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‘The single story creates stereotypes, and the problem with stereotypes is not that they

are untrue, but that they are incomplete. They make one story become the only story’

Chimamanda Ngozi Adichie
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INTRODUCTION. AN ETHNOGRAPHIC
RESEARCH ON THE WORKFORCE
INTEGRATION OF FIRST-
GENERATION IMMIGRANTS

IN GERIATRIC CARE IN THE
NETHERLANDS AND GERMANY
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“l want Kroten!”

It is 11.30 o'clock. Anna’ checks the clock in the small staffroom. ‘It's almost noon,
comeon’,shetells her new Eritrean colleague Debesay/, ‘it's time to serve the soup’.
‘Serving food is really hard’, Debesay whispers to me, ‘because | do not know the
food and those Dutch names are really very difficult’, she sighs as she pushes the
food trolley down the hall. The 12 o'clock menu contains two dishes; chili con carne
or beetroot with potatoes/mashed potatoes, the residents can choose. Debesay
knocks on Mrs. Visser's door, she enters the room and asks Mrs Visser who sits
on a chair: ‘Good morning’ Mrs. Visser, what do you like to eat today?’ ‘What's on
the menu?’ the old lady mumbles softly, almost inaudible. ‘There are beans or
beetroots’, Debesay pronounces the words very slowly in Dutch. ‘Oh’, the old lady
laughs. Despite the fact that Mrs. Visser does not see or smell the food because
the trolley remains in the hallway, she says, [using a dialect word for beetroots]:
‘Kroten would be nice’, and she looks at Debesay and smiles again. ‘No’, Debesay
looks at her and she shakes her head, ‘No’, she repeats again,’ we only have beans
or beetroots’. ‘Il want kroten, the old lady says again and smiles. Debesay leaves
the room and goes to Anna. ‘And?’, Anna says, standing behind the trolley with
a spoon in her hand, ready to serve. ‘What does she want to eat?’. ‘She wants
kroten’, replies Debesay, repeating the old lady, ‘but we do not have it, what can
we do?’. Anna giggles and says: ‘Kroot is beetroot, kroten is the dialect here in the
village'. ‘Yes’, Anna continues, ‘I didn’'t know that at first either. Because where |
come from, [City in the Netherlands] you do not say kroten to beetroots either’.
Anna giggles again and with a big spoon she serves the beetroots on a plate. With
a large spoon the mashed potato is scooped out of another pan, together with a
small piece of meat, served on a plate. Anna gives the plate to Debesay. Debesay
rushes back into Mrs. Visser’s room. ‘There you go’, says Debessay, putting the
plate on the table in front of Mrs. Visser. ‘Kroten’, Debesay smiles, ‘enjoy your meal’.

Mrs. Visser laughs: “Thank you and today you learned a new word'.
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generation immigrants in geriatric care in the Netherlands and Germany

After the so-called European ‘refugee crisis’ in 2015-2016 and to reduce the growing
nursing shortage, two health care institutions in the Netherlands and Germany
started their own integration project for first-generation immigrant? The present
dissertation containsthe findings ofan ethnographic research project that provides
insight into the workforce integration in these two different residential homes. By
following two groups of first-generation immigrants with a refugee® background,
through ethnographic observations and participatory methods, their daily (inter)
actions with residents and colleagues in the residential home are explored. What
does integration in a residential home mean in daily practice? How do changes
take place? Which tensions and conflicts arise between established* workers
and newcomers? How do the established workers and newcomers enact caring
activities such as washing, dressing, helping with food, toileting and other activities
of daily living? This study shows the social processes and challenges faced by both
the established health care workers and the immigrant workers in their day-to-day
work. Behind the stories of ‘integration’ at the work place are stories of institutional
change and organizational constraints, such as shortage of staff, different norms
of professionalism, a heavy workload, experiences of pain and pleasure, feelings of
resentment and the struggle how to become a caring team.

These stories show that there is no linear path to ‘integration’ in geriatric care
practices. Instead, this study shows how behind the closed doors of care homes
events unfold which are situated, complex and normative. It will become clear that
different enactments of care help to shape daily life in the wards in different ways.
On the one hand, established workers and newcomers distinguish themselves
from each other through collective images of ‘us versus them’; on the other hand,
in daily practice they often manage to tinker in order to enact good care to the
older residents in their residential home. This thesis aims to open up a field of
reflexivity and evaluation. It offers different ways of thinking about “integration”,
about social processes and the enactment of care in daily practice, about how we
take care of ourselves, each other and our older people in society. No claims are
made in this study about the universal validity of its findings. Dynamic processes
and ordinary practices of care in their situatedness are taken seriously.

This introduction will further explain the background, the theoretical framework
and analytical strategies that are used to explore this issue. | start with sketching
the background of ageing societies and shortage of staff in Western Europe and

the recruitment and integration problems of immigrant care workers in general. |
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will then describe the impact of the refugee crisis in 2015 and 2016 and its ensuing
policiesof workforceintegrationinthe Netherlandsand Germany. Inthe nextsection
the aim and research questions are outlined and the theoretical background and
sensitizing concepts are described. | elaborate on the ethnographical approach,
the specifications of the two residential homes and how access was obtained, the
research methods and the ethical considerations. | reflect on my background as a

nurse and medical anthropologist, followed by an outline of the thesis.

AGEING SOCIETIES AND SHORTAGE OF NURSES IN
WESTERN-EUROPE

The world’s population is ageing. In 2020, worldwide 727 million people were aged
over 65. According to the United Nations Department of Economic and Social
Affairs (2020), this number will have doubled by 2050.

In Europe, the increase in percentage of the population over 65, sometimes referred
to as the greying of Europe, primarily results from three demographic processes:
declining fertility rates, increased life expectancy and decreasing mortality rates
(see also figure 1) (CBS, 2016a; World Health Organization [WHO] 2022). Germany
is currently one of the most “super-aged” societies in the world (Federal Statistical
Office [FSO], 2016). This Demographischen Wandel [demographic change]
is caused by the fact that the population has been shrinking since 2003 as the
birth rate has been lower than the death rate (Statistisches Bundesamt, 2021). It is
expected that the number of people aged 65 or older will increase by 21.4 million
in 2040 (FSO, 2016).

Similar demographic changes are happening in the Netherlands. There is a ‘double
ageing’ of the population, i.e., more people live longer and the fertility rate is
declining which resultsin anincrease in the median age, a shiftin the age structure.
It is estimated that the number of people aged 65 or older in the Netherlands will
increase from 2.4 million in 2020 to a maximum of 4.5 million in 2040 (CBS, 2021).

On top of this, it is expected that in Europe about one out of twenty people over
the age of 65 will develop dementia and will need nursing care. Thus, it is predicted
that in 2050 there will be 620.000 people with dementia in the Netherlands and up
to three million in Germany (ABF Research, 2021, Statistics Germany, 2021).
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Figure1

NIA

Source: Percentage of the population over 65 in Europe in 2020 https://fen.wikipedia.org/wiki/
Ageing_of_Europe

These facts demand a competent nursing workforce to provide care for vulnerable
older people. However, finding competent staff, such as doctors, nurses and health
care assistants, is a major problem in many countries, especially in those ageing
societies (WHO, 2020).

Since the early 1990s, the ‘logic of the capitalist market’ invaded residential homes
in the Netherlands and Germany, i.e,, private investors invested in this sector. This
happened as the result of changed management and government policies in both
countries that stimulated public-private partnerships, which gave more room for
the market and less for the government. In order to achieve high returns (profit
maximalization) organizations cut costs and forced caregivers to organize their
work differently. Standards were based on the criteria of productivity, efficiency
and profit (Bocker, Bruquetas-Callejo, Horn, Schweppe, 2020; Schweiger, 2011).
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Shortage of staff is not new. Already since 2000 the German and the Dutch
government tried to expand the labor workforce in health care and residential
homes. However, the recruitment was not enough to reduce the high workload,
especially duetotheincrease of ageing residents. Qualified nurses were still needed
and shortage increased in the nursing sector according to the Dutch V&VN, the
German BA’s International Placement Services (ZAV, 2022) and the Gesellschaft fur

Internationale Zusammenarbeit (GlZ, 2015).

In 2008, due to the global financial crisis, the Dutch and German governments
reduced even more budgets for the geriatric care sector. Residential homes felt
forced to recruit fewer (international) nurses, cut the wages of employees, decrease
their trainings and hire less qualified caregivers. At the same time, older people
stayed at home longer and when they needed institutional care, they were in a
more developed stage of their illness. As a result, caregivers in the geriatric care
sector were increasingly stretched, as the tasks had to be performed with fewer
people while the care-related tasks became more complex. This, in turn influenced
the quality or care in the residential homes (Schweiger, 2011; The, 2008; The, 2017).

Nursing scholars argued that many health care institutions such as residential
homes were maneuvered into neo-liberal policies with the tendency for
commodification of work. Cost-effectiveness started to dominate, while conditions
worsened due to the financial crisis. Staff members complained not only about low
wages and staff shortage, but also about not being able to cope with the burden
of work. They were dissatisfied with the quality of care they could provide for their
residents (Muller, 2019; Perruchoud, et al, 2022).

According to the International Labour Organization (ILO), already in 2015 all
countries worldwide reported a lack of skilled health care staff, with Asia and the
Pacific facing the greatest shortage (8.2 million carers), followed by a shortage of
2.3 million in Europe, 1.6 million in America, and 1.5 million in Africa (see figure 2)
(ILO, 2018).
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Figure 2
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In 2021, according to the Minster of Health in Germany 50.000 positions need
to be filled. The German Nursing Council (DPR) predicts that 300.000 positions
are needed within ten years (Statistisches bundesamt, 2021). A similar situation
appears in the Netherlands, where there is already a shortage between 56.300 and
73.800 workers in the care and welfare sector; the forecast expects this to rise to at
least 100.000, perhaps even 130.000 in 2030 (ACVZ, 2021a; Prognosemodel Zorg en
Welzijn, [Forecast Healthcare & Welfare], 2021).

The discussions in German and Dutch society are nowadays shaped by debates
about ‘nursing emergency’ and ‘nursing standstill’, especially in relation to
residential homes (ACVZ, 2021; SER, 2020; Schweiger, 2015). This means that
various players in the field, such as health care institutions, politicians, scientists
and professionals are discussing the lack of staff in the geriatric care. The geriatric
care sector in both countries is complex, not only due to the professionalization
and specialization required for the more complex caring tasks, but also due to the
privatization of the care industry (Muller, 2019; Schweiger, 2014).

Due to the above, working in residential homes got a bad reputation. As a result,
residential homes are more than ever faced with a shortage of skilled workers,
because fewer employees are willing to work in those institutions (GlZ, 2021; RVS,
2020; V&VN, 2021).
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RECRUITMENT AND INTEGRATION PROBLEMS OF
IMMIGRANT CARE WORKERS

One of the remedies of the shortage of staff in ageing societies is the recruitment of
immigrant workers (ACVZ,2021). This strategy is not new. In 2001, in the documentary
“Buitenkans” (Exceptional opportunity), the Dutch documentary maker Ireen van
Ditshuyzen filmed South African nurses who were recruited to remedy the shortage
of staff in the Netherlands. The documentary showed how they were welcomed at
the airport and given housing in the Amsterdam suburb De Bijlmer. However, a few
weeks after they started working in the Dutch hospitals, it became clear that these
international nurses, who had received their nursing training in another country,
were getting frustrated because their tasks did not match their expectations and
they felt unprepared for what the job entailed. There were misunderstandings
about wages and taxes. Moreover, the new workers experienced racism. The
documentary showed not only the struggles of these first-generation immigrants,
but also of the established staff. The South African nurses reported that ‘nursing in

the Netherlands is a social profession, in South Africa it is technical'.

The established Dutch colleagues reported that despite the fact that their new
colleagues spoke ‘Afrikaans’, they experienced language difficulties and had not
been able to bridge the two work cultures either. They furthermore disqualified
the complaints about racism by their immigrant colleagues as overemotional,
while denouncing their ‘different way of working’ as unprofessional. They also
mentioned educational disadvantages and the unfamiliarity with the Dutch health
care system as major problems. In the end, it led most South African nurses to quit
their jobs and return back to South Africa (Van Ditshuyzen, 2001).

Almost ten years later, in 2009 and 2010, to avoid canceling surgeries, 118 Indian
nurses were recruited to work in operating theaters in Dutch hospitals. However,
after a few weeks the Dutch established staff began to complain. It was rumored
that the Indian nurses lacked knowledge, expertise and language skills. According
to the Dutch staff their incompetence led to life-threatening situations to patients.
An inspection by the Dutch government followed. Although the inspection report
did not confirm these rumors, not all of them could stay. Less than half of the total
number of Indian staff members were offered a three year contract. Only a few
completed this contract, but follow-up contracts were not offered (Inspectie voor
de Gezondheidszorg, 2012; Van den Broek, 2014, p. 25).
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A recently published report in the Netherlands from the Advisory Committee on
Migration Affairs [ACVZ] (2021) stated that only 0,5% of first-generation immigrants
with overseas nursing diplomas (and who are registered at the nursing council®) are
currently at work in Dutch health care. This is a very low percentage, certainly when
compared with other OECD countries. In Germany, for example, the percentage of
first-generation immigrant nurses at work is 7,9% (ACVZ, 2021).

The problem of foreign workers who need to adapt toa new work environment while
established staff need to adapt to a more international and/or culturally diverse
workforce, is widely recognized. Workforce diversity can improve performance in
teams because of a wider use of perspectives. But divergent values and norms can
also negatively influence group cohesion as well as work performance. Differences,
for example regarding time management and punctuality, can create irritation.
Misunderstandings and miscommunication can also occur, for example because
of different religious holidays, or different expectations about mentoring support
(Van den Broek, 2014).

International studies about interethnic relations in health care institutions showed
similar results. Forexample, a study from Xiao et al. (2014) about international nurses
working in Australia found that, on the one hand, those overseas trained nurses
experienced institutional discrimination, because their expertise and skills were
not acknowledged by the staff and they felt a lack of support from the established
employees. On the other hand, the researcher found that positive interactions
between established staff and international nurses could lead to positive team
collaboration. For example, interactions taking place in the staff room where the
nurses explored common areas of interests, created group cohesion. These scholars
found that nursing management needed to facilitate institutional programs that
promote reciprocity for all nurses (Xiao et al., 2014).

In 2008, a study about interethnic relations at work in different organizations in the
Netherlands showed that first-generation immigrants face various problems at
work, such as language difficulties and conscious and unconscious prejudice and
discrimination. Sometimes religious differences affected their work performance
too. Some workers with a Muslim background for instance, wanted to pray during
shifts, which conflicted with the rules of the work environment. Cultural differences
led to conflicts as well, for example, when male nurses refused to follow instructions
from female staff (Schaafma, 2008).
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Before this research started in 2015, | had a personal conversation with the job
manager of the UAF® and with a diversity manager fromm an Academic Hospital
in Amsterdam in the Netherlands. The UAF job manager said that, despite the
fact that first-generation immigrants had completed a nursing training in the
country of origin, had received a Dutch language course on B2 level and attended
retrainings, a substantial number could not keep their job. Often within a year,
the immigrants knocked on the door of the UAF again, with the request to be
escorted back to employment (S.Maessen, personal conversation, 2 June 2015). The
Dutch academic hospital was also willing to open its doors for more diversity and
wanted to be inclusive for refugees with a medical or caring background. However,
according to the diversity manager of the hospital, it is easy to be open for ‘the
other’ if it concerns internships, but when it is about employment other priorities

seem to play a role (M. Stockmann, personal conversation, 17 November, 2015).

Several immigrant health workers with a refugee background reported incidents
of racism and discrimination when they started working in the health care sector.
The UAF manager gave examples of a nurse from Eritrea who said that a Dutch
patient refused his nursing care, and of an Iranian nurse whose contract was not
prolonged when the established colleagues had complained that she did not
unload the dishwasher machine or clean up the table after dinner. According to
this UAF manager, it seems that racism and the skills of immigrant nurses are
often not recognized within the Dutch healthcare sector.

This is in line with a recent study by Cottingham and Andringa (2020) who quote
a Dutch nurse with Surinamese roots who experienced racism when one of her
patients had asked her to leave by saying: “they know that | don’t want foreigners

and especially not Negroes” (Cottingham and Andringa, 2020, p.5).

In 2017, 490.000 first generation immigrants were registered by German labor
agencies. Language classes and vocational education (re)training are offered to
refugees throughout the country as a stepping stone to the German labor market
(James, et al., 2020).

However, according to existing research in Germany, first-generation immigrants
frorn outside the EU have similar experiences with regard to interethnic
relationships as mentioned in the above Dutch studies. For example, a recent
study conducted by James, et al. (2020) about labor market integration of first-
generation immigrants with a refugee background, showed that German
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instructors experienced how different values and norms between refugees and the
Germans hampered communication, for example about time management. The
immigrants, in turn, did not only experience a lack of support to promote positive
interactions with their German counterparts, but were also unable to improve
their German language skills, due to the limited opportunities to practice the new
language with the natives. In addition, the immigrants said that they often received
negative feedback from the German teachers and felt treated like children when
they received comments on their being late or inattentive. The Germans regularly
evaluated the performance of these first-generation immigrantsin the light of what
was lacking, for example their inadequate German language skills, or their lack
of knowledge and education. Their bi-or multilingual skills were never perceived
as a strength. The established staff expected high loyalty from their immigrant
colleagues as they should be grateful for the ‘German welcoming culture’, their
vocational training and their new work environment (James, et al., 2020).

The aim of German Health care institutions is to provide optimal conditions for
a diverse workforce and to create opportunities for refugees to get a job in the
health care sector (ILO, 2018). Once at work in a German healthcare organization,
first-generation immigrants indeed face huge challenges. For example, in a study
from Schilgen, et al. (2019), the language barrier was reported as a challenge
and as causing major stress. The established staff and the newcomers both said
that language skills were required for effective communication with patients
and colleagues. Moreover, they were necessary for everyday encounters, patient
safety and administrative work. Lack of language skills negatively affected their
mutual understanding and nurse-client relationships, which caused irritation and
frustration on both sides. However, these scholars also found that despite different
cultural backgrounds, the established staff members and immigrants also saw
commonalities, such as pursuing the same care goals and using similar coping
strategies to master the workload and institutional burdens. They also experienced
similarities regarding time pressure and lack of appreciation by their supervisors.
Both groups coped with these burdens through the mutual support of peers.
Commonalities created positive relationships and a sense of belonging which
fostered group cohesion in the nursing teams (Schilgen, et al., 2019).

Thus, in the Netherlands and Germany first-generation immigrants from outside
Europe experience serious institutional challenges. It seems that the talents of first-
generation immigrants are often not recognized (Federal Ministry of Education and
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Research, 2017; Tangermann and Grote, 2018) even if health care institutions are
very willing to open their doors for more diverse personnel. Both Dutch job support
centers and German labour agencies have often reported mis-matches between
established staff and first-generation immigrants with a nursing background in

the workplace.

It is often claimed that increasing diversity, or a mixed composition workgroups in
organizations, leads not only to a better use of talent, but also to more innovation.
This is sometimes referred to as innoversity, i.e., when diverse people are able to
learn from each other and combine their knowledge and skills, new ideas and
capacities can be created (Justesen, 2007, p. 34). This is in line with findings from
the Dutch Scientific Council for Government Policy (WRR, 2018) and the Advisory
Council for Science, Technology and Innovation (AWTI, 2017) who argued that
in Mmany organizations diversity and creativity lead to innovation and a greater
problem-solving ability of teams (For reviews, see also Van Knippenberg, Nishii and
Dwertmann, 2020; Yadav and Lenka, 2020). However, in health care institutions

other processes seem to dominate.

THE REFUGEE CRISIS IN 2015 AND 2016 AND NEW
INITIATIVES

In 2015 and 2016, due to the Syrian civil war and conflicts in Afghanistan, Iraq
and Eritrea many refugees were seeking protection in EU countries, Norway and
Switzerland. About 3 million refugees have been registered within the European
Union since 2015 (see figure 3). People arrived either via dangerous sea routes, or

overland through Southeast Europe, the so-called ‘Balkan route’ (Eurostat, 2021).
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Figure 3
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Among these refugees, the larger group were Syrians, who entered the Netherlands
with roughly 18.700 people, followed by the second group of Eritreans, with about
7.400 people. In 2015, around 44.000 asylum seekers requested a resident permit
inthe Netherlands (CBS, 2016b). Germany received mostly refugees from Syria, Iraq
and Afghanistan. While some countries took in more people than others, Germany
recorded the highest number of refugees and applications for asylum (Jobst, et al,,
2018). The UK and France received fewer refugees, because many asylum seekers
arrived through the ‘Balkan route'. Germany was known for its ‘Welcome Culture’,

i.e, its hospitality toward refugees (Fleischmann and Steinhilper, 2017, p. 17). The
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number of first-time asylum applicants in Germany was 442.000 in 2015, which was
the highest number of immigrants in Germany since the start of the registration in
1950 (Federal Office for Migration and Refugees, 2015).

It was expected that many of these first-generation immigrants with a refugee
background would start their integration process® in society as soon as possible
(WRR,2015). The Organization for Economic Cooperation and Development ([OECD]
(2019), reported that societal participation and paid work further the integration
process of immigrants. Although in most European countries asylum seekers and
refugees are being made responsible for their own integration process, there are
also many organizations, municipal councils, foundations and volunteers who
support them (Fleischmann & Steinhilper, 2017; Ghorashi and Rast, 2017; Verwey
Jonker Instituut, 2020). The Scientific Council for Government Policy (WRR, 2015)
in the Netherlands for example, argued that there was ‘no time to lose’, meaning
that the newcomers should be enabled to start immediately with their integration
process in the new society (WRR, 2015).

Although many refugees want to work, they often have difficulty finding a job. Even
for those with caring diplomas, access to the Dutch health care sector is difficult.
In a recent report: From asylum-seeker to care provider, the Dutch Advisory
Committee for Immigrant Affairs (ACVZ, 2021) has identified different obstacles.
Firstly, there are many rules and regulations and immigration procedures are
slow. This in turn slows down other procedures, for example to be admitted to
language classes and integration courses, which in turn slows down access to
work. Secondly, diplomas and competences obtained in the country of origin are
often not recognized in the Netherlands, or to get them recognized requires a
lengthy bureaucratic procedure. Thirdly, the culture in the workplace is perceived
as a barrier, for example, established staff and newcomers have different norms
and manners, and the newcomers often experience discrimination by clients and
staff members (ACVZ, 2021).

It is clear that, although national and local institutions in Germany and in the
Netherlands actively promote integration processes of refugees and stimulate
participation through (paid) work, in practice first-generation immigrants face
huge problems. In the Netherlands, for example, the labor market position of
especially non-European minority” members is relatively unfavorable (ACVZ, 2021).

Even though employment of non-European newcomers has increased over the

22



Introduction. An ethnographic research on the workforce integration of first-
generation immigrants in geriatric care in the Netherlands and Germany

years, the average unemployment levels among first-generation immigrants with
a refugee background in 2020 was still 3-5 times higher than among the Dutch
native population (SCP, 2020). Furthermore, long-term unemployment is still high
among first generation newcomers and if they get a job, it is on average in low-
status jobs with lower wages, even if they had higher education in their country of
origin (Damelang, et al., 2021; Eijberts, 2013; SCP, WODC, RIVM, CBS, 2021).

This study

In this study the focus is on two countries, the Netherlands and Germany. A Dutch-
German comparison is interesting because they are neighboring countries with,
as indicated earlier, similar demographic changes with ageing populations. Both
countries are struggling with a shortage of health care staff and have recruited
international nurses in the pastand both had a high influx of refugees in 2015 and
2016. Moreover, the Dutch often refer to German policies to legitimize changes, for
example with regard to immigration policies or to stimulate a diverse workforce.
However, there are also differences between the Netherlands and Germany, such
as the Netherlands’ colonial history. In the Netherlands, nurses were recruited from
former Dutch colonies such as Surinam, Indonesia and South Africa (CBS, 2021). In
Germany, the fall of the Berlin wall (1989) created opportunities for care workers
from the east to get employment in Western Germany. Different German health
care institutions recruited caring staff from Serbia, Bosnia and Herzegovina, but
also from South Korea, the Philippines and Tunisia (GlZ, 2013; ZAV, 2022).

Both the Netherlands and Germany suffer from shortage of care personnel in
the residential homes and face an increase of the complexity in the conditions of
older people. Moreover, both countries recruited international nurses, which was
sometimes more, sometimes less successful. In 2015 and 2016, both countries saw
an increase of non-EU immigrants, the majority of whom were willing to integrate.
The shortage of staff in the care industry in the Netherlands and Germany could
be an opportunity for recently arrived immigrants, while their presence could also
be beneficial for health care institutions. This could therefore result in a win-win
situation (ACVZ, 2021).

Nowadays, many European health care institutions provide language courses and
(re)educational training to first generation immigrants from outside the EU, so that
new employees can successfully enter the workforce. However, little attention has
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been paid to the question why relationships at the work place between established
workers and first-generation immigrants are often so challenging. What are the
sources of their mutual (mis) understandings in day-to-day care practices? What
does the arrival of new groups of employees mean for the group dynamics in the
setting of a residential home? How is care practiced by established health care
workers and first-generation immigrants in the workplace of residential homes?
This research tries to answers these questions by looking at the interactions in daily
care practice.

Most research onimmigrantintegration at the work place focuses on people’scultural
competences. However, the definitions that are used are different. For example,
according to Purnell et al, cultural competence is about the ability to understand
people across cultures in intercultural settings (Purnell, et al., 2021), while Deardorff’
defines it as: ‘the ability to commmunicate effectively and behave appropriately in
intercultural situations based on one’s intercultural knowledge, skills, and attitudes’
(Deardorff, 2006, pp. 247-248). Some research is focused on how to guide culturally
competent organizations (Purnell et al., 2021), other studies focus on how to assess
one's own and others’ cultural competences (Bartel-Radic & Giannelloni, 2017; Belt,
et al,, 2015, pp. 107-108; Halabi, et al., 2021; Lee, et al,, 2020; Shen, 2015). However, how
people actually act or relate to others can only be studied by looking at everyday
practice, i.e., at the way in which people actually behave in face-to-face interactions
with people from a different (cultural, ethnic, racial) background.

This research differs from previous studies on workforce integration in health care

in the following respects.

Firstly, most studies are based on interviews, and as a consequence focus primarily
on the feelings of care workers and their interpretations of their work experiences.
Little attention is paid to the context and conditions they worked in, or to what
actually took place in the events they reported about in the residential home. To
fully grasp what actually happens at the work place, their situationsand interactions
should be studied. Therefore, the present research makes use of ethnographic
methods that gather data on what is actually going on ‘in the field'. It will not only
be based on (in-depth) interviews, but also on extensive fieldwork, i.e., participant
observation and focus groups meeting. Peoples’ (inter)actions and accounts are
studied in situ, both in the (re)training sessions and in the everyday care practices
in the residential home.
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Secondly, little research has been done on how first-generation immigrants with
a refugee background experience and assess the health care practices in their
new country. Alfred Schutz has pointed out that ‘strangers’ acquire an outlook
not normally available to ‘natives’, due to which aspects that are considered of
no importance suddenly may acquire great significance (Schutz, 1944, p. 499).
In line with this, the present research assumes that taking a reversed gaze (ie,
the outsider-perspective of immigrant care workers) more seriously, may provide
interesting, critical insights in the pros and cons of the taken for granted routines

and habits in Western residential homes.

Thirdly, if national policies resonate in people’s perceptions (Broer, 2006, p. 9), then
employees in different political and institutional circumstances will in all likelihood
experience newcomers differently. That is why this is a comparative research
project, that looks at two residential homes, one in the Netherlands and one in
Germany. My aim is not to analyze the two settings in terms of “better” or “worse”,
but to see whether different circumstances would lead to different social processes
and if and how this would affect the enactment of care. Thus, this study focuses on
two locations in two countries.

OBJECTIVES AND RESEARCH QUESTION

The aim of this thesis is to develop an in-depth understanding of social processes
in institutions for geriatric care where first-generation immigrant workers and
established staff members start working together, in order to investigate how
their interactions influence the enactment of care. More specifically, it seeks to
advance the understanding of the social dynamics between established staff
and newcomers in their daily care practices in a Dutch and a German residential
home, in order to improve job opportunities for first-generation immigrants with a
refugee background in nursing care institutions.

The relevance of this research lies mainly in creating awareness of the social
processes that occur when a group of new care workers arrives in a residential
home, uncovering the organizational context of that home and the implicit
values related to the enactment of care. This study shows how certain patterns
and processes in care institutions can affect new and established workers in their

ability to enact good care to older residents.
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The main objectives of this research lead to the following central question and sub-

guestions:

How do social processes and values of care affect the interactions between first-
generation immigrants and established health care workers, and how do these
dynamics influence the enactment of good care?

The main research question is divided into two sub-questions:

1.  What are the social processes affecting the workforce integration of first-
generation immigrant health care workers in a residential home in a Dutch
and German residential home?

2. How are values of care enacted by established health care workers and first-

generation immigrants in a Dutch and a German residential home?

