able to take this up and benefit their own lives through direct 

personal agency.  
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5.5. The Political Discourse of "Expert" 

In the focus group discussions a theme that strongly emerged was the power of medicine to direct 

the ongoing living arrangements of older adults. Examples of this medicalized influence over older 

adults are as follows: 

The last time I went to have an assessment by the doctor he said you need to think about going 
into care. (JB) 

So I saw the geriatrician and he said yes we have assessed you and you need to go in to care. – 
(MS) 

The decision was partly the DHB and partly family and by consensus this place was decided to be 
best. (JD) 

The doctor said to my son, ‘she will have to go in to care’. I said, ‘no’, but my son said ‘well if they 
say you have to, then you have to go into care’. (ME) 

Each of these examples highlights a medicalized ageing narrative of decline with its inherent 

power over older individual’s lives and living arrangements. This narrative is embodied in 

medicine's highly colonized view of older age as being a time of frailty, failing bodies and 

subsequent decline. Such a narrative, within the contemporary medicalization of age, reinforces 

social prejudice regarding frailty, morbidity and mortality and the subsequent manipulation and 

control over older adults, their bodies, their life choices and, vicariously, at times, this is affected 

through families or supporters.   

It appears that the dominant discourse of social regulation of the ageing body in contemporary 

western society emanates from the scientific knowledge underpinning medicine and results in 

conformity to discourses characterized in cultural norms and normality, as suggested in the 

concept of "biopower" put forward by Michel Foucault (1973, 1977). The force of biopower is its 

ability to draw on science and knowledge, such as medical knowledge, and to define clearly 

patterns of disease or dysfunction as alternative realities to normal function of the body; thus 

noting deviance from the norm. In turn, the science of medicine has been provided with an 

authority over the lives and bodies of individuals based on statistical information or research trials. 

Foucault (1972) also argued that power is dispersed throughout society, inherent in social 

relationships, entrenched in a network of practices, institutions and technologies and operates 

within the microcosm of everyday life.  



129 

 

The medical model (Engel, 1977), which consists of the set of procedures in which all medical 

doctors are trained, perceives the body as "fixable" and that individuals themselves have a 

cultural imperative to be "fixed" (Hurd-Clarke & Griffin, 2008). Biggs and Powell (2001) suggested 

dominant discourses in Western culture link physical deterioration with efforts to "control, 

supervise, and self-regulate the ageing body" (p. 3). This monitoring of, and intervention in, the 

perceived decline of the ageing body has resulted in the dominance of medicine and technology 

(Nolan et al., 2006). Foucault termed this dominance the "medical gaze", which has been cast 

into wider areas of social policy as evidenced in discourses, language and ways of seeing that 

persuasively shape societal understanding of ageing (Biggs & Powell, 2001).  

Political debate on the future management of the population of ageing New Zealanders is 

supported by a medicalized view of ageing that suggests degeneration, infirmity and the 

subsequent "burden" of old age, and the likely impact of this burden on welfare requirements into 

the future (Bryant et al., 2004; Kedgely & Laban, 2010; Stephenson & Scobie, 2002b). Politicians 

are influential in their own right and, in turn, influenced via feedback from within their constituency 

by experts such as medicine, bureaucracies such as DHBs and Local Territorial Agencies (City 

Councils), and organizations such as private aged care providers. In democratic countries, such 

as New Zealand, politicians (and politics) determine public policy and in particular health and 

social welfare policy (Brunton, Jordan, & Fouche, 2008; Navarro et al., 2006). The mechanisms 

that determine health policy include ideologically driven fiscal considerations by the government 

regarding the sustainability of the welfare state, overall health spend, trade union strength, labour 

market policies and political tradition impacting health outcomes. In 2013/14, DHBs spent almost 

$1.6 billion on support services for older people – an increase of 40 percent compared to 2007/08 

(Ministry of Health, 2013). Contemporary health policy considerations also take account of the 

potential threat to other sections of the population with enhanced numbers of older adults 

requiring welfare support or access to health services and the increasing costs of a medicalised 

notion of deterioration and decline (Biggs & Powell, 2001; Bryant et al., 2004).   

As noted by Harrison and McDonald (2003) medicine operates effectively through a partnering 

arrangement with politics and is reliant on the ubiquitous legitimacy bestowed on it by the State, 

often as the funder of health activity across the national health space. The medical profession 

thus has significant legitimization and prestige through its scientific discourse, although the 

knowledge emanating from this discipline is not value free but represents specific conventions, 
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perspectives and motivations (Pylypa, 1998). Such legitimizing relationships serve to "manage" 

the resources for health care on behalf of the government of the day through public policy 

enacted by bureaucracies; for example, the Ministry of Health, the Health Quality and Safety 

Commission or PHARMAC. 

Medicine, as a source of influence and legitimacy, is absent from all media advertising sourced for 

this study and is not referred to in any way in any of the advertising. Whilst initially this may seem 

a curious omission in the advertising material for aged residential care, review of the Medical 

Council of New Zealand Statement on Advertising (2010) is quite specific in its guidance to 

medical practitioners. This guidance indicates that it is necessary to ensure that medical 

advertising does not place undue pressure on people to use a service; must not unduly glamorize 

products and services and, finally, must not prey on the vulnerability of particular audiences. It 

may be that this statement is sufficient to ensure that medicine, as a discipline, is not engaged in 

visibly enhancing older adults’ movement into aged care facilities but works through relationships 

at an individual level, as evidenced in the statements from the focus group participants at the 

commencement of this section.  

Nursing services are mentioned in multiple media advertisements as can be seen in the examples 

below (Figure 20 and Figure 21, p. 134): 
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Figure 20.  The Wood (The Leader, 2011 

 

Figure 21.  Kensington Court (Kensington Court, 2012b) 
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It is possible that professional nursing provided in aged residential care provides the legitimacy of 

expertise required to influence older adults that appropriate health care will be provided should 

this be required. Additionally, where necessary, these nursing health professionals will summon 

further expertise from medicine if required by an individual.  

5.6.  Media Support for Political Discourse 

Media advertising, sourced for this study, portrays an archetypical model of aged individuals as 

variously healthy, white (European), female and middle class. This discourse constructs ageing 

within an aged care narrative as those individuals who reside in a specific place in a social 

hierarchy (middle class) and who variously fit other criteria or factors such as race (European), 

gender (female) and (potentially) economic status (middle class). This approach to marketing of 

aged residential care is driven to persuade consumers by aligning to their own held images of age 

appropriate activity (or desired states). Images and text rely on assumptions of the reader that "fill 

in" older adults’ story, making inferences to their future state of what "might be" with the intention 

to create, transform and negotiate the frame of reference for the older adult (Gee, 2014a). 

Images, in a similar manner to text, convey messages but go beyond this to create and reinforce 

social norms or "typical" ways of being for people. Thus, creation and portrayal of images and 

media create mental models that are based in the substrate of discursive narratives that frame 

older adults in a manner designed to capture their attention and influence and organize older 

aged consumers’ values, thoughts and potential for residing in a residential care space, are 

effective mediums to enhance consumer uptake (Arnould et al., 2004; van Dijk, 1997). Gee 

(2011) argued that similar to text, images carry important and powerful messages relying on our 

"figured worlds" or stories and models of reality we carry and have been built up over our lifetime. 

When combined with graphic textual referencing or a mix of media images and text, these images 

exert powerful discursive frames of reference for individuals.  

Politicians exercise significant power through their narrative and influence with the discursive 

construction and shaping of aged care as a "normal" life course for older citizens (Hugman, 

1999). National rhetoric about the impending "grey tsunami" assert, problematize and marginalize 

older adults by popularizing concerns about the possible impact on national economics (Ministry 

of Health, 1999; Sonerson et al., 2005; Statistics New Zealand, 2002, 2009a, 2009b). This view, 
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that a political economy of ageing will represent a crisis fiscally in terms of welfare spending and 

reduced economic growth, has catalyzed what has been called a neo-liberal structural adjustment 

where older individuals have been perceived to be a burden or an impending burden on the 

national economy (Phillipson, 1991).  

In contrast to the now common image of older age adults portrayed in media advertising of 

dependency, required protection and decrement, residing in aged residential care, most older 

adults continue to live in their own home, which is associated strongly with their identity and self-

hood in undertaking their lives, decisions and routines of daily living (Hugman, 1999). Striking 

similarity to the emergence of workhouses to support the evolution of capitalism in the 1800s is 

clear in the emergent institutionalization of aged people as a pervasive discourse of modern 

society where the central value system of aged burden within society infuses and engulfs older 

adults and their families, the wider community and social services (Townsend, 1981). 

5.7.  Conclusion 

The findings in this chapter indicate that in contemporary life people may experience difficultly 

discerning the fine line between recurring beliefs and ideologies of aged care and the construction 

and amplification of public concerns occurring in the language and media related to ageing and its 

impending societal burden. Over recent years the political construction of age has become 

imbued with the emotive and daunting reports of the (now) much anticipated burgeoning ageing of 

the population to inform reality, as discussed in Chapter 1 of this thesis. The discourses related to 

ageing in the New Zealand population and the subsequent use or uptake of aged residential care 

by older members of society is not important in terms of whether they are pure, in the sense of 

truth or lies or right or wrong, but rather whether they achieve importance in the minds and 

actions of the wider society.  

Politically, the core of the looming fiscal crisis is a combination of inadequate revenues and 

projected healthcare spending, which are primarily driven by increasing health care costs due to 

technology advances and consumer demand regardless of age, not by population ageing 

(Binstock, George, Cutler, Hendricks, & Schulz, 2011). However, politically it is strategic to 

achieve cost burden relief through enhancement of consumer related ageing and to support of the 

rising "gray market" for consumer goods and services such as active retirement living. It is to this 
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we now turn to review the commodification of age and, in particular, the rise of age related 

residential care accommodation. 
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6. CHAPTER SIX – A SAFE PLACE TO 
BE: A SOCIAL DISCOURSE OF 
COMMODITY  

It would be nice to travel if you knew where you were going and where you would live at 
the end or do we ever know, do we ever live where we live, we're always in other places, 
lost, like sheep.  

Janet Frame, 1983 – The Day of the Sheep (Mercer, 1985)  

6.1. Introduction 

This chapter provides the second section of the findings from the focus groups and review of the 

media advertising in this study. It specifically sets out to make visible the discourse of 

commodification of older adults, in relation to their personal living arrangements, and highlights 

how the promise of safety is prominent in some of the advertisements. Its intent is to use the 

focus group and advertising data to expose the social construction of the older adult's identity 

within contemporary New Zealand society. Making visible this constructed identity enables an 

examination of the existence of, and implications from, embedded power relations, societal 

attitudes and social stereotyping within the specific context of older adults’ ability to access 

resources, such as ongoing support, care and to meet their affiliation needs. I will look at themes 

derived from the data that exemplify these concepts such as the socially constructed discourse of 

commodity, ageism and the social identity of the older adult. I also intend to look at, the societal 

assumption of the inevitability of decrement for older adults and the horizontal differentiation and 

'somatic turn' noted by Gilleard & Higgs (2013) of consumerism in third age older adults, as well 

as the commodification and choices for older adults living arrangements in contemporary New 

Zealand society. Concluding this chapter is comment on the role of advertising media in 

constructing older adults as a commodity, as has emerged from this data.   

6.2. Social Discourse and Commodity 

In Chapter 5 I reviewed the influence of political discourse on the life course of older adults in 

New Zealand and the impact of societal decisions taken within a the political narrative of ageing. 

Whilst political decisions in the early 1990s may have catalyzed the growth in the privatization of 
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the care and living arrangements of older adults, since that time, the "for profit" developers, 

supported by international banks and other foreign investors, have seen the potential financial 

gain from cohorting the aged into institutional living (Gilleard & Higgs, 2013; Hugman, 1999; 

Kedgely & Laban, 2010). Commodification is defined by Fairclough (1992 a) as "…the process 

whereby social domains and institutions, whose concern is not producing commodities in the 

narrower economic sense of goods for sale, come nevertheless to be organized and 

conceptualized in terms of commodity production, distribution and consumption" (p. 207). 

Commodification of ageing may be seen as marginalizing through the processes of aggregating  

older people on the basis of a homogeneous view (of over 65 year olds) and alienating or 

problematizing age on the basis of deficit, disease, disability and decrement. This, then, is 

manifest in the embodiment and institutionalized responses to older adults’ needs which 

segregate them on the basis of deficit and decline from the rest of the community. Such a view is 

supported across the landscape of ageing which, in turn, is supported by policy makers and 

professional practitioners, such as medicine and social work, within contemporary society 

(Bytheway, 2005b; Featherstone & Hepworth, 2005/2005; Patterson et al., 2009).  Murray Hunter 

from the Independent Australia newspaper stated  "Aged care has become people farming 

where a crop of people produce profits all year round for facility operators" (Hunter, 2014a, p. 6). 

The social construct of ageing and dependence within ageing, thus serve the "brave new world" 

of capitalism in relation to aged people by positioning older adults as a product for which services 

can be provided for commercial profit (Grant Thornton Report, 2010). The current uptake of the 

discourse of commercial commodity options for residential aged care in turn provides evidence 

that older individuals, their families and the wider society in New Zealand actively support the 

institutionalization of ageing people at one of the highest levels across the OECD (Kedgely & 

Laban, 2010).  