THEORETICAL FRAMEWORK AND SENSITIZING
CONCEPTS

In order to analyze the empirical data on group processes in health care institutions
and the enactment of geriatric care, the use of sensitizing concepts can be an
important starting point to suggest not so much what to see, but rather ‘directions
along which to look’ (Blumer, 1954, p. 7). According to the sociologist Blumer,
sensitizing concepts do not lead the researcher directly to the relevant content, but
provide a deeper perception or ways to understand the data by drawing attention
to important characteristics or social interactions in specific environments (Blumer,
1954). In this study three clusters of sensitizing concepts will be used.

The established and outsiders

Understanding what happens in an organization and at the work place cannot be
fully understood without attention to processes of group dynamics. The sociologist
Norbert Elias (1897-1990) argued that individuals, groups and organizations in a
society cannot function independently but are interconnected with each other
(Elias, 2000).

In a classical study from Elias and Scotson, The Established and the Outsiders
(1965) they clarify social processes that took place in a suburban community — more

specifically how an established group treated the members of a newly arrived
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group. It appeared that tensions and inequalities between people were based on
the established-outsiders configuration, a figuration that implies inequality of
power between the groups concerned (Elias and Scotson, 1965, p. 157). The core
of human behavior is influenced by these social configurations, i.e., networks of

interdependent relations between people (Elias and Scotson, 1965, p. 170).

The communal control of the established group consisted of excluding members
of the other group by stigmatization and gossip. This occurred, even though the
newcomers did not differ from the established group members in any other way
(Elias and Scotson, 1965, p. 158). Elias & Scotson argue that groups with power tend to
experience themselves as morally better than groups in the margins. In their study
this could be explained by the fact that the dominant group was already there first,
thus by place and length of residence, and consequently had more access to different
resources, such as knowledge, networks, etc. This strengthened the division between

them and the other group (“us” versus “them”) (Elias and Scotson, 1965, p. xlviii).

In 1975, Elias further elaborated the theory of the established and outsiders’
relation in adding a theoretical essay (Elias, 1994 [1976]. Elias explicitly argues that
this figuration can also be applicable to relations between other social groups, for
example between men and women, or ethnic relations, such as ‘white and blacks/,
because the same patterns of exclusion and stigmatization can be observed by
dominant groups in relation to other (outsider) groups (Elias and Scotson, 1994
[1976] p. xxx). Elias and Scotson argued that group dynamics might not just be
triggered by conflicts about ethnicity, class or religion, but ‘simply’ by established -
outsiders relations of a particular type: ‘they are always balance-of-power struggles’
(Elias and Scotson, 1965, [1976], p. xxxVii).

In 1990 and 1994, in relation to the changing circumstances of race (and racism)
in the United States, Elias pointed out that structural inequalities are based on
power relations between people. The focus needs to be on the communal control
of one group to integrate into other groups an on the degree of internal cohesion.
When a dominant group excludes members of the other group. According to Elias
prejudice is a product of groups within a particular figuration of power and not of
individual persons who are, for instance racially prejudiced about other individuals
(Elias, 1994/2002 [1990].

The established -outsider framework is very helpful in showing how group
figurations and relations of interdependence work. Elias and Scotsons’ established
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andoutsiderstheory hasbeen frequently used to understand community dynamics
because it demonstrated the significance of looking beyond both individuality
and structure when analyzing group processes and dynamics (Albeda, et al., 2017,
Hogenstijn, et al., 2008a; Hogenstijn and Van Middelkoop, 2008b, Petintseva, 2015).

Thus, this theory can also be useful to understand what happens when immigrant
workers come to work in an established institution, such as a residential home.
With the help of the ‘established and outsiders’ framework, in this study | would

like to draw attention to social processes and the role of power differences.

Elias and Scotson'’s established and outsiders’ framework (1965/1994/2002) was
used to describe processes between residents in a town, not between workers
in an institution. By adding notions of Bourdieu’s practice theory, especially the
concepts of ‘habitus’ and ‘feel for the game’, | will be able to get a better insight in
how first-generation immigrants and established workers (inter)act within health
care institutions.

Habitus and feel for the game
According to the French sociologist Pierre Bourdieu (1930 -2002) there are different

fields in society, such as the fields of politics, education, health, science and art.
Each field is structured by certain power dynamics, authority forms, rules and
regulations. The field structures internally the behavior of the players in that
particular (sub)-field. For example, national politics (field) influences local politics
(sub-field) which in turn influences the people in that field (players). Players in each
field need certain forms of capital that determine their social status and power

(positions).

Bourdieu distinguishes three fundamental types of capital, i.e., economic, social and
cultural capital (Anheier, et al.,, 1995; Bourdieu, 1986; Bourdieu, 1980/1990; Bourdieu,
1992/1977). Each form of capital influences other forms of capitals and can be used
to achieve different goals within different fields. Economic capital refers to money,
property and other financial resources, and can turn into symbolic capital, which
endows one with social status, power, recognition and appreciation. Symbolic
capital is a sub type of social capital, which is about social networks embedded
in personal or professional relationships. Cultural capital comes in three forms:
in an objectified, an embodied or an institutionalized form. Objectified cultural

capital consist of cultural goods, such as books, machines, instruments. Embodied
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cultural capital refers to person’s knowledge, skills but also (‘good’) tastes, postures,
(‘refined’) cloths, (‘civilised’) manners and beliefs. In its institutionalized form
cultural capital refers to education and qualifications. Cultural capital enables one
to acquire social and economic mobility, which confers social status and power
(Bourdieu in Richardson, 1986, p. 241; Smith, 2020)

Bourdieu’s’ capital theory can be utilized to better understand the integration
process of first-generation immigrants. When first generation immigrants arrive in
the new country, they need to gather social capital, i.e., build up social relationships
and professional networks, which in turn will affect their economic capital, that
will help them get access to the labor market. Finding a job increases one's status
in society (symbolic capital). To gain cultural capital means to develop sufficient
language skills and acquire educational papers, which in turn, may again increase
one’s social capital, having a professional network to build on (Bourdieu, 1977;
Bourdieu, 1989a; Bourdieu, 1989b; Joy et al., 2018). Gaining capital is not a linear
process and capital takes time to accumulate (Paulle et al., 2012, p. 74).

In many studies, first-generation immigrants are portrayed as ‘passive victims'
or as ‘having lacks and deficiencies’ (Zanoni and Janssens, 2007, p. 1371). The
problem with a deficiencies approach, however, is that it unintentionally yields a
static interpretation of situations or institutions that are actually quite dynamic.
Newcomers find themselves imbedded in institutional structures and practices
that are full of ambiguities, contractions and lacunae. Therefore, in the present
study newcomers are not regarded as deficient people but as acting subjects who
in their countries of origin have accumulated a significant amount of economic,
social, cultural, linguistic and symbolic capital.

Newcomers also do not come to this field of the (Dutch or German) geriatric health
care as a blank slate. They were born and raised, socialized and gained experienced
in particular fields, such as the field of education and health care, in their country of
origin (Glastra and Vedder, 2010). To capture this, Bourdieu uses the term habitus,
which he defined as a system of durable and transferable deep-seated habits, skills

and dispositions. According to Bourdieu the habitus:

“could be considered as a subjective but not individual system of internalized
structures, schemes of perception, conception, and action common to all
members of the same group or class and constituting the precondition
for all objectification and apperception: and the objective coordination of
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practices and the sharing of a world-view could be founded on the perfect
impersonality and interchangeability of singular practices and views”
(Bourdieu, 1990, p. 60).

In other words, one’s habitus can be seen as a system of dispositions, ‘manners of
being, seeing, acting and thinking, a system of long lasting structures of perception,
conception and action’ (Bourdieu in Hillier and Rocksby 2005, p. 43). Thus, field and
habitus are in a circular relationship: each actor in the field shapes the habitus,

which once involved, reproduces the field (Bourdieu and Wacquant, 1992, p. 133).

Habitus is a socially learned, partly unconscious way of acting, thinking, and
perceiving and is experienced within a specific socially constructed field. Socio-
cultural patterns and structures are internalized as part of an individual's thinking
and behavior. The more frequently certain behavior occurs in the field, the more it
becomes an internalized preference or habitual state, i.e. a way of relational being
(Smith, 2020). A habitual state is relational and social practices are influenced by
social structures and the property of actors (Smith, 2020). Thus, when people find
themselves in similar circumstances, such as in a particular organization, they are
more likely to share experiences and perceptions with each other, that are translated
into similar practices and representations (Bourdieu 1989; Vaughan 2008).

With the concept of habitus Bourdieu captured the way in which power gets
performed in human bodies and in social practices. He also shows how power is
embodied and regulates people, and in turn, how people actually practice their
rules and regulations. Accordingly, humans are not entirely free agents as they are
prone to certain actions, to go along with or mimic the habitus in that particular
field (Smith,2020). To describe the adjudgment to the demands of a field, Bourdieu
used the metaphor of the game:

“The objective structures within which it is played out, the feel for the game
is what gives the game a subjective sense, a meaning and a raison d’étre, but
also a direction, an orientation, an impending outcome, for those who take
part and therefore acknowledge what is at stake (this is illusio in the sense of
investment in the game and the outcome, interest in the game, commitment
to the presuppositions -doxa- of the game)” (Bourdieu, 1990, pp. 66-67).

Applied to the current project, it can be said that aspiring care providers need to
get a feel for the game of care during their training and work experience in the new
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environmental field. Because habitus is an internalized, relational state of being,
transformation of a habitus takes time and usually develops step by step. Within
the confines of shared rules and regulations in a health care organization, each
individual care worker has the ability to represent herself creatively or to improvise
in the field. In most of her actions she will be unconsciously guided by particular
rules and regulations, that is the system of dispositions, i.e., subconscious structures
that guide nursing practice in the organization (Lalleman, et al., 2016, p. 180). Thus,
by constantly negotiating with others in the health care organization (field), with a
“feel for the game” the ingrained habitual state of actors will change, which in turn
influences the field (Lalleman, et al., 2016, p. 179).

To provide insight into the situational and organizational factors within the field
of geriatric health care, in this study the everyday context is taken seriously. This
means that the actions and accounts of both established health care workers and
newcomers are studied in daily practice. In doing so, an attempt is made to avoid a
one-dimensional or de-contextual analysis.

Tinkering and the enactment of (good) care

It is unclear how newcomers and established staff in health care institutions differ

regarding their concepts (values) and ingrained habits of care.

We may assume that health care workers worldwide wish to provide good care.
Different views of what is considered ‘good’ care can reflect different values within
different cultures, as well as different ways of ordering reality. According to Mol
et al,,(2010), good care is uncertain and precarious. To enact good care requires a
constant tinkering between the different “goods” in connection with those who
care and those who are cared for (Mol, 2008: p. 85). This tinkering means that they
attune the different goods that matter most at that particular time, context and
place (Mol, 2008, p. 85; 2010, p. 228; 2021, p. 86). Each tinkering frames a world in
which certain activities can be thought of as ‘good’ in specific situations (Mol, et
al., 2010, p.14; Stuhkamp, 2004, p. 139). In situations in which different “goods” are
juxtaposed, such as physical health or psychosocial well-being, health care workers
will often tinker in order to enact good care. Tinkering in this study can thus be
understood as a social and embodied practice, as an iterative process that is
situationally enacted in close relationships in day-to-day (care) practices. Each form
of care is a way of enacting care in a particular way. For example, not all health care
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workers subscribe to the current belief in evidence-based nursing, some doubt
whether criteria of evidence-based nursing offer the desired level of context- based
or tailor-made nursing care. Instead of spending time on paperwork they prefer to
attend to their patients (Knops, et al., 2009, p. 1353). Thus, enacting care is based on

this tinkering, which is a dynamic, relational and processual activity.

Thus, each enactment of care depends on certain situations in care practices, on
people and things, on subjects and objects. In these enactments certain aspects
of care are addressed and at the same time others are left out, disregarded or
dismissed. The enactment of care can be based on particular concepts of care,
that is to say that certain norms are pursued at a certain moment, which means
that other norms cannot be addressed in that situation at that particular time.
Moreover, certain norms may take different forms. For example, in a rehabilitation
institution to set certain goals for a patient is usually approached as a good practice.
Goals setting can for instance involve preparing the institutionalized patient to
return to the home environment. However, institutional norms can clash with
individual norms. For example, in a study of Struhkamp (2004) the institutional
rehabilitation goal had the aim to stimulate patients to be active. However, one
patient did not want to be active in practice, because she believed that her fate was
in God's hands. Struhkamp concluded that in daily practice, institutional goals are
often not achieved, or they are changed or disputed and can even create tension
for individual patients (Struhkamp, 2004, p. 131). In practice different norms can be
enacted in similar situations, and similar norms in different situations (Mol et al,,
2010; Nordenfelt, 2004, Pols, 2005; Pols, 2013; Struhkamp, 2004).

Kleinman & van der Geest (2009) define care as an interpersonal experience
that is ‘about acknowledgement, concern, affirmation, assistance, responsibility,
solidarity, and emotional and practical acts that enable life' (Kleinman & van der
Geest, 2009, p.159). Care is to assist others with real or anticipated needs in an effort
to improve a human condition of concern, or to face death. What is ‘good care’, is
not merely a matter of judgment - it is also performed in daily practice (Kleinman
& van der Geest, 2009, p. 161).

Yakhlef and Essen (2013) showed in their study in geriatric care practice, how care
workers enact care on the basis of their embodied and lived understanding, i.e.,
based on what they hear, see and feel, that what makes sense in that particular

situation. For example, in one situation the care worker responds to an older person
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who does not want to shower, and in another situation the care worker follows
the service plan. Sometimes their situational enactment of care leads to practical
changes. Residents who refused food, for example, did eat when caregivers also
had lunch, so they ate together (Yakhlef and Essen, 2013, pp. 894-895).

According to nursing scholars, enacting care in practice means that health care
workers embody certain practices of good nursing care. For Benner (2000, p. 5)
this means that caring practices invite care workers ‘to embody caring practices
that meet, comfort and empower vulnerable others’. Being good and doing good
(phronesis) are caregivers’ embodied moralities: they always try to enact good
from within and improve for the better. Their morality is embodied and socially
embedded in relationships (Benner, 2000, p. 17).

The nursing scholars Molterer, Hoyer and Steyaert (2020), who did ethnographic
research in a German residential home for older people, made a distinction between
a professional and a relational logic of care. In a professional logic of care, principles,
such asjustice (equity) and non-maleficence (avoidance of harm) are essential. Health
care workers use protocols, guidelines, certain standards of good care with the aim
to systemize their work and make it transparent, measurable and accountable. The
relational logic of care,on the other hand, is based on the interaction and connectivity
between people, attending to the relational quality of care. in this logic, care is a
matter of tinkering, described as a combination of ‘intuitive deliberation’, ‘situated
assessment’ and ‘affective juggling’ (ibid, p. 99). Intuitive deliberation means that the
response of health care workers to their patients is based on spontaneous actions,
feelings and emotions, on unreflectively doing. Situated assessment is based on
health care workers' embodied knowledge and their past experiences. Their actions
and interactions with their patients are based on the assessment of the situation
at hand. The third component, affective juggling, means that health care workers
have the ability to be flexible, they improvise in their social environment without
being guided by protocols, guidelines, rules or instructions and they can respond

adequately when circumstances are changing (ibid, p.110).

Thus, this study will examine the tinkering with various notions of good care
between established carers and newcomers in two residential homes, with the aim

to articulate the different enactments of care that result from this tinkering.

The following section explains why | opted for ethnographic research, how access
was obtained in both residential homes and how data was collected. In addition,
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| will reflect on aspects that are particularly relevant to this study, especially its
ethical and methodological considerations, and my role as a participant observer.
These reflections can contribute to the transparency of the research process and
give insight in how social, practical and biographical contingencies may have

affected the research results.

ETHNOGRAPHY IN TWO RESIDENTIAL HOMES

Ever since my nursing and anthropology studies my attention has focused on
the impact of ethnic and cultural diversity within healthcare institutions. In 2009,
| wrote my Master thesis in anthropology on an ethnographic research project |
conducted in a rehabilitation center in the Netherlands about the complexity of
diversity related to staff and patient care in daily practice. The current PhD study
about the integration of first-generation immigrant nurses working in health care

institutions continues on this path.

Specifications of the Dutch and German residential homes

In this study my focus is on a residential home in the Netherlands and a home
in Germany. In the years 2015 to 2020, both institutions opened their doors for
recently arrived immigrants with a refugee background. Although there were many
similarities between the two settings and sites, there were also many differences.

The Dutch residential home provided services in the area of housing, welfare
and care. The personal centered care institution provided care at home (400
inhabitants for domestic help), district nursing (215 clients) and residential housing
for older people (a total of 242 residents). The service aim was that older people
could stay as long as possible in their own environment. Only when living at home
was no longer possible, the elder was cared for in one of the recently renovated
residential care centers. There were residential homes in four different locations,
one hospice and one meeting center for older adults. A total of 830 employees
and 470 volunteers worked at the institution. There were in total 242 residents in
the residential housing, thus each location held around 60 older residents. The
majority of the established employees were born and raised in the village. At the
time of this study, the residential home had no experience with immigrant or non-
native Dutch staff, nor was there a diversity policy in the home.
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The German residential home was part of an operating company of a larger group
with hospitals, psychiatric clinics, health centers, a rehabilitation clinic, numerous
services for older people and people with disabilities, as well as two training
academies. A total of 5600 employees from 68 nations were working in these

companies.

During the time of research, the German residential home had been recently
renovated, while the Dutch residential home was due to be renovated within a
few years. The German geriatric institution held a psychogeriatric outpatient
department, a day clinic for 15 people with dementia and depression, a research,
counselling and education department, short-term care (for 10 clients) on the
ground floor, a residential area with private rooms for 80 people with dementia at
the two upper floors and a palliative care department. Moreover, on the ground floor
there was one meeting center for older people in the neighborhood, for activities
such as concerts, sports or movies. Around 700 employees worked in the residential
home and no volunteers. Most employees had lived and worked in Germany
already for many years. The German residential home provided care to residents
with dementia and Alzheimer and other complexities, such as schizophrenia, or

older people with down syndrome in combination with dementia or Alzheimer.

Both homes provided care to ageing citizens and both care institutions had
a Christian identity, resp. Protestant (Netherlands) and Catholic (Germany).
Both homes were located on the edge of a city. Both houses had started an
integration project in which they offered first-generation immigrants from
outside Europea (re)training in nursing care, which consisted of basic knowledge
about geriatric care, language courses (on B1/B2 level) and work placements/
internships. Both residential homes recruited immigrants through local labor
agencies and through the nearest asylum centers. The immigrants then had to
apply, after which an interview with the project managers followed. The latter
was also similar in both homes.

In the Netherlands, if the immigrants had obtained a nursing diploma in their
country of origin and wanted to work as a nurse® (level 3-6) or nurse assistant
(level 3)in the care sector, a nurse registration was needed. Nursing is a protected
profession in the Netherlands to guarantee quality and patient safety. Nursing
registration is obligated in the BIG® [Beroepen Individuele Gezondheid Professional
Individual Health]-register.
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In Germany there was not such a national registration system for nurses. If the
immigrants wanted to work as a nurse [Gesundheits-und Krankenpfleger/in], their
professional qualification needed to be recognized (i.e., also a process with rules
and regulations) by the Federal Ministry of Education and Research (2021).

In 2016, the Dutch residential home initiated a project where in total ten immigrants
were recruited, most of them with a nursing background. They were from Syria, Uganda
and Eritrea. The home provided the new arrivals with a Dutch vocational qualification

retraining program into nursing (HCP level 3)° and Dutch language lessons (B2).

In 2017, the German residential home started a project called Asylbewerber
und Fllchtlinge als Potenzialtradger (AFP) in Deutschland, ein Modellprojekt im
Sozialwesen [Asylumseekers and Refugees as High Potentials in Germany, an
exemplary project in Social affairs]. The aim of the project was to provide refugees
and asylumseekers with the opportunity to explore if they would like to work in a
residential home. The project also offered participants German language lessons (B2).

Because the human resource managers faced difficulties finding immigrants with
nursing backgrounds, they decided to recruit people with different educational
backgrounds, such as teachers, engineers, philosophers, interpreters, etc. They
conducted five projects with each 15-18 immigrants. Each project lasted 3 months. A
totalof 69 immigrants participated, who originated from countriesin the Middle-East,
like Syria, Afghanistan, Iraq, Iran, and Kurdistan; from African countries like Burundi,
Nigeria, Togo and Eritrea; and from Eastern European nations, e.g., Macedonia and
Kosovo. At the time of this study most of the participants were awaiting the decision
on their asylum application and had not received a residence permit.

The German residential home was much more seriously affected by the shortage
of caring staff than the Dutch home. Already since 2000, the German home had
recruited caregivers from countries outside Germany, such as Poland, Yugoslavia,
Bulgaria, Russia, Turkey and the Philippines. Therefore, the residential home already
had experience with diversity management, while the Dutch residential home
did not have any experience with diversity in staff or management. The German
residential home provided all the established staff members (on all hierarchical

levels) a culture-sensitive 12-meeting course before the newcomers’ project started.

My research focus was on social processes and the interactions between research
participants. | used a wide range of research methods to collect the data, such
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as participant observations, in-depth interviews, informal conversations and
focusgroups. Social practices and relationships between participants are partly
shaped by the way they interpret these practices and relationships. As a trained
anthropologist, in analyzing and interpreting these social practices, | tried to find
a balance between proximity and distance, for instance by using emic and etic
concepts (Hammersley and Atkinson, 2019, p.16; Prins, 2010, p. 44).

Qualitative researchers must be transparent in their research. In this study | clearly
describe which steps | have taken. Reflexivity is an ongoing process (Hammersley
and Atkinson, 2019, pp. 15-18). Because | am my own research instrument, | needed
to articulate my own role and place in the context of the two residential homes
(ibid, 2019, p.17). In this sense, this research is partly auto-ethnographic, embracing
my subjectivity as an anthropologist. This means that | did not have the naive
illusion or expectation that my own experiences, feelings and background were
irrelevant in my interactions with the participants in the research field (ibid, 2019,
p. 204). At the same time, it is not my intention to put myself in the foreground
in this research. My personal narrative and self-reflexive remarks should be rather
understood as a methodical reflection on my position in the research field.

In addition, just because | am likely to have an effect on the participants | studied,
this does not automatically mean that the validity of my findings is limited to the
data-triggering situations (ibid, 2019, p.16). How people react to unknown situations
(like the presence of the researcher) can be just as informative as how they react
to unfamiliar others/ situations (Hammersley and Atkinson, 2019). My background,
experiences and methodology, combined with my habitus and feel for the game
of healthcare, and the triangulation in methods and observations, have resulted in
more information-rich data (ibid, 2019, p. 165).

Obtaining access to the Dutch residential home

Obtaining access to a residential home is not an easy matter. Not every health care
institution is willing to open up for a researcher who could be acting as a Peeping
Tom. The selection of setting and sites in this study was in many ways a matter
of (happy) coincidences. | came across the residential home in the Netherlands
after one of my colleagues at The Hague University of Applied Science told me
about an article in the newspaper. The article reported about a small project of 10
immigrant health care workers with a refugee background, who were invited to
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start with nursing education and internships in a Dutch residential home for older
people. | contacted the director of this residential home by email who immediately

welcomed the idea of a researcher monitoring this innovative project.

Getting permission from this gatekeeper was the very first step in getting access.
The ethical procedure (Hammersley and Atkinson, 2019, p. 27) involves seeking
and obtaining consent by all members within the organization. So when | was
invited to the management team, | explained again my research project and the
purpose of the study. After sending an information letter and an informed consent
form, | got the permission of the management team and was invited to a meeting
of the nursing managers department. | explained again the objectives of the
research project. These gatekeepers opened the doors to different people, such
as the human resource manager, the teachers of the re-training program, and
the nursing department managers. In all cases, the managers were very willing
to participate in this study. The HRM manager and the department-manager said
they would inform the different departments. | then requested a meeting with the
newcomers. When they were in class | explained my research, talked about opt-
in consent and the right of withdrawal at any time, and then handed out written
forms asking for their consent. Eight newcomers signed the consent forms, two
declined. After the eight newcomers’ permission, | asked the names of their so-
called buddies, the established staff members who had volunteered to support the
newcomers. | contacted them by Whats-App, requesting their emails. | introduced
myself and wrote about the research project. | talked about opt-in consent and
the right of withdrawal at any time, gave them written consent forms, asking their
permission. | then asked those established staff members, if | could join them
[buddy & newcomer] during their shift. They agreed. But gaining trust takes time.

My first day of fieldwork in the residential home. | am picked up by Debesay,
the new immigrant colleague. We greet each other and | follow her to the
staff canteen, where | would also meet Sofie, Debesay’s buddy. The canteen
is packed with about 20 people, all white, some young, but mostly women
in their mid-40s, in blue and pink jackets. On entering we immediately have
the attention of the established staff members, their eyes follow us. ‘There
she is, Debesay whispers and she is pointing to a young blond girl, with
long hair tied up in a ponytail, wearing a blue jacket. The women in the
canteen mute their voices and look at us with wide eyes. | introduce myself

to Sofie and feel their eyes upon me. | decide to introduce myself to all the
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established staff team members in the canteen. ‘Yes, you might think.....
who is this...so let me introduce myself, my name is Anita, | work today with
Debesay and Sofie, | am a researcher from the Hague University of Applied
Science......... " | stop for a moment and look around; the whole canteen is
quiet..no one says anything....... I am particularly interested in students like
Debesay’, and | point to Debesay, ‘how they work here... So, you'll see me
more often’, | say cheerfully. But | feel an enormous tension, an extremely
unpleasant feeling inside, as if | am part of a play... ‘Do you have any
questions?’| ask, as if I'm teaching. It's deadly silent now.... They stare at me,
open mouthed, say nothing..Suddenly a lady, in her late forties, responds
by saying: ‘Why don’t WE know this?’, with the emphasis on ‘we’. | hear
irritation in her voice. | respond calmly and say that | have spoken to the
director and that | have been given permission. ‘Well, | think it's strange,
that we don’t know....... Quiet... eyes staring, you can hear the silence..Then,
chairs are pushed, some people get up, very slowly the crowd moves and
leaves the canteen...l walk behind Debesay, feeling quite uncomfortable.

Access to the residential home in Germany

Regarding the German home, | was asked by a German colleague anthropologist
whom | had informed about my research project, if | would be interested to follow
a group of refugees in a residential home in Germany. She worked as a project
manager in this home and had initiated a refugee and asylum seekers project,
which showed similarities with the project | researched in the Netherlands. This
was a great opportunity, as the German gatekeeper would open doors. In order
to assure the quality of this study, | took an intensive course in German at Regina
Coeli Language Institute, in Vught, the Netherlands.

| sent an official letter with information and informed consent letters about
the research in German by email to the project manager. The project manager
meanwhile talked about my research project with people higher up in the hierarchy
in the organization, such as the board members, directors and unit managers. This

way | received permission to enter the organization.

During the first meeting with the immigrant participants, | provided information
abouttheresearch project, explained the opt-in consent and the right of withdrawal
at any time. | did not ask for papers to be signed, as | had learned from one of the

participants in the Dutch residential home that signing papers for people with a
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refugee background can be stressful. | ‘simply’ explained who | was and why | was
there, gave some information on the research and research aim, and asked their
permission. In this way | received verbal permission from the refugees in class and

the staff in the wards.

The first day | visited the residential home was when the ‘graduation’ ceremony
of the second group of immigrants took place. The third group of immigrants,
who would start their orientation course the next week, were also invited. After
the graduation ceremony, | joined this third group of newcomers and chatted with
them, asked them questions and told them about my research. A week later, | met
them again in class and again | re-explained my research project. | was with them

in class for two months, two or three days a week.

After two months in the classroom, | asked three immigrants (two with a nursing
diploma (from Irag and Afghanistan) and one with nursing experiences in Syria) if |
could join them in their internships on the ward. After their agreement, | contacted
them via Whats-App to find out more about their working hours. Entering the wards,
| introduced myself to the established staff members who were working in the
department;the established care workers, the social workers and other professionals,
such as doctors and cleaners, as well as the residents and their relatives.

METHOD

Data collection

In collecting the data different research methods were used, such as participant
observation, in-depth interviews, focusgroups, informal conversations, and
document reviews. This methodical triangulation is utilized as a strategy to add
depth to be able to get a richer understanding of the data (Green and Thorogood,

2018, p. 207). Norman Denzin uses the metaphor of the kaleidoscope to explain this:

...each method implies a different line of action toward reality - and hence
each will reveal different aspect of it, much as a kaleidoscope, depending on
the angle at which it is held, will reveal different colours and configurations
of objects to the viewer. Methods are like the kaleidoscope: depending on
how they are approached, held, and acted toward, different observations
will be revealed'. (Denzin cited in Green and Thorogood, 2018, p. 208).
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The aim was to get insight into the dynamics of the daily interactions between
established staff and newcomers. Their interactions and enactment of care were
studied in their natural environment. To gain in-depth insight into their daily lives,
in events or situations, which were meaningful or more challenging for them. The
aim was to elicit an emic perspective (the perspective of ‘insiders’) and link this in
a meaningful way with an etic viewpoint (the perspective from ‘outsiders,’ such as

the researcher) (Hammersley and Atkinson, 2019, pp. 194-195).

Although | did not ‘sit quietly’ in the ward, | did try to adopt an open attitude
throughout the process of collecting data. | watched what happened, listened to
what was said and asked questions through informal and informal conversations
in everyday contexts. Like doctor and medical anthropologist Zaman characterized
hisapproach in his hospital ethnography: collecting data is like ‘catching a butterfly:
if you run after it, it flees, but if you sit quietly, the butterfly sits right on your head’
(Zaman, 2005, p. 34).

Participants and sampling

One group of ten newcomers (in the Netherlands) and one group of seventeen
(In Germany) first generation immigrant health care workers in the residential
homes were each followed for a total of about 305 hours over a period of two years.
The fieldwork in the Dutch residential home took place between September 2015
and March 2016 and in the German home from July 2018 till September 2018. The
aim was to gather an in-depth understanding of the social processes and daily
interactions, to see the differences between the two residential homes and to

physically experience situations where the staff was involved.

| did not classify the participants in categories such as class, age, ethnicity or other
identity groups, as | did not want to start from the premise that such categories of
social identities are of significance for answering the research questions. Different
categories work according to different logics, and | consider social differences as
in the making: ‘Differences do not always materialize in bodies. They are relational,
they can be made durable, but can also be forgotten —they can be fragile or made
solid. They are the effect of interferences in social situations’ (Krebbekx, Spronk and
M'charek, 2017, p. 638).
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Participant observation

This study used ethnographic methods. Ethnographic research aimsto understand
a group of people and/or their practices by fieldwork in the social context in which
these practices take place. This approach enabled me to focus on social processes
anddaily interactions which gave mein-depth insightsinto what people say they do
and how they actually interact and behave. Using ethnographic methods provided
me with actual observations of the dynamics and interactions of established staff
and newcomers at the site.

In ethnographic research, participant observation implies observing social
interactions, as well as actively being part of these interactions. Three aspects are
characteristic of any social situation, namely place, actors and activities (Spradley,
1980, p. 39).

The first aspect place refers to the social setting. Spradley meant with place, the
physical place(s) where people are involved in activities (Spradley, 1980 p. 40). In
this study the social settings were two residential homes in two different countries.
People can change their behavior within a single kind of place, and in different
locations behave differently too. For example, health care workers can behave
differently in a patients’' room than in the nursing office.

The second aspect concerned the actors in the residential homes. Participants
can be actors in the field (of nursing) or informants about that field. The
established care workers, the managers, the residents, immigrant newcomers and
participating and recording their actions and accounts in the residential homes
in detailed fieldnotes. It is important to give actors in the field space to formulate
their own views and perspectives with regard to particular situations. Moreover, in
a residential home one can see various types of actors, such as established staff,
newcomers, residents, relatives, visitors, but also the ‘kind of actors people become’
due to their different roles in different situations (Spradley, 1980, p. 41)

The third aspect was that | was able to observe the actors’ activities in their ‘natural’
work situations in daily practice. After repeated observations, the different acts
transfer in familiar patterns of behavior, in activities such as washing, eating and
drinking or toileting. A combination of activities that are linked to larger patterns is
called ‘structure of events’ (Spradley, 1980, p. 41).

In the Dutch home, | shadowed three newcomers when they started with the
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project, when they were working alone or with their buddies, established staff
members who coached the newcomers. Participant observation was conducted
for two to three days per week, during introduction meetings, during class and on
their internship, during morning and evening shifts, during meetings and breaks
(tea/ lunch/ dinner), or when they were in the ward in the nursing office and at the
end of the project, during their graduation ceremony.

In the German residential home, | followed three newcomers, two had a nursing
background and one had gained nursing experience in their home countries. |
observed them during class, meetings, internships and (graduation) celebrations.

The observations were elaborated in detailed field notes in order to be able to craft
‘thick descriptions’ (Silverman 2013, p. 449) of their activities and interactions of
participants and how these were embedded in the context of care. | also often
described my own activities or position in the field notes, as the situation was
sometimes influenced by my presence. Sometimes, for example, | assisted in the

washing of a resident together with an established carer or a newcomer.

Observations have three different types, resp. the descriptive, focused and selective
observations (Spradley, 1980, pp. 32-33). In this study the observations in the
residential home started with descriptive questions, such as: what people are here,
what are they doing, what is the setting and what is the situation? After recording
and analyzing the fieldnotes more focused observations took place, guided by
more structural and contrast questions, such as: what are the daily patterns and
regularities in the residential homes? What are similarities and difference between
the workers? In the final stage, while the previous cycle of recording and analyzing
continued, more data collection took place by making more selective observations
based on questions such as: what are opportunities and challenges when health
care workers enact care to older residents? What are deviant and problematic

events and situations in the residential homes?

Informal conversations

Data has also been obtained through informal conversations with established
staff and newcomers. These conversations took place during work activities, in
the ward, during coffee or lunch breaks, intermediate shifts, breaks from class
and meetings, during lunch, the moments before the newcomers started with
class or duty, during the first meeting with newcomers and established staff in
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the residential homes or at the end of a graduation ceremony. Sometimes | drove
home alone (after duty), sometimes together with staff members. | had small
talk and conversations over the phone and via text in WhatsApp. These informal
conversations took place throughout the fieldwork periods. The advantage of
these casual chats and conversations was that people did not feel the pressure
of an interview and were usually open, sharing their opinions and talking about
situations and their experiences. | recorded these informal conversation in field

notes and memos.

In-depth interviews

In both residential homes | conducted in total 44 in-depth and semi-structured
interviews, with established staff members, the just arrived health care workers,
project managers, directors, teachers, policy workers, etc. | had a number of topics
of conversation: the newcomers project, mutual learning and adaption, geriatric
care, challenges and barriers in the project and collaboration in teams. | opted for
an in-depth and semi-structured setup. The questions were not fixed, so | could
connect to the narratives of the participants and | could ask in-depth questions
after unclear answers. On the one hand that meant that | could deal with topics
that could provide direction in the conversation, on the other hand, | could make
sure that there was enough space for the participants to speak freely about
what they felt was important. | asked in-depth questions about the events they
were talking about in order to understand respondents’ problems, opportunities
or difficulties related to specific events that happened in the department. The
participants expressed their own perspectives, vision and feelings related to
specific situations. The duration of the interviews ranged from one to two hours.
All interviews were conducted with the participants’ knowledge of recording, and

transcribed verbatim, in Dutch, English or German.

Focusgroups

Focusgroup discussion (FGD) is an method for understanding the meanings,
opinions and concerns of the participants exploring their values and norms, their
diverse views and attitudes (Ryan, et al,, 2014, p. 332). In the Dutch residential home,
| held two FGD’s, one with eight newcomers and one with six established staff
members. In Germany, two FGD’s were conducted too, one with six newcomers

and one with six established employees. The topics were not imposed beforehand
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but were generated from the observations and interviews, such as their ideas
about the project and institutional processes, their views about similarities and
differences between established HCP’s and first-generation immigrants, their ideas
about whether and if so, how (mutual) learning and adaptation was taking place,
and what they considered to be the major challenges and barriers in newcomers

project and their notions of good care.

In addition, the collected data were discussed with the participants in the FGD
for member checking, or rather, member reflection. This latter means that the
preliminary results were presented to the participants for input, elaboration and
validation (Stenfors, 2020, et al.,, p. 597). This way | could ask for reflection and provide
sufficient space for input and feedback on the preliminary results. | frequently
emphasized that these data were my findings and interpretations, and that |
was curious about how the participants looked at the data and interpreted this.
There were moments in the FGD were | could switch from the role as moderator
to the role as observer by listening, note writing and noticing how the participants
interacted with each other and introduced all kinds of topics, like events that had
happened in the residential home and how they responded to that. | could observe
how they communicated with each other, how they talked about the project and
how they constructed themselves and others in the residential home.

The FGDs were held in the residential homes and lasted between 90 and 120
minutes. The sessions were audio-recorded and transcribed verbatim in Dutch or

German.

Analysis

In this ethnographic research the analysis of data started in the pre-fieldwork
phase and continued throughout the process of data collection and writing, so that
findings in one stage influenced another stage of the research process. First, the
ethnographic fieldnotes and transcripts were read repeatedly to familiarize with
the data. Following this approach, frequently occurring observations were open
coded attaching a label to each part. Second, axial coding took place to understand
and interpret the data. To find similarities and differences, codes were compared
with earlier data coding. Some codes were merged, grouped and labelled, using
the Atlas-ti analytic instrument. Finally, to generate more abstract core concepts
and categories, selective coding took place to gain a deeper understanding of
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the social processes and daily interactions between the established staff and
the newcomers. Rather than being entirely determined by the concepts from
the outset, the analysis was carried out as a continuous iterative process during
the entire period. This iterative process meant that my focus was more on the
activity than on striving to follow the above strict procedure. | read my fieldnotes,
transcripts and memo’s several times.

In this study, due to the first phase of my research data, | used the theoretical
sensitizing concepts from Elias and Scotson the established and outsiders which
was also gradually developed from the data in the residential homes, to give me
a general sense of guidance in the empirical material. It soon became apparent
from the next phase of my data analysis (the codes and categories that | merged
together, et cetera) that the empirical findings were too complex to be consistent
with Elias and Scotson'’s theoretical framework alone. The data obtained from the
interim analyses showed paradoxes and different outputs. While in the exploration
phase the central concepts the established and outsiders were utilized in the
analysis, | added Bourdieu's sensitizing concepts of habitus and feel for the game
to understand the more routinized manners and the fluid interpretations of the
interaction processes. By juggling with the sensitizing concept of tinkering, | got
a grip on how the established staff members and the newcomers interacted with
each other and how they played with the different values of care in daily practice.
| created a sensitivity to the different situations within institutional processes and
gained more insight into the empirical field. By applying the comparative analysis
method, | saw more differences and similarities between the various concepts and
alsointheresearch categories. | read the categories associated with particular codes
and looked for the connection between the main codes. | saw the intersections and
coherence between social processes and interactions and hierarchical positions
and identified how the participants interpreted specific situations and acted upon
these interpretations (Hammersley and Atkinson, 2019, p. 164). The comparative
analysis between and within the research categories showed nuances, divergent
ambivalences and contradictions.

Glaser and Strauss argued that theorizing is an activity, in order to make sense of
the data, connections made between ideas, theory and data as well as the other
way around, between data, theories and ideas (Glaser and Strauss in Hammersley
and Atkinson, 2019, p. 158). A peer audit was established in which the coding and

outcomes were discussed with fellow researchersto gain a deeperand more refined
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analysis of the data (Silverman, 2013, p. 298). With this combination of inductive
and deductive analysis, | gained a deeper understanding of social processes and

daily interactions between health care workers.

Ethical considerations

My research proposal was approved by the Medical Ethics Review Committee of
the Leiden University Medical Center in the Netherlands (code P16.087). This means
that the basic ethical principles of doing good (beneficence), avoiding harm (non-
maleficence), and protecting the autonomy, wellbeing, safety and dignity of all
research participants were met. To protect privacy, the residential homes and all

the participants were assigned pseudonyms.

The anthropologist as research instrument

Contextualfeatures,such as political,economic,social,culturalandreligiousaspects,
impact who we are, what we perceive and how we are perceived. My personal and
my nursing experiences influenced the research topics | chose and how | analyzed
the data. In this paragraph | will describe my adventures, struggles and joys of
being ‘native’ when | conducted an ‘anthropology at home’ in the Netherlands
and being a ‘stranger’ when conducting research in Germany. As a trained nurse
who has worked in several hospitals and in different health care environments,
the nursing field in itself was rather familiar to me. However, residential homes
were less familiar to me. In the following, | will describe my adventures during my
own nursing study and my struggles related with the categorization of people
before and during this study. | will first relate this to some aspects of my personal

background, and reflect on the anthropologist as research instrument.

Background: The stranger in me

Born in the Netherlands, | grew up in a small village as a Dutch native, where
people knew each other and formed a closed knit community. My strictly religious
parents, both born during WOII, and members of the Christian reformed church,
my father never had the opportunity to go to school after primary school. My
mother went for two years to a domestic school, to learn how to become a good
housewife, her parents had said. They now would be classified as educationally
disadvantaged. Children whose parents are poorly educated, often receive less
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support with school at home, which might influence their educational career
(Stam, 2018, p.15). That might be one of the reasons that my primary school advice
was to continue with Lower Administrative and Economic Education (leao), similar
to the current preparatory secondary vocational education (vmbo), which was
almost at the bottom of the hierarchy of the intricate Dutch education system.!®
This advice prepared me for a career in the lower segments of the labor market.
Another reason for this advice from this Christian school might have been my
behavior, because | rebelled against my strictly religious environment. | did not tell

anyone about my educational career, for fear of being stigmatized as ‘dumb’.

At the age of 17, | moved to the city as an ‘internal migrant’, i.e, a person who
moves to other districts within the borders of the same country, to train as a social
worker at the secondary vocational education level (MBO). After graduation, |
subsequently worked at a vineyard in Switzerland, at a chicken farm in Israel, at a
childcare home in a Kibbutz in Beersheba (Israel) and as a housekeeper in a hotel in
Tel Aviv. | traveled a couple of years through European, Asian and Africa countries.
Arriving back in the Netherlands, | started the Bachelor of Nursing at the University
of Applied Science (in Dutch: Higher Professional Education, HBO) in Groningen.
During the last year of this study, | went to Botswana, Africa, for an internship in a
district hospital in a small village, called Mochudi. This internship lasted 6 months.

Internship in the hospital in Mochudi.
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In Botswana, officially | was an international exchange student." However, no
Botswana nurse ever went to the Netherlands, so a real exchange did not take
place. In the hospital, | was the only white female nursing student and | struggled
with the Setswana language. | sometimes felt like the one white girl in class with
only black students who felt herself like “a peppermint in a bag of liquorice” (Stam,
2018, p.154). My body was different from my Botswana colleagues. | was taller and
the different color of my skin made me feel noticed in the ward. | sometimes
experienced moments of racial exclusion. For instance, when | worked in the
emergency department, two of my ‘black’ colleagues [a doctor and nurse from
Zimbabwe] did not speak to me. This happened during each shift when we were
working together. Later, | found out that they were very active in Zimbabwean
politics. Maybe they, due to my ‘white’ skin, saw me as a ‘privileged™ person, | do
not know. Whereas in my youth | felt | was not taken seriously by people from
the upper class because of my ‘lower’ educational background, in these situations
| felt the pain of being ignored because of my ‘other’ physical appearance. As |
was shy and low in the medical hierarchy, | did not speak out. However, | was not
systematically oppressed because of the color of my skin, as people of color often
experience in the Netherlands. In fact, because of my posture, my height and the
color of my skin, patients sometimes assumed | was a doctor and ascribed to me

the associated authority.

| wondered how the local nurses could laugh so hard and could sit for hours in
the nursing office waiting for the patients’ relatives to arrive. | discovered that
biomedicine and the work of nurses in Botswana was different than what | was
used to. Nursing in the Netherlands was care-oriented, in Botswana it was cure-
focused. In the Netherlands, there were many rules and procedures, in Botswana
we worked by improvising. Family members played an essential role in life of
Botswana patients in the ward. The medical treatment was for the nurses; the daily

care was for the relatives.

| worked with the Botswana locals and with other international colleagues,
especially nurses from Zimbabwe, Zambia, Tanzania and South Africa. With the
foreign nurses we formed a close-knit community. With some | worked together,
others shared their knowledge and answered my questions about treating patients

with diseases unknown to me.
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In the rural community there was a shortage of houses, so we lived in old mobile
homes on the hospital compound, in contrast with the native staff, who lived in

houses in the village.

After six months of internship, | graduated from the Dutch University of Applied
Science and applied for an English registration at the British nursing council. This
international registration opened doors, as | now was an ‘internationally registered
nurse® in Great Britain, and in the Botswana nursing council more specifically,
a general “registered nurse” (RN). After three years in Botswana, | moved to the
United Arabic Emirates to work in the Tawam hospital, a local hospital in the region
of the Emirate Abu Dhabi, near the border of Oman. This Tawam hospital in Al
Ain ['43:'4&“ 484], offered me a job on the VIP/Royalty department. Compared to the
hospital in Botswana, there was wealth and abundance in Tawam. Usually, relatives
employed a live-in migrant care worker, mostly from Bangladesh, Indonesia or
the Philippines who provided round-the-clock-care and stayed 24-hours with the
patient in the room.

In addition, in Botswana, | had struggled with the Setswana language, now with
the Arab language was an obstacle. However, in Tawam, during each shift | had
the privilege to work with a Lebanese interpreter, who translated my English into

Arabic and residents’ Arabic into English.

On arrival in the UAE, | had no friends or relatives. My position was very much like
that of a ‘first-generation immigrant’ nurse. My colleagues, all women, were from
Finland, Denmark, Norway, Scotland, India and Australia, we were the non-Muslim
minorities. In our nursing team in the ward, there were no multicultural or religious
problems, we discussed shared problems, such as the overflowed cupboards. We
were convinced that the working conditions of the live-in migrants resembled
modern day slavery. But we did not know where to report this and had no power
to change this. After all, our position in the hospital was similar to that of the live-in

migrants, we were ‘just’ useful migrant workers.

From the above, it will be clear that in the present study personal experiences
resonate on various levels. Knowing variations in nursing patterns across and
within societies and the significance for understanding social processes brought

me to the topic of this research.
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Tawam hospital UAE, me as a nurse Residential home Germany, me as anthropologist

Some qualitative researchers argue that ‘shared experiences -regardless of their
disclosure to the participants- can give the researcher a deeper insight into the
participants’ experiences and may affect the researchers’ understanding’ (Gerrits,
2008, p. 41; Reis, 1998, p. 295). | do not share the experience of being a refugee with
the newcomers in my study. But | have lived and worked as a nurse in hospitals in
other countries, and had my share of experiences with language difficulties, with
being the racial ‘Other’, with differences in working conditions and differences in
professional habits and expectations. Also, in the Netherlands, | have worked as a
nurse in a medical health office with refugees and asylum seekers from countries
around the world.

My international work experiences combined with insights from critical
anthropology, for instance taught me that autonomy and free choice are values
linked to Western cultures, which are often cultivated as a desirable outcome of
health care. | learned that these values are not shared everywhere, that they have
no universal validity in that sense, this means that | am aware of the situatedness
of my own insights. Theories and practices are never developed in isolation, but
influenced by each other. However, my experiences with and knowledge about
differences between cultures and class differences informed my understanding
for the newcomers with a refugee background and their precarious situation.
Although | started at almost the ‘lowest’ level of the Dutch system of education,
| was able to climb up to the ‘highest’ level of the university. Having undergone

different rite of passages and various liminal phases have, so | believe, also
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strengthened my understanding of the disadvantaged positions not only of the
first-generation immigrants, but also of the established native health care workers
in residential homes, many of whom were members of the (‘white) working class’
(Williams, 2019, p. 4), who are often invisible, but whose contributions are crucial

and essential to our societies (Meyer, 2021, p. 6).

OUTLINE OF THE THESIS

Chapter two In this chapter the reader gets a glimpse of social processes affecting
the workforce integration of first-generation immigrant health care professionals
in ageing citizens in the Netherlands. A Dutch residential home initiated a
project for ten first-generation immigrants with refugee background, some had
gained a nursing diploma in their land of origin. The prevailing workforce culture
in the residential home was challenged by these new personnel, which caused
institutional change. The aim of this study was to examine social processes
affecting the workforce integration of these newcomers. This study identified
various processes that affected the care in the residential home, such as the
imposing of norms related to good care, the use of weapons of the weak, mutual
suspicions of indifference, and collective images of “us versus them”. Both groups
conceived the others as the source of their discomfort, however, both had pain of
not mattering. To understand those group-processes, sensitizing concepts, such
as the ‘established and outsiders’ from Elias and Scotson (1965/1994) were used to
analyze the data.

Chapter three This chapter aims to gain a deeper understanding of the
interactions of established workers and newcomers in their care for older residents
in a Dutch residential home. Their interactions were influenced by norms, rules
and regulations, policies and protocols. Sensitizing concepts, such as ‘tinkering’
(Mol, 2010) ‘habitus’ and ‘feel for the game’ from Bourdieu (1990) were used to
get a general sense of guidance to the data. It appears that good care does not
always depend on compromises between goods. Nurses’' enactments of care are
embedded in care givers habitus, this is related to their personal and professional
socialization, theireducation and previous work experiences. Some established staff
tinkered, adjusted their own way of working in such a way that this created room
for newcomers. However, there were also obstacles that prevented newcomers
from full participation in care situations. Due to organizational constraints, like
staff shortage, strict timeframes, and the imposition of local standards, there was
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little space of time to face these challenges. The refusal of care by some residents
was also an obstacle, which affected the newcomers’ ability to participate in care
practice and affected the established nurse normalized daily practices. However,
despite these obstacles, there was room to make small changes in the rules of
the game of nursing. Established staff members and newcomers sometimes
navigated between, and mixed elements from two work cultures. These moments

of tinkering gave room to the evolvement of hybrid professional identities.

Chapter four shows the results of a study that was conducted in Germany and
focusses on the social dynamics and concepts of good care affecting the interaction
between established employeesand newcomersinaGermanresidentialhome. Due
to the so-called “refugee crisis” in 2015 and nursing shortage, the residential home
provided first-generation immigrants a nursing program and cultural awareness
and sensitivity training to established personnel. The aim of this ethnographic study
was to examine the social processes at the work place affecting the integration
of immigrant care workers. It appeared that all participants experience tensions,
irritations, and frustrations in daily practice. Various institutional obstacles affirmed
and reinforces group divisions and collective images of ‘us versus them'. Both
groups distinguished themselves in a positive way from others by gossip, referring
to their length of residence in the country or to their professionalism in order to
improve situations and maintain control and self-respect. However, both had pain

of indifference and neglect by management.

Chapter five is about the enactment of geriatric care by newcomers in that same
German residential home. New care workers often tinker in situations where
different ‘goods’ (values) are contrasted, such as institutional accountability
or personal well-being and tranquility or dignity. Efficiency care can have
carelessness effects and what appears as tinkering can lead to thoughtlessness.
The organizational constrains, such as the structural shortages of staff, the scarcity
of resources and the complexity of the residents caused an increasing workload.
With unfinished tasks and an increased workload, the staff can feel powerless,
indifferent and demotivated. This inhibited all workers at times to be able to enact
good care practices. Thus, structural, institutional and political constraints can

affect the quality of geriatric care.

Chapter six returns to the main question how social processes and values of care
affect the interactions between first-generation immigrants and established
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health care workers and how do these dynamics influence the enactment of good
care. This study shows that different social processes are affecting the workforce
integration of first-generation immigrant workers. At first glance the data can
be interpreted as shortcomings of the newcomers, such as language difficulties,
lack of qualifications and professional norms. Or the data could be interpreted
as adaption problems of the established staff who would be blind to institutional
racism, the (white) working class who harbor resentment and has problems with
alterity. This study cannot deny the above persisting problems, such as institutional
racism and feelings of resentment that needs attention. However, the reciprocal
allegations hide their mutual structural problems faced by all health care workers
in today’s residential homes. Talking about ‘integration’ ignores the fact under
what circumstances and conditions people have to integrate.

Care workers in Dutch and German residential homes faced organizational
constraints, such asthe shortage of staff, lack of resources, increased workload and a
decreased level of education, which had an impact on daily practice. This multitude
of situations were beyond their influences. When a group of newcomers arrived
and had to integrate on top of a heavy workload, social processes were activated.
In order to improve situations and maintain control and self-respect, group
members distinguished themselves from others through collective images of ‘us
versus them'. Both conceived ‘others’ as the source of their discomfort, however,
both felt the pain of not mattering. Workload that builds up and is never finished
affects motivation. Moreover, employees sometimes felt powerless and indifferent.
Nevertheless, this research showed that care workers were not defenseless victims
of “the system” or were “powerless” at the mercy of the organization. The staff
had also fun and pleasure when things took a different run and most careworkers
cared as if the older residents were their own family, always tried to improve for the
better. When looking beyond integration, room can be created for the evolution of
hybrid professional identities who care for themselves, each other and our older
people in society. In the German residential home, this study takes another turn.
When we zoom in on daily interactions behind the closed doors of residential
home, it becomes clear that the professional habitus of established workers and
the newcomers stimulated them to tinker among each other as well as with the
different, sometimes conflicting, values of care in daily practice to enact good care
to the older adults. With less staff and sometimes limited resources, they enact

care with a feel for the game when taking care for the older residents. What

54



Introduction. An ethnographic research on the workforce integration of first-
generation immigrants in geriatric care in the Netherlands and Germany

counts as good care is therefore situational, relational and contextual. However,
the findings also show that the established staff and the newcomers struggled,
when the workload gets too high that it is impossible to perform all tasks properly.
As a consequence, staff can become demotivated and indifferent to the point that
they are numbed, act thoughtlessly and thereby harm the older residents. So, we
should not be surprised that the “good” got lost sometimes in residential homes.

In this study it will become clear that various social processes and institutional
constraints have a serious impact on the care workers and the older people,
but also on the workforce integration of new immigrant care workers and the
enactment of care. This study highlights the crucial role of the organizational and
institutional context in shaping social processes at the workplace. Those dynamic
social processes and long-term structural problems in geriatric care might create
even greater fundamental institutional obstacles as societies are ageing.

The most recent data on which this study is based was collected between 2015
and 2018 to provide a picture of life in two residential homes before the Covid-19
crisis. The Covid-19 virus has hit vulnerable older people hard inside and outside
residential homes. The spread of the virus has put pressure on the residents’
quality of life. Since the situation presented in this PhD has been overtaken by the
developments of Covid-19, this study offers relevant insights into how residential
care was before Covid-19 happened to all of us.

In this study | sometimes use different terms for the same group of people, such
as first-generation immigrants/ newcomers, elderly/ older people, nursing homes/
residential homes, etc. | try to avoid inappropriate language and stereotypical
representations of individuals or groups, and to use inclusive language that
acknowledges diversity, conveys respect to all people, is sensitive to differences,
and promotes equal opportunities. So, plural nouns are used when possible in
order to seek gender neutrality (“residents, patients /clients”) whereas the use of
descriptors that refer to attributes such as age, gender, race, ethnicity, culture,
sexual orientation, disability or health condition are used only when relevant and

valid for this studly.
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1.

All names of the participants in this thesis are pseudonyms.

The term ‘first-generation immigrants’ refers to people who are born abroad and

moved across symbolic or political boundaries into a new residential area (CBS, 2021).

Refugees are people who make an ‘application’ for asylum request as a refugee.
Asylum requests are submitted by persons who have fled their country for various

reasons to seek protection or asylum in another country.

The term established worker/nurse is used for the workers who are born, raised and
received a diploma/bachelor in nursing in the host country or for someone who
knows the job well, based on long history of experience. The term ‘established’ is also

based on the classic study of Elias and Scotson (1963) the Established and Outsiders.

The University Asylum Fund (UAF) is the oldest refugee organization in the
Netherlands. In 1948 this foundation was established with the aim to provide the
necessary retraining, supervision and moral assistance to help refugees find a place

in the labor market that matches their education (https://www.uaf.nl/).

The integration of first-generation immigrants with a refugee background start
with a residence permit. The next step is a mandatory integration course (about
local customs and language level B1 according Common European Framework
of Reference for Languages (CEFR) completed with an exam. When they want to
integrate in the health care sector, they require validation of educational papers
from non-EU diplomas, a nursing registration (BIG) and a certificate of conduct
[Verklaring Omtrent Gedrag). They can request a VOG certificate when they have
a citizen service number [Burgerservicenummer, [BSN]). The latter can only be
received after registration with the municipality in the basic registration of personal
data [Basisregistratie persoonsgegevens, BRP]. A similar procedure in Germany: they
need a compulsory integration courses, the required language skills (B1/B2 level) the

validation of diplomas and acertificate of conduct [FUhrungszeugnis].

Minority is a term applied to social groups that are oppressed or stigmatized on
the basis of racial, ethnic, biological, religion or other characteristics. Mostly it is
distinguished in the numbers of the group and those which are marginal in terms of

their access to power (Scott and Marshall, 2005).

In the Netherlands nursing education consists of a training of 0.1-1 year (nurse aide
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[zorghulp]) up to 4 years (bachelor educated nurse [HBO verpleegkundige]). A nurse

assistant [helpende] 2 years and a certified nurse [verzorgende] 3 years, followed
by a vocationally registered trained nurse [MBO verpleegkundige], or 4 years
bachelor educated nurse [HBO verpleegkundige]. In Germany the training of an
Alltagsbegeleiter fur Menschen met Demenz (nurse aide) lasts 12 weeks, the training
of a Plegerassistentin (nurse assistant) or Altenpflegerhelfer/in (care assistant) lasts
1year; the training of an Altenpfleger/in (geriatric nurse) lasts 3 year after vocational
training; See also: https://eurodiaconia.org/wordpress/wp-content/uploads/2016/08/
the-education-training-and-qualifications-of ~ -nursing-and-care-assistants-across-

Eirope-Final.pdf.