Teun van Dijk captured the essence of discourse as social interaction by suggesting that it is a 

method of cognitively structuring and ordering our world (van Dijk, 2011d). In so structuring our 

world, discourse includes the social representations of speech, text and interaction, and also the 

process of producing and comprehending the discourse and accomplishing social acts. That 

social representations are constructed, acquired and modified through text and talk, is supported 

by Fairclough (1992 a) who suggested that "Discourse is a practice not just of representing the 

world, but of signifying the world, constituting and constructing the world in meaning" (p. 64). Thus 
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the underpinning content, structures and strategies constructing social representations of age and 

aged residential care are enacted through normalization which masks domination and control by 

political or social groups or organizations (van Dijk, 2011d).  

Contained within residential aged care service offerings for older people are a range of provisions 

including housing, protection (safety), activities, housekeeping  and the provision of  support and 

"care" in the form of 24 hour nursing services or unregulated supervision.  Marketers of aged 

residential care wrap all of this proposition up in persuasive language to link naturalized meanings 

related to ageing (including expectations or norms for ageing in New Zealand society) to product 

offerings as can be seen evidenced in the following media advertisement (Figure 22): 

 

Figure 22.  Ryman (Ryman, 2012c) 

In this advertisement the two daughters attest to their mother's ability to access services should 

she require assistance. Meanwhile the mother "Joyce", herself, talks to the value of having staff 

around for assistance with shopping trips and outings. Heather (daughter) meanwhile talks to the 

very motivational aspect of this change of accommodation stating that her mother now has "so 

many wonderful reasons to get up each day". One can assume that this latter comment, by 

Joyce's daughter Heather, is naturalizing the ideological basis for power over Joyce (as older 

adult) to embark on a re-invigorated lifestyle within this new accommodation. What is assumed 
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here, or unsaid, is that perhaps Joyce suffered from loss, grief or depression – natural outcomes 

following the loss of her husband. In a case such as this, it is possible that concern by family 

members regarding their mother living alone at night, without anyone to take "care" or "protect" 

her, provides a strong rationale for their assurance that residential aged care and 24 hour 

monitoring is appropriate. One could also argue that if this were the case then the “burden” of an 

ageing sole parent would be relieved once in “care” of a residential aged care facility. It is 

interesting to look closely at the relationships portrayed in this advertisement which may be that of 

adult children assuming parental control over their mother to ensure their own "peace of mind". 

The institutionalization of their mother with the potential for care unable (or unwilling) to be 

provided by adult children removes the "burden" of care from the wider family and firmly places 

this in the hands of the private provider giving, presumably, an assurance of safety, protection 

and "management" of their mother’s needs.  

Messages contained in the texts of advertisements construct aged care through symbolic 

assertions that link signs and particular meanings together in relation to the person or persons, 

their life stage and emotional status including urgency to act or take up opportunities. Images and 

language or text then portray these meanings in a way that associates the desired state; for 

example, lifestyle with the target audience (Arnould et al., 2004). As can be seen in the following 

advertisement (Figure 23, p142.) persuasive messaging, tempered with a degree of urgency to 

come into residential care early, is portrayed as an imperative for happy healthy and active 

ageing. This advertisement also uses evocative language in terms of the “vibrant community”, 

suggesting that the older adult may participate at perhaps a higher and more engaging level than 

they do currently. Similarly resident pursuit of the “things they love” manifests visually in older 

men playing pool, presumably since the other images contain chairs and a kitchen: 
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Figure 23.  Metlifecare, Oakwoods (Oakwoods, 2012) 

In the above advertisement (Figure 23) the two older European men pictured playing pool, 

presumably, suggests participation and activity in ageing. A key notion here is that of older adults 

taking personal accountability for their lifestyle in retirement and that this may be achieved by 

taking up the offer of a place within this residential care facility. This example indicates a 

discursive construction of aged identity through participation in a retirement landscape in which 

"lifestyle" rather than a service is "consumed" rather than "used". This image and the associated 

text (Figure 23) promotes an emphasis on leisure rather than dependency, with both males in the 

image presented presumably as fully functional older adults and not incapacitated in any way. 

Van Dijk (1997) suggested that the mental models evoked from such imagery taps in to socially 

shared schema or knowledge, attitudes and ideologies through the setting, place, circumstances, 

participants and actions portrayed. The smaller photos in Figure 23 do not specifically cohere with 

the text and contrast from it. Illustrative images of a homelike kitchen and lounge facilities conflate 

the relationship between independence and institutional living. Whilst this image may suggest 

domesticity, activity and independence, as noted by Hugman (1994) "life in residential aged care 

for older people continues to have similarities with prison or the poor-house" (p. 26). 

In another example of advertising assumed to generate associative images or mental models 

from a marketing perspective is a media advertisement below that contains an image of someone 
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planting tomatoes (Figure 24). Gardening is widely acknowledged to be socially enjoyed by older 

adults and, in particular, many older New Zealanders have had the ability to plant and harvest 

vegetables such as tomatoes throughout their lives. Those older adults currently over 65 years 

may have experienced home growing of vegetables in particular during and post-World War II 

when perhaps many families grew vegetables to sustain themselves. Gardens in New Zealand 

have historically been a key source of household fruit and vegetables as well as providing a 

source of settlement and perceptions of "home" (Beattie, 2011). In the following advertisement 

from Stillwater Gardens (aged residential care provider), the link between safety, care and 

affordability are coupled with the visual image of planting tomatoes. 

 

Figure 24.  Stillwater Gardens (Stillwater Gardens, 2012a) 

Whilst on the one hand, none of the single concepts contained in this advertisement of planting 

vegetables, safety, affordability and family values seems to stand out alone to link directly to aged 

residential care, the visual appears to intend to capture the attention of those older adults who 

have memories perhaps of enjoyment in gardening with this highly recognizable naturalistic 

image. Fairclough (1992 a) suggested that advertisers advantage their products or services 

through their visual imagery or "discourse technologies" making the connection between 

language, imagery and power by creating a world in which the potential consumer can inhabit or 

insert themselves into (p. 211). He also asserted that "coherence" of texts is critical to the 

signification and construct of social identities and social relationships and suggests that present-

day commodity advertising mixes language and visual images where images are believed to have 

greater salience than text. Effectively advertisers utilize images as part of their marketing 

programme to ensure that images work to capture the attention of the consumer by publicly 
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presenting individuals or products and constructing identities or personalities for them. In so 

doing, advertisers of aged residential care create a point of commercial difference within the 

brand associated with their particular product or service. In this particular advertisement key 

words appear to relate to "safety" suggesting placement in this facility will ensure safety for the 

older adult; "affordability" signifies that as an older adult it is possible to afford to come to this 

facility; and finally "family values" which as a metaphor potentially signifies a promise of trust in 

the provider to take "care" and do no harm. 

Once noticed by the reader (a potential consumer), the key text messages relating to safety and 

affordability followed by second level text messages of cost and family values (of the owner), act 

to capture the attention and influence the older individual. However, that said, the question 

remains how to link the relationships between planting tomatoes, safety, and affordability and 

family values? Using Gee's framework to analyze the above image and text it is possible to see 

the significance of the language and the visual image and to draw a parallel meaning between 

gardening or sowing tomatoes and safety (Gee, 2014a). It would seem that such an image may 

elucidate in an older adult yearnings from previous periods of life when independence and 

providing garden crops for family or friends were a normal part of life. Alternatively one may 

assume that sowing a new plant is (or can be) associated with transplanting oneself into a new 

environment and that from this one might grow and flourish.  

Every gardener knows that if you tend to the soil well, dig it over and put compost on it and 

lovingly tend to your seedlings they will flourish and produce fruit. Here then is a possible link to 

concept of family values contained in the text of this advertisement; that is, we will care for you 

and nurture you and provide a safe place for you to grow surrounded by our environment which is 

instilled with "family" values. This advertisement thus potentially links key social values and 

traditions to influence the specific target audience of older adults within the wider community by 

capturing a highly recognizable activity and infusing it with key persuasive messages related to 

aged care.  

6.3. Ageism and the Social Identity of the Aged Person 

The dominant discourse of ageing traditionally constructs old age as a time of economic, social 

and physical decline (Biggs & Powell, 2001; Sneed & Krauss Whitbourne, 2005). Indeed the face 
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of ageing prevalent in contemporary western society may be seen as that of a set of 

discriminatory relations which set older adults apart and depicts them as a burden economically 

(Sonerson et al., 2005), as dependent and subjugated bodies (Hugman, 1999; Minichiello, 

Browne, & Kendig, 2000; Phillipson, 1991; Pylypa, 1998) and as a drain on societal health and 

welfare (Ryall, 2012; Stephenson & Scobie, 2002b). 

Figure 25 (p. 146) of a media advertisement from Ryman Healthcare illustrates the increasing 

persuasion of older adults regarding the relative benefits of aged residential care. Specifically it 

frames aged residential care as resort style, congregated living, promising designer living spaces 

within manufactured and cultivated landscapes shaped to attract the niche market of the older 

adult. Picking up on Fairclough's work on commodification, these images purport to establish the 

organization (Ryman) as the provider of "best" care in a strategic discourse 'par excellence' which 

notably, in the above advertisement, constructs older adults as requiring a "little extra assistance" 

(Fairclough, 1992 a, p. 210). Utilizing the metaphor of "peace of mind" suggests older age is a 

worrisome time for older adults and/or their families and persuasively suggests that such moving 

into this type of accommodation can remove concerns related to home maintenance, laundry, 

transport and so on. This "luxury" lifestyle which emphasizes ultra-modern, high class interior 

design, bowling greens (as illustrated) and "stunning independent apartments" nevertheless 

congregates and segregates older adults on the basis of chronological age behind high walled 

areas controlling the lives of older people by staff of the organization (Hugman, 1999). The 

advertisement also utilizes persuasion in the form of the proposition that such offerings are 

"proving to be immensely popular". In turn, this statement normalizes the persuasion related to 

taking up aged residential care positioning it as "the ways things are" for many older adults and 

evoking in the simulation - the lifestyle within such a community.  



143 

 

 

Figure 25.  Ryman (Ryman, 2011a) 

 Contemporary society utilizes discourse technologies (including advertising media) to provide 

"synthetic personalization" as a substitution for interpersonalised meaning based on the overall 

"strategic calculation of effect" which is to achieve the instrumental goals of the organization 

(Fairclough, 1992 a, p. 216). Again, it becomes easy for the older adult to vicariously insert 

themselves into this picture and to begin to inhabit the space offered by the advertiser (Ryman). It 

provides a notion of exclusivity and embodies a discursive construction of "appropriateness" 

powerfully persuading those older adults who have sufficient financial resources to make the 

choice to engage in such living arrangements.   

This stereotyping or social narrative of older adulthood is clearly evident, nationally and 

internationally, in the literature on ageing (Borowski et al., 1997; Human Rights Commission, 

2012; Kedgely & Laban, 2010; Lloyd-Sherlock, Barrientos, & Mase, 2012). Butler (1995) set about 

defining ageism as: 

Ageism is defined as a process of systematic stereotyping and discrimination against people 
because they are old just as racism and sexism accomplish this for skin color and gender. Older 
people are categorized (sic) as senile, rigid in thought and manner, old fashioned in morality and 
skills. In medicine terms like "crock" and "vegetable" have been used. (p. 38) 
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Society uses chronological age as a marker throughout our lives. From early childhood 

chronological age sets the date of our enrolment in formal schooling (5 years), marks our years of 

schooling (e.g. Year 4 at school is approximately a 9 year old child) and is a key signifier through 

adolescence where rules and new obligations apply such as access to a driver’s license (16 

years) or participation in voting in national elections (18 years). Social norms based purely on age 

compete with other socially derived norms from key social institutions such as the family where 

privileges and duties are partly determined on age (Hendricks, 1995). Analogous processes are 

also found in occupational and public organizations where knowledge and experience is strongly  

linked to chronological age (Kanfer & Ackerman, 2004; Matthijs Bal, De Lange, Jansen, & ven Der 

Velde, 2008). In adulthood, questions are often asked socially related to chronological age and in 

medical or other "official" engagements; for example, pregnancy or other health related issues, in 

application for a passport or to engage in census data collection. Throughout adulthood we are 

also required to declare age through many other social rituals; for example, on-line in relation to 

clothing preferences or joining on-line sites, conversations with new acquaintances or joining 

clubs or other leisure activities (Nikander, 2009).  

By positioning age as an immutable "social fact" individuals situate themselves along the 

spectrum of the life course and derive from this their normalized self-identity. Common 

expressions, such as "she is not acting her age", illustrate the importance of social expectation 

and age appropriate identity relative to the perceived age gradient and the social requirement for 

associated normative behaviour within a given society. Whilst the signification of adulthood is 

somewhat amorphous it has obvious social key markers such as young adult, middle aged adult 

or older adult. Reflecting on the social acceptance of age related markers Sneed (2005) provided 

a timely reminder of the work of Erikson (1963) in relation to the tasks of the human lifespan and 

achievement of happiness quoting Erikson's view that, "... the vital personality weathers (internal 

and external conflicts), re-emerging from each crisis with an inner unity, with an increase of good 

judgment, and an increased capacity 'to do well' Erikson (1963, p. 92).  