9. In the Netherlands nurses need to register at the Nursing Council for Professions
Individual Health (Beroepen Individuele Gezondheid, BIG). After registration the nurse
is authorized by the appropriate authority to practice nursing. In Germany nurses do
not need a national nurse registration, but need to have a sufficient knowledge of the
German language (B2 or Bl), an appropriate state of health and a German certificate
of conduct. See also https:/mwww.make-it-in-germany.com/en/jobs/professions-in-

demand/nursing/

10. The Dutch education system (Onstenk & Blokhuis, 2007):
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1.

12.

13.

An international exchange student follows an international course and does an
internship abroad. Mostly the university try to attract foreign students by cross-

border university cooperation (See also Belt, et al., 2015).

‘White’ noun means the white color of the skin. ‘White privileged people’ defined
by the Oxford dictionary are people in privileged positions; inherent advantages
possessed by a white person on the basis of their race in a society characterized by
racial inequality and injustice. The color of the skin benefits white people over non-
white people even if they otherwise live under the same social, political, or economic
circumstances. White and whiteness in the Dutch society is mostly referred to as a
criteria for inclusion but is associated with innocence. White privilege has developed
historical in European colonialism, imperialism and Atlantic slave trade (see also

Wekker 2016; Essed 2008; Stam, 2018: pp. 168-169)

International registered nurse. See also the international council of nurses at http:/

www.icn.ch
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Chapter 2

Social processes affecting the workforce integration of
first-generation immigrant health care professionals in
ageing citizens in the Netherlands

ABSTRACT

Introduction: Within a Dutch nursing home the prevailing workforce culture
was challenged by new personnel which caused institutional change which
affected workforce integration. The purpose of this study was to examine
social processes affecting workforce integration of first-generation immigrant
health care professionals in ageing citizens in a Dutch health institution in the
Netherlands. Methods: A purposive sample of 10 immigrants and 10 established
nurses was recruited. Ethnography was used to guide the studies. There were
105 hours of participant observation, 8 semi-structured interviews, 4 immigrants
and 4 established nurses and 2 focus group discussions with 8 immigrants and 6
established nurses. Results: The study identified various processes which impact
culturally congruent care in the nursing home, like the imposing professional
norms, the use of ‘weapons of the weak’, mutual suspicions of indifference and
collective images of ‘us’ versus ‘them’. Both groups conceived the ‘others’ as the
source of their discomfort, however, both had pain of not mattering. Discussion:
When recruiting international educated nurses all nursing staff face difficulties
when going through the precarious process of mutual integration in daily care
practices. We recommend that nurse leaders facilitate positive intergroup
interactions that promotes reciprocity for all groups of nurses for better healthcare

outcomes for all.
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INTRODUCTION

The World Health Organization predicts a shortage of health care workers,
specifically nurses in western European countries (Gottlieb, 2016; WHO, 2017).
The demand for international nurses in the Netherlands is driven by three major
factors: population growth, the ageing population, and shortage of local health
care staff. It is estimate that the number of people in the Netherlands will increase
to 18.4 million inhabitants by 2060 (CBS, 2018; Mercay et al., 2016; OECD, 2018).
Currently, there are 3.2 million ageing citizens (people above the age of 65) living
in the Netherlands and the number of people with the age of 80 will be doubled
by 2025 (CBS, 2018). In the Netherlands the health care staff shortage had already
reached 120,000 unfulfilled jobs in 2018, combined with the predicted shortage
of 470,000 health care providers, more nurses will be needed (Both-Nwabuwe,
Dijkstra, Klink & Beersma, 2018; CBS, 2018; Mar¢, Bartosiewicz, Burzyriska, Chmiel,
& Januszewicz, 2019).

In 2015, 34,344 immigrants from Syria, Eritrea, Iraq, Libya, and Afghanistan settled
in the Netherlands (CBS, 2018; United Nations High Commissioner for Refugees
[UNHCR], n.d.; Willekens, Massey, Raymer & Beauchemin, 2016). Among these there
were professionals who obtained a bachelor’'s degree in nursing in their country
of origin. These nurses might get new starts by working in Dutch nursing health
care centers. Although nursing practices share similarities globally, there are local
differences, as nursing is socially, culturally and politically constructed. Variations
in nursing practice along with difficulties with commmunication, discrimination and
skill underutilization pose a challenge for successful workforce integration (Moyce,
Lash, & de Leon Siantz, 2016). In this study we used the definition of “workplace
integration of internationally educated nurses” as formulated by Ramji & Etowa
(2018, p.15): the interaction between international educated nurses and the
established nurses is a two-way reciprocal process where both groups adjust their
professional practice to each other. The purpose of this study was to examine social
processes affecting workforce integration of first-generation immigrant health care

professionals in ageing citizens in a Dutch health institution in the Netherlands.

PROCESSES OF WORKFORCE INTEGRATION

Since 2000, the Netherlands have recruited overseas immigrant nurses. It is widely

recognized that first generation nurses’ adaption to a new work environment
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in a new country is a key factor affecting workforce integration. New nurses
experience multiple challenges in dealing with cultural differences, intercultural
communication and conflict resolution in their host country (Kingma, 2018;
Spijkerman, Benschop & Bucker, 2018). Several studies on the settlement of first-
generation immigrants in the Netherlands found that access to the labour market
was difficult and job placements often failed based on biases toward international
educated nurses. Their overseas diplomas from the Global South, their knowledge
and skills were often not recognized in the Global North. They were more seen
as professionals who had deficiencies and needed re-training, than people who
could add value (Ramji & Etowa, 2018). Besides, first generation immigrant nurses
were expected to expend significant effort in adapting into the new health care
institutions, while little was demanded from established nurses (Muller, Beckers &
Pijpers, 2017).

Other studies found that when job placement succeeded, the newly arrived
immigrants faced huge problems at the workplace, due to prejudices based on age,
religion or ethnic origin and discrimination. Cultural clashes with colleagues were
widely reported. The host colleagues had not been able to bridge the gap between
different work cultures either (Buttigieg et al., 2018; Maltby, de Vries-Erich & Lund,
2016; Steinmann, 2019; Putturaj & Prashanth, 2017; Wachter & Fleischmann, 2018).
Intercultural understanding, egalitarianism principles and positive interactions
between immigrant nurses and established nurses are factors which influence
positive workforce integration. However, studies show that these conditions are
difficult to achieve due to the existence of ethnocentrism and racial discrimination
in the health care sector (Al Magbali, 2015; Aurilio, 2017; Eijberts & Roggeband, 2016).

There is an argument that established health care professionals can learn from
immigrant nurses in order to reorganize their practices in the best interest of their
patients. Increasing diversity in health organizations not only leads to a better
use of talent, but also to more creativity and an increase in the problem-solving
ability of teams (Hunt, Layton and Prince, 2015). However, this is not in accordance
with experiences in the Dutch health care sector thus far. Scholars like Muller,
Beckers & Pijpers (2017) argued that established nurses disqualified the work of
their immigrant colleagues. In their studies the established staff assessed the
complaints of the immigrants about discrimination as overemotional and their
different ways of working as unprofessional (Muller, Beckers & Pijpers, 2017).
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While research to date confirms the problems immigrants face, there is still
little insight into the social processes affecting the workforce integration of
first-generation immigrant HCPs in the Netherlands. In order to fill this gap, we
conducted research into the everyday care practices in a Dutch nursing home for
the ageing citizens that just had recruited ten newly arrived immigrant nurses. The
research question was: which social processes occur in the interaction between
first-generation immigrant health care professionals and established nurses in a
Dutch nursing home in the Netherlands?

METHOD

Design

In this study we used ethnographic methods. Ethnography not only gives insight
into what people think, but also into what they actually say and do in a particular
situation (Ingold, 2014). The context in which the experiences take place is taken
into account, which helps to understand what is going on in everyday life (Bergman
& Lindgren, 2018; Hammersley, 2018; McDonald & Simpson, 2014). In order to ensure
validity, we combined different methods: participant observation (shadowing),
semi-structured interviews and focus groups. With this triangulation different
kind of data was compared and this provided a more solid basis for checking
interpretations and added depth to the description of the meanings involved in
the setting at the nursing home (Hammersley, 2018).

Setting and sample

This study was conducted in a rural health care institution for the ageing citizens
in the Netherlands. The institution provided care to psycho-geriatric, medical and
terminal residents. Due to a shortage of staff, the heath care institution started a
project where they employed ten first generation immigrant nurses.

Data collection

We first asked the executive board and managers of the wards if we could monitor
their project with our research. After informed consent, selection was done by a
purposive sample of nurses, selection criteria included first-generation immigrant
nurses and the established nurses (with whom they worked with) at the nursing

home. Oral and written information was given by the researchersto the immigrants
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during one of their first training programs and to the established nurses by
email. Informed consent forms, letters with information and a response paper for
agreement were distributed. The researchers contacted the participants who were
willing to participate by email, phone or WhatsApp to decide on days and times
for shadowing, interviews and focus groups. All participants were free to withdraw
from the study at any time. The data collection was conducted by two researchers,
both anthropologists with a background in nursing, over a four-month period. The
researchers shadowed three immigrant nurses for two days a week for a total of
105 hours on different workdays and during evening shifts, at staff meetings, and
during breaks. This enabled us to craft thick descriptions of the interactions and
informal conversations between all participants (Leeds-Hurwitz, 2015). In-depth,
semi-structured interviews were held with eight participants, four immigrant HCPs
and four established HCPs. The interviews took place in the nursing home and
lasted between 45 to 75 minutes. The researcher audio-recorded and transcribed
the interviews verbatim. Each interview opened with a narrative eliciting question:
“Could you tell me something about the workforce integration?” Two focus
groups took place on a voluntary basis within the nursing home, one with eight
immigrants, and one with six established HCPs. We invited all ten immigrants and
all ten established nurses for the focusgroup. Four established nurses were not
able to attend the focusgroup because of other commitments. One immigrant
nurse was sick that day and one immigrant nurse refused to attend. On the basis
of our observations on the wards and the outcomes of the individual interviews, we
discussed three topics: their views about the similarities and differences between
established HCPs and first-generation immigrants, their ideas about whether and
if so, how (mutual) learning and adaptation was taking place, and finally, what they
considered to be the major challenges and barriers in the process of workforce
integration. The focus groups lasted between 90 to 120 minutes. They occurred in
a meeting room at the nursing home, and were audio-recorded and transcribed

verbatim.

Data analysis

Inspired by a post-positivist grounded theory coding approach, we analysed data
using Atlas-ti (Charmaz & Belgrave, 2018; Denzin, 2019). First, the ethnographic
fieldnotes and transcripts were read and re-read to develop familiarity with
the data (Evans, Huising & Silbey, 2016). Following this approach, frequently
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occurring observations were open coded (Charmaz & Belgrave, 2018; Denzin, 2019)
attaching a label to each part. Secondly, axial coding (Charmaz & Belgrave, 2018;
McCann & Polacsek, 2019) took place: to find similarities and differences, codes
were compared with earlier data coding. The codes were merged, grouped and
labeled. Finally, in order to generate more abstract core concepts and categories,
selective coding (Charmaz & Belgrave, 2018; McCann & Polacsek, 2019) took place.
With this combination of inductive and deductive analysis we hoped to gain a
deeper understanding of the social processes affecting the workforce integration.
Saturation of information occurred after moving back and forth between sampling,
data collection and analysis. Thus, we could make use of Elias & Scotson’s (1994
[1965]) notions of ‘outsiders’ and ‘established’ to understand the social processes
at work when newcomers arrive in a long-standing community, while the notion
of ‘resentment’, as developed by various sociologists (Hochschild, 2016 p.135;
Cramer, 2016 p. 24), helped to shed more light on the anger and resistance we
observed among many established HCPs. Observations and interview quotes that
underpinned the results and analyses were first checked within the research team.
Then the main findings were presented to the participants (member check) to
check the validity. The reactions of the participants indicated that our findings
were consistent with their experiences and views.

RESULTS

Ten immigrant HCPs from East African countries and ten Dutch established health
care professionals participated in this study. The immigrant nurses (five men and
five women between 20 and 40 years old) had temporary resident permits (for
five years). Their foreign diplomas did not meet the criteria for acceptance to
work according to the Dutch information centre for credential evaluation (IcDW).
So, the health care institution provided the new arrivals a Dutch (re-) vocational
qualification retraining programme into nursing (HCP level 3) and Dutch
language lessons (B2) that lasted 18 months. The work experience in their home
countries varied from one to five years. Oral and written information was given
by management to the established staff about the arrival of the new employees
before the immigrants started with their retraining and work. A meet and greet
was arranged by management preparing both groups for this experience and a
voluntary buddy network was set up, which meant that each new employee was

being coached by a native buddy. The immigrants participated in the retraining
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programme and simultaneously worked in the medical wards at the nursing home.
Their tasks were in accordance with nursing level three in the six-level classification
of the Dutch Qualifications Framework (NLQF, table 1).

Table 1: Nursing Care staff in the Netherlands

English title Dutch title Dutch qualification level* Training length
(in years)

Baccalaureate-educated HBO- 6 4

registered nurse verpleegkundige

Vocationally-trained MBO- 4 4

registered nurse verpleegkundige

Certified nurse assistant  Verzorgende 3 2-3

Nurse assistant Helpende 2 2

Nurse aide Zorghulp 1 0.1-1

*According to the Dutch Qualifications Framework (NLQF).

The 10 established HCPs were all native Dutch women between the ages of 18 and
68 years. They worked in the wards at levels two to three (NLQF). Their years of
employment and work experience varied from 6 to 15 years. The majority of the
established employees were born and raised in the village where the nursing home
was located. They had formed a community (Gemeinschaft) with a high degree
of internal cohesion, especially through church memberships and family ties. At
the time of this research, the nursing home had no experiences with immigrant
or non-native Dutch staff, nor was there any diversity policy. Working with new
colleagues from different ethnic, linguistic and professional backgrounds caused
considerable commotion among both groups.

Norms of professionalism

During the shadowing, the interviews and the focus groups, we found in the
interactions of both groups of professionals’ mutual themes that reflected and
revealed their norms of professionalism. Some established HCPs doubted the
professional capabilities of the immigrants and presented their own standards of
professionalism as the only norm. Some even argued that caring practices in non-
Western countries were inferior to those in Western countries. Thus, after asking
one of the immigrant nurses whether she knew how to insert a catheter, the
established nurse immediately responded by saying that there were probably no
hygiene standards in her primitive country. These presumptions about supposedly
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insufficient professionalismn had a negative impact on the relationship between
the established HCPs and the immigrant professionals. They contributed to a
sense of alienation and created tensions and conflicts between the two groups.
For example, during lunch breaks the groups usually sat at separate tables and did

not speak or pay attention to each other:

The established colleagues enter the staffroom, laughing out loud and
chatting to each other. They are talking about the fair the church is
organizing this weekend. The immigrant nurse is sitting at the long white
table in the middle of the canteen staffroom. The established nurses take
a seat at another table, paying no attention to him. The immigrant nurse
remains seated, looks at his iPhone, does not say anything.

Simultaneously, the immigrants found that their Dutch colleagues did not always
meet their standards of professional care. Their criticisms were related to three issues.
Firstly, one of the immigrant nurses believed that his Dutch colleagues were not
supportive when residents refused his care. He was sure that if the host nurses were
more supportive and positive about him being new, that the residents would not have
had any problems with him providing care and would not have had refused his care.
Secondly, they were critical of the allocation of workload and doubted whether the
established HCPs divided the workload in a fair way. One immigrant nurse felt his
Dutch colleagues blamed him for having a slow tempo at work, but he stated that
they themselves were guilty of having a lazy pace and were burning their time. Thirdly,
the immigrants were critical of the standards of hygiene in the nursing home. They
were surprised about the lack of hygiene as there was no protective equipment, like
gloves for hand and shoe covers in the department with a risk of contaminating the
residents. One immigrant nurse said that she was anxious to discuss these concerns
and to be critical of their Dutch peers as she was afraid that they would not recognize
her knowledge and skills. Some of the established HCPs related their own professional
status to their many years of work experience in the Dutch nursing home. She stated
that they themselves were not racists, but that because they had been working there
for years the immigrants had to behave as professional like themselves.

Resentment towards the ‘elite’

Not only was the familiar environment of the established group disrupted by the

immigrants, they were also angry with the management who had made this
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happen. Many established HCPs believed that management paid a lot of attention
to the immigrants while at the same time their own hard work was ignored. One
of them complained that the managers were never present in the wards, did not
even know their names, and treated them as less than human. This pain of not
mattering intensified feelings of resentment of the established HCPs toward the
immigrants which surfaced in their behavior. One team on the medical ward started
to write down all instances of what they considered to be “bad” or “unprofessional”
behavior of their immigrant colleague. This diary was then sent to their manager,
resulting in the transferal of the immigrant nurse to another ward. Although some
scholars (Hutchinson & Jackson, 2015; Ybema & Horvers, 2017) find that such forms
of resistance merely create an “imaginary sense of power”, in this case it seems that
the strategy of Dutch nurses served as an effective “weapon of the weak” (Colburn,
2016; Ginzberg, 2017; Scott, 2008). Bitter indignation and frustration also appeared
in remarks made by some of the younger established nurses. Management offering
the immigrant nurses opportunities for education they themselves were deprived
of. They viewed themselves as ‘sideliners’ in the workforce. They felt disadvantaged,
not appreciated and not respected. Gossip was an everyday form of resistance for
the established HCPs to protect their professional norms, beliefs, and relationships.
In the focus group some of them suggested that caring professionals should behave
in a certain way: they needed to be motived, interested and extrovert, they should
be able to say no and to take initiative. Two established nurses said that they worked
in a very good professional team and they did not want ‘bad apples’, because these
were like a virus to their team. The immigrants were quite aware that their Dutch
colleagues were gossiping about them. To them, this behavior was another example
of the lack of professionalism of their new colleagues. One of the immigrant nurses
said that the Dutch nurses should behave according to the etiquettes of the ward.
Mistakes should be regarded as a private matter and gossip should not be allowed.
The immigrants had been full and active nursing professionals in their home
countries, but felt that this was not recognized by their Dutch colleagues nor by
management. They blamed management for not taking the lead and not facilitating
communication between the established HCPs and themselves. They felt that
management were supposed to do something about the established nurses who
did not accept the newcomers. This intensified their pain of not mattering.

The immigrants found the Dutch language very difficult. During breaks, they
struggled understanding their Dutch colleagues. Besides, the Dutch colleagues
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chattered about things the newcomer was not involved in, and they felt that their
Dutch colleagues would find their Dutch language not good enough. This was
one reason why one of the immigrant nurses often kept quiet and did not engage
in conversations, as one of them explained in an interview. Besides, he found it
strange that one of the Dutch workers interpreted his silence as a lack of interest
and that one of his Dutch colleagues had even reported this to management.
However, one of the established nurses said in an interview that she wanted to
relieve the newcomers by not talking to them during breaks, because she realized
that the Dutch language was so difficult for them. One of the immigrant nurses on
the other hand, interpreted the fact that her Dutch colleagues were not talking to

her as a sign of disinterest. She also complained about this to management:

The nurses sometimes didn’t even look at me! They just walk away like...|
am not there.. Maybe if they talk to me, be nice—but no, they only talk
together. | went to the team leader and manager and asked, “Why aren't
the nurses talking to me?”

The immigrant nurse did not receive a follow-up on her report, she concluded that the
ward manager was not interested either. For her, being ignored added insult to injury,
and meant that some of the established professionals were simply being racist.

DISCUSSION

This study examined the social processes taking place in a Dutch nursing home
when immigrant nurses were recruited and started working on the wards. In this
study of workforce integration, we applied a sociological approach to understand
what was going on in daily practice. Our study revealed that the recruitment of
immigrant nurses generated consequences on the workplace that management
had neither foreseen nor intended. Different norms of professionalism, language
difficulties and unspoken expectations were misinterpreted as signs of disinterest
by both groups.

Our findings showed similarities with results from other studies (Cramer, 2016;
Hensmans & van Bommel, 2019; Hochschild, 2018). These studies showed that
in various Western countries many citizens in rural villages distrust national and
local government as well as urban liberal elites. They feel disadvantaged and not
receiving what they deserve. They perceive themselves as the “good citizens” who

are “waiting in line”, while various outsiders are cutting the line and moving ahead
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of them. They see these “line cutters” as a threat, not only to their social standing
but also to the stability of their culture. This makes them feel jealous, causing
resentment and a fear of becoming “strangers in their own land” (Hochschild,
2016). The remarks and behavior of the Dutch HCPs showed that they too felt left
behind and pushed back in line.

The established-outsiders framework of Elias & Scotson is very helpful in showing
how social processes work when a group of newcomers arrives and how ‘strangers’
are perceived in local established communities. Elias & Scotson’s first outlined their
theory in 1965. They had studied the tense relations between an established group
and a group of outsiders that did not differ from the established group in any other
way. They observed how certain mechanisms occur which reinforce the divisions
between the groups and constitute ‘imagined’ communities of ‘we’ and ‘they’ that
are not based on racial, ethnic, class or gender differences. (Elias & Scotson, 1965).
In 1974 Elias further elaborated the theory of established-outsider relations. He
demonstrated that this theory could be applied to the group dynamics between
other groups in society, e.g. working and middle class, different ethnic groups,
colonized and colonisers, men and women, parents and children, etc. In 1990 and
1994, Elias substantially discussed his ideas in relation to the changing dynamics
of race and racism in the US. In his introduction to this last edition, Elias pointed
out that structural inequalities are based on power relations between groups
and the degree of internal cohesion and communal control of one group to
integrate into other groups. So, as Elias have claimed, the focus needs to be on the
relationship between two groups within an established and outsiders figuration
where a dominant group excludes members of the other group. According to Elias,
prejudice is a product of groups within a particular figuration of power dynamics
and not of individual persons who are prejudiced about other individuals, based
on their different race (Elias, 1994/2002 [1990]). The theory of Elias has implications
for the micro-analysis of group dynamics and social patterns between groups
within local communities. It demonstrates the significance of looking beyond
individuality when analyzing group processes and their dynamics in societies. So,
in each society, where a group of newcomers arrive in an established community,

we can expect similar social patterns and power dynamics to occur.

However, this approach has three drawbacks. The first drawback is that this
approach may simultaneously enforce the construction of otherness in these social
processes (Clarke, 2018; Thomas, 2016). Because the unintended consequence
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of this approach is the framing of people into categories, it can easily lead to
perceiving groups as static entities that determine the way individual members
think and act. We should always realize that boundaries between people are
socially and historically situated constructions that nevertheless can have very real
performative effects (Krebbekx, Spronk & M'charek, 2017; Verkaaik, 2010).

The second drawback is that according to Elias theory, prejudice is a product
of groups within a particular figuration and not of individual persons who are
prejudiced about other individuals. However, in our study we did find that
individual prejudice was often related to negative traits of otherness, as in premises
of exclusion and discrimination. This is in line with other studies that show that
racism, sexism and xenophobia do occur and exist in Western institutions (Blanchet
Garneau, Browne & Varcoe, 2018; Essed & Muhr, 2018). Many scholars address
racism in nursing institutions in European countries. They argue that stereotypes
and categories cannot be ignored and are often internalized because of power
differences, resistance and institutional racism (Hilario, Browne & McFadden, 2018;
Reimer-Kirkham, Stajduhar, Pauly, Giesbrecht, Mollison, McNeil & Wallace, 2016).

The third drawback is that Elias and Scotson’s figuration, in its exclusive focus on
local coommunities, cannot sufficiently account for the institutional dynamics of
workforce integration. In our study we focused on social processes in a specific
setting, i.e. the workforce integration of non-western first-generation immigrant
nursing professionals in a western health care institution. We found that the
established-outsider figuration can serve as a tool to understand social processes
taking place between more and less powerful groups and the ways in which a
dominant discourse acts as a source of privilege. However, the results in our
study also showed that the Dutch established HCPs and the newcomers both
had internalized their own norms of professionalism. Elias & Scotson'’s figuration
theory does not give much room to professionally hybrid identities. For example,
the immigrant professionals learned to navigate between, and mix elements
from, two work cultures, i.e. the professional culture of their ‘buddy’ nurse on the
one hand, and the professional culture of nursing in their home country on the
other hand. Thus, institutions need to carefully monitor and understand the social
processes that occur when newcomers arrive, but they should also have a keen
eye for the underlying systematic inequalities that serve as barriers for achieving

an egalitarian workplace.
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CONCLUSION

This article aimed to answer the question of which social processes are affecting the
workforce integration of first-generation immigrants in a Dutch nursing home. Our
studyidentified various social processes like the imposing standards of norms, gossip,
the use of ‘weapons of the weak’, mutual suspicions of indifference, and appealing
to collective images of ‘us’ versus ‘them’. These processes supported and reinforced
divisions in the nursing home which affected workforce integration. Besides, the
established and immigrants HCPs both referred to norms of professionalism
to distinguish themselves in a positive way from the other group. Both groups
experienced ongoing tensions, irritations, and frustrations in daily practice on the
work floor. Many of these feelings were triggered, or at least aggravated by a sense
that management had no idea of their problems. Hence, although members of both
groups conceived the ‘others’ as the source of their discomfort, they shared this pain
that their difficult predicament did not seem to matter to management.

IMPLICATION FOR PRACTICE

Our study highlights the need to pay more attention to the lack of respect and
recognition of the contribution of HCPs in nursing homes. We recommend that
management of health care institution provide and facilitate guidance to promote
and foster good work relations, power equity, and respectful treatment for not only
the newcomers, but for all HCPs. The findings in our study confirm the outcomes
of previous studies that argue that adequate support of management is important
to make workforce integration a truly two-way process (Buttigieg, Agius, Pace &
Cassar, 2018; Kuokkanen, Leino-Kilpi, Numminen, Isoaho, Flinkman & Meretoja, 2016;
Ramji & Etowa, 2018). In light of our results, two directions for future research can
be identified. Firstly, more research is needed to analyze the role of management
in facilitating and supporting mutual workforce integration within health care
institutions. A more in-depth analysis of ‘the weapons of the weak’ might give a
deeper insight into the emotions of the established professionals, like their anger
with management directed at the immigrants. Secondly, we might also investigate
how other (inter)national health care organizations address mutual workforce
integration and how they take up potential challenges of institutional change.

ETHICAL CONSIDERATIONS

This study was approved by The Medical Ethical Review Committee of the Leiden
University Medical Center (code P 16.087).
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Chapter 3

Tinkering between first-generation immigrant nurses and
native nurses to enact good care in a Dutch nursing home

ABSTRACT

Background: Several studies have investigated the experiences of first-generation
immigrant nurses in new workplaces. Yet, little is known about how native nurses
and newcomers collaborate in their care for ageing residents in European nursing
homes. Objective: To gain a deeper understanding of interactions between first-
generation immigrant nurses and native nurses in their care for ageing residents in
a Dutch nursing home. Methods: Ethnography, including 105 hours of shadowing
immigrantand native nurses, eight semi-structured interviews with fourimmigrant
and four established nurses, and two focus group discussions with eight immigrant
and six established nurses in a Dutch nursing home. Data were analyzed by a post-
positivist grounded theory coding approach. Ethical consideration: The Medical
Ethical Review Committee of the Leiden University Medical Center approved this
study. Results: The interactions between established staff and newcomers were
influenced by norms, rules and regulations, policies and protocols. In daily practice
and institutional structure, we observed both opportunities and challenges. The
strict time schedules and the requisite standards of care were opportunities
related to nurses’ expectations. Residents’ needs were sometimes challenging
and inhibited newcomers' active participation. However, sometimes new practices
were developed where nurses created common ground, tinkered, and formed
an inclusive playing field to enact good care. Conclusion/ discussion: This study
shows that despite obstacles, there was room to make small changes in the rules
of the game of nursing. These moments of tinkering may be sufficient to establish
a stable, inclusive workforce for first-generation immigrants and give room to the
evolvement of hybrid professional identities. Implications: The findings of this
Dutch study are relevant for nursing ethics related to ‘good care’ and nurses in
other cultural contexts on how the integration of immigrant nurses in European
countries in general could be facilitated.

Keywords: First-generation immigrant nurses, native nurses, tinkering, good care,
nursing home residents, the Netherlands.
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INTRODUCTION

Among the huge influx of immigrants to the Netherlands during the refugee crisis
in 2015 were skilled professionals with nursing degrees (Kubal & Dekker, 2014).
Immigrants were encouraged by the Dutch government to participate socially and
economically in the Dutch workforce (Engbersen, et al.,, 2015; Entzinger & Scholten,
2015). Although nursing practices share similarities globally, nursing is socially,
culturally and politically constructed. Variations in nursing practice pose a challenge
for successful workforce integration (Moyce, et al., 2016) . Different scholars have
studied workforce stagnation in the Netherlands in recent decades. Some have
argued that even when first-generation immigrants have proper qualifications,
they are often not seen as professionals who can contribute to labor organizations.
Often, they are approached as less-educated people in need of help and re-training
(Ponzoni & Ghorashi, 2017). Other scholars have related stagnation to discriminatory
practices and racism, which causes feelings of exclusion, discomfort, and alienation
(Moyce et al., 2016). First-generation immigrant nurses often feel disconnected
and experience tensions via cultural clashes, communication problems, and
interpersonal conflicts. Cultural and language differences were also identified as
contributing to their sense of displacement and professional isolation Andriessen,
etal, 2012; Essed, 2002; Wekker, 2016). Worse, first-generation immigrant nurses are
expected to expend significant effort to adapt to their new health care institutions,

whereas much less is demanded from established nurses (Muller, et al., 2017).