Figure 26 (p. 148) highlights the portrayal of ageing well within a residential aged care 

environment with the ”best of care”. This narrative of ageing is embedded in stereotypes of older 

people which legitimizes social systems of status within society as illustrated in the happy, content 

nature portrayed in the women in the advertisement. It is possible to assume that this imagery 

portrays two European, middle class women, one of whom is presumably the resident of such a 
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care environment. As such, this image and text reflects the work of Cuddy, Norton and Fiske 

(2005) who found that the “pervasiveness of ageist stereotypes and widespread stereotypical 

beliefs in relation to older adults are resistant to change" (p. 279).  

 

Figure 26.  Ryman (Ryman, 2012d) 

In contrast to the elegantly happy and contented picture of older age contained Figure 26 above, 

there is also a strong negative stereotype related to ageing (Sneed et al., (2005). This view 

suggests that the onerous task of the older adult is to adapt to changes in his or her body in the 

face of these negative stereotypes, which in turn presents complex intrapersonal challenges for 

sense of self and ensures that the underlying fear or dread of age and associated distaste for 

ageing within and across society remains (Sneed & Krauss Whitbourne, 2005). Self-identity of 

older people is strongly linked to their "home", to familiar objects as well as to community and 

family (Hugman, 1999). These aspects of life are key lynchpins in which self-hood is enacted. 

Entering aged residential care may present barriers or disruption to these signifiers of self as 

evidenced in the following focus group examples: 

 I miss all my neighbours - we had a really good group where I lived. (ME) 

 Once they get you here though everyone kind of forgets you are alive. (ME) 
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 What gets me is that you go out and see something you like and think well I can't cook that 
when I get back anyway so there is no point. (PB) 

 My motto now is - less is more which means exactly that - having the friendships that I had 
was the most valuable thing I had - I have to start over again here. (DC) 

Each of the examples, from the focus groups above, indicates a fracturing and fragmentation of 

former lives of older adults in their new lives in aged residential care. In the first two examples ME 

expresses the loss of neighborhood relationships which previously "gave her life". Inherent in 

these statements is a clear message of isolation from her former identity as an integral part of a 

local community. In the second example PB expresses her experience of limitation in going out 

and seeing food she would formerly have taken home to cook. This loss of her former 

independence to cook and eat as she chose previously resonates in the helplessness of her 

situation being unable to see the point of this previously enjoyed activity of cooking. Finally, in the 

third example, DC talks to her valuing of former friendships and the fact that she perceives she 

must start over to develop new ones. Each of the examples talks to new identities having to be 

created and the modification of individual life routines and enhanced dependency on others (e.g. 

staff of the facility). These examples evidence "management" of older bodies within the confines 

of certain types of spaces, such as residential aged care facilities, which congregate and 

segregate older adults based on chronological age and act to reinforce the social stereotyping of 

ageing in an "other than" or "less than" mainstream of adult life (Hugman, 1999).  

6.4. The Parallel Commodification of Retained Youth for 

Older Adults 

In contrast to, but in parallel  with, the discourse of ageing as decrement there has also been a 

"somatic turn" in contemporary ageing relating specifically to the third age (Gilleard & Higgs, 

2013). This new ageing modality is associated with enhancement of the ageing body and 

lifestyles through the new world order of anti-ageing consumerism which is related to new 

normative counter culture of able bodied, financially secure and educated aged individuals 

(Gilleard & Higgs, 2013; Hugman, 1999; Marshall & Rahman, 2014; Neugarten, 1974). This trend 

has seen a proliferation of services and products for older adults who seek physicality, good looks 

or eternal youth (Hurd-Clarke & Griffin, 2008). This oppositional discourse to decremental ageing 

constructs third age (over 65 years) identity and selfhood with a consumerist "lifestyle" which 

seeks to individualize older adults identity and push back the vestiges of the ageing body (Twigg 
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& Majima, 2014). Focus group interviews indicated that some older women continued to maintain 

a level of personal grooming to indicate control over their ageing processes: 

 I mean I still go to the hairdresser even though it is a bit of an effort and it is an effort because 
I have lost a lot of confidence. (NR) 

 As a form of class and status distinction Katz (2013) drew on the work of Bourdieu (1984) who 

linked his notion of habitus with cultural capital and social structure to create "lifestyle" which he 

saw as a system of classified and classifying practices (Bourdieu, 1984, p. 171). In supporting this 

stance Katz (2013) suggested that the autonomy to select one's own lifestyle is in itself “part of an 

advantageous lifestyle but one that disguises its structural underpinnings and consumerist ethics", 

particularly in relation to the middle class (p. 4). Consequently Bourdieu’s (1984) notion of 

lifestyle, when applied to ageing, reflects, generates and articulates distinctions between spaces 

of consumption, social habitus positions and individualized practices. This is particularly manifest 

in the consumption aspirations and achievements of post war 'baby boomer' generation as a 

distinctively different group from previous generations (Gilleard & Higgs, 2005).  

This notion of "lifestyle" is picked up in the media advertising within this study as can be seen in 

the following advertisements (Figures 27, 28 and 29, pp.151, 152), which use the expression 

'lifestyle' in a persuasive manner to attract potential consumers into a promise of an enlightened 

retirement: 
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Figure 27.  Oakwoods (Oakwoods, 2012) 

 

Figure 28.  The Wood (The Wood, 2011) 
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Figure 29.  Ryman (Ryman, 2011b) 

In the first of these three advertisements (Figure 27, p.151) the text talks to "freedom" of the 

individual to pursue the things he or she really loves. Associated with this, the two males in the 

visual show a particular form of male (gendered) leisure activity which one might say is 

suggestive of modestly active pastime conducive to comradeship and relaxation. The second 

advertisement (Figure 28, p151) appears to contain mixed messaging in terms of 'lifestyle' in that 

they also feature text which talks to "hospital level" care. This is suggestive of a decremental 

inevitability or trajectory for older age but is coupled with alternatives for third age individuals who 

are independent enough to "walk to parks, shops and cafes". The third advertisement (Figure 29) 

portrays a vivid textual story regarding the beauty of the gardens and the homelike (cuppa with 

friends) environment on offer within this facility. It also talks to wonderful amenities for older adults 

supporting choice of a relaxed or busy lifestyle in a "safe" and welcoming community with extra 

assistance should this be required. This latter statement is suggestive of frailty and the need for 

oversight for older adults is embedded within the text.  

There is a claim that the reconstitution of ageing related to the 'baby boomer' generation, in 

particular, is now prevalent amongst the people of the third age (i.e. the 'young old' –over 65 year 

olds) as distinct from the old-old or fourth age of man as suggested by Neugarten (1974). This 

shift toward reconstituting ageing in the late 20th century has supported the materialization of a 
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generational style directly attributable to the baby boomer generation who have variously been 

termed a "special" or pioneering generation (Biggs, Phillipson, Leach, & Money, 2007) or 

alternatively as a hedonistic, individualistic generation (Willetts, 2010).  Supporting this latter 

suggestion, in their study of the concept of celebrity ageing, Marshall & Rahman (2014) found that 

in the contemporary consumerist culture of the third age 'baby boomers' this alternative discourse 

of ageing is experienced in terms of fitness, flexibility, function and being fashionable. Thus this 

new "somatic turn" suggested in contemporary ageing is supported by advertising imagery and 

the desire to sustain youth long into adulthood and in particular within the third age (Gilleard & 

Higgs, 2013, p. 28).  

6.5. Commodification of Ageing and the "Target" Market 

In the cultural shift toward consumerism for older adults, and the associated marketing of 

institutional living arrangements undertaken through advertising, a key question requires 

answering - who is the target market? In his discussion on the commodification of education in the 

United Kingdom, Fairclough (1992 a) talked to the importance of discerning who is the audience 

for advertising discourse and what is the product. Using Fairclough's example, within the 

educational environment, it is possible to propose the same question and ask what the commodity 

of ageing is and who is the target audience? The significant themes emerging from the media 

advertising in this study are those of "care", "safety", "lifestyle" and "resort" or "home" style living. 

Such expressions are in keeping with what Hugman (1999) essentially suggested is “the social 

structuring of age” in such a manner as to stigmatize, separate, isolate and marginalize older 

adults in communities based on chronological age providing perceived services to consumers of 

recipients of care in space and time controlled by others (p. 202).  

The discourse associated with care of older people is an important one. Who will care? What is 

care and for whom will "care" be provided and at what cost? The following advertisements 

(Figures 30-33, pp.154-155) from the media collected for this study provide some examples of the 

concept of care, care providers and recipients of care and the spaces in which care will be 

provided to older adults. 
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Figure 30.  Ryman (Ryman, 2012a) 

 

Figure 31.  The Wood (The Wood, 2012) 
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Figure 32.  Metlifecare Oakwoods (Metlifecare Oakwoods, 2011) 

 

Figure 33.  Kensington Court (Kensington Court, 2012b) 

Each of the above advertisements (Figures 30-33, pp. 154-155) use the term 'care' as a key 

expression within their material and this may, therefore, be seen as a signifier of the discourse of 

ageing. The implication of this signifier is clear; older adults with varying degrees of independence 

are commodities who require professional assistance and oversight in their daily lives. Whether 

commodifying older adults as recipients of care in rest home, hospital or independent living, each 

of the above media advertisements suggest assistance at any and all of the various stages along 

a trajectory of chronological decline. In Figure 30 (p. 154), Ryman suggested that if "either you or 

your family" are considering care "options" then they will be of assistance and link this to a talk 

about managing personal affairs with Enduring Power of Attorney. This link to the legislative 

requirements for settling older adult’s affairs acts to hook older adults or their families to recognise 

ageing is a time for managing one’s affairs and to exert control over this by putting their affairs in 

order. Part of putting affairs in order, associated with the messaging in this advertisement, may 
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also deemed to be reviewing the offerings associated with Ryman aged residential care. There is 

clearly a level of ambiguity regarding who the consumer or customer is in the above 

advertisements. Is it the older adult individually or as, suggested by Ryman in Figure 30 (p. 154), 

the family of the older adult who is the targeted consumer of these media advertisements? On the 

one hand this advertisement appears to construct the older adult as the active recipient of the 

persuasive messaging but on the other hand it eclectically talks to the family of older adults who 

may be concerned and require "care" for their relative in the future. 

In contrast “lifestyle”, as portrayed by The Wood in Figure 31 (p. 154), is a mix of hospital care 

with 24 hour oversight by nurses juxtaposed with warm, quality home living from which an older 

adult could potentially walk to town. Meanwhile in Figure 32 (p. 155) the advertiser (Metlifecare) 

commodifies the transitions an older person might require by suggesting that this is a "one stop 

shop" with everything an older person might require "at the doorstep" and "care" at the push of a 

button. In Figure 33 (p.155) the advertiser (Kensington Court) suggests that they are "more than 

just a rest home and hospital - they care about people" which would seem to be something of an 

oxymoron or contradiction in terms of a statement made by an "aged care" provider  

We turn now to the data from the focus group sessions regarding their awareness of media 

advertising related to aged care living. Data indicates a low level of awareness regarding 

residential aged care advertising.-  

I didn't have a choice - they just brought me here out of the hospital because I couldn't go home 
and I have never been home again, and that's where I've been ever since. (JH)  

I didn't have time to read any advertising; I was just told I was coming here. (ME) 

My daughter rang some of them. My daughter knew I was interested in going to Kensington Court 
because I knew some people there who I used to visit there. But when I needed a bed they didn't 
have one. (PB) 

A strong theme emerging from the focus groups is that media advertising did not impact older 

adults specifically in terms of choice of the residential aged care where they would personally 

prefer to reside long term. Rather, it was family members who appear to be largely influenced by 

the media advertisements and who often took the lead in the decision on ultimate institution for 

their parent/loved one; albeit at times with differing degrees of input from the individual older adult 

concerned. For those who expressed a particular preference in a specific aged care provider or 
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facility, when the time came to enter such a facility, availability of beds typically presented as an 

issue for entry.   

In summary, the daily lives of older adults are cataclysmically changed by entering residential 

aged care at a time of considerable vulnerability. Focus group participants in this study indicated 

that they had somewhat limited choice regarding their ongoing accommodation needs and where 

they were consulted, this was often cursory rather than meaningful participation in the decision 

making process. Superficially, older adults appear positioned to have capability to choose their 

lifestyle and their future living arrangements but the powerful discourse of "appropriate ageing 

solutions" for monitoring and caring for older adults is pervasive as well as persuasive. Fairclough 

(1992 a) stated that "Under the influence of advertising as a prestigious model, the blending of 

information and persuasion is becoming naturalized" (p. 214). This assertion has a high degree of 

resonance in relation to the discourse of aged residential care living within New Zealand at this 

time.   

Residential aged care, despite its best efforts at masking institutionalization through designer 

structures, independent apartments and leisure activities, continues to contain many of the factors 

that mark institutional living. Key aspects of life which would normally enact individual identity 

such as to privacy are contradicted; for example, by being perceived as "being in a home", 

congregating with others of similar chronological age, dependence on others for meals, or other 

"normal" household or activities of daily living. These aspects of older adults lives, coupled with 

segregation, make a "powerful" statement that people in this environment are different (Hugman, 

1999).   