Two Australian studies reported that support programs in health care organizations
by native nurses can minimize the impact of challenges faced by first-generation
immigrant nurses in their transition into the new nursing workforce. For example,
mentoring support appears to improve professional relationships between staff
and patients (O'Callaghan et al., 2018; Ohr, et al., 2016).

Several studies have shown that successful workforce integration is a collaborative
process, one of “ongoing learning.” Such a process enhances team cohesion and
addresses taken-for-granted organizational cultures (Ely & Thomas, 200T1; Fuijmoto
& Hartel, 2017). Numerous health care institutions in the Netherlands have
taken important initiatives to improve the workforce integration of newcomers.
Nursing homes, for example, offer opportunities, such as re-training in nursing
and language skills, that help immigrants better integrate. However, critical
diversity scholars have shown that even when such institutions intend to include
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newcomers, challenges often remain, for both established and immigrant staff
(Ghorashi & Rast, 2018; Ponzoni & Ghorashi, 2017).

Although nurses from different societies are trained differently, their shared aimis to
contribute to the commmon good by caring for ageing citizens (Amalbert, et al., 2016;
Kingma, 2018). According to Benner (2019) nurses in caring situations (re)act upon
concrete situations and make small changes to improve their care. Such situational
practices of “embodied caring” are aimed at both comforting and empowering
vulnerable others. Nurses who share this interest often develop a professional
manner of collaboration, one which positively affects their professional performance
(Benner, 2019). According to nursing scholars, team collaboration and interaction
between nurses play an important role in the quality of care (Eika, et al., 2015).

Professional performance and caring outcomes are connected to the socialization of
nurses, i.e, to their professional education, previous experiences, and collaboration
in the context of care (Allan, et al.,, 2015). For immigrant nurses, working in a new
environment means learning to relate and adapt to another habitus. According to
Bourdieu (1990), habitus is the system of ingrained habits, skills, and dispositions
common to individuals located in close proximity to each other, experiencing similar
conditions and thereby being more likely to share perceptions and temperaments
that translate into similar practices and representations. Bourdieu claimed that by
continual negotiation, individuals get a “feel for the game” (Bourdieu, 1990; pp. 66-67).

Mendoza, Kuntz, and Berger (2012) extended Bourdieu's concept of habitus to
“professional habitus,” ie, the shared perspectives, norms, and practices that
professionals develop as a result of socialization processes in education and
employment. When immigrant and established nurses collaborate, their often
divergent professional norms and practices might conflict. For the immigrant nurse,
the new nursing field might, at first glance, seem like a similar “game.” But when they
eventually internalize the rules of the game of the host country, they may be challenged

to reconcile these new rules with those familiar to them from their home country.

For established nurses, friction is caused by new workers’ unfamiliarity with what is
ordinarily take for granted. Consequently, both groups of professionals, must adjust
and negotiate how to play the game. Thomas and Ely (2001) stated that this can be
achieved through an integration-and-learning approach, i.e., by incorporating the
new workers' perspectives and redefining what counts as daily “normal” practice.
The current research sought to explore how first-generation immigrant nurses
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and native nurses creatively coordinate their actions toward the enactment of
good care for the elderly of a Dutch nursing home by closely observing the micro-
dynamics of such practices in a particular context. Accordingly, we envisioned
workplace integration as a reciprocal process whereby first-generation immigrant
nurses and native nurses mutually adjust and adapt their professional practices,
ideally resulting in ongoing changes for both groups that improve the enactment
of good care (Ramji & Etowa, 2018).

SITUATIONAL ACTING: TINKERING IN NURSING CARE

Each caring situation involves specific norms, purposes, and values that are
interconnected in different ways. Dealing with different “goods” in care practices,
such as the health or wellbeing of patients, implies sensitivity to variations in what
constitutes “good” between health care professionals and their patients (Allan, et
al,, 2015; Martin, et al., 2015; Mol et all, 2010). There are multiplicities of goods relevant
to care practices. However, different goods can also cause friction in daily practices
because of the conflicting norms they represent. For example, attending to patients’
hygiene can be a good practice in the context of a nursing home. Attending to
patients’ autonomy can be considered a good practice as well. However, if a patient
does not want to be washed, then attending to his/her hygiene will conflict with
respecting his/her autonomy. In cases like this, the quality of care depends on the
way in which compromises are made between different goods. Compromising to
ensure “good care” is often not so much the outcome of a reflective judgment as
it is performed in daily practice. According to Dutch philosopher Mol (2008; 2010),
successful performances are often the outcome of a practice that she coined
“tinkering.” In situations in which different goods are juxtaposed, nurses will often
“tinker” in order to enact good care, i.e., they continuously adapt, attune, and calibrate
their work toward the good that matters most at that particular time and place. Mol
stated that the quality of care depends on compromises between goods and the
persistent willingness of caregivers to adapt and attune to the situation at hand.

In this study, the notion of tinkering was used to explore the way in which first-
generation immigrant nurses and native nurses collaborate and creatively
coordinate their actions for the enactment of good care. The aim of the study
was to gain a deeper understanding of interactions between first-generation
immigrant nurses and native nurses in their care for ageing residents in a Dutch
nursing home. This aim prompted the following research question: How do newly
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arrived, first-generation immigrant nurses and native nurses tinker to enact good
care for ageing residents in a Dutch nursing home? This question could only be

addressed by closely observing everyday care practices in situ.

METHOD

The research site was a Dutch healthcare institution, located in a rural village, that
provides care for psychogeriatric, medical, and terminally ill residents. Due to a staff
shortage, 10 first-generation immigrant health care professionals were recruited
in 2015. Moreover, at that time, Dutch society was experiencing a large influx of
refugees, and the institution was therefore hoping to contribute to the workforce
integration of these newcomers. The immigrant nurses came from East African
countries and had lived in the Netherlands for between six months to three years.
There were five men and five women, aged 20 to 40 years. They all held either a
bachelor's or nursing degree from their home countries. Their work experience
(in their home countries) varied from one to five years. Since their foreign nursing
diplomaswere not recognized by Dutch authorities, the nursing home offered them
a Dutch (re)vocational qualification re-training program, lasting 18 months. The 10
native nurses were all Dutch women between the age of 18 and 68. They worked in
the wards at levels two or three as per the Dutch Qualifications Framework. Their
career experience ranged from 6 to 15 years. The majority of the staff were born and
raised in the village and were as such closely connected with the community by
church membership and family ties.

At the time of the research, the nursing home had no prior experience with diversity
management, i.e,, the practice of addressing and supporting diverse professionals
within the nursing team. Thus, working with new colleagues from different ethnic,

linguistic, and professional backgrounds was new for all those involved.

Ethical consideration

The executive board and managers of the wards were asked if their project could
be monitored with this research. After informed consent, selection was done by a
purposive sample of nurses in the nursing home: the new immigrant nurses and
established nurses (with whom they worked with). Oral and written information was
given by the researcher to the immigrants during class in the English and Dutch

language and to the native nurses by email and orally to the residents. Letters with
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information about the aim of the research, guarantee of anonymity and the freedom
to withdraw at any time were distributed. The research was conducted with the
involvement and approval of all participantsin the nursing home by informed consent.
All names in this article are pseudonyms. The Medical Ethical Review Committee of

the Leiden University Medical Center approved this study (code P 16.087).

The study used a qualitative, ethnographic approach with a focus on the method of
shadowing (McDonald & Simpson, 2014). When shadowing, the researcher closely
follows individuals over an extended period of time. This method was chosen to
enable the researcher to fully grasp interactions between nurses as well as how
these interactions were embedded in the context of the institution (Hammersley,
2018). Observations were documented in detailed field notes in order to yield
thick descriptions (Silverman, 2013). The aim of the ethnographic method is to
elicit an emic perspective (the perspective of “insiders”) and meaningfully link this
perspective with an etic viewpoint (the perspective of the “outsider,” such as the
researcher) in order to assess how people (in this case, nurses) interpret and act

upon situations (Hammersley and Atkinson, 2019).

Data collection

Ten first-generation immigrant nurses from East African countries and 10 native
Dutch nurses participated in this study. The new nurses had temporary resident
permits (for five years). The health care institution provided them with Dutch
vocational qualifications through re-training as well as positions in the medical
wards of the nursing home at nursing student level three (HCP level 3), of the six-

level classification of the Dutch Qualifications Framework (see table 1).

Table 1: Nursing Care staff in the Netherlands

English title Dutch title Dutch qualification level* Training length
(in years)

Baccalaureate-educated HBO- 6 4

registered nurse verpleegkundige

Vocationally-trained MBO- 4 4

registered nurse verpleegkundige

Certified nurse assistant  Verzorgende 3 2-3

Nurse assistant Helpende 2 2

Nurse aide Zorghulp 1 0.1-1

*According to the Dutch Qualifications Framework (NLQF)
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Three professional pairings (three newly arrived nurses collaborating with three
native nurses) were shadowed more intensively, e.g., by participant observations,
for two days a week over a four-month period, for a total of 105 hours. These three
professional pairing couples were chosen to shadow, because the three different
couples were working in different teams in different wards. This enabled us to craft
thick descriptions of the collaboration, the interactions and informal conversations

between the two groups of professionals in three different teams.

Eight in-depth interviews were conducted, four with immigrant nurses and four
with established nurses. Selection of the eight persons interviewed was done
based on their collaboration and teamwork in the medical wards (working in the
same ward, but in different teams). There were also nursing teams, especially
those working with dementia residents, who did not work with the newcomers.
On the basis of our observations, three topics were discussed: mutual learning,
collaboration, and the enactment of good care. The interviews occurred in the
nursing home and lasted between 45 and 75 minutes. They were audio-recorded
and transcribed verbatim in the original languages (Dutch or English) (Green &
Thorogood, 2018).

Two focusgroupdiscussionsalsotook place,each lasting between 60 and 120 minutes:
one with eight first-generation immigrant nurses (two immigrants were not able to
participate because of other commmitments), and another with six of the eight native
nurses who worked with the newcomers, the other two nurses had to remain on the
ward). On the basis of observations and interview outcomes, four topics during the
focus groups were discussed: opportunities and challenges in caring practices, and
similarities and differences between established and immigrant nurses.

Data analysis

Inspired by a post-positivist grounded theory coding approach (Charmaz &
Belgrave, 2018; Denzin, 2019), the ethnographic fieldnotes and transcripts were
read several times in order to develop familiarity with the data (Evans, et al., 2016).
Following this approach, we first open coded the data, attaching a label to each
part (Charmaz & Belgrave, 2018; Denzin, 2019). Then, the data were axial coded,
these codes were compared with the earlier open codes. The codes were then
merged, grouped, and labeled. Next, to generate more abstract core concepts,
selective coding was used (Charmaz & Belgrave, 2018; McCann & Polacsek, 2019).
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Atlas-ti 10 was used to generate emic and etic coding (Bergman & Lindgren, 2018;
Hammersley & Atkinson, 2019). The emic codes consisted of images and ideas
used by the nurses, such as, “/ am crazy about news.” The etic codes comprised
theoretical concepts, like ‘resistance’ and ‘tinkering’ and were used as sensitizing
conceptstogetageneral sense of reference and guidance (Hammersley & Atkinson,
2019) . With this combination of inductive and deductive analysis, we gained a
deeper understanding of interactions between the nurses. Finally, participants
were involved by member checking for respondent validation (Brear, 2018). The
main theoretical findings were presented to the participants to check validity. The
reactions of the participants indicated that our findings were consistent with their

experiences and perspectives.

RESULTS

Three themes emerged from the data and will be presented here.1). Opportunities
for situational acting 2). Organizational constraints and challenges for situational
acting 3). Similarities and differences in care practices.

Opportunities for situational acting

Immigrant nurses experienced difficulties understanding the unfamiliar language
patterns, accents, and pronunciations used in the Dutch nursing home, which
consequently hindered comprehension in interactions. The immigrant nurses
reported being self-conscious about and sensitive to their use of the new language
and how it would be perceived by both residents and colleagues. Some did not
dare to speak, while others sought to adopt colloquial Dutch expressions, such as
local slang, in order to connect to residents, which would ostensibly reduce tension
in communication.

Since established nurses were primarily responsible for the nursing coordination,
organizational care, and/or managerial duties, they also had a more dominant position
in the nursing home. However, when immigrant nurses began collaborating in the
daily care of residents—for example, washing residents together with established
nurses—normalizing practices and power positions appeared to be superseded by new
practices. Although their limited exposure to the new cultural context and informal
language use sometimes made it challenging for immigrant nurses to engage in

casual conversations with residents, power positions were occasionally altered:
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Today | shadow Binyam and Irma. “I'm crazy about news,” Irma says, “and
those residents, they know everything, so | often ask them if they have
any news.” She laughs: “And then you hear a lot of what is going on in the
village!” We meet Mr. Albers, an 86-year-old man, sitting near the table, a
cigarette between his fingers. “Hi,” Irma says when she sees Mr. Albers, “I'll
open a window!” and then she walks straight ahead to do so. Binyam walks
toward Mr. Albers and shakes his hand. “Good morning, Mr. Albers,” Binyam
says, taking a seat next to him. “And,” Binyam asks, looking at Mr. Albers,
“any news?” “Any news?” Mr. Albers repeats. He looks at Binyam, furrows his
eyebrows, and asks: “What kind of news do you want?” then starts coughing.
Binyam takes the newspaper, which is on the table in front of Mr. Albers,
and reads a front page article aloud, which is about a Dutch football game.
Now they talk about football, football games, and their victories. Irma
looks at Binyam and Mr. Albers and says to the researcher: “Ah, yes, these
two, they like talking about football together.” Irma does not interrupt the
conversation. After being quiet for a while, she asks Binyam: “Maybe you can
guide Mr. Albers to the bathroom?” Binyam looks at Mr. Albers, who nodss,
and so he takes his arm, supporting him to the bathroom for the morning

care routine, all the while continuing to chat about football.

When Irma mentioned the news, she had been referring to the latest gossip. Binyam
tried to do so as well, but he had not been understood. So instead, he switched to
talking about football news in the newspaper. This created not only a bond between
Binyam and Mr. Albers, but also a shift in power relations, as they were now men
who both liked talking about football. Likewise, there were more minor events
were established positions of power were temporarily changed. In situations in
which professionals enact care for residents, established roles may be more easily
bypassed. Our data show that when nurses were providing care together—for
example, washing—the care was never questioned: they simply cared on equal
terms. Together, they laughed, cared, and created a joyful and safe atmosphere, one

in which they attuned to, learned about, and mixed each other’s caring styles.

Organizational constraints and challenges for situational acting

At the time of this research, the nursing home for the elderly had a shortage of staff.
All managers were convinced that more staff was needed and that by employing
immigrants they would be able to improve the care for the residents. Before the
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immigrants arrived, the nursing staff received oral and written information from
management about the arrival of the new employees. Additionally, management
set up a voluntary buddy system, in order for each newcomer to be coached by a
native nurse. Some of the native nurses wanted to give room to newcomers and
enable them to work in their own familiar way. They really functioned as their
mentor and even asked questions about how nursing was done in their country of
origin. One of them for instance said that when one of the residents was suffering
from an epistaxis, she had learned from her new colleague an effective treatment
that she did not know. However, many of the established staff felt that due to
organizational constraints such as hectic time schedules, they lacked the time and
energy to give sufficient support to the new workers. Moreover, they were critical of
the requirement to keep a meticulous record of how much minutes each task took

them, and the pressure they felt to live up to certain standards of care.

The newcomers, on the other hand, experienced these very same time schedules
as very helpful. As there was no (English) written job description document for
the health care profession in the institution, it helped them to better understand
exactly what was expected of them and to act accordingly.

The majority of residents were satisfied with the care they received from the new
nurses. Some residents, however, refused their care. One of the immigrant nurses
recounted to the researcher how a resident had once told him to leave and “go
back where he came from.” This resident later told a local staff member that he
did not want to receive care from an “alien” or a “foreigner.” The management of
the organization was aware that not all residents accepted the new staff. However,
because of their lack of experience with the integration process of immigrant
nurses, they did not know how to respond to the discriminatory remarks and
prejudiced behavior of these residents. How did established nurses deal with such

resistance? Sometimes, they applied a very pragmatic solution:

Teklit and | enter the small nursing stationary where five native nurses are
seated. They hand over the washing list to each health professional. On the
list is written exactly what needs to be done in the time scheduled for each
task. Forinstance, in precisely 10 minutes, they need to assist Mrs. Dikkens with
a bed bath; they then have six minutes for changing clothes and two minutes
to assist with medication before they can serve breakfast. “We both need

to care for six residents,” Mirjam says to Teklit. She looks at Teklit's washing
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”ou

list, and she says: “Oh, Mrs. Dikkens is on your list.” “Yes,” Teklit responds “she
always refuses my care, | think she still needs time to accept me.” Mirjam
nods [like she agrees], looks at her list, then suggests: “When you start with
Mr. Jansen [who is on her list], | will attend to Mrs. Dikkens [on Teklit’s list] and

I will help you when | finish, alright?” Teklit agrees and off they go.

In general, the established staff and the newcomers agreed that they had to provide
good care, which meant respecting residents’ needs and striving to meet their
expectations. In the above situation, two nurses were tasked with caring for six
residents within a certain timeframe, and so they opted for a practical solution to
accomplish their tasks: simply swapping the residents on their list. For them, this was
an efficient way to deal with resistance from some residents. Nonetheless, the refusal
of care by such residents affected the normalized daily routines for providing good
care, compelling nurses to make changes in response. Stylistic differences in these
responses presented challenges and affected the dynamics and interactions between
nurses. Some local nurses started a dialogue with those residents who refused care
from the new nurses, while others just ignored the predicament and continued with
their job. Some nurses reported the problem to management, which did not know
how to handle it, as no guidelines on how to respond had been provided. Some nurses
thought that resistant residents simply needed more time to become accustomed
to receiving care from black men. Other nurses were more judgmental, attributing
resistance purely to racism. One nurse claimed that the behavior of native nurses is
integral to determining how residents will respond to new staff. Should local nurses
behave in a non-inclusive manner, the development of professional relationships
between residents and new staff will be impeded. All the immigrant nurses believed

that if the local nurses accepted them as professionals, the residents would as well.

Similarities and differences in care practices

The interactions between established staff and newcomers were influenced
by formal standards of care, i.e, norms, rules and regulations, and policies and
protocols. All immigrant nurses agreed that these formal standards were well
organized. They recognized similarities between Dutch care protocols and those
applied in the healthcare systems in their home countries. On the one hand, the
immigrant nurses attributed various benefits to these formal standards of care
and considered them to be admirable hallmarks of the Dutch care system. On the
other hand, they felt that being so well organized had unintended side effects:
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Here everything is standardized and assigned to the responsible person:
they do what they have to do...like, it is my responsibility to do this, so | do not
have to take extra steps or to go to another...In our country, everything has
to be set together in the department by teamwork, so you automatically

make extra efforts for the patients.

The immigrants realized that the context of work in the Netherlands differed from
that experienced in their home countries, where working in a healthcare institution
was inherently team-centered and not as concerned with precise scheduling and
individualized tasks.

Some of the established staff assumed that adjusting was the sole responsibility of
theimmigrant nurses rather than a responsibility shared by them all. Consequently,
they considered their own way of working to be the standard. Others realized that
they needed to facilitate learning among the newcomers. Accordingly, they gave
the new nurses room to demonstrate their clinical skills and to actively engage in
the caring practice. One nurse believed that the established staff should invest
more in the new workers so that they could adjust more quickly to the unfamiliar
health care context. Some local staff found it difficult to delegate tasks and
responsibilities to the new workers. They considered themselves to be in charge
of the wards and were occasionally frustrated when things were done differently
than what they were accustomed to. As one nurse said:

We once noticed that we hadn’t found a wet washcloth and used towel in
Mrs. Westendorps’ bathroom, after we had given Sheeba the task to give
her a bed bath, so we doubted whether she had done this. How can we
trust and assign responsibilities if we cannot be sure that they follow up
on orders?

However, the institutional structure, i.e,, strict time schedules, the residents’ needs,
and the requisite standards of care, made it challenging to give newcomers the

room to integrate their own way of working.

DISCUSSION

This study examined how newly arrived, first-generation immigrant nurses and
established nurses collaborate and creatively coordinate their actions toward the
enactment of good care for the elderly of a Dutch nursing home.
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Mol's (2010) concept of tinkering provided a useful lens to understand such fruitful
interactions between immigrant and native nurses. According to Mol, the quality
of care depends on the extent to which professionals are able to compromise
between different “goods,” i.e,, on their persistent willingness to tinker. However,
she also admitted that “in practice, stories about trying to tinker towards good
care do not necessarily have happy endings”. In the last case [of Teklit and
Mirjam] discussed in this paper, due to the relationship between collaboration of
immigrant and native nurses on the one hand and their tinkering by searching for
a practical solution on the other hand, they were able to enact good care. However,
the question remains: In the attempt to tinker for the good care of residents, are
(new) colleagues withheld much-needed support? Although the nurses in this
study practically tinkered to enact good care for their residents, their efforts did
not constitute to the aim of good mentoring/ good integration of the new worker.
Since the refusal of care by some residents, which affected immigrant nurses’
ability to participate as professional nurses, was not adequately addressed. A
recent report on the workforce integration of first-generation immigrants in the
Netherlands also stressed the importance of mentoring and including newcomers
as professionals (Ghorashi & Rast, 2018).

Evidence from previous research suggests that not only do good mentoring
relationships between first-generation immigrant nurses and native nurses
stimulate mutual learning processes, they benefit patients as well (Philip, et al,,
2019). Moreover, mentoring relationships help to prevent negative experiences
for newcomers while also helping native nurses to become more aware of their
own habits and routines. In the nursing home discussed here, some local nurses
wanted to make room for newcomers to work in their own familiar ways. They
thus took newcomers on board as part of the nursing team and facilitated their
learning process. As a result, they created common ground as well as possibilities
for situational acting, for tinkering, in order to enact good care for the residents in
the nursing home. This is in line with findings from other studies (Mitchell, et al,,
2017; Snoeren, et al,, 2016) that have shown that when local nurses support new
nurses, the transition process for the latter is accomplished more smoothly. And
when new nurses are open to such support from local nurses, they can together

create new ways of caring.

However, challenges are also involved. First, there are organizational constraints, like
staff shortages, lack of time and energy, hectic time schedules, and pressure from

100



Tinkering between First-Generation Immigrant Nurses and Native Nurses

quality controllers to meet certain standards of care, which often constitute “cultural
cloning” (Essed, 2002). This means that local nurses often prefer for newcomers to

simply adapt to the established way of working and formal standards of care.

Second, it proved difficult to protect newcomers from discrimination by some
colleagues and residents. Xenophobia and racism exist in Dutch society, and hence
they also pervade our health care institutions (Blanchet, et al,, 2018; Essed, 1991).
Previous research has shown how the workforce integration of first-generation
immigrants is affected by the imposition one’s own standards, by gossip, and by
(mutual) suspicions of indifference (Ham, 2019).

Third,alack ofexperience indiversity managementisanother obstacle tofacilitating
the participation and inclusion of newcomers. Power differences always play a role.
When health care institutions recruit first-generation immigrant nurses, the space
for reflexivity for all those involved, i.e., for the established staff to reflect on their
own assumptions and expectations, as well as on taken-for-granted practices,

must be created.

Limitations and strengths

The limitation of this study was its focus on the micro-level of personal interactions.
Additional research is needed to further investigate the social processes and power
dynamics taking place at the meso-level of groups and institutions, i.e. studies
of the differences between what groups of established and immigrant nurses
take for granted in the daily practice because of their different conceptions of
professional care, as well as the way in which these group differences are perceived
and managed on the level of the institution.

This study has several strengths. First, it sheds light on the challenges related to the
workforce integration of immigrant nurses, especially the possibility of prejudice
on both sides, the differences in professional nursing cultures and differences in
conceptions of ‘good care’, which all can lead to mistrust and misunderstandings.
Second, it increases our understanding of the opportunities for collaboration,
situational acting and flexibility that are needed when preparing both established
and immigrant nurses for working together in daily practice. In other words, it

shows how in such a situation new, hybrid professional identities can evolve.
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CONCLUSION

The aim of this study was to gain a deeper understanding of interactions
between first-generation immigrant nurses and native nurses in their care for
ageing residents in a Dutch nursing home. Good care does not always depend
on compromises between goods. Nurses' actions are embedded in professional
discourses related to their socialization, i.e,, their professional education and their
(previous) work in health care organizations. In this study, we have explored how
immigrant and local nurses are sometimes able to tinker to enact good care for
their patients.

Our data have shown that although the immigrant nurses had prior work
experience in their countries of origin, working in a Dutch nursing home required
them to reset and change their habitus. When newcomers want to be part of
the new work environment, they will seek to adapt their way of working to what
the established staff consider to be normal. Some established nurses tinkered,
adjusting their own way of working in a way which created room for newcomers
to actively participate in the caring practice. Indeed, there were situations where
taken-for-granted practices were temporarily suspended, where both new and
established nurses were connected and creatively coordinate their actions toward
the enactment of good care for residents.

However, there were also obstacles that prevented newcomers from full
participation in care situations. Due to organizational constraints, like staff
shortages, strict timeframes, and the imposition of local standards, there was little
space or time to face these challenges. The refusal of care by some residents was
also an obstacle, one which affected both the established nurses’ normalized daily

routines and the newcomers’ ability to participate in care practices.

By shedding light on the micro-dynamics that occurred between established and
recently arrived, first-generation nurses, on the ways in which they sometimes
were able to tinker, we have shown that small, mutual adjustments changed
some of the rules of the game. This in turn allowed the expression of professionally
hybrid identities, whereby both established and new nurses learned to navigate
between, and mix elements from, two work cultures. Such moments of tinkering
are ultimately sufficient. However, to establish a stable, inclusive workforce for
newcomers, one also needs to create space for both established and immigrant

nurses to reflect on how more significant mutual adjustments can be made.
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Implications for practice

The findings of this study are relevant for nursing ethics related to “good care” and
nurses in other cultural contexts. Based on this study'’s results it can be concluded
that a levelled playing field for first-generation immigrant health care professionals
and native nurses is needed to foster mutual workforce integration. Besides,
adequate mentoring support is also important, as well as management awareness
about the likelihood of and correct approach to prejudices and discrimination
among both established staff and residents. When do nurses enact ‘good care’?
As our data show, when local nurses and new nurses are caring for their residents
together, and are open to the input of others, they together provide ‘good care'.
This was not so much due to cognitive processes, but compassion, emotions
and playfulness in safe spaces created interconnections between them. Thus, by
carefully attending to the daily-taken-for granted care practice of nurses working
together, we seek to contribute to the mutual workforce integration of immigrant
and established nurses.

Our data show that individual prejudice was often related to negative conceptions
of otherness, as in premises of exclusion and discrimination. Thus, when (inter)
national health care institutions open up nursing programs for newcomers, the
existence negative stereotypes and discrimination among some of the established
staff and residents cannot be ignored, as xenophobia exist in European institutions
(Blanchet, et al., 2018; Essed, 1991). We also suggest to organize positive intergroup
meetings as well as reflective spaces, as they are significant factors in stimulating
a supportive and inclusive workplace.
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Chapter 4

Social dynamics and concepts of good care affecting the
interaction between established employees & newcomers
in a German nursing home

ABSTRACT

A German nursing home provided a three months orientation in nursing practice
for recently arrived refugees and asylum seekers. Simultaneously, established
personnel received a training in cultural sensitivity. The aim of this ethnographic
study was to explore the social dynamics between the established employees
and the newcomers in this nursing home and the way in which concepts and
practices of good care affected their interactions. It appeared that all participants
experienced various institutional obstacles, such as a shortage of staff,a demanding
workload, and lack of resources. Participants used different strategies to deal with
tensions and irritations, to improve their situation and maintain some control and
self-respect. Some workers distinguished themselves from the other group by
insisting that they worked harder, or cared better for the residents. These processes
affirmed and reinforced group divisions and gave rise to collective images of “us
versus them” which in turn negatively influenced the interactions at the workplace.

Keywords

Geriatric care, established employees, Germany, newcomers, nursing home
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INTRODUCTION

The shortage of skilled health care personnel is a major problem in many countries,
especially those with ageing populations (World Health Organization, 2020). Asone
of the most “super-aged” societies in the world', in 2050 Germany will be confronted
by a growing population of individuals aged 65 and older, who will thus account for
nearly one-third of the country’s total population (Federal Statistical Office, 2016).
The ageing of the population will exacerbate the already existing shortage of skilled
health care workersand long-term care personnel. The shortfallin nurses hasbeena
long-standing issue, with the last decade witnessing healthcare vacancies filled by
nurses recruited from Korea, Russia, Poland, and other countries (Bonin et al., 2015).
In 2015, 20% of all healthcare institutions recruited caregivers from Eastern Europe
(Federal Statistical Office, 2015; Rada 2016). The German Federal Employment
Agency and the Deutsche Gesellschaft fur Internationale Zusammenarbeit (GlZ)
[German corporation for international collaboration] set up the ‘Triple Win' project
to bring qualified nurses from Serbia, Bosnia and Herzegovina, the Philippines and
Tunisia to Germany (GlZ, 2013). Between 100,000 and 300,000 Eastern European
migrants were employed to deliver home care (Hanewinkel, 2015; Kniejska,
2015), mainly as live-in migrant care workers looking after the elderly in private
households (Horn et al. 2019). Despite this expansion in labor sources, the shortage
in caring staff continues to worsen. Especially in nursing homes there are many

unfilled vacancies (Bundesministerium fUr Gesundheit, 2018).

In 2015, as a result of the so-called ‘refugee crisis’? that challenged many European
countries, almost 500,000 asylum applications were submitted in Germany (ECRE,
2020). Among the applicants were professionals who had obtained nursing degrees
in their countries of origin, giving rise to hope in the German health care industry that

these nurses would help to reduce the shortage of staff in various health care facilities.

Although certain nursing practices are similar globally, what is considered “good”
in nursing is also socially, culturally and politically constructed, and influenced by
the national context and organizational rules and regulations. Many immigrant
nurses experience challenges in their host country, like discrimination, culture
shock and language difficulties (Kingma 2018; Xiao et al. 2014; Zhou et al. 2011).
According to a study by Ulusoy and Schablon (2020), in German nursing homes
discrimination of immigrant health care workers occurs in the form of xenophobia

and refusal of care by residents.
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This current study is part of a larger research project. The first study focused on
the workforce integration® of first-generation immigrant health care workers
with refugee backgrounds in a nursing home in the Netherlands (Ham 2019) and
analyzed how these workers collaborated with established staff to enact good care
(Ham 2020). The current paper is based on a study conducted in a German nursing
home for elderly patients of dementia in 2017. The aim was to contribute to the
evaluation of a project for recently arrived asylum seekers and refugees by exploring
the social dynamics between the established employees and the newcomers, and

examining how concepts and practices of good care affected their interaction.

This research involved shadowing 17 refugees and asylum seekers recruited by the
St. Johannes Health Care Institution (JHCI, a pseudonym) which provided them with
a three-month basic nursing training program. Simultaneously, all established staff
members received a training to become interculturally competent workers —that
is, to develop a collegial attitude of respect, regardless of gender, nationality, ethnic
origin, religion, disability, age, or sexual orientation. The theoretical framework of the
study consisted of Elias and Scotson’s (1965) established-outsider configuration and
Bourdieu’s concept of habitus (1990) to examine the social dynamics between the

established health care workers and the newcomers in this German nursing home.

UNDERSTANDING GROUP PROCESSES

Elias and Scotson (1965) studied the effects of the arrival of newcomers on an
established community in a small town. The residents upheld strong social
networks that had made them a close-knit community, a Gemeinschaft, based
on shared norms and habits. The newcomers, on the other hand, came from
various places, so they could not rely on a shared social network as a source of
power. Elias and Scotson (1965) argued that structural inequalities are based
on power relations between two groups. Together they form a configuration of
interdependent groups, the ‘established’ and the ‘outsiders’. Both groups are
striving for power over the same resources. However, the established group held
the powerful position, due to the duration of their residence, their strong internal
cohesion and their monopolization of power positions in the community. The
authors showed how, in such a constellation, certain mechanisms reinforce the
boundaries between groups and constitute collective images of “us versus them”
(Elias and Scotson 1965). Mechanisms like stigmatization, taboo and gossip can
be seen as powerful weapons of the dominant group (established) to exclude
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the other group (outsiders). Elias claimed that such a social dynamic could be
explained by differences in length of residence and power resources rather than by
racial, ethnic, class, or gender differences (Elias 1976). In his essay (1994 [1976]) Elias
argued that any analysis of social divisions should include the division of power

between groups.

Bourdieu (1990) maintained that when people are part of a particular field, such
as the field of education or the field of health care, they develop a particular
“habitus”, which can be defined as the ingrained habits, skills, and dispositions of
individuals, which manifest themselves in a routinized system of rules and foster
social cohesion. People cultivate the specialized knowledge of their specific field,
thereby accumulating social capital. By developing “a feel for the game” (Bourdieu
1990, p. 66), they gain a practical sense of how to act in a given situation in a field.
Therefore, people who are familiarized with their specific field are more likely to
place the structures, the perceptions and dispositions into similar practices and
representations. Thus, the habitus contributes to a consolidation of the external
field structures, practices and representations and conversely, the field contribute
to the internal habitus (Bourdieu, 1990).

METHOD

The JHCI is a German nursing home that provides care to psychogeriatric,
medically ill, and terminally ill elderly residents. From 2017 to 2019, the institution
carried out a project called Asylbewerber und Flichtlinge als Potenzialtrager
[AFP] in Deutschland, ein Modellprojekt im Sozialwesen (“Asylum Seekers and
Refugees as High Potentials in Germany, a Model Project in Social Affairs”). The
aim of the project was to provide opportunities for refugees and asylum seekers to
explore if they would like to be trained as nurses, assistants, or helpers in nursing
homes. With help from the job and municipal center, churches and the nearest
asylum-centers they recruited a total of 69 newcomers to participate in the project,
originating from Syria, Afghanistan, Iraq, Iran, and Kurdistan, African countries (e.g.,
Burundi, Nigeria, Togo, and Eritrea), and Eastern European nations (e.g., Macedonia
and Kosovo). At the time of this study, most of them were awaiting the decision on

their asylum application and had not yet received a residence permit.

The JHCI trained five groups (between 12-18 participants per group) as nurse aide
for dementia residents [‘Alltagsbegleiter/in fur Menschen mit Demenz’], in five
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successive AFP projects, each lasting three months. Two months were devoted to
vocational education (328 hours), and one month was dedicated to internships (150
hours). The two months AFP program was an orientation of a vocational nursing
training for care workers. The program dealt with basic knowledge and skills of
psychogeriatric care, German language skills, health prevention, the German
health care system and team collaboration. Art and culture projects, such as theatre
and role play, were also part of the training. The last month was for internships
in the psychogeriatric wards. These three months were followed by an evaluation
between the newcomers and the project manager. The aim of the evaluation was
to ascertain the best fit for the newcomers' future opportunities. For example, after
the AFP project was completed, the newcomer could begin with an education
for nurse assistant (Krankenpflegerassistent/in), helper (Altenpflegerhelfer/in),
or choose to eventually continue with higher education to become a registered
nurse (KrankenPfleger/in or Altenpfeger/in)*. A few newcomers were offered a
voluntary social year [Freiwilliges Soziales Jahr] in the nursing home—for example,
to improve their German language skills. The project manager wanted to help the
newcomers to achieve their objectives, but she obviously hoped that they would
choose a nursing career and help alleviate the labor shortage in the (elderly) health

care sector.

DATA COLLECTION

For this research, data were collected during the third AFP project, which lasted
from July to September 2018. To ensure validity, triangulation was performed
through participant observation (shadowing), interviews, and focus group
discussions (Silverman, 2013). The focus was on the newcomers and established
health workers who had supporting or supervisory roles during the training or
internship. Seventeen newcomers were observed during the classes and three
(two with a nursing background and one with nursing experience) were shadowed
during the internships. Participant observation was conducted two days a week
during classes, meetings, and actual work (200 hours).

Further, twenty-four in-depth interviews were conducted with six newcomers and
seven established staff members, six management employees, and five teachers.
On the basis of the observations, the interviews focused on (1) the AFP project as
well as whether and how (mutual) learning and adaptation were taking place, (2)
challenges and barriers encountered between the established health professionals
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and the newcomers, and (3) respondents’ notions of good care. The interviews took
place in the nursing home and lasted between 45 minutes and 60 minutes. All

sessions were audio-recorded and transcribed verbatim in German.

Two focus group discussions were conducted, one with six newcomers and
one with six established employees. Based on the observations and interviews,
we discussed (1) the AFP project and processes, (2) collaboration between the
established health professionals and the newcomers, and (3) their notions of good
care. The focus group discussions were also held in the nursing home and lasted
between 90 and 120 minutes. The sessions were audio-recorded and transcribed

verbatim in German.

Ethical considerations

The study was approved by the Medical Ethical Review Committee of the Leiden
University Medical Center in the Netherlands (code P 16.087). The researcher, a
Dutch medical anthropologist with a background in nursing as well as the author
of this study, collected the data. The researcher was asked by the AFP project
manager (a German anthropologist and nurse) to monitor one of the AFP projects
in the nursing home through an ethnographic study for a project evaluation.
Written information was distributed among the participants, including informed
consent forms, letters with additional details, and guarantees of confidentiality.
During meetings in the nursing home, the aim and method of the research
were explained to the prospective participants in German and English, after
which informed consent was obtained from them. The nursing home and all the

participants were assigned pseudonyms.

Data analysis

The data consisted of field notes made during the observations and transcripts
of the interviews and focus group discussions. The notes and transcripts were
read repeatedly to familiarize with the data. Inspired by a post-positivist grounded
theory coding approach, data were analyzed using ATLAS.ti (Emerson et al., 2011).
Information saturation occurred after repeated reviews of the sampling, data
collection, and data analysis. With a combination of inductive and deductive
analyses, a deeper understanding of the social dynamics between the established

staff members and the newcomers was gained. We utilized the notions of
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“established” and “outsiders” (Elias & Scotson, 1965) and “habitus” (Bourdieu
1990). To check validity (Silverman, 2013), the main findings were presented to the
participants (member checking), who confirmed that the results reflected their
views, feelings, and experiences.

RESULTS

As previously described, 17 newcomers, all refugees and asylum seekers originating
from lIraq, Syria, Afghanistan, Togo, Uganda, and Azerbaijan, participated in this
third part of the AFP project. The newcomers (eight females and nine males aged
between 20 and 55 years old) had diverse educational backgrounds, ranging from
engineering and accountancy to pedagogy and philosophy, with work experiences
spanning O to 30 years. Although the nursing home wanted to recruit newcomers
with a nursing background, only two of the seventeen newcomers had obtained a
nursing diploma in their home country, while one had gained nursing experience
during the Syrian war. Moreover, it must be noted that the foreign nursing diplomas
were not recognized by German authorities.

The established staff consisted of mostly female carers of German, Polish,
Yugoslavian, Bulgarian, Russian, Congolese, and Turkish descent aged between 18
and 65 years. They worked in the wards as nurses [Altenpfleger/in], nurse assistants
[Pflegeassistent/in], or as helpers/ nurse aide [Altenpflegerhelfer/in]. Their work
experience varied from 2 to 30 years.

In order to ensure successful collaboration between the established employees
and the newcomers, the former had completed a short training program on
intercultural competence® (1.5 hours each week for eight weeks = 12 hours). The
aims of this training program were to make diversity visible, stimulate dialogue,
underline the significance of diversity in all its dimensions and raise awareness in

dealing with the similarities and differences between people.

Organizational Constraints

When the newcomers began their internships, the managers matched each
newcomer with an established ‘buddy’ to work the same hours and shifts. The
established workers had not been asked if they wanted to become a buddy. Some
of them wondered why they were obliged to participate, but were afraid to inquire
further. Some established employees took the newcomers on board as part of
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their team and supported them and taught them the rules and regulations of the
wards. Others, including nurses who were assigned as buddy, were unwilling to
work with the newcomers given their already burdensome workload and hectic
time schedules. They neglected the new colleagues entirely; they merely divided
the tasks after which the newcomer was left to work on his or her own. Belo, a
German-Congolese man who had been working in the nursing home for a few
years, realized that more employees were required, but he also had mixed feelings
about the project:

It takes so much energy and what | receive in return was nothing. You do
not gain benefits from your own investments because after three months
they leave and a new group comes in, which means you need to start all

over again.

The established staff were convinced that if the management had involved them
in the decision-making process, better matches could have been made between
the buddies and the new arrivals and the strategy would have been beneficial for
all. The newcomers were aware of the shortage of staff and felt a responsibility to
help both their colleagues and the residents. However, a few of them encountered
organizational constraints as well. For example, there were (single) parents who
had no one to look after their small children when they had to work, which made it
difficult to handle the irregular work shifts.

During the research period, in addition to the already stressful situation, the
nursing home suffered a severe outbreak of scabies®. The institution attempted to
control this through a series of measures, such as administering drugs, washing,
and disinfecting clothing and beddings, and sanitizing the entire premises of the
home. The caregivers were also required to wear protective clothing (i.e., disposable
long-sleeved gowns and gloves). All these were rather time-consuming tasks and

exacerbated the already heavy workload.

Samsu, a newcomer from Irag, was scared to transmit this contagious infection
to his wife and children. He became anxious, especially when he listened to
established Polish worker Jana, who suffered from scabies on and off. Jana’s skin
reddened and itched, preventing her from sleeping at night. Her scabies had been
treated many times to no avail. Samsu feared that the mites might hide in his

beddings or in the furniture or carpeting of his home.
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The wearing of protective clothing on top of regular apparel was rather
uncomfortable as it was a very hot summer, with temperatures occasionally
rising above 40°C. The established employees were told that during the recent
renovation of the building, no money was left for climate control. Xena, one of the
care assistants was displeased that the management had not consulted them, the
care workers, during the renovation; after all, they were the ones working in the
wards. Others thought that the people who were in charge of the institution did
not care about them.

Thus, organizational constraints and institutional structures (rules and regulations)
and the feelings of the established workers that their views and perceptions and/
or the issues they face were not heard and appreciated by the management of
the institution (along with other factors and mechanisms) hindered intergroup
relationships and interactions, as will become evident in the following sections.

Different concepts and practices of good care and language
difficulties

Both groups—the established employees and the newcomers—were outspoken
regarding their conception of what good care is. In certain respects, they upheld
the same norms. For example, most of them believed that providing good care
implies that you invest in the relationship and are friendly to and supportive of
the dementia residents. However, notable differences also existed between what
was considered good care. To begin with, the established staff regarded their own
habitus as superior to those of the newcomers, thereby considering themselves
better workers because they took their responsibilities very seriously, exhibited
intrinsic motivation, and worked hard. Karlotta, a German nurse, wished that the
newcomers would take their everyday tasks and responsibilities more seriously.
She claimed that tardiness can be overlooked when it happens once only, not more.
The presumptions of the established staff regarding the supposedly inappropriate
behavior of the newcomers negatively affected their relationship.

In a certain sense, the comments of the established staff were contradictory. On
the one hand, they perceived the newcomers as requiring considerable mentoring,
given the latter’'s unfamiliarity with institutional norms, standards and routines.
They were afraid that the newcomers would fail to live up to their concepts of good
care. They asserted that this work requires professionalism, skills, and expertise.
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On the other hand, they seemed to assume that daily care was an easy task. A
number of them, for example, were sure that showing the newcomers how to work
on day one would enable them to know what to do by day two. After all, this had
also been the way that they themselves had been instructed when they started
to accomplish caring duties in the wards. They became irritated when repeated
explanations of tasks could not drive the newcomers to actually “see” the work.
They complained that this inability only added to their onerous workload. As one of
the established employees exclaimed: “some don't even see the work, even when
we are telling them what to do! | really don't understand, as the work is the same

"

when they wake up and get dressed

Some of the established workers averred that good caring comes straight from
the heart and that this was what was lacking in some of the newcomers. They
suggested that many of the newcomers were not intrinsically motivated, as

showed by their calling in sick frequently or arriving late at work.

Newcomer Mohammed on the other hand, said that he did not always know what
was expected from him when he was working independently, because he was not
familiar with the work and dementia residents. This showed when | attended a

morning shift:

It is 08:00, | walk upstairs to the first floor. In the ward, | see Mohammed, a
nurse from Irag with whom | am working today, standing in front of Karlotta:
“Then look,” says Karlotta screaming, pointing her fingers in the direction of
Mr. Zweiger . . ., “then look,” she says again, “at Mr. Zweiger . ..! How is this
possible?” In the kitchen, Mr. Zweiger, sitting on a trolley, wearing white shirt
and underpants, a urine pad could be seen through his white slip. He was
barefoot and eating a sandwich. “I specifically asked you to wash him, put
on his shirt, his sweater, his trousers, his socks, and his shoes, then to shave
him, comb his hair, and then take him to the dining room for his breakfast,”
Karlotta shouts. “And now look at Mr. Zweiger,” she continues, pointing at
him again, “now he is there, half naked, eating his breakfast!”

The established employees doubted whether unskilled workers from outside
Europe with no nursing qualifications would be able to learn to care for German
dementia patients in such a short time. They were skeptical about whether a two-
month orientation was sufficient. Nevertheless, a few of the established workers
with immigrant backgrounds themselves acknowledged that the new arrivals
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reminded them of their own situation when they were starting out in Germany
and had to adapt to a different (health) system.

Kabiba, a Turkish established health care worker, for instance understood why some
of the newcomers refused certain tasks. She linked this to their different culture:
“You know what it is; men from these countries do not do these kinds of things, like
bathing, washing, or helping other people go to the toilet. These are females’ tasks.
So, we cannot force them to do these now that they are here.” Moreover, she did
not expect that those men, with their entirely different educational backgrounds,

would choose a nursing career in Germany.

Conversely, the newcomers had their own reasons for refusing tasks. Instead of
Kabiba's cultural explanation, Brev for instance gave a more personal reason.
Trained as an engineer in Syria, he particularly struggled with helping residents
to the toilet or changing diapers because it made him nauseous. He said that he
could not even change his children’s diapers without throwing up, let alone those

of “strangers.” He recounted one of his work experiences in the following manner:

We came to Mrs. Doldermann’s room, and we found her naked on the floor.
It was horrible; | just could not stand it. Not only was she completely naked,
but she had smeared faeces all over everything, like the chair, the floor,
her hair, her face, her breasts; everything was covered in excrement. | had
to leave the room right away. | could not stand the smell . .. | was almost
vomiting. | could not clean it either; | just cannot do this kind of work.

Other newcomers justified their refusal by referring to what they had been taught
during the two-month AFP educational program. Although they were informed
in class what they could expect, practice proved to be quite different. Neram, a
Syrian male worker, for instance refused to perform tasks outside his expertise,
such as assisting in giving a resident a shower in a slippery bathroom, because
he worried about who would be held responsible if one of his patients fell. He
explained that during the training, they were instructed to refrain from doing tasks
that were beyond their comfort zone. In practice, however, it appeared that a “don’t
ask, don't tell” approach dominated. The newcomers said that they attempted to
work according to the routines, but the expectations of the established staff were

unclear for them.
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Some of the newcomers argued that their behavior was more caring than that of
the established staff. Bibi, a newcomer from Iraq, insisted that she behaved more
respectfully toward the elderly residents than her established counterparts. She
observed that the morning washing of the residents was done rapidly, as though
the health care workers were always in a rush. This observation was confirmed by
Junis, a newcomer from Afghanistan who stated that she at least had patience and

could give the elderly people what they needed:

Everything in the nursing home has to be done very quickly, you know,
and the staff here are impatient with the residents. For example, they just
put the food in front of them, and five minutes later, they collect it again,
without even looking if their patients have finished it. No, | am not like that,
you know, | just sit with them quietly and respectfully and help them finish
their food.

During their internship, the newcomers came to realize that integration into the
German nursing workforce required acclimatizing to the political, social, and
cultural values that underpin the German health care system. A feel for the game,
i.e.,, an intuitive understanding of how things work was needed to acquire this new
habitus. Some of the newcomers doubted that they would be able and/or willing
to adapt to how things work in German nursing homes. Mohammed seems to be
a case in point: even though he had gained substantial experience as a nurse in his
home country, he doubted whether a nursing career in Germany would be his best
option. Not only was the work different than in his home country, but one was also

required to acquire a good command of the German language:

In Iraq, nurses measure blood pressure, give injections and medicine, and
they do not wash patients like they here in Germany. Although | have
worked for 13 years as a nurse in Iraq, | don’t think | can work in a nursing
home in Germany! Here a nurse has mainly a social function, so for me, it
would be better to find a job as a bus driver because then the language

would not matter.

Mara, from Irag, was once reduced to tears after having received the news that
she had failed the B2 German state exam?’ for the second time. Leyla, a Syrian
newcomer, also pointed out the importance of language skills in providing good
care, admitting that she found German very difficult to understand, particularly the
narratives of the elderly and all the nuances. She also felt excluded and frustrated
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when a few of her established colleagues spoke only Polish, which impeded her
from improving her ability to communicate in German. The native German workers
acknowledged that some of the Polish employees in their team were also not that
good at speaking the German language but, as Christopher said, “they are just part

of our team.”

Thus, factors like the different concepts and practices of good care and language
difficulties influenced the social dynamics between the established staff and the
newcomers. Feelings of superiority among the established staff were not only based
on their familiarity with the formal rules and procedures but also on their professional
habitus, which they claimed to be based on a better notion of good care (e.g. caring
from the heart, working hard and being intrinsically motivated). The newcomers
did not have this habitus, as most of them did not have a background in nursing.
Practice turned out to be rather different from what they had been taught in class.
Some newcomers refused tasks, others thought of themselves as better than the
established staff. The newcomers experienced language difficulties and realized

that they needed a ‘feel for the game’ to acquire a new habitus in this nursing field.

Resentment and pain from indifference

When the established health care staff were sitting together in the nursing staff
room, which was a small office in the department, and the newcomers were not
around, they gossiped about the new staff. This small office was an important social
space for interaction among the employees, which contributed to group cohesion.
Although they all agreed that they required more personnel, many established
staff members were angry that the management had not asked them for their
opinion on this project and about their willingness to work with the newcomers.
Birmasa, an established worker from Poland, thought that the newcomersrequired
extensive support and guidance. These concerns were shared by others, but they
indicated that there was no extra time for these duties and nobody was willing to
sacrifice their free time. For the established staff, gossip was a way to protect and
affirm their norms, beliefs, and professional relationships. This strengthened their
internal cohesion but adversely affected their relationship with the newcomers.
This phenomenon is consistent with Elias and Scotson'’s (1965) observations about
the functions of gossip as a source of power that strengthens the ties within an
already-cohesive established community, but also serves as a means to reinforce
the position of newcomers as “outsiders”.
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A number of the newcomers were equally resentful regarding the manner in
which they were treated by their established colleagues. Fadhil, an Iragi newcomer,
realized that the local staff was gossiping about them; this angered him. He recalled
an instance when he was working with Sebastian, a German colleague, and asked
for permission to leave work earlier. Sebastian granted him leave. But the next day,
Fadhil received a warning from the management. Other (highly skilled) newcomers
felt unappreciated and disrespected by the management, who acted as though
their previous work experiences were irrelevant. Rash, for instance, was trained as an
accountant in Syria and could not find a job related to his educational background
in Germany. He was under the impression that, unlike German citizens, he lacked
equal opportunities to secure desirable employment. In Germany, everything
revolved around diplomas, but he had lost all his documents because of the Syrian
war. He felt compelled to take on “left over” jobs—a feeling that was confirmed
when he saw a large number of migrants working in nursing homes.

A few of the newcomers were very suspicious of the management. Neram, an
Afghan national, was uncertain about whether the management would stand
behind him. He feared that should something unpleasant happen, he would be
blamed. Asmal, a newcomer who had worked as a chef in several restaurants in
Irag and Lebanon, wondered why the management denied him a position in the
kitchen. Similar questions were raised by Asmat; trained as a nurse in Afghanistan,
he would rather work in a hospital than in a nursing home. These newcomers were

pained by the idea that their wishes did not matter to the management.

In addition, many of the newcomers were insecure regarding their residency
status and afraid that they might be sent back to their country of origin. For some,
this was the main reason for participating in the AFP project. For example, Sema,
a 40-year-old worker from Azerbaijan, participated in the project because her
application for a residence permit had not yet been approved. She, her husband,
and her 10-year-old son lived in constant fear of deportation. Sema hoped that by
being hired by the nursing home, she would receive a residence permit.

However, the feeling of being ignored by the management was not present only
among the newcomers. Bitter indignation and frustration also showed in the remarks
of some of the younger established professionals. For example, Anna, a second-year
student-nurse born in Germany, believed it to be unfair that she was compelled to
share her supervisory time with the AFP students. Because of the intensive mentoring
needed by the newcomers, she felt that no time was left for her guidance.
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The established staff felt they were disrespected by both the management and by
society in general. One of them vented her feelings in the following manner: “We
are not appreciated at all! Not by society, not by residents, and not by their relatives.
We receive a lot of complaints. They expect us to be gods who can do everything.

But we are only human.”

1w

German-Congolese Belo positioned himself as an ‘outsider”: “I've been in Germany
for many years. Germany effectively provides jobs, but is not good for me, you know.
Even though | am married to a German, | will never be one of ‘them’.” He stated
that in the end, his fate did not matter because he would never belong to German
society. Yet, the next moment he identified himself with his established German
colleagues: “I work hard just like the Germans, you know. But they [newcomers],
they are not good workers.” Here, Belo was shifting boundaries, now he belongs
to “us” and the newcomers are the ‘outsiders’. Some of the established workers
were migrants themselves, but regarded the newcomers as competitors. For
example, because Zenobia, a Polish worker, had no qualification for her current
position, she was concerned over losing her job due to increased competition
from the newcomers. Nonetheless, she was confident that her attitude and
behavior were much better than those of the new arrivals. From her perspective,
she made no demands, had not refused any task, and worked as diligently as her
German colleagues. A large number of the Eastern European workers considered
themselves as belonging to “us,” as better integrated people than “them,” the
new arrivals. Both the established health care workers, the native Germans, the
migrant workers and the new arrivals were drawing multiple, interrelated symbolic
boundaries that went beyond binary oppositions along for instance ethnic or

national lines.

DISCUSSION

This study explored the social processes that occurred in a German nursing home
when newcomers began working in wards with established personnel to care for

elderly dementia patients.

Our study revealed the crucial role of organizational constraints in the social
dynamic between established staff and outsiders. In the nursing home, a lack of
staff, a demanding workload, and lack of resources considerably exacerbated the
tensions between the groups. In addition to this, different norms and ideas with
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regard to the meaning of good care, language difficulties, and gossip regarding
the presumed lack of interest and motivation among the newcomers contributed

to their stigmatization and sense of alienation.

In line with Elias and Scotson'’s (1965; 1994/2002) theory, established staff members
drew boundaries to positively distinguish themselves from the other group. They
positioned themselves as “us, the hard workers,” who had superior norms and “saw”
the work that was needed to be done. In contrast, the newcomers were “them, the
outsiders,” who lacked motivation, had language and skill deficiencies, and failed
to “see” the work. The established migrant workers deemed themselves “better
integrated people” than the new arrivals. In addition, given their duration of stay
in the field, with a few having acquired their caring qualifications in the German
system, they had familiarized themselves with the habitus and the rules and
routines in the ward and developed an innate comprehension of the intricacies of
their work (Bourdieu 1990).

However, seen through a Foucauldian lens, the gossiping among the established
staff can also be interpreted as a form of resistance, or a “weapon of the weak”
(Ginzberg 2017; Scott 2008). In Foucault's conception, power works by normalizing
discourses and this is embedded in every institution and in every relation as
part of everyday practice, thereby subjecting all workers, whether established or
newcomer, to “disciplinary power” (Foucault, as cited in Hutchinson et al., 2006).
This meansthat in different contexts people hold different positions, but there is not
one particular group that dominates over or possesses more power than another
group. In other words, power is omnipresent, because it is produced from moment
to moment in every relationship (Foucault 1978). The findings of the current study

are more in line with this conception of power as a relational and dynamic force.

Although the established workers mostly dominated and had more power because
they coordinated the tasks in the wards, occasionally, the newcomers also showed
signs of resistance, for example when they refused to perform particular tasks or
when they followed their own ideas with regard to what constitutes good care by
investing more time in caring for a resident than was routinely done or expected.
Thus, their power, like gossip and resistance is more in line in what Hutchinson
and Jackson (2015) state as an “imaginary sense of power.” What they all had in
common was that they felt they were not appreciated and respected (not by their

management and, more generally, not by society either).
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In scrutinizing the interaction between established workers and newcomers
in health care institutions for the elderly, the theory of Elias and Scotson (1965;
1994/2002 [1990]) has two further drawbacks. First, the established-outsider
figuration can easily lead to the assumption that the boundaries between
these groups are fixed, static, and solid (Wimmer 2013). However, such a binary,
oppositional categorization of “us” versus “them,” obscures the numerous possible
points of affiliation that are often forged across these lines. Symbolic boundaries
are always socially constructed (Wimmer 2013). In other words, distinctions that
separate people into different groups and categories easily gloss over the dynamic
and diverse process of boundary making, wherein who belongs to whom is often
unclear because categories may be fuzzy, fluid, and malleable. The participants
in this study use a variety of markers, to which they attach different meanings
related to social interaction. A few of the employees in the nursing home studied
here made distinctions across different groups and occasionally they blurred
the boundary between “us” (established care workers) and “them” (newcomers).
For example, the established Congolese worker distinguished himself as a “hard
worker” who belongs to “us”, and categorized the newcomers as “them”, who are
“not good workers”. When addressing the diversity in general in Germany, he re-
positioned himself as “outsider” as he believed that he would never belong to the

established group in society.