6.6. Conclusion 

The source of the commodification of older adults into aged residential care facilities in New 

Zealand is a financial one - effectively pushing costs of care back to individuals who have 

convertible assets and are then capable of using these to provide institutional care for 

themselves. Specifically talking to the Australian situation, Gibson (1998) asserted that the cause 

underpinning the commercialisation of aged care living arrangements is directly related to 

financial incentives in the private for profit market and a lack of adequately enabled community 
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care services.  However, families’ play an important role in the lives of older people and it is this 

that is now examined; particularly the impact of family on older people's living arrangements. 



156 

 

7. CHAPTER SEVEN – THE CARING 
FAMILY: A SOCIO-LINGUISTIC 
DISCOURSE OF CONTROL  

Other things may change us, but we start and end with the family.  

Anthony Brandt (Pryor, 2009) 

7.1.  Introduction 

The title of this chapter captures the three interconnected themes that develop from the media 

and focus group data; namely family discourse, control, and the intrinsic power of words and 

language in social practices. McGregor (2004) asserted the value of analyzing the written or 

spoken word in order to uncover how power, inequality and dominance are evident in family 

dialogue. Given the power exerted by the spoken or written word Luke (1997b) also provided a 

timely reminder of the need for CDA to uncover, describe, critique and analyze the ways that 

social life is portrayed in text in order to identify sources of dominance and power.  

Language and text are elemental to social practices of life in the modern world. But while social 

interaction, social relations and practices are based on language and spoken and written texts 

these form only one part of critical discourse analysis. Sometimes overlooked is the factor of 

language and text production and the process that this production forms as part of the interaction 

of discourse within social practices. Another significant component of discourse processes as 

noted by Fairclough (1989)  includes the interpretation and understood meaning of texts (written 

or spoken). To gain clarity of the impact of interpretation and understood meaning of texts from 

within which it is possible to gain understanding of power and influence at work.  

Family discourse is of particular interest because families are often viewed as a microcosm of 

society as a whole. Such a microcosm provides the opportunity to gain understanding about what 

discourses are influential in communications within the family and the influence of family in 

decisions regarding entry into residential aged care.  

Family discourse includes any written or spoken communication between family members. Each 

family unit has its own unique standards and methods of communication and also adopts its own 
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interpretation of wider social discourses. These factors contribute to the fascination of critical 

discursive structures and their specific meanings within families. Discourses present in families 

include everything from basic instructions to discussions about planned family activities or what 

family members have done or intend to do. It can also include discourses which identify what 

family members want to do or desire to do as well as information about politics, philosophies and 

conflicts Thus the term ‘socio-linguistic’ as I am using it in this chapter, refers to the effects of 

social language on the family and in turn the ways that the older adult can be influenced in their 

decision making by the language forms used within the family. 

Family discourse is widely portrayed as a major source of caring in the lives of young and old 

(Dykstra & Hagestad, 2007; Ingersoll-Dayton, Starrels, & Dowler, 1996; Pickard, Wittenberg, 

Comans-Herrera, Kind, & Malley, 2007; Stein et al., 1998). What is not so widely noted, or 

acknowledged, is the manner in which that same discourse exerts powerful control over family 

members in ways that shape, and at different moments, marginalize or assign privilege to the 

needs of other family members (Finch & Mason, 1990; Gans & Silverstein, 2006).  

7.2.  Avoidance of Being a Burden 

People's lives begin and, for many, end, within the context of family. Family provide the 

framework for early growth and development, for learning the nuances of societal structure and 

function within a given culture (McKie & Cunningham-Burley, 2005). Typically, family provide the 

tangible connections for our emotional support and independence (Bradley, Whiting, Hendricks, & 

Wheat, 2010; Brett, Humphreys, Fleming, Kraemer, & Drury, 2015). Family are also 

acknowledged for providing the very backbone (Utrata, 2013) or substance of society in whatever 

contemporary form the modern family may take; for example, a single parent family, two parent 

family, same sex parents, inter-generational family or other arrangements of these groupings 

(Nagel, 2007). Indeed, family represents the stage on which many lives are played out. On this 

stage it could be reasonably suggested that, for most families, it is the parents as the older, wiser 

figures who are responsible for making decisions about family matters; and doing so, in ways that 

honor and give priority to their own interests and needs (Stuifbergen, Ven Delden, & Dykstra, 

2008). Decisions about residential living arrangements in the later stages of life would generally 

be seen as needing to be made on the basis of reflecting on a variety of factors.  
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Potential factors that give shape to decisions regarding consideration of future accommodation 

needs for older adults may include general health and wellbeing, mobility, social connections, 

community involvements, attachments to the family home and possessions, geographical 

proximity of family and capacity of family to support and assist the older adult (Bookman & 

Kimbrel, 2011; Johnson & Bibbo, 2014; Shenk, Kuwahara, & Zablotsky, 2004). It could also 

reasonably be expected that family members’ opinions or situations might be one of many factors 

taken into account in critical decisions such as those related to older adults’ living arrangements. 

The data gathered from the focus groups presented a surprising and somewhat unexpected 

picture. The ‘caring family’ at times seemed to influence decisions that served the needs of adult 

children rather than the older parents (Finch & Mason, 1990; Gans & Silverstein, 2006).  

The family discourse clearly played a large, and in some cases, exclusive role in directing the 

decision to enter residential care for some of the participants in the focus groups. Power and 

control surfaced overtly and was tangibly evident in the language used by participant "M". She 

talked of her anguish at being in an aged residential care facility following a fall at her home which 

had required hospitalization. "M" said that her arrival in the facility occurred in the following way: 

I am here because my son won the argument. I was living in my own flat in Stoke and getting 
along fine. I had a girl come in once a week and do the heavy work and that was great. Then one 
morning I had a fall and I hit the tallboy with my hip and my ribs. The long and the short of it was 
that the doctor came and said to my son, "She will have to go into care". I said “no I am not going 
into care” and my son said "Well I am afraid you will have to and if they say you have to then you 
have to". He has a lovely home my son with his wife and she is a darling and he said "Look Mum 
we both work and we can't take time off to care for you”. So he beat me in the argument you 
see...(M) 

The statement ‘he beat me in the argument’ powerfully illustrates the power and control conveyed 

in words that direct the mother’s decision. In spite of the mother arguing against the decision, the 

combined rhetoric of the doctor and her son won out.  

I said “no I am not going into care” and my son said, "well I am afraid you will have to and if they 
say you have to then you have to” (M) 

‘They’ as used in this instance, was referring to, and drawing from, the discursive authority of the 

medical profession represented by the doctor’s opinion. Medical discourse here is covertly 

presented as an authority that is not to be questioned or challenged (Clarke, 1991; Phillipson, 

1991). The son's closing words made it clear there was no possibility of the mother not going into 

care: 
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Look Mum we both work and we can't take time off to care for you. 

Here the practical realities of the need for employment and being unable to take time off to care 

for the mother added a persuasive logic that was hard for "M" to challenge. A discourse of control 

is clearly at work fueled by reason, logic and the full weight of medical discourse. Finch et al. 

(1990) suggested that the normative nature of filial obligations clearly have limits when competing 

obligations, such as those related to children or career responsibilities, are weighted in 

considerations by adult children of older adult  parents.  

7.3.  Family Conflict Fuels the Need to Escape 

From another aged care facility focus group, "H" spoke of her family conflicts that had directly led 

her into aged residential care. The friction and conflict in her family stemmed from one particular 

son as she explained: 

It doesn't sound very nice to say but he would have me under the ground now if he could. I have 
been having an awful lot of problems with him and I felt like I was being pulled from pillar to post. 
And that daughter of mine - well she doesn't know which way to go to sort it out. He's been 
locking her out of the house so she can't get in and then accusing her of pinching this and that. 
There is so much friction going on that I just got so tired of it and then I started having panic 
attacks in the middle of the night and the ambulance would have to come. He wanted the house 
signed over to him and all as well... 

This scenario illustrates how the older mother was caught in the middle of what sounds like 

difficult family dynamics; moving into residential care was fitting in with her son's desire to own the 

family home. "H's" family unit had, by her own admission, been “dysfunctional with low levels of 

cohesion” for some time and this has been escalating since the death of her husband some years 

before. Lieberman and Fisher (1999) found that the characteristics of family relations significantly 

impact family decisions to institutionalize an older adult early or late along the spectrum of illness 

or frailty. A cohesive collective family unit, with a strong family identity and emphasis on strong 

kinship, has a tendency to wrap closely around an older adult and provide caregiver assistance 

whilst individualistic families minimize care giving and rely on societal supports. Formal care 

provision or "institutionalization” would likely resonate with family members such as "H's" where 

individuals sought to optimize their own journey. In particular, one son had effectively 

marginalized "H" who then had to resort to formal care options in order to retain a substantive 

identity and sense of peace or balance.  
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7.4.  Persuasive Manipulation 

The focus group data and media advertising illustrated the importance of family in decision 

making in relation to entry of an older adult into aged residential care. The media advertising 

below utilizes testimony from two daughters pictured with their mother and talks to the more 

settled "attitude towards life" being experienced by their mother following a change in her living 

arrangements. The rhetoric use is both powerful and persuasive in activating inferences 

underpinning the discourse of aged residential care living such as dependency, management or 

control of older adults’ attitude and their health or adjustment to living as an older person.  

The framing used in this endorsement from one daughter as follows: 

‘We are extremely happy with Mum’s new beginning and beautiful journey at….’  

This excerpt from the media advertising (Figure 34, p164.) portrays the move out of a family home 

(after living there for 65 years) in a highly positive light. This is immediately reinforced with 

assertions about the older mother’s changed attitude, better health, and enhanced reasons to get 

up each day. The implications contained in this media text signal that all these good things cannot 

or did not exist in the family home in recent times; perhaps since the death of her husband as 

mentioned by her daughter. Shenk et al. (2004) suggested that for some older adults, death of a 

spouse is a catalyst for relocation to alternative living arrangements whereby if the older person is 

intending to move they do this within the first 12 months following death of a spouse. However, 

the probability of moving from the former home or living situation becomes less likely over time 

unless an illness incident occurs necessitating this (Willcocks et al., 1987).  

The language used in the advertisement in Figure 34 (p. 164) overtly highlights reasons and logic 

that would be hard to argue against rationally for the mother's movement into aged residential 

care. The language used also works to manipulate and influence the reader into making 

referential associations between the living arrangements and achievement of a better life (van 

Dijk, 2004).  Perhaps it is the daughter’s comment which tells the real story… 

It's a huge relief for the family knowing during the night someone’s always around should she 
need a little extra assistance.  
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Relief for the family could well be the driving agenda rather than what the mother might really 

desire, prefer or want. Indeed the responsibility of filial care for older parents weighs heavily on 

some family members creating a paradox which challenges assumptions regarding the role and 

function of children and parents and the normative nature of care and affection when vulnerability 

is present (Connidis & McMullen, 2002).  

 

Figure 34.  Ernest Rutherford Advertisement, Mudcakes & Roses, (2012) 

Persuasively, this advertisement has the mother describe her new life "like being on a cruise ship" 

whereby the mental model created would no doubt tempt or persuade those who imagine the 

luxurious nature of such a life. A mental model of holiday or resort style living may be appealing to 

older adults considering changing their living arrangements. However, unlike a holiday 

destination, this picture is not transitory but a more permanent shift into institutional living which is 

not obvious in the advertisement. The permanence requires compliance with mealtimes, house 

rules, and initiates sharing with strangers versus her former home which  may be a core element 

of her identity and connection to the preserved memories of her life (Shenk et al., 2004). 

The visual images of the three women, smiling and happy against a backdrop of garden, sun 

shining and home-like surroundings, portrays a picture of a socially satisfied family and warm, 

caring relationships as evidenced with one daughter’s arm resting on her mother's shoulder. This 
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visual image frames up a mental model of a happy family satisfied with the new living 

arrangements for the individual who is the mother and for the two daughters. Unsaid is the relief 

of burden of care given by the daughters and the entrusting of care of the mother (herself) and the 

daughters to a corporate body. Thus the "promise" of care is made.  

7.5.  The Rhetoric of Deception 

For families of older adults, concerns about their ageing parents increase exponentially as they 

become increasingly frail or experience illness episodes (Lieberman & Fisher, 1999). Offering  

potential solutions to such concerns of increasing frailty, advertising and media visuals of happy 

and perceivably healthy older adults evidence the complex interplay between text and images to 

influence and enhance the "constructed" connection between living arrangements, dependency, 

frailty and care (Carney, 2010). This portrayal of alignment between older adults enacts a similar 

or constituent identity between the frail parent and other older adults and draws families in to 

enhance their decision making or to directly influence older adults in relation to peace of mind 

attainable within institutionalized residential aged care facilities for themselves, or in the case of 

families, for their older parent (Gee, 2014a, 2014b).  

An example of this subject position alignment from the media advertising is contained in the 

following advertisement, Figure 35 (p. 166), which diffusely structures ageing discourse around 

the word "warm". Fairclough (1989) suggested that mass media and advertising typically mask 

the effect of power relations taking a very singular approach to positioning the reader as the ideal 

consumer. In using the word "warm", three times in this advertisement, it powerfully draws 

individual older adults or their families in by portraying the physical "why not be warm this 

winter/warm serviced apartment"; social "warm welcome" and emotional aspects of the aged care 

facility "…be warm this winter and join our friendly ...community" ensuring connectiveness of this 

advert to a desired or desirable state for older adults. 
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Figure 35.  Ernest Rutherford, The Nelson Mail (2011) 

It is possible that a fourth dimension should be considered as well with the use of the word 

"warmth" and this relates specifically to the marginalization  or exclusion of older people to 

resources such as money to pay for ongoing home heating (Zaidi, 2012). Lack of financial 

resources, such as occurs when an individual has an asset in a family home requiring heating but 

low cash resources, and triggers deprivation where an older person may be unable to maintain 

their living essentials including expensive electricity or heating costs. Thus the attraction and 

power of the word "warmth" may catalyze in an older person a desire to change his or her living 

arrangements and consider aged residential care options.  

It seems that this advertisement intends to create and align to societally normative mental models 

which would enable the individual older person to imagine themselves in an enveloping 

environment that may reproduce the "family" through community engagement, and to which the 

actual family might entrust their loved one for care. Thus this advert will enable the individual 

subject position of an older adult to be influenced by family members who, in turn, are influenced 

by the constructed discourse of dependency (Fairclough, 1989). 

In one of the focus groups, “P" recalled the control exerted by her daughter on the decision to 

enter aged residential care: 



164 

 

You see my daughter wanted me to go in. She was determined that I was going into care for the 
past two years. She kept saying to me if you go in now and get yourself organized then when you 
do have to be there you will be OK. I told her that it doesn't work that way but she couldn't see it. I 
went into hospital after a fall and then she arranged for me to come here... I haven't been back 
home since I came here and then my daughter told me Mum we have got rid of all your stuff ... 

In this situation the power and control of the daughter over the mother is intense. Determined to 

locate her mother into aged care, for some considerable time, and awaiting an opportunity as 

occurred with a hospitalization for a fall, this daughter "managed" her mother's pathway into care. 

Potentially well intentioned, as evidenced in the statement "if you go in now and get yourself 

organized then when you have to be there you will be OK", demonstrates a rational argument 

which the mother was unable to counter. Push back from "P" by stating "that is not how it works" 

did not resonate with her daughter's determination to relocate her mother. "P" was extremely 

unhappy and saddened by the loss of her possessions. As noted by Johnson and Bibbo (2014) 

older adults’ possessions are significantly linked to their sense of identity, memories and history. 

In "getting rid" of these possessions, "P's" history and identity were invalidated by her daughter 

and she was cast into the foreign realms of an aged residential care facility to reorient who she 

was, or is, as an older adult. Such control eliminates the agency of the individual and excludes 

and marginalizes older adults as a function of age and vulnerability.  

Families fulfill many of the requirements for older adults including support (Nelson, 2005), 

assistance (Ingersoll-Dayton et al., 1996), care (Lieberman & Fisher, 1999) and affiliation (Black & 

Dobbs, 2014). Whether intended or not, at times even those who hold positive attitudes towards 

older adults can paradoxically use negative communication styles with older adults. This 

communication can imply hearing loss by talking loudly, cognitive deficit by speaking slowly or 

infantilism by using baby talk (Marsden & Holmes, 2014; Nelson, 2005). In another of the media 

advertisements (Figure 36, p. 168), the language use is of interest since it portrays something of a 

fairy story for consumers of the advertising material as follows: 
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Figure 36.  Oakwoods, Nelson Mail (2012) 

In this advertisement (Figure 36) language is used in such a way as to create a fictional story to 

engage older adult consumers and/or their families in an imaginary journey related to a specific 

aged residential care facility. The production of this story constructs aged care living 

arrangements in a manner similar to what one might reasonably expect in a children's fairy tale as 

follows: 

Over the fence were dark green fields with mooing cows and off in the distance rose snowy peaks 
that seemed to go on forever... It's no wonder the friendly Oakwoods people were always full of 
smiles.   

Patronizing language and elder-speak (baby talk) reinforce stereotypical beliefs regarding older 

adults and serve to marginalize and devalue these individuals causing loss of personal identity 

and power (Nelson, 2005). The words contained in this advert construct an imaginary state which 

is intended to elicit a mental model of a euphoric living for older people where - 

People meet up for drinks and dance around. 

By portraying older adults’ living arrangements in this way, the text contrives societal attitudes and 

influences perceptions that enhance infantilizing the  older adult community feeding off a more 

generalized association with children or early childhood (Coupland et al., 1991).   
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Intergenerational communication, as has been seen in examples from family members within the 

context of the focus groups, evidences "power over" older adults and supports the notion of 

reductionism to childlike direction and care for older people by their adult children. One of the 

focus group participants talked about her son's withdrawal of ongoing support for her as follows: 

Mum we can't go on looking after you, we have our own home, our own children and we have got 
to spare time for them. 

This information meant that this older woman had to consider alternative living arrangements, 

since she could no longer manage her gardening, home upkeep and normal chores without her 

son's support. In this instance no alternative was available and so a decision to enter residential 

aged care was taken. The burden of ageing parents, when contrasted against competing 

obligations for care and attention of adult children's own families, places significant stress on 

caregivers (Daatland & Herlofson, 2003).  

As a key agent for the support and control of older adults’ lives, families exert significant influence 

and power over decisions impacting living arrangements. Whether remaining in the family home 

with filial support mechanisms or considering and ultimately moving into some form of 

institutionalised living arrangement, families represent a key platform from which older people 

make decisions about their future lives. 

Whilst most of the older adults in the focus groups of this study indicated resignation and 

conceded to the will of others in the decision making to enter residential aged care, a few of the 

participants were happy to enter into this living arrangement and did so with enthusiasm and 

apparent independence of thought and direction. One such person told me of her life with her 

husband in Nelson. As her husband and she became older, her husband had become quite 

unwell. Unable to manage the garden and the maintenance on their home, “J” and her husband 

sold their home and leased a village townhouse. After the death of her husband “J” had become 

lonely and as her health also began to fail she moved from her house in the Village to residential 

aged care in the Facility. “J” indicated safety and security and the ability to have help close by 

were important factors for her decision. She indicated she was satisfied with this decision.  

Another participant in another focus group of men - “P” indicated that whilst he didn’t have the 

capacity in this situation to make a lot of decisions about his future – he had certainly made the 

one to come into residential aged care himself. He had had a fall some years ago and struggled 
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to manage his own care in the community. He acknowledged that the surroundings of the facility 

were to his liking and that the staff were lovely, kind and thoughtful to his needs. He indicated that 

the staff now make most of his decisions and he found that was acceptable to him.  

Whilst many individuals have lived and worked locally and had high levels of knowledge of the 

local district, one particular member of the focus groups had moved several times as a result of 

the earthquakes in Christchurch. Originally from a smaller and more remote South Island 

community, “S” had moved to Christchurch to be near her sister. This had been managed by her 

nephew who had secretly organised a bed in a residential aged care facility in Christchurch for 

her. When the earthquakes occurred “S” had been shifted by the company owning the facility to 

Nelson since her facility was uninhabitable. She had settled in Nelson and now had capacity to 

move about on a mobile scooter donated to her. She could attend the local library and visit local 

shops as well as attending church. These independent activities left her feeling much more 

satisfied than her previous living arrangements. Indeed, “S” indicated a high level of “peace” with 

her life at the time of the focus group discussions.  

As has been discussed, the decision to enter residential aged care is fraught in multiple ways for 

older adults. The tension between their former life and the memories of that lifetime are sharply 

contrasted with the decision to forgo independence and to “fall in” to the structured environment of 

a multi-person dwelling essentially with strangers. Indeed it is clear that the nature of such a 

decision is a difficult one for some older adults.  

7.6. Conclusion 

This chapter has highlighted the power of family in the decision making process of older adults as 

they consider their future accommodation. Despite the overwhelming evidence that most older 

adults would choose to age in their own homes, discursive frameworks act to influence  family 

members as to the 'appropriate' or apparently ‘normalized’ inevitable and necessary trajectory of 

residential aged care for older adults (Gawande, 2014). Recent research regarding the likelihood 

of older adults utilizing residential aged care in New Zealand estimated that residential aged care 

is being utilized by  almost half (47 percent) of New Zealanders over age 65 years and 66 percent 

of those older individuals over 85 years of age (Broad et al., 2015; Care Jobs New Zealand, 

2015). Whilst undoubtedly having geographically distant adult children has the potential to 
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enhance concern for risk and fragmentation in relation to ongoing care for frail older parents, so 

too does the requirement of contemporary society for adult children to remain employed in roles 

which may prevent them providing care for older parents (Bookman & Kimbrel, 2011; Stuifbergen 

et al., 2008). As noted earlier in this thesis, Gawande (2014) suggested that the new age claim for 

independence by adult children translates into beliefs that reject previous societal expectations for 

care of an older parent. In turn this means solving the problem and shifting the burden of care for 

the older adult to commercial providers. In such a scenario, media advertising pervasively offer 

(and construct) their superior aged care delivery of a solution to the problem of an ageing parent 

(Weerawardena & Sullivan-Mort, 2001). This in turn results in family members simply perceiving 

that they have multiple commercial residential aged care options (constructed and portrayed by 

owners of these facilities) to select from and to purchase in order to relieve the encumbrance (of a 

frail parent) and solve the problem (Gawande, 2014; Townsend, 1981; Weerawardena & Sullivan-

Mort, 2001).  

Influential discourses from powerful expert voices, such as medicine, exert authority over families 

with advice which supports the normalized course of residential aged care for accommodating 

older adults (Cheek et al., 2006; Popejoy, 2005). The positioning of health care team members as 

experts effectively closes down individual older adult or family opinion regarding alternative 

options for ongoing accommodation need, as evidenced in this thesis findings. This was 

supported in the work of Popejoy (2005) who found that, in the face of “expert advice”, older 

adults and family opinion fell into a category of low relevance when considering future 

accommodation decisions (p. 15). Associated with this, the rhetoric of contemporary commodity 

advertising related to personalized lifestyle living for older adults in residential aged care is 

insidious in its potential influence on family members raising the consciousness of commodified 

possibilities for care of older adults living arrangements. The economic value and signification of 

language, text and images in the portrayal of homogenized and commodified older adult’s lives, 

and strategically appealing to older adults and their family, is striking in the media material 

examined in this research. Clearly there is an impact on family members although the impact of 

this was not tested in this research. 	
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8. CHAPTER EIGHT - DISCUSSION AND 
CONCLUSION 

I'm no prophet. My job is making windows where there were once wall.  

(Attributed to Michel Foucault) 

8.1. Introduction 

In this chapter I bring together the findings of the research and provide thoughtful reflection from 

my examination of the data in response to the research question “What are the critical discourses 

influencing older adults entering institutional retirement living arrangements in New Zealand?". At 

the very heart of this question is an ideological position of social justice which seeks to de-

normalize residential care as inevitable for older adults and to seek public awareness for 

alternative forms of accommodation for elders.  

Discourses, by their very nature, are not readily or easily detected within everyday life. Reflecting 

on the quote above, attributed to Michel Foucault, I have, in this research, looked to create 

particular windows of light on the discursive frameworks that at once scaffold and then influence 

and impact the decision making of older adults to enter residential aged care accommodation. As 

already mentioned, the interpretive framework for this study is indebted to several key theorists; 

namely Teun van Dijk, Michel Foucault and Norman Fairclough, whose writings provided a fertile 

ground for exploring the key discourses that influence older adults’ decision making in relation to 

residential aged care. Through these multiple epistemological lens a greater intelligibility has 

evolved regarding the discursive influences impacting contemporary older adults and which 

influence their accommodation decisions in later life. These notions and the emergent themes 

identified throughout this research (see Table 1, p.100) are discussed more fully throughout this 

chapter. 

As noted in the introduction to this thesis, I entered into this research with multiple personal 

perspectives relating to residential aged care. These perceptions and beliefs had been evolved by 

my own professional exposure first as a registered nurse but then as a senior professional leader 

and finally as a manager of multiple residential aged care facilities. My view that contemporary 

residential aged care for frail older adults need not be the only trajectory and that this current 
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model of care was beyond its ‘use by date’ has clearly impacted my research and my views as I 

have conducted this study. The findings of this study may have therefore been subject to some 

bias which is acknowledged. However, findings from this study also identified the multiplicity of 

influences that galvanize the decision of older adults to enter residential aged care.  

The findings of this study revealed that older adults are exposed to, and influenced by, a 

proliferation of active and passive discursive pressures in their daily lives. Some of these 

discursive frameworks are strikingly strategic in nature, especially those which manifestly attempt 

to persuasively influence older adults’ accommodation choices by offering a simulated resort type 

lifestyle. These strategic semiotics were evidenced in the advertising materials examined in this 

study. It can be asserted that advertising media, in this sense, enacts its specialized industry 

focus in the labor of commercial commodity producers’ drive to sell products (Comor, 2015). 

Clearly evident within the proliferation of advertising gathered for this study were salient 

discourses which not only targeted older adults but also acted to problematize and construct older 

adult lifestyle options. These constructed and marketed options serve, on the one hand, to 

position older adults as consumers with the right to choose their life course; whilst, on the other 

hand, these elders are positioned as helpless, frail and in need of care. Advertisers were found to 

carefully situate semiotic information creating idealized or synthetic personalization7 (Fairclough, 

1992 a; Kress & van Leeuwen, 1996) of older adults related to residential aged care and need. In 

many instances they provided contradictory material such as being able to walk to local cafes but 

with twenty four (24) hour nursing care (Figure 20, p134). These strategic commercial discourses 

work to evocatively draw in older adults and their families by making a persuasive promise of a 

consumer lifestyle into which these people can imagine and insert themselves.   