Second, Elias and Scotson'’s study was limited to the internal dynamics within a
suburban community, where the role of the wider context and relations with the
larger society were disregarded (Hogenstijn et al. 2008; Petintseva 2015). In applying
their framework to cast light on the social dynamics between established health
care workers and newcomers in a home for the elderly, the risk is that the effects
of the institutional and national context are ignored. Moreover, we found that
the dynamics between the groups were significantly influenced by institutional
factors, such as work pressure, institutional standards of care, routinized ways of

working and organizational constraints.

CONCLUSION

This study highlighted the social dynamics between established health care
employees and newcomers in a nursing home for dementia residents in Germany
and how concepts of good care affected the interaction between these two groups.
This investigation also identified the role of various organizational constraints,
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such as shortages in staff, a demanding workload, and a lack of resources. All the
participants experienced tensions, irritations, and frustrations in daily practice. The
established employees maintained control, self-respect, and their positions in the
caregiving team by maintaining a distance from the newcomers. Further, a few of
the established health care employees were insecure about the potential economic,
cultural, demographic, and political effects of the arrival of a new group of workers,
whereas others who had a migrant background themselves and/or lacked formal
qualifications, feared that the newly arrived “strangers” would surpass them. On
the part of the newcomers, there were those who felt frustrated owing to the lack
of opportunities for which they aspired. These processes supported and reinforced
group divisions in the nursing home, thereby giving rise to collective images of
“us versus them.” This, in turn, negatively influenced the interactions between the
established staff and newcomers, despite the cultural awareness and sensitivity
training provided to established staff.

This study has several empirical limitations, which could be addressed in further
research. First, additional research is needed into the micro-level of personal
interactions between newcomers and residents, newcomers sense-making
processes, and the effects of these two aspects on elderly care (intergroup
relations). Second, it would be interesting to investigate, at the meso-level, whether
institutional initiatives like the AFP project can develop into a sustainable and long-
lasting commitment of nursing homes (organizational and institutional schemes).
Third, this would require focusing on the macro-level as well, because the position
of asylum-seekers and refugees is influenced by the tenor of politics and policy and
public debate at both the national and international levels.
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Notes

A society is deemed super-aged when the population of individuals 65 years or older exceeds
21% of the total population (FSO 2016).

2 The term “refugee crisis” refers to migration mobilization development. Some scholars
claimed that this mobilization is better depicted as “a crisis of European border regime,”
“a crisis of refugee protection,” or a “European political crisis” (Geddes 2017; Scherr 2016;
Schwiertz & Ratfisch 2016).

3Thedefinition of workforce integrationisadapted of Ramjiand Etowa’s (2018, p.15) description:
The integration in the professional environment resulting from mutual adjustments between
immigrant health care workers and established care personnel.

“Table 1: Nursing Care staff in Germany

English title German title German Training length
qualification level* (in years)
Baccalaureate-educated Bachelor Pfleger/in 6 4
registered nurse
Occupation Vocationally- Altenpfleger/in 4 3-5
trained nurse
Gesundheits-und 4 3-35
Nurse assistant Krankenpfleger/in 3-35
Krankenpflegerhelfer/in 3 2
Nurse assistant Pflegerassistent/in 3 1-2
Nurse aide Altenpflegerhelfer/in 2 1-2
Alltagsbegleiter fur 12 weeks

Menschen mit Demenz

*According to the German Qualifications Framework (GQF) (OECD, 2022).

> The content of the intercultural competence program for the established staff was: identity
and factors influence human identities, biography, diversity in health care, explanatory
models (illness, disease, sickness), medical pluralism, caleidoscopia game, intercultural
communication, TOPOI model, prejudices and stereotypes and geography and citizens in
town.

& Scabies is highly contagious and spread mainly through direct skin-to-skin contact.
Symptoms tend to present after 4 to 6 weeks upon exposure or within a week after repeated
infestation. Scabies appear as a skin rash and pruritus, which typically worsens at night.

7 Germany requires newcomers who apply for citizenship or permanent residency to prove
that they have achieved a ‘B1' level of German language proficiency, which stands for
‘intermediate’ in the Commmon European Framework of Reference for Languages. Many
employersin the skilled labour market require at least level ‘B2’ (upper-intermediate) German
language proficiency.
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WHO CARES?

An ethnographic study on the enactment of
geriatric care by first-generation immigrants and

established caregivers in a German residential home

“We need to hurry up”

This chapter is singled authored and a slightly different version is currently
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Cares? An ethnographic study on the enactment of geriatric care by
first-generation immigrants and established caregivers in a German
residential home.



Chapter 5

An ethnographic study on the enactment of geriatric care
by first-generation immigrants and established caregivers
in a German residential home

ABSTRACT

Introduction: A German residential home attempted to get recently arrived
refugees interested in working in the residential home. This ethnographic study
examines how established caregivers and these first-generation immigrants
interact to enact quality care for people with dementia in a German residential
home. Method: Ethnography, including 200 hours of participant observations, 24
in-depth interviews, 2 focus-group interviews with 6 first-generation immigrants
and 6 established staff members. Results: The established caregivers and first-
generation immigrants are able and willing to tinker in situations in which different
values are at stake. However, when the workload becomes too heavy, staff from
both groups feel powerless, indifferent and demotivated. Discussion: Institutional
constraints have a negative impact on the interaction between established
caregivers and first-generation immigrants. In such situations, we recommend
all staff need an appreciative supervisor who supports both newcomers and
established workers in coping with the daily stressors in practice.

Keywords: Germany, long-term care, residents with dementia, tinkering.
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INTRODUCTION

In 2015, during the so-called “refugee crisis” that challenged many European
countries, almost 500,000 asylum applications were submitted in Germany.
Among the applicants were people who had obtained a nursing degree in their
country of origin and people who were interested in starting a nursing career in
Germany. Those first-generation immigrants with a refugee background were
encouraged by the government to participate in the German workforce, especially
in fields with a labour shortage, such as geriatric care sector (Duell and Vetter,
2020). Although nursing practices around the world have a lot in common, what
counts as good nursing care differs from society to society. Nursing care is socially,
culturally and politically shaped and influenced by organizational standards, rules
and regulations. The enactment of care, i.e., the ongoing daily practice of caregivers
(Benner, 2019), is connected to their education and previous (nursing) experiences.
Employment is considered a successful strategy for integration of refugees in the
new country (Hussein et al,, 2011). However, when they start working in the new
environment, they are faced with structural barriers. Some scholars argue that
caregivers who were trained in non-European countries lack certain skills. Before
they actually start working, they therefore, but need to follow re-training programs
and obtain certain qualifications to meet the standards of the host country
(Muller, et al, 2017). Some scientists argue that cultural differences, like variations
in cultural values and communication styles, combined with poor language skills
are barriers for first-generation immigrants to understand what is needed in the
new healthcare environment (Moyce, et al, 2016; Xiao, et al, 2014). Other research
in the care sector points out that many newcomers from non-western countries
are faced with racism and discrimination by both colleagues and clients (Kingma,
2018; Ulusoy and Schablon, 2020; Zhou, 2014). Clients resist their care or colleagues
do not want to work with them. To prevent such difficulties, other scholars argue
that it is necessary to improve the cultural competency for all staff (Maltby, et al,
2016). The shortage of skilled caregivers is a major problem in many countries
(Horn, et al, 2021). Germany is one of the most ageing populations in Europe and
especially German residential homes experience a severe labour shortage. This
shortage causes a heavy workload for the established caregivers, which leads to a
high level of absenteeism. This creates even more work pressure for the remaining
health care workers in the ward. To address these issues, many German residential

homes have recruited staff from East-European countries, such as Poland, Slovakia,
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Bulgaria and Russia (Menebrocker, 2021). In addition, they have been lowering their
qualification requirements for care professionals (Horn, et al, 2021). These initiatives
however could still not make up for the labour shortage in German residential
homes, who now have turned to refugees and asylum seekers as a potential group
for recruiting care workers (Hussein, et al., 2011). Because nursing scholars agree
that good team collaboration improves the quality of care (Benner, 2019; Eika, et al,
2015), that interactions between established care providers and newcomers further
workforce integration and improve the quality of care (Schilgen, et al, 2019). Some
health care institutions who recruit international staff, offer their established staff

cultural awareness and sensitivity trainings.

Each care home has developed a particular system of standards, rules and
protocols, aimed at improving the quality of care of its residents and protect them
from unacceptable, unnecessary interventions (Pols, 2013). Every institution thus
subscribes to a set of interlinked values or goods (Mol, et al, 2010; Moser, 2008).
Care plans, nursing goals, and protocols of evaluation are important professional
instruments to operationalize and measure the quality of care (Struhkamp, 2004).
However, a process such as goal setting is never a straightforward undertaking.
In the setting of a dementia residence, clients are often unable to set goals for
themselves, so clients need support from the staff (Moser, 2008; Struhkamp, 2004).
Additionally, though goal setting in nursing care plans might be a good idea in
theory, in everyday practice it does not necessarily lead to good care (Struhkamp,
2004). When a large group of refugees entered Germany in 2015, the management
of a residential home in a small German town saw opportunities to interest some
of them in working in geriatric care. They considered this as a win-win situation. On
the one hand the residential home could offer newcomers a nursing orientation
trajectory. On the other hand, these newcomers could lighten the heavy workload
fortheestablished workers. This paper focusesontheeverydayinteractionsbetween
the established caregivers and newcomers, once the latter started working on the
wards of this residential home. The research question is: How do first-generation
immigrants with a refugee background and established caregivers tinker in order
to enact good care for residents with dementia in a German residential home? This
study aims to illuminate how established caregivers and immigrant newcomers
work together to enact care for older people with dementia.
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GOOD CARE AND TINKERING IN GERIATRIC CARE:
SITUATIONAL ACTING

The theoretical framework of this study consisted of Pierre Bourdieu's concept
of ‘habitus’ and ‘feel for the game’, and the concept of ‘tinkering’ as introduced
by the Dutch philosopher Annemarie Mol. According to Bourdieu (1990) people
develop a certain habitus in the course of their lives, i.e., a set of ingrained habits,
skills and dispositions created by their environment, or social ‘field’, in which
they accumulate cultural, symbolic and social capital through interaction with
others (Bourdieu, 1990; Mendoza, et al, 2012). The sector of geriatric health care
can be perceived as such a field. People who work in similar circumstances and
conditions, like care workers in a residential home, are more likely to share certain
habits, skills and dispositions. Constantly negotiating with others within this field
gives people a ‘feel for the game’, i.e., by working in a residential home for older
people, over time, care workers acquire practical knowledge and a certain sense of
how to behave in a given situation (Bourdieu, 1990; Mendoza, et al, 2012). The daily
routine system of the residential home shapes the habitus of the care workers. But
conversely, these workers also shape the habitus and daily routines in the home. In
other words: the field of geriatric health care is not a fixed whole, but consists of a
continuous dialectical process of the externalization and internalization of habits,
skills and dispositions. This habitus of the established caregivers and immigrant
newcomers i.e, the way in which they develop and transfer their ‘feel for the game’
of geriatric care, is central to this current study. To further operationalize this focus
on the habitus of established caregivers and immigrant newcomers, we make use
of the insights from Mol et al (2010), who claim that interactions between caregivers
are crucial to the enactment of good care (Mol, et al, 2010). Mol argue that good
care performance is often the outcome of tinkering, where tinkering is defined as
activities through which caregivers adapt, attune, and calibrate their work toward
the goods or values that matter most in that particular time and context (Mol, et al,
2010). Good care takes shape in close relationships and whether a certain practice
counts as good care cannot be determined separately from those relationships
(Moser, 2008; Struhkamp, 2004). The enactment of care is based on the values of
care that care workers underline, on their assessment of what matters most in that
particular situation. Care is a normative activity based on situational acting (Moal,
et al, 2010; Moser, 2008; Pols, 2013). In this study therefore, good care is supposed

to be the outcome of the tinkering of established caregivers and first-generation
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immigrants between different values of care that in certain situations may either
clash, coincide or interfere with each other. Caregivers may enact different forms
of good care, and a single health worker may engage with different values of good
care in different situations (Pols, 2013). Moreover, different values are relevant to
different situations. In daily practice, conflicting values can cause friction, but they
can also be observed simultaneously. This raises the question of how to evaluate
care for older residents in practices of established caregivers and newcomers. How
do caregivers tinker between conflicting goods, such as physical health or social

well-being, autonomy or hygiene, and privacy or safety?

METHOD

Design

This study used an ethnographic approach with a focus on the method of
shadowing (McDonald, 2005). This ethnographic method was chosen to yield
thick descriptions (Hammersley and Atkinson, 2019) in order to better grasp the
daily interactions between established caregivers and newcomers as well as to

understand how they tinker between different values of care in the context of the

residential home.

Data collection

This study is part of a larger ethnographic PhD research project (Ham, 2020; 20213;
2021b). The first part of this project focused on the workforce integration of first-
generation immigrants with a refugee background in a Dutch residential home
in 2016 and 2017. The current article discusses findings from the second part of
this project, for which data was gathered in 2018 in a German residential home for
older people with dementia. To ensure validity, data was collected via triangulation
(participant observation/shadowing, interviews, and focus group discussions)
(Hammersley and Atkinson, 2019). This collection was carried out by the author, a
Dutch anthropologist with a nursing background, who closely followed a number
of newcomers during the period of their three months orientation project in the
German residential home.

Participant observation was conducted between July to September 2018 for
two to three days per week during classes, meetings, and internship hours (200
h). Seventeen recently arrived refugees were observed during the two months
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training program. Three of them were observed afterwards, during their internship
in the ward. The researcher participated in the training program and in the
caring activities in the wards, made fieldnotes of her observations and gathered

information through informal conversations.

24 in-depth interviews took place with six newcomers, with seven established
caregivers (vocationally trained nurses and nurse assistants), six managers, and
five teachers. These interviews focused on 1) differences and similarities between
the newcomers and established staff members, 2) challenges and barriers
encountered in the project, and 3) notions of good care. The interviews took place
in the residential home, each one lasted between 45 and 60 minutes. All sessions
were audio-recorded and transcribed verbatim in German.

Additionally, two focus group discussions were carried out, in order to get more
insight into the experiences, discursive repertoires and ideas of that particular
group (Silverman, 2013). One focus group consisted of six newcomers, the other
of six established caregivers. The topics were 1) the newcomer’s project 2) the
collaboration between established staff members and newcomers, and 3) notions
of good care. These sessions were also held in the residential home. They lasted
between 90 and 120 minutes each, were audio-recorded and transcribed verbatim

in German.

Data analysis

Allethnographicfieldnotesand transcriptswere read and re-read by the researcherto
develop familiarity with the data, and then analyzed using the constant comparative
method (Brear, 2018; Glaser, 1965). Atlas.ti 10 software was used to generate emic and
etic coding (Hammersley and Atkinson, 2019). First, open inductive coding was used
to unravel the full range of observed practices, meanings and experiences During
this stage, emic codes were applied (Hammersley and Atkinson, 2019). These codes
consisted of words and descriptions used by the participants, such as ‘rules’, ‘hard
worker’, ‘collaboration’. Each code was compared to the others to identify differences,
similarities and patterns. Some codes, such as 'collaboration’ and ‘teamwork’, were
merged together. In the next stage, etic codes, such as Bourdieu's notion of ‘habitus’
and Mol’s notion of ‘tinkering’ were used as sensitizing concepts to get a certain kind
of guidance to the data (Hammersley and Atkinson, 2019). With the combination
of inductive and deductive analysis, a deeper understanding emerged from the
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data. It appeared that care workers had to tinker with three different sets of values of
care, i.e, institutional accountability or personal well-being, efficiency or carefulness,
tranquility or dignity. To improve the credibility and validity of the study, a member
check was conducted through respondent validation, and the preliminary main
findings were presented to the participants (Brear, 2018). The participants affirmed
that the findings reflected their views, feelings and experiences.

Ethical considerations

This study was approved by the Medical Ethical Review Committee of the Leiden
University Medical Center in the Netherlands (code P16.087) and conducted
according to the World Medical Association Declaration of Helsinki. The participants
received oral and written information about the study. Their informmed consent was
given prior to the start of this study. All names used in this paper are pseudonymes.
The data of this study was stored at The Hague University of Applied Science

according to Dutch General Data Protection Regulation (Alkemade, et al, 2021).

RESULTS

The German residential home studied here provided care to psychogeriatric
residents. From 2017 to 2019, the facility conducted a project called Asylum
Seekers and Refugees as High Potentials in Germany, a Model Project in Social
Affairs [Asylbewerber und Fllchtlinge als Potenzialtrdger in Deutschland, ein
Modellprojekt im Sozialwesen, from now on referred to as AFP]. Sixty-nine first-
generation immigrants from different countries, all from outside Europe, were
recruited. Five different groups were admitted to five successive AFP projects, each
one holding between 12 and 18 participants. Additionally, each project included
an educational program, trainee for dementia assistants [Auszubildende zur
Dementzbegleiter/in]. The residential home wanted to provide opportunities for
first-generation immigrants to explore whether they would like to be trained as an
occupational nurse, assistant, or helper/nurse aide in a residential home (table 1).
The two-month ‘Care for the Elderly’ course covered basic knowledge and skills in
psychogeriatric care. The third month involved an internship in a psychogeriatric
ward. The residential home management supported the established staff by
offering them a cultural awareness and sensitivity course called ‘Care in a Cultural
Context’. This course aimed to develop their intercultural competences, that is a

collegial attitude of respect, regardless of gender, nationality, ethnicity, religion,
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age or sexual orientation. All established staff participated in the course before
the new workers began their internship. For this study, we chose the third AFP
project group, when the residential home had already gained experience with two
other groups of refugees and asylumseekers. This group consisted of seventeen
newcomers from Syria, Iraq, Afghanistan, Azerbaijan, Togo, and Uganda. Among
them were eight women and nine men, aged between 20 and 55 years with
different educational backgrounds, such as technology, pedagogy or philosophy.
Only three participants had obtained nursing experience.

The residential home residents were all white and native Germans. The established
staff consisted of native Germans and caregivers with a migrant background, most
of whom were born in East European countries, such as Poland, Bulgaria, Russia,
and Turkey. None of the migrant workers had a bachelor degree in nursing. Most of
them were nurse assistants or vocational trained nurses and worked in accordance
with nursing level 2 or 3 of the German Qualification Framework (GQF) (see table
1). The native Germans worked in accordance with nursing level 3 to 4 of the GQF.
They had lived in Germany between 20 — 30 years. Most of the native German care

workers were women between the ages of 25 and 60 years.

Table 1: Nursing Care staff in Germany

English title German title German Training length
qualification level* (in years)
Baccalaureate-educated Bachelor Pfleger/in 6 4
registered nurse
Occupation Vocationally- Altenpfleger/in 4 3-5
trained nurse
Gesundheits-und 4 3-35
Nurse assistant Krankenpfleger/in 3-35
Krankenpflegerhelfer/in 3 2
Nurse assistant Pflegerassistent/in 3 1-2
Nurse aide Altenpflegerhelfer/in 2 1-2
Alltagsbegleiter fur 12 weeks

Menschen mit Demenz

*According to the German Qualifications Framework (CQF) (OECD, 2022).

Institutional accountability or personal well-being
During the in-class theoretical course and also during the focusgroup the newcomers
shared their views regarding geriatric care. They all wished to enact good care by living

up to the principles of equality and dignity, by placing themselves in the position of
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the older people, by listening to them, showing respect and attending to residents’
needs. These views were in line with the vision of the institution. However, in health
care, shared values of care are never specific enough for a caregiver to know how
to act in each situation. One of the newcomers said in the in-depth interview that
he found it hard to know what was expected from him. During their internship, the
immigrants realized that they needed to acquire a new habitus and'’ feel for the game’
of care, in order to gain an understanding of how nursing works in daily practice
compared to their familiar understanding of geriatric care from their home country.
They also discovered that some of the established caregivers refused to work with
them. For example, two caregivers with a Polish background were intolerant of their
immigrant colleagues and completely ignored them. How caregivers tinkered with
different values of care was influenced by the rules, regulations, and institutional
protocols of the residential home. All newcomers agreed that the formal standards of
the home were of high quality. They appreciated how those standards structured the
daily practice—the punctuality of their established colleagues, their ability to organize
and plan, and their professionalism. However, if different values were involved at the
same time, protocols provided insufficient guidance and choices had to be made. The
following situation illustrates that different values of care can work next to each other:

Birmasa, an established nurse, starts writing the nursing files. Mohammed
looks in the cupboard and comes across a German game: Man, don’t get
annoyed [Mensch drgere Dich nicht!]. He puts the box on the table and
calmly takes a seat opposite Mr. Feiliger: “Please, Mr. B6hmig, take a seat
and play with us.” While the three men play the game, Mr. Feiliger keeps
repeating its rules. Mohammed and the men laugh, and no one gets
annoyed. (Fieldnote dd. 01.07.2018)

In this situation, Birmasa and Mohammed engaged in different practices of care.
By filling in the nursing reports in the office, Birmasa acted in accordance with
the value of institutional accountability. The daily team meetings were structured
around those reports for the purpose of continuity of care and information
exchange. In turn, Mohammed, by playing a game of Mensch drgere Dich nicht
with two older residents, attended to another value of care, i.e., the improvement of
personal well-being. He told us afterwards that it was commmon in his home country
for older men to play board games. Thus, playing a game with the two residents
was part of his habitus. In this situation, the two values of care, did not exclude

each other, but were enacted by different workers simultaneously.
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Efficiency or carefulness

For the newcomers, it was not always clear what the established staff expected of
them. In the interview, one of the immigrants said that they received conflicting
messages, the established staff members gave them strict orders but also expected
them to take initiative. There were some established careworkers who appreciated
the input of their new colleagues, but others were impatient. They accused their new
colleagues of not taking initiative and not doing what they were told. Not knowing
the German language was a main stressor. Some eventually decided to ignore the
newcomers. They harboured feelings of resentment, some even feared to lose their
job to them. The newcomers realized that due to the staff shortage they had to work
hard and frequently on their own. One of the immigrants said that, although he
had worked as a nurse for years, he knew he needed to adapt to a different way
of caring. While in his home country the work of a nurse was mainly focused on
medical aspect he now had to attend more to the general well-being of residents.

Washing residents, for instance, had not been part of his professional habitus.

In the focusgroup, the established employees said that they delegated
responsibilities to their new colleagues, but that this did not really relieve them of
their more demanding duties. During fieldwork it was seen that Asmat tried to live
up to their expectations to work efficiently. How this worked out is shown below:

It's 06.45 hours; Vera sighs: “Two colleagues just called in sick, so today
we are with three instead of five care workers; Asmat, you must go to
the right wing of the ward and wash all 15 residents. | will go to the left.”
Hastily, Asmat takes a washing trolley and pushes it down the corridor. He
opens the door of Ms. Schweigers’ room. “Good morning,” he greets, with
a big smile on his face, “did you sleep well?” Ms. Schweigers, sitting on the
bed in her white pajama, smiles when she sees us. With a laugh, Asmat
approaches her and takes both her hands. “Come,” he says, quickly lifting
her up from the bed, “let’s dance.” Holding her hands, he moves herarms up
and down. She grimaces with big eyes, not saying anything. Quickly, Asmat
catches her when she almost falls, and with a little push he flops her onto
the bed again. Ms. Schweigers grins. “Ha-ha!” Asmat laughs loudly, “don’t
falll” Then he swiftly pushes her pajama trousers to her ankles. “Let’s take
a ‘pipi’ [urinate],” he says. He raises her up again and holds her hands. Ms.
Schweigers sighs. They shuffle to the bathroom together. Ms. Schweigers
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walks barefoot, with small steps; her underwear and trousers are around
her ankles. In the bathroom, Asmat quickly puts her on the toilet and says

"

again: “Just make a ‘pipi.”” As she sits on the toilet, he quickly washes her
face with a washcloth. “We need to hurry up,” he says. He removes her
pajamas, washes her body, and helps her into her jogging trousers and
a t-shirt. Then, Asmat holds her hand and opens the door to the corridor.
“Oh,” he says, “wait.” He quickly returns to the bathroom and comes back
with a deodorant spray: “We forgot this.” With a smile, he sprays the deo all
over her clothes: “It's important that you smell clean.” He grins, guides her
to the breakfast table in the living room and then rushes to the room of the

next resident. (Fieldnote, dd. 30.07.2018)

In this situation, Asmat worked efficiently within the given time frame, just like
his regular colleagues. However, zooming in a little closer, how Asmat provided his
care was certainly not what he had learned. During his training the teacher had
explained that care for people with dementia required a special approach:

‘It is important when entering the residents’ room to knock on the door and
wait for a response, approach the resident by name and ask if she would like
a cup of coffee. Know the resident’s background and preferences. Ask if she
can wash herself, assist if necessary. Try to empathize with, observe, listen to,
understand and ultimately accept the resident as a person with their own

personal identity, values and preferences’. (Respondent X, AFP Teacher)

If we compare these instructions with the actual choreography of the interaction
between Asmat and Ms. Schweigers, Asmat's care leaves a lot to be desired: he
enters Ms. Schweigers room without knocking, almost lets her fall, has her shuffling
with her trousers hanging around her ankles, washes her face while she is peeing
on the toilet, sprays deo on her clothes. Although Asmat’s attitude was cheerful and
friendly, in his anxiety to do every task on his to-do list within the set time frame,
he put Ms. Schweigers in improper positions that made her look undignified. We
cannot be sure whether or to which extent Ms. Schweigers herself experienced this
as such: she said nothing, only grinned and sighed. As many people with dementia,
she was probably unable to express or even feel irritation, shame or fear (Moser, 2008).
But for the quality of care, this is irrelevant: values such as carefulness, seemliness or
decency hold, no matter if a client herself is unaware of the unseemliness of her

situation, or if no one else is watching. Hence although Asmat was appreciated by
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his colleagues for his ability to work efficiently, because they did not supervise his
work, they did not notice how this went at the expense of his carefulness.

Tranquility or dignity

According to the mission and vision of the residential home, all caregivers need to
recognize the dignity of older residents. Dignity is tied to the integrity of a human
body and mind, but it also depends on the judgment of others what they perceive
and experience as dignified or undignified behaviour and appearance (Nordenfelt,
2014; Rejno, et al, 2020). Accordingly, if someone’s dignity is violated, this affects not
only the person involved, but also the tranquility of the people who are witnessing

it, as the next case illustrates:

Mrs. Doldermann, a resident with curly gray hair, comes around the corner
to the living room, screaming. Her face is red, her cheeks sunken, and her
upper lip quivers before she starts yelling again. The shrill noise does not
sound as if she is in pain. Suddenly she pulls off her joggers and t-shirt
and throws them onto the floor. She now stands completely naked, her
arms in the air. A few residents are staring at her. Mrs. Zierentz sighs and
closes her eyes, Mrs. Mezel stands up and walks away. Mr. Vierbaum shouts:
“No, no, not again! [Nein, nein, nicht wieder!]” as he looks to the ground
with furrowed brow. Vera, one of the German careworkers, looks at Mrs.
Doldermann and then walks past her to the corridor. Mrs. Doldermann
pushes her clothes aside with her bare feet before sagging to the ground,
her nude body now lying on the carpet. It seems as if she is in another
world. After a while, Mr. Weiss, one of the residents, bends over her: “Dear,
please come” [Liebe, bitte komm doch mal], he whispers. Slowly, she gets
up. Mr. Weiss gently pats her shoulder. She turns her head toward him, her
doll-like eyes distracted and confused. She slowly stands up and lets him
guide her to the lounge. They then sit next to each other on the couch, she
shivers, his hand gently takes her tiny one and soothes her, whispering:
“shhhhh, shhhhh". (Fieldnote dd. 02.08.2018).