  

                                            

7 Synthetic personalization occurs where the simulation of interpersonal meaning subordinates 
all other aspects of discursive practice and meaning to achieve strategic and/or instrumental 
goals (Fairclough, 1992 a) 
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8.2. Advertising Construction of Older Age and 

Residential Care 

Findings from this study indicate that consideration needs to be given to the pervasive discourse 

patterns contained within contemporary social narrative of residential aged care. These discursive 

frameworks act to problematize, construct and then normalize aged residential care as an 

appropriate contemporary strategy for older adults’ accommodation requirements (Fairclough, 

1989, 1992/1992, 1992 a, 1995/2010). It can also be suggested that in problematizing older 

adulthood, these discourses construct specific stereotyped and distorted representations of older 

adults’ accommodation needs; and present them in a manner which produce and then reproduce 

taken for granted propositions tied to specific social conditions within contemporary society 

related to ageing individuals (Hugman, 1999; Katz, 2013).   

Modern societal discourses normalizing the institutionalization of older adults reinforce the 

processes of separation, colonization, marginalization and concealment of these individuals away 

from the broader societal world (Hugman, 1999; Petersen & Warburton, 2012; Phillipson, 2012; 

Wiersema & Dupius, 2010). It can be argued that contemporary discourses of residential aged 

care evidence dominant group power over older adults in an attempt to manage the problem of 

surplus or non-productive elders by identifying an appropriate place for containing them within 

modern walled communities; providing a continuum of care from independent living to residential 

aged care (Gawande, 2014; Hugman, 1999; Morgan, Eckert, & Lyon, 1993). The outcome of this 

marginalization, on the basis of chronological age, acts to effectively position older adults 

between two worlds of existence; resulting in a situation whereby these individuals do not fully 

belonging in either their former life or within their new institutionalized life (Hugman, 1999; 

Morgan, 2010).  

It is widely acknowledged that the fear of illness, associated with older adulthood, is not only 

about the absolute fear of physical loss, degeneration and death but also, for many older adults, 

the fear of marginalization and isolation (Alcock, 2010; Gawande, 2010; Golant, 2011). As an 

alternative to isolation and marginalization, residential aged care, which is currently thought to be 

an inevitability for most older adults toward the end of their lives, is not the preferred option of 

most older people, with the vast majority wishing to remain in their own homes (Cheek & 

Ballantyne, 2001; Cheek et al., 2006; Dellasega, Mastrian, & Weinert, 1995; Jorgensen et al., 
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2009). Recent research estimated lifetime risk and the pervasive use of residential aged care 

within New Zealand has estimated that as many as 47 percent of the population will access 

residential aged care after age 65 years and at least two thirds of those aged over 85 years 

(Broad et al., 2015). 

For older adults entering the institutionalized living arrangement of residential aged care is 

counter to the ideal of home with its ideal of domesticity, private and personal areas and a 

concentration of personal memories and artifacts collected throughout life (Gawande, 2014; 

Hugman, 1999). In turn institutional living challenges personal agency due largely to the 

significant adjustment to a situation which requires living with strangers within a contrived artificial 

community and where life control is passed to staff (Willcocks et al., 1987). Thus the 

contemporary discourse of residential aged care represents the embodiment of older adulthood 

as a social construction bounded in space and time (Gibson, 1998). 

The contemporary socially engineered discourse of ageing translates into older adults taking 

decisions regarding future aged residential care accommodation needs (a significant life change) 

at a time when there is potential for extreme vulnerability (Golant, 2011; Martikainen et al., 2009). 

Associated with this anticipated or realized life change is the prospective loss of identity, personal 

grief and sadness for a former life, potentiated or realized loss of valued possessions and 

dislocation from friends, neighbours and all that is, or may be, familiar (Cheek & Ballantyne, 2001; 

Gamliel & Hazan, 2006; Nolan & Dellasega, 2000; Ogg & Renaut, 2012; Tanner, 2003). 

8.3. Biomedical Construction 

The findings from most previous research into the determinants or influences on older adults’ 

decision to enter residential aged care have suggested an array of predictors such as serious 

illness or discharge from hospital following an acute medical event (Cheek & Ballantyne, 2001; 

Cheek et al., 2006; Davies & Nolan, 2003; Dellasega et al., 1995; Gray & Dakin, 2011; McAuley 

et al., 1997). Additionally, other factors, such as declining physical capacity and capability 

including a history of falls (Dwyer, 2005; Gamliel & Hazan, 2006; Hugman, 1999, 2001; Vincent, 

2006), social disconnectedness; that is, single (never married), widowed or divorced individuals 

(Gibson, 1998; Martikainen et al., 2009; Willcocks et al., 1987),  caregiver burnout and anxiety 

(Bell, 1996; Edwards, Courtney, & Spencer, 2003; Gawande, 2010; Gill & Morgan, 2012) and 
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family dislocation (Gawande, 2010; Jorgensen et al., 2009) have been identified as catalysts for 

entry decisions for residential aged care. The evidence presented in this research clearly 

identifies a gap in the contemporary understanding of the influences on older adults’ decision 

making as a precursor to entry into residential aged care by evaluating and making visible the 

discursive frameworks of power colonized within political, social, commercial and expert 

discourses. 

It appears, from this research, that the prevalence of relevant age related social, political and 

commercial discourses are underpinned by the continuing evolution of biomedical reductionism 

and the push for scientific management of age (Gawande, 2014; Gray & Dakin, 2011; Reyna et 

al., 2007; Tulle-Winton, 1999). This medical discourse is driven off advances in biomedical 

interventions and emergent models of care for older adults. Supporting and driving these models 

of care is increasing expert concern (statistical predictions, economic modeling and biomedical 

science) as to the impending number of older adults likely to ensue in coming generations (Estes, 

2001; Estes & Binney, 1989; New Zealand Treasury, 2012b; Phillipson, 1991). Invariably these 

discourses construct older adulthood as a period of increasing dependency (Townsend, 2006) 

catalyzing government policy development. Policy informed by statisticians and demographers in 

turn is intended to "head off" this impending catastrophe of a growing aged demographic with its 

associated potential for national economic ruin (Gadson, 2003; Katz, 1992; New Zealand 

Treasury, 2012b; Petersen & Warburton, 2012).  

8.4. New Age Social Construction and Individualism 

As mentioned earlier, the social construction of the appropriateness and inevitability of 

institutionalization for older adult living has been significantly transformed over the past 50 or so 

years in New Zealand through powerful societal and political discursive frameworks linking older 

age with dependency and the need for ongoing monitoring and oversight (Townsend, 1981). 

Paradoxically, discourses of experts (e.g. economists, demographers, bio-sciences and medicine) 

have collided with a growing ethos of individualization and selfishness within the broader 

parameters of western society (Gawande, 2010). This new societal culture of individualization is 

accompanied by a preponderance on autonomy or focus on self versus care of others (including 

older parents) (Gawande, 2010). This emergent societal turn toward a new societal individualism 

has been recognized and utilized by the increasingly derived commercialization and exploitation 
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of ageing adults. In his work on neoliberalism and individualism, Peters (2001) suggested that this 

new age individualism is weakening the social fabric of society and “monetizing” relationships 

(p.134). This is clearly evidenced within the rapid establishment and expansion of designer 

retirement older adult landscapes amidst a political agenda focused on economic rationalism and 

consumerism which visibly supports expedient solutions for older adults care  (Hendricks, 2004; 

Petersen & Warburton, 2012).  

8.5. Personal Accountability 

The discursive construction of contemporary age related accommodation provides a cultural 

expectation for older adults which portrays a coherent reality framed within a context of personal 

and, increasingly, economic responsibility for lifestyle choices as one ages (Gadson, 2003). 

Superimposed within these discourses is the contemporary commercialization opportunity for 

residential aged care developers who, despite overwhelming evidence that older adults wish to 

remain and age in their own homes, continue to build residential aged care institutions and to 

advertise these within powerfully persuasive messaging regarding the achievement of a 

glamorized lifestyle to be obtained within residential aged care facilities (McHugh, 2003b).  

8.6. Family Influence 

In this study, family members were found to exert a significant influence in the final decision to 

relocate into residential aged care. Multiple personal accounts from the focus group participants 

indicated that family had considerable and critical input into the final decision making process. 

Many potential reasons for this magnitude of influence over older adults’ decision making can be 

asserted, such as inability to provide initial or ongoing care for an older parent or relative. This 

situation arises from those life choices for families regarding adult children's own family 

commitments, their financial capacity to provide care and the impact on work life considerations 

(Dellasega et al., 1995).  

Countering the dominant discourse of inevitability of entry into aged residential care is a difficult 

task for older adults, particularly when family members assert powerful manipulation over their 

lives in shaping, guiding and influencing behaviours and important decisions (Popejoy, 2005). The 

contemporary discourse of family is constructed in the social world through interpersonal 
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relationships, talk and events involving family members in a somewhat more fluid arrangement 

than previous epochs (Bamberg, 2014). How people talk and behave within sense making 

activities inside the family creates a particular framework of order and serves to define the 

existing construct and understanding of family within the private world of the domestic setting 

(Gubrium, 1993). Within the family, power is enacted through status, roles, language and 

behaviour, all of which seek to encode, consolidate and renegotiate the family social order 

conferring agency to family members or denying this through the mechanics of interpersonal and 

intergenerational exchanges (Sterponi, 2009). Families grow emergent accountability, 

responsibility and independent decision making in children via a tenuous scaffold of parent child 

relations and autonomy. In turn, this state reverses in older adulthood to scaffold the 

accountability of aged parents by the now adult child over the parent through monitoring and 

interpreting (with guidance from experts) the needs of older parents (Katz, 2007).  

Evident in this research was the finding that family exerts power which acts to silence the voice of 

older adults in their self-determination, personal agency and independence in relation to their life 

choices for accommodation and care. Families utilise their key role by exerting authoritative voice 

in the decision making of older adults (Bookman & Kimbrel, 2011; Gawande, 2014; Townsend, 

1981). Expectations for compliance by families and docile acceptance by older adults are evident 

in the final decisions taken by many of the participants interviewed in the focus groups for this 

research, indicating a powerful influence on ultimate entry into aged residential care.  

8.7. Politics 

Political discourse regarding chronological age contains key markers in the relationship of the 

older adult with the state in terms of the social structures established as a conduit for access to 

economic entitlement, care and to risk (Biggs & Powell, 2001; Bytheway, 2005a; New Zealand 

Treasury, 2012b). Politically, the utility of age as a social marker is in its potency and capacity for 

the circulation of power through categorization and bureaucratic management of older adults 

within society for the purpose of resource distribution and rationing (Walker & Litt, 2000). Such a 

discursive framework of ageing is useful for dominant groups to exercise power and governance 

over older adults. In doing so, this discourse widely infuses society with a set of powerfully 

influential beliefs regarding age and residential aged care through cultural characterizations and 
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portrayals of normative older adults in language, imagery and via other semiotic representations 

(Schneider & Ingram, 1993).  

Problematizing the needs of older adults for residential aged care is impacted by family and social 

policy which, in turn, is reliant on expertise such as provided by demographers, bio-science and 

medicine. In contemporary New Zealand (and globally) alarmist demography creates the threat of 

unsustainability for the welfare state into the future. High level public anxiety is created from within 

the threats variously to healthcare provision, pensions and wider financial viability of the 

governing state (Katz, 1992; New Zealand Treasury, 2012b). The continued invisibility of older 

adults within the wider New Zealand society and the rendering of this cohort as passive or 

requiring protection within the walls of residential aged care institutions wears down and silences 

older adults’ voices (Ellor, 2001). Families of older adults, in this study, defined the care of older 

adult parents as a problem requiring solution; particularly so when faced with enhanced bio-

medical intervention which increasingly enhances life years for older adults (Ade-Ridder & 

Kaplan, 1993; Foucault, 1994b; Popejoy, 2005). Contemporary discourses evident across the 

social milieu of New Zealand society have normalized residential aged care for specific targeted 

sub-groups within the European older adult community, largely excluding diverse cultural groups 

who may be impacted by different social norms and thus different discursive frameworks. This 

normalization for European, middle class New Zealanders has expanded the uptake of residential 

aged care living arrangements for older adults, reinforcing decisions taken as appropriate and in 

many ways reinforcing the inevitability of transitioning into residential aged care as an appropriate 

solution for monitoring and management in later life (Jorgensen et al., 2009).  

Adjustment to becoming older occurs over time, necessitating acceptance of considerations and 

meaning making of group membership within differing social categories and particularly the 

"bureaucratic reckoning of age" by the polity as well as the wider society (Bytheway, 2005b, p. 

464). At the very heart of this consideration is the notion of what, and more significantly, who, 

constitutes older agehood - is it the individual who declares older age him or herself based on 

how many years lived, the age felt by the individual, or how society, politics, science and medicine 

construct age and ageing (Bytheway, 2005a; Vincent, 2006; Yoon & Powell, 2011). Further to this 

question, one may add another related to the margins of social tolerance for risks associated with 

ageing at home such as individual, family, expert and public tolerance to risk of falls or even risk 

of death at home (Gawande, 2010; Popejoy, 2005). Individuals’ experiences, their thinking and 
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interpretations of ageing are mediated socially via their relationships and actions within society, as 

well as the prevailing societal norms, commitments and entitlements afforded to and appropriate 

for them socially, politically and economically, setting powerful expectations for the life stage of 

older adults (Hendricks, 2004).  

The impact of the contemporary societal discourse of older age, as evidenced in this research, 

show internalization of the pervasive stereotypical beliefs associated with the contemporary 

construction of older adulthood. This construction and acceptance of a specific social identity (e.g. 

"middle aged" or "old") by individuals and groups within a given society infiltrates the discursive 

frameworks of appropriate accommodation to achieve social order (Bytheway, 2005a). 

Acceptance and sanction of this discursive construction of age such as exists for those over 65 

years also potentiates acceptance and management of one's ageing body (Iliffe & Manthorpe, 

2012). In turn older adults respond by (attempting to) manage the older body in sensible and 

realistic ways for identity maintenance which may include the consideration of a decision to enter 

residential aged care (Haboush et al., 2012; Hendricks, 2004; Vincent, 2006, 2008).  

The personal interpretation of, and adaptation to, the constituently appropriate characterization 

and construction for older persons on-going living arrangements at the broader level connects to, 

and is influenced by, explicit and implicit interconnecting socio-political frameworks and 

utterances of lay, professional and political people/organizations about what is appropriate and 

desirable for older people and ultimately their accommodation needs (Petersen & Warburton, 

2012; Tulle-Winton, 1999). The discourse of age appropriate accommodation in the form of 

residential aged care has become a powerful one for older adults in contemporary New Zealand 

society; despite resistance to the notion of institutional care which is evidenced widely in the 

literature (Dellasega et al., 1995; Hugman, 1999; Nolan & Dellasega, 2000; Ogg & Renaut, 2012; 

Pearson & May, 2004; Reinhardy, 1995).  

Foucault's assertion that individuals absorb ways of being, ways of thinking and ways of acting, 

constrained within powerful social norms in order to be regarded as responsible and self-

regulating people has gained increasing momentum over the past 30 or so years (Armstrong & 

Murphy, 2011; Biggs & Powell, 2001; Foucault, 1972). According to this view, mechanisms of 

power colonize the influential societal norms emanating from government and the wider society 

including experts such as medicine, demographers and commercial aged residential care 
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providers and these then act to constrain the ways in which older people behave and think 

(Gilbert, 2005).  

Contemporary commercial entities effectively deploy discursive frameworks to transcend former 

societal boundaries for older adults and their families in relation to normative expectation for living 

arrangements from a supposedly value free and stereotype free perspective, as well as culturally 

inclusive stand point (McGannon & Spence, 2012; McHugh, 2000, 2003b). These discourses 

achieve saliency through their subtle influences and innuendo embedded within mediatised 

marketing and advertising technologies which act to reinforce adaptive individual interpretation of 

normative conditions for subject position and/or role of expert in the conduct of their life and living 

arrangements (Fairclough, 1992 a; Sawchuk, 1995; Tulle-Winton, 1999). 

Power and domination of older people emerges from the pervasive social, political and 

commercial discourses and normalization of appropriate age related accommodation. In turn, 

these discourses have a significant part to play in the production of truth by silencing messages 

which may contradict the dominant discourse emanating from politicians, experts and commercial 

aged residential care providers in relation to residential aged care living. Supporting this notion 

Foucault suggested that: 

The manifest discourse ...is really no more than the repressive presence of what it does not say; 
and this 'not said' is a hollow that undermines from within all that is said. (Foucault, 1972, p. 28) 

Power is enacted in the discourse of residential aged care through (and confirmed within) 

everyday conversational talk and text which infuses ordinary daily activities via national politics, 

television portrayals of elders, local, regional and national newspaper and magazine articles as 

well as mediatised advertising as evidenced in this research study (Fairclough, 1992 a; Yoon & 

Powell, 2011). From this perceivably ordinary semiosis of talk and text (including images) a 

dominant discourse emerges which is premised on ostensibly valid and legitimate ideologies and 

attitudes related to older adulthood, including age appropriate behaviours for accommodation 

requirements appropriate for older adults (Katz, 1992; Petersen & Warburton, 2012).  

This research examination of the discursive frameworks evident in New Zealand society, related 

to influences catalyzing decisions for entry into residential aged care for older adults, supports the 

notion that the buoyancy and optimism inherent within the commercial and political determinants 

of ageing has become organized around priorities of late capitalist society consumerism. The 
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evocative messaging and imagery contained within the powerful technologies of advertising and 

marketing have provided a salient construction of age appropriate accommodation for older adults 

“uniting multiple discursive strands and normalizing these” so they appear inherently sensible and 

mask counter discourse structures (Katz & Marshall, 2003, p. 4).  

The evidence from this study, regarding the intersect between power/knowledge relations which 

prevails within New Zealand society in relation to older adults, does not necessarily suggest 

legitimate apportioning of blame for the negative positioning of older peoples’ accommodation 

requirements within some clearly identifiable political governing body exercising its might in a top-

down direction. In considering this situation it is timely to recall Foucault's analysis of power which 

suggests that power is dispersed throughout the social organisation and that this very dispersion 

opens up the possibility for resistance and social change. According to Foucault (1994): 

Power can be analysed at three levels: (i) as strategic relations, (ii) as techniques of government 
and (iii) as states of domination. Power is therefore more than the gross power which the state, 
embodied in the head of state, exerts over its subjects. It is more diffuse and it is processual. It 
operates as a network in which all participants in the social body take part and it manifests itself in 
the ways in which social relations are played out. Therefore it constantly has to be negotiated and 
renegotiated through the practice of social relations and through practices of legitimation.  

Lending support to the notion of the dispersion of power and potential for resistance, this research 

found that the stories of older adults participating in the focus group interviews evidenced initial 

resistance. This resistance was at first attempted in the form of asserting a strident and 

independent stance by individual older adults. Ultimately, however, this resistance gave way to 

surrender in the face of the powerful influences of medicine and family. Resistance to the 

inevitability of entering aged residential care was eroded when faced with a dominant discourse 

such as that of expert medical advice or family determination of the appropriateness of residential 

aged care for their family member.  

Some of the participants in the focus groups indicated that the decision to enter residential aged 

care was a key marker of the final phase of life. This final journey or end state is a finding 

supported by Reed et al. (2003) who, in their research, found that older adults assume that the 

move into residential aged care is congruent with the notion of a closing stage in the life journey 

(Reed et al., 2003b).  

Visual images contained within the advertising within this study identified a largely female, 

European portrayal of older adults. Segmenting the market or targeting specific cohorts within 
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society is at the very core of harmonizing and aligning products with potential consumers of 

services. This study finding confirms that contemporary advertising and media colonize strategic 

discourse in order to construct aged residential care candidacy from within specific socio-

economic groups of older adults (Agha, 2011; Yoon & Powell, 2011). These mediatized strategic 

discourses act to commodify aged accommodation through targeting or segmenting the older 

adult cohort of society to attract the right sort of older adults such as those of European ethnicity 

with sufficient affluence (i.e. middle class citizens) or those who have children who are likely to be 

able to pay for enhanced care accommodation such as private rooms, ensuites and the like (Baig, 

2013; McHugh, 2003b).  

While segmentation of the market persuasively targeting older European adults of middle class 

status was evident within this study, older adult participants of the focus groups participants who 

may have read these advertisements did not appear to be specifically impacted by them. Families 

on the other hand seemed to be the recipients of the discursive messaging from these media and 

advertising communication formulations and were referred to by the older adult participants as 

having been a consideration in the family search for placement and subsequent decision making.  

As a result of the commercial segmentation and strategic discourse related to residential aged 

care in New Zealand, it appears to be a largely monocultural business similar to that evidenced in 

other jurisdictions (Gadson, 2003). My search of the literature did not locate any published 

research in relation to the uptake of residential aged care by Māori, Pacifica or other diverse 

multi-cultural groups within New Zealand.  

As a professional leader working within this area of contemporary healthcare, my experience has 

been that very few individuals from cultures, other than those of European descent, have taken 

the decision to enter residential aged care. Given the increasingly diverse cultural background of 

the older population within New Zealand, it can be suggested that this lower than expected use of 

residential aged care by cultures other than European may represent resistance to discursive 

frameworks of appropriate accommodation for elders. Culturally based disengagement from the 

prevailing discourse related to residential aged care may be associated with discourses of family 

for other non-European cultures spurning this commodified approach to accommodation in later 

life for older adults.  
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Decisions to enter residential aged care taken by older adults in this study occurred as a result of 

powerful family influences that, in turn, had been directly influenced by medicine in many cases. 

Distributed discursive messaging across the wider society, normalizing residential aged care as a 

recognizable and appropriate strategy, appeared to influence family and medicine by indirectly 

constructing older adults within a web of diffuse power as dependent and needing constant 

monitoring and ongoing care. Family, in turn, were found to impose or manipulate the decision of 

the older adult; in many instances of those individuals participating in this research. Once a 

decision was taken regarding residential aged care being required (inevitable) the media 

discourses resonated reflexively to support choice of facility for family members largely.  

8.8. Research Limitations 

Family and the powerful influence of the family in the decision to enter residential aged care 

requires further research. Similarly the impact of media on family members as they assert their 

influence on elders. Further research should examine the segmentation of the aged care market 

and identify from the residential aged care developers themselves who they are targeting with 

their media advertising within the New Zealand landscape.  

8.9. Conclusion 

The evidence obtained in response to the research question in this thesis indicates that older 

adults are influenced to enter residential aged care on multiple levels and via multiple discourses 

across various semiotic genre within contemporary New Zealand society. Multiple social, political, 

commercial and economic discourse frameworks exert seductive persuasion regarding the 

inevitability and appropriateness of a life within the confines of residential aged care. This occurs 

through a variety of power and power relations most strongly evidenced via family but also 

through the power exerted by the ongoing and ever increasing bio-medicalization of age.  

Media and advertising play an increasingly significant role in social life via their contemporary 

practice of disseminated discursive messaging. This diffuse messaging enhances uptake of 

residential aged care by reflexively linking processes contained within social discourses of ageing 

to the more contemporary commercial discursive construction and commodification of age 

occurring in the development of purpose built walled complexes exclusively institutionalizing older 
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adults. The influence of the media is perhaps most prevalent on families and experts rather than 

on the older adults themselves, although elders were aware of this within the gambit of their social 

relations and social awareness.  

Dominant mediatized discourses paint a picture of the reasons for older people deciding to go into 

residential care as being similar for all older adults but in this research evidenced that the drivers 

may be quite different. The unfolding of an older person's life leading to entry into residential care 

decision making take many different trajectories and, as found in this study, these involved 

serious illness of a primary caregiver, dysfunctional family dynamic, family inability (or wish) to 

provide care and  the strength of medicine as the key drivers for participants.  

From this research it appears that whilst older adults themselves were aware of media and 

advertising contained within local newspapers and magazines in relation to aged care this did not 

have a major impact on their ultimate ability to take a personal decision to enter such a facility. 

Many of the older adult participants in this study had visited and knew of the various residential 

aged care facilities locally as friends or former family had been domiciled in these. Thus they 

could express comments about their perceptions of the quality and likelihood of taking up 

residence in some of these facilities themselves.  

The socially relevant elements involved in the marketing rhetoric contained within media 

advertising (including images) in this study was persuasive in the primacy of salient messages 

predominantly relating to professional nursing care, safety and lifestyle. These discourses have a 

particular resonance with European, middle class elders as a result of marketing segmentation 

and portrayals of this cohort within the advertising examined in this study.  

It appears that family and medicine are likely to be the most receptive and responsive to 

mediatized messages contained within these advertising discourses. Media and advertising 

socialization and normalization impact, therefore, appears to be on the family of elders regarding 

the appropriateness and normalization of the residential aged care solution to ongoing care, 

security and oversight of an older adult within the context of contemporary New Zealand society 

within Nelson region. From the standpoint of a family member, such a construction of key focal 

points provides a readymade solution to the problem and burden of ageing elders. 
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The emergence of ageing as a social problem has occurred not as a discourse of resistance by 

ageing adults themselves but as a response to dominant social norms failing to take account of 

older adults unique, particular and specific needs in contemporary society. This discourse 

operates through a web of social practices reaching into the very corners of contemporary New 

Zealand society as a direct result of dominant groups such as politicians, demographers and 

other experts (e.g. medicine). These powerful groups appear to support the notion of ageing as a 

public issue of accentuated dependency and social control rather than a private issue of  unique 

adjustment to age (Gibson, 1998; Townsend, 1981; Willcocks et al., 1987). 

Clearly the continued need of developers to build expansive, self-identified resort style living and 

lifestyle accommodation for older people, and offering a trajectory from retirement to death, needs 

to be re-thought. Continuing to construct these walled communities reinforces the exploitation and 

separation of older people from the wider community rather than integrating them into a full social 

life. It assumes generic similarities exist amongst older adults and that living with strangers in 

older age is acceptable and appropriate. In contrast, entry into residential aged care has the 

potential to exacerbate dependency by slowing the tension of the independent/dependent 

dichotomy and removing the former interdependency on family. It also creates a dichotomy of 

good ageing versus bad ageing; with good ageing being responsible and accepting the 

inevitability of residential aged care as the course of ageing.  

This research identifies a clear gap in the contemporary literature regarding the discursive 

influence and impact of mediatized discourse on older adults entering aged residential care in 

New Zealand. Throughout this research the identification of the importance of discourses 

emanating from political, family and expert sources has been located and explored. The impact of 

unequal power relations in the decision making process for entry into residential aged care was 

evidenced in this research. The uncovering of influences on older adult decision making 

contained within powerful social and political discourses of appropriate management of the older 

body are evidenced.  

Finally this study was limited by its localization in a medium sized city with a demography of 

largely middle class European citizens.  A further limiting factor relates to the non-inclusion of 

family members regarding the decision of older adults to relocate to residential aged care. Further 

research would also be enhanced by reviewing general practitioners’ understanding of their 
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impact on residential aged care decision making by families and elders. Rather than reinforcing 

this as an expedient solution, general practitioners could consider supporting families to explore 

other alternatives to support aged parents or important others. In the words of Bob Dylan, "Older 

people gotta be more wise" if they are to lay claim to their own destiny as they age.  

The journey of this thesis has been a powerful one. It began out of a deeply personal and 

passionate concern for the too-frequently negative experiences of older adults who I have 

observed up-close in residential care settings of different kinds. It was further stimulated by what 

became increasingly clear as a diverse range of powerful historical, political, social, economic and 

commercial discourses that insidiously brainwash, coerce, manipulate and seduce   older adults 

into deciding to enter some form of residential living arrangement. It was informed by an 

awareness that the very people at the core of all this, older adults themselves, generally have 

minimal say in the process when faced with the authority of medical doctors combined by the 

pressure of family. In undertaking this research I acknowledge my biases which have emerged 

from my history with older adults in residential aged care and my personal experiences within my 

own family. I have endeavored to remain open to all new understandings throughout the process 

of this study. This was profoundly coloured by my own identification with the positions, concerns 

and experiences of those older adults I have met and been involved with personally and 

professionally. It is not possible to be detached and objective when confronted with such 

personally concerning or connected issues. I believe that there are older adults who are entirely 

happy and satisfied in their residential aged care environment. However, I also believe that the 

number of these individuals is outweighed by the majority of older adults who have perhaps 

conceded defeat in the face of powerful discourses from government, society generally, family 

and medical experts. These discursive frameworks act to entrance or enhance decision making 

such that it seems the “right” and “proper” approach to care of older adults within New Zealand 

society. 

Throughout this thesis I have sought to enable older adult voices to be heard. The importance of 

their voice having ‘air-time’, so to speak, takes on greater significance given the plethora of media 

enticements that skillfully sell well a commodified product to this very specific, largely silent, 

consumer group. My abiding intention has been to contribute insights, understandings, and critical 

analysis into how these discursive influences limit choices and largely go un-noticed by most 
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people. This is an act of resistance, an act of revealing hidden forces, an act of solidarity and 

inspiration with others who need to take up the issues identified.  

Finally in the words of one of the participants in this study - 

I came here because I knew I had to come but I don’t think I will ever get over having to 
leave my own home – I don’t think you do. This is the end of my journey – and you have 
to accept it.(N.R.)  
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AGREEMENT 

 

LOCALITY ASSESSMENT – by Locality Organisation 
 

Refer to Guidelines for Completion of the National Application Form 
for Ethical Approval of a Research Project 

Full Project Title:  Media, advertising and other influences on decisions to enter aged 
care 

Short Project Title: Media, advertising and other influences on decisions to enter    
  aged care 

Brief outline of study: 

A study of how New Zealand has a large number of older adults in residential aged care facilities. 
Recent research indicated that around 33,000 New Zealanders have taken up the option to live in 
residential aged care facilities across the nation. While some people may enter aged residential 
care because they are unwell or suffering from Alzheimer’s disease or dementia, many others also 
enter residential aged care facilities for an array of other reasons.  
 
Research has usually looked at conditions or illnesses as a reason for entering into a residential 
aged care facility or an aspect of aged care such as how residential aged care is provided by 
nurses, doctors and allied health workers. This research proposes to look at how media and 
advertising may influence peoples’ decisions to move into residential aged care.  

Principal Investigator: 
Robyn Henderson Doctor of Health Sciences Student 
Department of Health and Environmental Sciences 
Auckland University of Technology 
Contact details: 
Private Bag 92006 
Auckland 1142 
Ph: 09 921 9999     0272350605 
Local investigators: 
As above 
 
Contact details: 
As Above 
Locality Organisation signoff 
Ethics committees review whether investigators have ensured their studies would meet 
established ethical standards, if conducted at appropriate localities; each locality organisation is 
asked to use the locality assessment form to check that the investigator has also made the 
appropriate local study arrangements. 
 
Ethics approval for study conduct at each site is conditional on favourable locality 
assessment at that locality. 

Locality issues:  (see guidelines for more information and examples) 

Identify any local issues and specify how they will be addressed. 
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1. Suitability of local researcher 
 Are all roles for the investigator(s) at the local site appropriate (eg has any conflict the 
investigator might have between her or his local roles in research and in patient care been 
adequately resolved)? 

The researcher is independent to  name of Residential Aged Care Providerand is currently 
employed by Nelson Marlborough District Health Board as a senior nurse. As such, potential 
conflicts may arise in relation to any care aspects an individual participant may raise during this 
research. All such issues raised will be addressed with the Facility Manager and Clinical leader on 
completion of the Focus Group session in which they are raised.   

2. Suitability of the local research environment 

 Have the resources (other than funding which is conditional on ethical approval) and/or 
facilities that the study requires locally been identified? Are they appropriate and available?  

The researcher will liaise with name of Residential Aged Care Facility for assistance with the set 
up of the focus group session and for use of a room in which this focus group session will take 
place. No charge will be made for room utilization. 

The Facility Manager can assist by posting the Invitation to Participate in Research on the 
resident’s notice board and advising residents of an initial overview of the research meeting to be 
held in the Facility. This individual may also give potential participants a copy of the letter of 
information and consent form and answer routine questions about the study. 

Advice will be given on interpretation of research findings where relevant. 

3. What are the specific issues relating to the local community?  
 Are there any cultural or other issues specific to this locality, or to participants for whom study 
recruitment or participation is primarily at this locality?  If so, how have they been addressed? 

Residents in aged care facilities are vulnerable and elderly. The potential issues related to 
appropriateness of participation have been discussed and addressed in the study’s design. Name 
of Aged Care Facility are involved as a support partner of the research, and as such will work with 
the researcher to ensure procedures are conducted sensitively and findings are interpreted 
appropriately. 

4. Information sheet/consent form contact details: 
Contact details for Health & Disability Consumer Advocates: 
Nelson Office 
Ph: 03544 4166 

Contact details for any other important local services: 

I understand that I may withdraw locality approval if any significant local concerns arise.  I 
agree to advise the Principal Investigator and then the relevant ethics committee should 
this occur. 

Signature: Date: 

Name:   Position:  

Contact details: 
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APPENDIX E:  AUTEC FOCUS GROUP 
PARTICIPANT INFORMATION FORM 
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APPENDIX F:  AUTEC FOCUS GROUP 
PARTICIPANT CONSENT FORM 

RESEARCH STUDY PARTICIPANT CONSENT FORM 

Media, advertising and other influences on decisions to enter aged residential care 

Do you require an interpreter to complete this form?  Yes   No  

You are welcome to have a family member with you to support you through  

this Focus Group. Do you wish to have a family/whanau member with you?    
          Yes   No  

I, [PRINT NAME], give consent to my participation in this research project. 

In giving consent I acknowledge that: 
1. The procedures required for this research project and the time involved have been explained 
to me, and any questions I have about the research have been answered to my satisfaction.  
 
2. I have had time to consider whether to take part in this study or not.  
 
3. I have read the Participant Information Statement and have been given the opportunity to 
discuss the information and my involvement in the project with the researcher. 
 
4. I understand that my involvement is strictly confidential and no information about me will be 
used in any way that will reveal my identity. 
 

5. I understand that I can withdraw from this research study at any time, without affecting my 
relationship with the researcher or with the Residential Aged Care Facility now or in the future. 
 
6. I understand that being in this study is completely voluntary – I am not under any obligation to 
consent. 
 
7. I understand that I can stop any conversation or follow up at any time. 
 
8.  If I do not wish to continue the audio recording once the focus Group has commenced, this 
will benoted on the recording and my comments will not be transcribed and included in this 
research. 
 
9. I understand that if I identify as Maori, I may ask for whanau to support me within the Focus 
Group situation. 
 
10. I know who to contact if I have any concerns regarding this study. 
 
11. I understand that the identity of my fellow participants in the focus groups is confidential to 
the group and I agree to keep this information  confidential 
 
12. I consent to: 
i) Small Group participation   YES     NO  
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ii) Audio-taping of Group discussion  YES   NO    
 

Signed: ……………………………………………………………………… 
 
Name: ……..………………………………………………………………. 
 
Date:  ……………………………………………………………………… 

Full Name of Researcher: Robyn Henderson 

Contact Phone Number: 547 3838 or 027 235 0605 

Signature: _____________________________________ Date: __________ 

 

Research Project Explained by: Robyn Henderson 
Research Role:    Researcher 
Approved by the Upper South B Regional Ethics Committee on 18 June 2012, Reference number 
URB/12/EXP/034 
Approved by AUTEC 03 July 2012 – 12/151 
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APPENDIX G:  AUTEC APPROVED FOCUS GROUP 
AGENDA 

FOCUS GROUP AGENDA 

 

Media, advertising and other influences on decisions to enter aged residential care 

Light refreshments will be provided during the focus group 

1)  Welcome, and a brief round of introductions for those who may not know each other. 

2)   Brief overview, and explanation of the process    

3)   Your responses to the following questions:-  

 What were some of the key influences for you to enter into residential aged care? 

 What kinds of information did you use to support your decision to enter aged residential 

care? 

 What kinds of media or advertising were you aware of in making your decision to enter 

aged residential care? 

 What stories in local magazines or papers related to residential aged care were you 

aware of in making your decision to enter into residential aged care? 

4)  Discussion  

5)  A closing round along the lines of .......” for me interesting things I have become more 

aware of in the course of preparing for and participating in this focus group have been.....” 

6)  Acknowledgment and appreciation for your participation and contribution to this research. 

Robyn Henderson 

Approved by the Upper South B Regional Ethics Committee on 18 June 2012, Reference number URB/12/EXP/034 
Approved AUTEC – 07 July 2012 – 12/151 
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APPENDIX H:  AUTEC FOCUS GROUP PROTOCOL  

Media, advertising and other influences on decisions to  

enter aged care 

Focus Group Protocol 

TASK CHECKLIST 
Pre-focus group  
Check in with facility manager that venue and date has been arranged  
Check refreshments for participants have been organised  
Check digital audio recorder has batteries and spare batteries/tapes   
TASK CHECKLIST 
Focus group  
Arrive at venue half an hour early and ensure that everything is ready  
Ensure sufficient copies of information sheets and consent forms   
Introduce myself as facilitator and the transcriber who is to take notes. Begin with 
welcome and explain that we are going to go through some “housekeeping”. Then 
introductions - then they will be asked to respond to some questions. 

 

Explain that you will ask participants to introduce themselves on tape later  
Check everyone has an information sheet and consent form   
Go through the information sheet to explain the purpose of the research  
Explain that participant’s contributions will be anonymous in terms of name (we only 
want first names) 

 

Remind participants that they can withdraw at any stage with no penalty and that 
audiotapes will be destroyed at the end of the study 

 

Invite questions about the research process  
 Ask people to sign the consent form and hand in to note taker (they keep 

one consent form for themselves and give us one)  
 

Explain the process for the focus group and expected timeframe.  Set guidelines for 
the group as follows: 

 Discuss ground rules (including confidentiality and only using first names) 
 There are no right or wrong answers and we are interested in what 

everyone has to say 
 Participants are encouraged not to criticize or argue with other people have 

to say 
Issues might come up that you didn’t expect, please discuss with us after the group 
and we can refer you to some helping agencies  

 

Turn on the tape recorders x2  
Facilitator and note taker and participants introduce themselves use an icebreaker 
(e.g. name and how long they’ve been in Nelson) 

 

Facilitate discussion on the research topics, note areas of consensus and any 
outlying points of view 

 

Monitor the participants for any signs of distress. If needed check in with the 
participants and provide them with the option of leaving the group if necessary 

 

During discussion some of the discussion points may merge or be discussed 
spontaneously without prompting.  As much as possible allow a natural flow of the 
discussion, prompting if necessary to have all the points covered 

 

Thank participants for their time, energy and ideas and tell them that they will be 
mailed a summary report of the focus group results if they wish 

 

Leave venue tidy and clean  
TASK CHECKLIST
After the group  
Following each focus group meeting, facilitator and transcriber meet for 10 minutes 
to discuss their overall impressions and key ideas and insights from the interview 
(keep the tape on and record) 

 

Facilitator to identify any unexpected issues arising and contact Robyn to 
discuss/debrief if necessary  

 

Notify Facility Manager/Clinical leader when focus group has been completed  

 