During the fieldwork, | witnessed such anxiety attacks from Mrs. Doldermann
several times. In these cases, staff often did not intervene. One time, two staff
members stepped over her and simply continued on their way. In a conversation
afterwards, Vera explained: “If we bring her to her room, she tends to cover herself
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with feces, so we'd rather keep an eye on her in the living room.” Mrs. Doldermann’s
nakedness and agitated behavior gave the impression of a complete loss of control.
Witnessing the response of the other residents, it was clearly embarrassing and
painful for them to watch how her agitation and nudity in public robbed Mrs.
Doldermann of her dignity. However, when she covered herself with feces and
became dirty [in her room], according to Vera and Brev, her dignity might have
been affected even more. Moreover, the caregivers were the ones who had to
clean up the dirt; therefore, they preferred to let her be nude on the floor for a
while, even though it violated her dignity and affected the tranquility of the other
residents. At first glance, this case seems to show that employees sometimes
face so-called tragic dilemmas, that is: in situations in which it is inevitable, in the
nature of things, that they have to choose between, to tinker with, two evils. In this
situation: between accepting Mrs. Doldermanns’s public nudity, hence a violation
of her dignity, thereby breaking the tranquility of the other residents, or leaving
Mrs. Doldermann in her room where she will smear herself and everything around
her. The latter would also be a violation of her dignity although not in front of all
the residents. But it would burden the care workers with the time consuming and
nauseating task of cleaning up the dirty mess. However, constructing the dilemma
in this way, blinds us (as it did Vera and Brev) to the fact that there were other
options. To enact good care, Mrs. Doldermann’s agitated behavior might have been
responded to by someone guiding her to her room and stay with her to calm her
down and prevent her from hurting or smearing herself. The problem, however,
was that in this situation Vera and Brev had to care for 40 residents. Given the
severe shortage of staff, the best care they could think of was simply to leave Mrs.
Doldermann alone. The circumstances did not only make it impossible for them
to, for instance, talk to her, sit with her, or give her a blanket. Due to work pressure
they were not even able to imagine such options anymore. In this situation it was
another resident who sat next to her and managed to soothe her a bit.

Evaluation

The AFP project was evaluated after three months between the project manager
and the immigrant newcomers. The latter could start with an official nursing
training if s/he had proven to be suitable and willing to do so. The project manager
wanted to help realize the immigrants’ wishes, even if they aspired to an entirely

different career. However, she hoped they would choose a nursing career to help
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relieve the labour shortage situation in the (geriatric) care sector. But despite the
fact that they saw the residential home project as an opportunity for a new start,
some newcomers quitted within a few days, while of the ones who did follow the
entire three month project, only four started with the official nursing education.
Two of them dropped out within a year, because of the stressful working conditions,
the huge responsibilities, bad payment and difficulty combining the care for their

children with the irregular shifts.

DISCUSSION

This paper offers insights in how established caregivers and immigrant newcomers
enact care for residents with dementia in a German residential home. The results
showed how they tinkered with different values when caring for the older residents.
For the newcomers, working in a German residential home required them to adjust
to a new caring field, which meant that some aspects of their previous education
and (work) experiences were no longer useful. They realized that they needed to get a
new ‘feel for the game of care’. The analyses showed how they care for residents with
dementia together with the established staff in situations in which different values
were at stake and sometimes conflicted. Three modes of tinkering merged from the
data, i.e. tinkering between the values of institutional accountability or person well-
being, efficiency or carefulness, and tranquility or dignity. The results in this paper do
not so much show the different perspectives on care of the participants, but rather
the specific situations in which established staff and newcomers enact care. (Mol, et
al, 2010; Moser, 2008; Pols, 2013; Struhkamp, 2004). The quality of care depends on the
extent to which care workers are able to compromise between, or tinker with different
values of care. This study indicates that the enactment of care must be discussed in
the context of institutional work conditions, organizational structures and workforce
processes. To gain a deeper understanding of the enactment of good care by the
established caregiversand newcomerswhen caring for residents with dementia, Mol's
concept of tinkering provided a useful lens through which to understand interaction
in daily practice. However, the concept of tinkering has two limitations. First, the
approach of tinkering can easily lead to ignoring the influence of aspects of the wider
context. During the time of this research, for instance, the upcoming anti-immigrant
rhetoric in Germany resonated in the day-to-day interactions on the work floor of
the residential home. Research has shown that discrimination and racist practices

take place in German society at large, as well as in (health care) organizations such as
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German residential homes (Ham, 2021a; Ratfisch and Schwiertz, 2016; Schilgen, et al,
2019; Ulusoy and Schablon, 2020). The second limitation of the concept of tinkering
is that it does not consider aspects such as the impact of organizational power
and institutional structures. A closed ward within a residential home for people
with dementia is a protected and isolated environment that prevents others from
entering easily, while what happens inside does not easily become known to the
outside world (Olakivi, 2017; The, 2008). In fact, the layers of protection surrounding
the care of people with dementia, including the structural pain of caregivers that
management does not really care for them, as | showed in other articles (Ham, 2020;
2021a; 2021b) do not allow the deterioration of care to be brought to the attention
of a higher political level. While an ageing population and a structural shortage of
caring staff in this German facility created a demanding workload, care providers felt
that their voices had little or no weight, which led to a further lack of possibilities
to improve geriatric care. If no one feels fully responsible for the quality of care as a
whole and for institutional geriatric care in particular, the risk of further indifference
toward geriatric care increases. When the focus of the institution is too much on
efficiency it can create a system that undermines care workers' morals, making them
do their work routinely and without much thought. Structural labor shortages and
organizational constraints can hamper care workers' vision of possibilities to improve
care. As a result, caregivers in a residential home who are not given the opportunity to
reflect on the care given in practice are not inclined to disrupt the process of further
dehumanization, even though they witness it daily (McHugh, et al, 2011). Sometimes,
caregivers face dilemmas when they lack time to give attention to the older residents
due to a structural shortage of staff or a lack of sufficiently skilled or experienced
personnel. In the German residential home studied here, half of the personnel
consisted of experienced but unskilled labor migrants from Eastern Europe and of
recently arrived refugees who did not have the required qualifications. The latter were
also not familiar with the increased complexity of the residents’ conditions. This had
conseqguences for the quality of the daily care. A high workload resulted in a higher
absenteeism due to sickness of staff. Employees who could no longer cope with the
demanding workload and felt that their voice did not matter became demotivated.
Staff time was taken up by basic care, and agitated residents were not given enough
time or attention. No matter how hard and efficient the care workers worked, their job
was never finished. Because they were not confident they could change the situation,
they became indifferent and less committed (Noordegraafand Steijn, 2013; The, 2008).

Thus, although the established caregivers and the newcomers showed a willingness

148



WHO CARES?

to enact good care in daily practice, their attempts were hindered by the dynamics
of the organization and structural limitations as well as the influence of the wider
societal developments (McHugh, et al, 2011). Having an appreciative support system
for newcomers as well as for the established care workers is needed for them to be
able to cope with the high workload, to foster team collaboration and the enactment
of good care. Finally, the strength of this study is that we not only spoke with the
established staff and the newcomers about their perspectives on care, but that we
also observed their behaviour, their actual enactment of care. Although this research
is part of a larger project and a similar study was conducted in a Dutch residential
home, these results, having focused on only one residential home in Germany, do
not permit the generalization or transferability to other German residential homes.
However, the different methods of this ethnographic research made it possible to

facilitate transparency of the analysis and to strengthen the study'’s trustworthiness.

CONCLUSION

This article described how first-generation immigrants and established caregivers
in a residential home in Germany tinkered between different values to enact good
care for residents with dementia. By zooming in on the enactment of care, we
gain a better understanding of how caregivers tinker between values of care that
matter most at that particular time and place. Some values come to the fore, while
others recede into the background. This study has shown that enactments of good
care may be multiple and relational, for example, how the value of institutional
accountability may go hand in hand with the value of personal well-being, but
also how efficiency may undermine carefulness. It showed how an excessive
workload might lead to the sacrifice of several values of care, such also violating
the dignity and disturbing the tranquility of residents. Finally, it indicated how
feelings of powerlessness may lead to thoughtless behaviour and to the inability
of careworkers to envision better ways to enact care at that particular time.
Institutional constraints can therefore severely influence the interactions between
established staff and newcomers and thus their enactment of care for residents
with dementia. We recommend that policymakers on the (national) macro- and
(institutional) meso-level improve working conditions, facilitate team collaboration,

set up a support network for both established workers and newcomers.
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Chapter 6

The workforce integration of first-generation immigrants
in geriatric care in the Netherlands and Germany

INTRODUCTION

Theresearch presentedinthisthesisisconductedinafield ofdemographicchanges
in ageing societies in Western Europe, resp. in the Netherlands and Germany. Due
to the so-called refugee crisis in 2015 and 2016, many immigrants from countries
such as Syria, Eritrea, Irag and Afghanistan settled in the Netherlands and Germany.
Among them there were qualified nurses and people who were willing to work in

the care sector.

A Dutch and a German residential home were very willing to open their doors for
those new care workers. The Dutch residential home recruited ten newly arrived
immigrants with a refugee background, mostly with a nursing background, and
provided them with a retraining and work in the nursing sector, together with Dutch
language lessons. This training, including internships, lasted 18 months. The German
residential home provided first generation immigrants with a refugee background
a three months orientation course in nursing care, i.e., two months of education and
one month of internships in the wards. After this course, they had the opportunity to

follow an official nursing training to become a certified nurse assistant.

Studies have shown that when immigrant care workers start at the work place in
their host country, they experience multiple problems, such as cultural differences,
language difficulties and miscommunication. The established staff do not always
know how to deal with these problems. They often disqualify the complaints of their
new colleagues, while denouncing their different way of working as unprofessional
(Van den Broek, 2014).

Until now, most research into the ‘integration’ of immigrant careworkers was
based on interviews, and as a consequence focused primarily on the feelings and
interpretations of the established and immigrant staff of their work experiences.
Little attention was paid to the context and conditions they worked in, or to what

actually took place in the events they reported about.

Workforce integration and problems that arise with the arrival of newcomers
are well known from previous research (Schaafsma, 2008; Ulusoy, et al., 2020;

Wessendorf, 2019). Institutional factors affecting the integration of newcomers into
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the nursing workforce were also a strong theme in the cross-sectional survey by
Covell, et al,, (2021) and in the qualitative research studies by Philip, et al.,(2019),
Xiao,et al.,, (2014) and Zhou (2014). Other researchers focused on how organizations
are dealing with diversity (Thomas and Ely,1996) and there are scholars who studied
the lack of job opportunities of immigrants, their inequalities and their position in
Dutch and German societies (Ghorashi and Rast, 2018; Khan-Gdkkaya and Mdsko,
2021; Ulusoy and Schablon, 2020).

Most studies on workforce integration studies provide knowledge about the
perspectives of established health care workers or first-generation immigrants,
about the factors that in their view affect the workforce integration, the multiple
challenges they face in dealing with the Other, their cultural differences, the
individual and structural barriers, such as language difficulties and intercultural
communication and conflict resolution (Kingma, 2018; Spijkerman, Benschop and
Bucker, 2018). There are also studies which focus on the potential of refugees and
asylumseekers for care work. Those studies, also based on interviews, highlight the
difficulties of workforce integration into the health care sector, due to difficult work
conditions (Hussein, et al,, 2011). Xiao, et al., (2014) provide in their study information
about factors that foster positive interaction between immigrants and native
workers, such as organizing meetings for intercultural understanding and providing
egalitarian work relationships (Xiao, et al, 2014). However, the above studies are based
on interviews or focusgroups and are done in countries such as England or Australia.

There are also studies conducted in the Netherlands and Germany which explain
barriers regarding workforce integration of first-generation immigrants with a
refugee background (ACVZ, 2021a; Horn, Schweppe, Bocker & Bruguetas-Callejo,
2021). The results explain why immigrants face difficulties in these countries
at their working career. Different reasons are mentioned, such as language
difficulties, no qualifications, age upon arrival in the host country and/or mental
health problems due to war traumas (Bakker, et al, 2016; Horn, Schweppe, Bocker
and Bruquetas-Callejo, 2021). Moreover, first-generation immigrants with a nursing
background from outside Europe face difficulties to access the labour market in
the Netherlands and Germany, because their foreign diploma'’s are not recognized
in their host country (ACVZ, 2021b; Bocker, 2020). Other studies in the Netherlands
and Germany reported interview results about the experienced racism and
discrimination at the health care workplace (Cottingham and Andringa, 2020;
Essed and Trienekens, 2008; Ulusoy and Schablon, 2020).
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This study, based on ethnographic methods, followed first-generation immigrants
when they started a (re)training program in residential homes and during
their internships in the wards. This research was primarily based on participant
observation in the retraining programs and in the enactment of care as it took
place in daily practice in the homes. From the start of this research, | took the
outsider-perspective of immigrant workers seriously, assuming that it might
provide interesting critical insights in the pros and cons of the taken for granted
routines and habits in the Dutch and German health care sector. Moreover, the
findings from such a ‘reversed gaze’, it was expected, would stimulate established
health care workers to reflect upon the values and assumptions underlying their
own practices of care, and make them open to and flexible toward ‘different’
enactments of care.

The Dutch residential home had no experience with diversity management. When a
new group of employees from outside Europe entered the home, the management
adopted a trial and error approach. If they encountered a problem along the way,
they tried to solve it at that moment in that particular situation, for example by
transferring a newcomer to another ward, when colleagues complained about the
competence of their new colleague. The management in the residential home in
Germany, in contrast, foresaw the collaboration struggles between new and ‘old’
staff. Their remedy to prevent misunderstandings between established staff and
newcomers was to provide specific trainings to all involved. The course ‘Care for
the Elderly’ was given to the newcomers with the aim to provide them with not
only basic knowledge and skills to be able to provide psychogeriatric care, but also
strategies on how to collaborate with the established colleagues. The course 'Care
in a Cultural Context’ was given to the established staff members, with the aim to

respond adequately to their new colleagues, with less prejudice and an open mind.

Management who initiated the newcomers’' projects in both residential homes
envisioned a collaboration between established staffand newcomers, where there
was mutual understanding and exchange, reciprocal learning and appropriate
teamwork. These were good intentions on the part of the management, but
their expectations were sometimes in contrast with the daily reality in the
departments. In both residential homes, organizational constraints, such as
shortage of staff, increasing absenteeism and a heavy workload dominated and
affected the ability to create room for each other, as there was often no time for

mutual exchange and reflection.
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This research focused on the enactment of care, more in particular, it investigated
geriatric care as the outcome of a process of mutual alignment, or tinkering, of
the different routines and conceptions of good nursing care by established and
immigrant health care workers in two residential homes.

The aim of this thesis was to develop an in-depth understanding of social processes
in institutions for geriatric care where first-generation immigrant workers and
established staff members start working together, and to investigate how their
interactions and values of care influenced the enactment of care. In this chapter
the main empirical findings are revisited to answer the following central question:

How do social processes and values of care affect the interactions between
first-generation immigrants and established health care workers and how
do these dynamics influence the enactment of good care?

| took a Dutch residential home and a German residential home as case studies. In
the first section, | will address the first sub question: ‘what are the social processes
affecting the workforce integration of first-generation immigrant health care
workers in a residential home in a Dutch and German residential home?' In the
second section, | will address the second sub-question: ‘how are values of care
enacted by established health care workers and first-generation immigrants in a
Dutch and German residential home?' | will then draw the main conclusions. After
having discussed the strengths and weaknesses of this study, | end by outlining
some implications for practice and future paths of research.

EMPIRICAL FINDINGS

Social processes in a Dutch and German residential home

The Dutch and German residential home studied here provided care to psycho-
geriatric residents, some of whom suffered fromm dementia. In the Dutch home, the
older residents were cared for by native health care workers. Most employees were
born in the village, as such they formed a close-knit Gemeinschaft, with a high
degree of internal cohesion, especially through church memberships and family
ties (TGnnies, 2012, p. 29).

The German residential home was more seriously affected by the shortage of
caring staff. Since 2003, they had recruited caregivers from within and outside
Europe, from countries such as Poland, Yugoslavia, Bulgaria, Russia, Turkey, South
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Korea, Tunisia and the Philippines. Thus, the residents in the German residential
home, were cared for by a more diverse team whose members came from widely

varying communities. Both institutions were facing shortage of staff.

Due to the high influx of refugees in both countries and a shortage of staff, each of
the two homes initiated a project for first-generation immigrants with a refugee
background tostart a nursing career. Some of the immigrants had gained a nursing
diplomaintheir country of origin, others were interested in an orientation in nursing
care practices. In both homes, the established staff were challenged by these new
personnel with a different cultural and educational background. Management had
given the established staff an extra task, on top of providing care to the geriatric
residents, they were assigned to take care of their new co-workers. In both the
Dutch and the German residential home it appeared that processes and structures
at the meso-level of the organizations affected the social interactions between
established employees and first-generation immigrant workers. Therefore, social
processes between people cannot be studied in isolation, they are shaped by
the context in which people find themselves, such as institutional structures and

organizational constraints.

Institutional structures and organizational constraints

Sincethe1990s, both residential homes had been affected by the commmercialization,
reorganization and privatization of health care practices. This caused years of
austerity and in both residential homes scarcity predominated. The homes suffered
from a structural shortage of staff and at the same time the influx of older residents
with multi-morbidity increased. All health care workers had to deal with a heavy
workload. This caused a lack of attention to the older residents in both homes, who
did not receive the person-centered care both institutions were aiming for. Care
workers worked hard, but the work piled up and was never finished.

In order to solve the above problems, both homes had recruited more (low-skilled)
staff in the past. For control and financial reasons, the Dutch residential home had
introduced a specific duty list, where each task was divided into minutes. For the
health care workers this institutional measure caused a lot of stress and required
an even more disciplinary way of working. Combined with the chronic shortage of
staff, this resulted in a persistent workload with hectic work schedules. In Germany,
other factors also influenced care practices. For example, at the time of this study,
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on top of the heavy workload, the staff had to deal with an aggravated outbreak of
scabies and with an extreme heatwave while providing care in a poorly ventilated
building. This combination of factors put pressure on the care workers and they
were not always able to work according to professional standards. They were only
able to attend to the basic needs of the residents, such as helping them with
washing, dressing and eating.

Norms of professionalism

In both homes there appeared to be a big difference between the self-image of
the established team and their image of the other group, the newcomers. Some of
the employees in the Dutch home had stereotypical images of primitive cultures
and thought that their new colleagues came straight from the bush. Workers
with African roots, so they believed, were not able to work according to European
‘high-tech’ standards. They doubted the professional capacities of the newcomers
and complained about their different behavior. They questioned whether the new
staff was capable to care for older residents. For example, one of them doubted if
a newcomer was adept at inserting a catheter, another was convinced that she
was unable to work according to their standards of hygiene. In the German home,
the established staff doubted whether men from outside Europe were capable of
providing good care, because care was considered a woman's task in non-Western

cultures.

The data showed that some of the established workers believed themselves to be
the better care providers. Some claimed that their norms of professionalism were
better than those of their counterparts. The arrival of newcomers was experienced
as a threat to their well-functioning team and their normal way of working. They
refused to cooperate with them and approached them as low-skilled people. They
treated their new colleagues as people who did not belong in the caring team of a

home for the older people, in other words, they treated them as outsiders.

In the Dutch home, the established workers claimed that caring professionals
should be motivated, interested, and extrovert. In addition, they should be
assertive and take initiative. In the German home similar norms of professionalism
were voiced. The established team members said that the newcomers should be
motivated, able to see the work and be interested in geriatric care. A caregiver
must care from ‘the heart’ and needs to have the right skills.
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In both homes, several established care workers were observed to pay little
attention to their new colleagues, some even simply ignoring them, acting as if
they were not there. They felt themselves to be better workers, due to their years of

experiences and their shared norms of professionalism.

In the Dutch residential home, most established workers were born and raised
in the village where the residential home was located. In the German residential
home the established group existed of native Germans and of people with a
migrant background. Some empathized with the situation of the newcomers,
due to their own integration experiences. Still, they too felt that they were better
workers than the new arrivals, they were reasonably well integrated in the
group of native care workers. They had worked for years in the residential home,
had developed a common habitus with the native German workers and were
familiar with the formal rules and procedures. For these reasons, they considered

themselves better workers.

Nevertheless, in both homes a few newcomers were perceived by the established
personnel as hard working, responsible and altruistic workers, as positively engaged

in the well-being of the residents.

Some of the newcomers, on the other hand, were also critical of the professionalism
ofthe established staff. Forexample, the newcomersin the Dutch home were critical
of the lack of hygiene. In their view, the lack of protective equipment involved a risk
of contaminating the residents. In the German home, the newcomers felt that they
had a better attitude, had more respect for the older people and were more patient
with the residents compared to the established staff.

In both homes, some immigrant workers were suspicious of the way their new
colleagues treated them. Some for instance suspected that their to-do list was
always longer than the list of their established colleagues. Or they assumed that

they always had to do the ‘dirty’ work, such as cleaning up human excrement.

All the newcomers agreed that nursing in Europe is ‘individual-oriented’ compared
to the ‘team spirit’ they knew from the experiences in their home country. They
also found that, compared to what they were used to, the focus of nursing care in
the Netherlands and Germany was not so much on the medical, but on the social

aspects of care.
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Power of the weak

The empirical data showed that the social dynamics within the nursing teams in
both homes was based on a particular configuration, i.e. a web of interdependence
relationships between established and newcomers. The core of such a figuration,
as Elias and Scotson have argued, is an unequal balance of power between the two
groups and the inherent tensions that come with that. Conflicts in both homes
were related to these differences in power. They often involved a power struggle
by the established care workers to maintain control and their position of authority.

In both homes, the established staff were in charge of the department. They tried
to confirm their stereotypical images of the ‘others’ by making a sharp division
between themselves, the established group, and the new group of workers.

Members of the established group, as mentioned before, distinguished themselves
in a positive way from the others by referring to their length of residence, their
work experience in the homes and their presumed professionalism. In both
homes, various institutional obstacles affirmed and reinforced group divisions and

collective images of ‘us versus them'.

The newcomers on the other hand, also tried to maintain control over their
situation. In the German residential home, for instance, some newcomers refused
to provide care to the older residents for several reasons. During the training in
classroom, they were told not to do tasks that were outside their comfort zone. In
practice however, they found that the established staff sometimes assigned them
tasks that presented them, the newcomers, with dilemmas. For example, in one
case it was unclear to a newcomer who would be held responsible if the resident
fell, so he refused to shower a resident in a slippery bathroom. Another newcomer
refused to clean a resident who was covered in excrement, because the smell
made him nauseous. His technical training in engineering proved to not make him
the most suitable candidate for a nursing career in Germany.

The empirical data in both homes showed that the established staff placed the
work of their new colleagues under a magnifying glass. During breaks, they
gossiped about their unprofessional behavior. In the Dutch home this once even
resulted in a newcomer being relocated to another department. The newcomers

were perceived as the ‘bad apples’ in their team.
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Although the established staff members had more power than the newcomers,
they felt powerless against the management. The staff felt that they, the people who
actually had to work with the new workers, were not involved in the management'’s
project. They were convinced that the management had no respect and no insight
in their daily situation. Through gossip the established care workers sought to
protect and affirm their professional attitude, beliefs and norms, while it also
served as a means to reinforce the position of the newcomers as ‘outsiders’. Gossip
strengthened the internal team cohesion of the established care workers. In this
respect, it was an ‘effective’ form of resistance, functioning as ‘a weapon of the
weak’ to control their situation and maintain their professional identity. In line with
the established and outsiders’ theory of Elias and Scotson, it instilled a sense of
power and superiority among the established staff.

However, the gossip by established workers adversely affected their relationship
with the newcomers, who were well aware and critical of it. They condemned the
way mistakes were handled. They felt that mistakes should be discussed privately
rather than gossiping about them with everyone. They were convinced that the
established staff should work according to the etiquette of the ward.

When | was in class with the newcomers in the German home, | noticed how the
newcomers also gossiped about their colleagues. During breaks, they for example
spoke with each other about the disrespectful behavior of the established staff and
were critical of how quickly the morning wash had to be done. Some newcomers
talked about how the established colleagues served food impatiently and did
not wait for the older people to finish their food. For them, gossip was a form of
resistance as well.

Resentment and pain of indifference

In the Dutch home, the established health care workers felt resentment because
the management seemed to favor the new co-workers, for instance because the
newcomers were offered educational opportunities that they were deprived of.
They viewed themselves as the good people who were motivated and worked

hard, but were sidelined and not appreciated by management.

In the German home, the established workers resented that the management
had not asked them for advice on this project. They all agreed they needed more

personnel, but not these inexperienced workers. Some established workers were
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angry for the extra coaching task they were given, whilst they did not have time for
theintensive mentoring the newcomers needed. One nursing student with German
roots felt frustrated that she had been forced to share supervisory time with the
newcomers. Moreover, the established workers with a migrant background and
without a health care diploma were especially afraid that the new arrivals would
‘steal’ their jobs.

The newcomers in both homes also felt resentment. They felt disrespected by both
their established colleagues and the management. The newcomers in the Dutch
home for instance blamed management for not taking charge when a resident
refused the care of one of them. The newcomers in the German residential
home felt that they were expected to do tasks outside their comfort zone. The
newcomers in both homes were critical of the management for failing to recognize
their preceding education, knowledge and skills. Their previous work experiences
seemed not to matter at all. Some newcomers were convinced that they were
not given equal opportunities to secure desirable employment, even though they
realized that they needed to improve their language. They realized they were in a
catch-22:they needed work experience to improve their language skills, but to gain

work experience, they needed better language skills.

All newcomers missed collegial support. They wondered why there was no
structural mutual exchange between the newcomers and the established
colleagues. Moreover, all newcomers were convinced that if their colleagues would
accept them, so would the residents. According to the newcomers, management
was responsible for facilitating good working conditions. In both homes, the
newcomers blamed management for not taken the lead.

In sum, the established and newcomers in both residential homes suffered from
feelings of neglect and pain of indifference by management. Both considered the
‘elite’ and the ‘other’ as the main source of their pain and discomfort.

Language difficulties

Apart from the language lessons in the residential homes, in both countries
the immigrant health care workers also participated in the compulsory national
integration courses and language training. However, some participants got
frustrated when they failed several times for the state exam for integration and
language. They had to pass this exam, in order to be eligible for a permanent
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resident permit. This was the major reason for newcomers to learn the language,
but they also realized they needed language skills to be able to provide good care.
In both residential homes, newcomers’ struggles with communication caused
problems in their interactions with their colleagues and with the residents. Even
though they tried hard to learn the new language, it was difficult to understand

the nuances in the nursing jargon and the local slang of established colleagues.

In both homes, the process of segregation was not only due to the established-
outsider figuration, but also due to these language barriers. This was especially
noticeable during the breaks. The established group and the newcomers sat at
separate tables in the canteen. The established employees and the newcomers
chatted among their peers, but not with each other. During interviews, the
established staffin the Dutch home indicated that they noticed that the newcomers
were sitting at different tables. While somme employees wondered why their new
colleagues were so quiet, others assumed they probably were not interested in
their stories. After all, they talked about events the newcomers had not attended,
told stories about the past or about people in the village. One established worker
was convinced that the local language was too difficult and the slang too hard to
follow, believing that by not speaking to them during breaks she relieved them of
having to make an effort to talk to their Dutch co-workers.

On the other hand, in both homes the newcomers wondered why the established
staff did not talk to them during break. But they did not dare to ask. Some
newcomers were shy, others thought that the native staff did not want to talk with
them, because their language was not good enough. One newcomer suspected
that the native employees had a lack of interest in her. She even reported this to
management. When her report was not followed up, her suspicion was confirmed
that none of them, including the management, were interested in her.

Although the newcomers tried to identify as well as they could with their new role
and position as health care workers in a different caring culture, their difficulty
with the language and their unfamiliarity with other professional norms of
nursing caused insecurity. They had to find out for themselves how to shape their
professional identity as a health care worker again. However, sometimes they
became frustrated, forexample,wheninthe German home the established workers
spoke Polish, which hindered them from improving their German language skills.

Some newcomers found the language such a huge barrier that they wondered if
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they would ever master the language well enough to work in a residential home
or in a hospital, the place where some had gained their experiences in their home
countries. Most newcomers however, realized that they needed to develop a
feeling for nursing care in their new country, i.e, they needed to acquire a new
habitus, based on an in-depth understanding of how things worked in this new
work environment.

ENACTING BODIES AND ENACTING VALUES IN DAILY
PRACTICE

This paragraph addresses the tinkering between the established and newcomers

and between different values by answering the second sub-question:

‘how are values of (good) care enacted by established health care workers and first-
generation immigrants in a Dutch and German residential home?’

In the Dutch residential home, buddies of the established staff and newcomers
were actually working together. This gave me the opportunity to observe the ways
in which they managed to tinker between each other in order to enact good care
to the older residents. In the German residential home, however, due to the severe
shortage of staff, the newcomers had to work on their own. In the German home,
| analyzed whether and how established staff and newcomers were able to tinker
between different values in their enactment of daily care practices.

Tinkering between established workers and newcomers

In the Dutch residential home, some established staff members had signed up as
a buddy to support their new colleagues. These buddies enjoyed supervising the
newcomers and created a bond with them. Some established workers indicated
thatthey had learned new professional skills from their new colleagues. They valued
their professionalism and asked questions about customs and habits in nursing
care in their countries, without immediate negative judgment. And opportunities
for situational acting arose. Sometimes the established staff member made room
for a newcomer to take initiative and be creative. Despite the language difficulties,
the established staff and newcomers were able to care together, creating a safe
atmosphere for residents, sometimes sharing in fun and laughter. Although both
had to keep track of their duties and felt pressured to meet institutional standards,
buddy and newcomer exchanged ideas and thoughts. In some situations, the
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power relation even temporarily shifted. For example, when a female buddy and a
male newcomer took care of a male resident, male bonding predominated.

The established staff reported that to give the new colleagues the necessary
support, they felt they needed more space and time, time that was not on the
minute lists. The newcomers on the other hand, were impressed by how efficiently
care was organized in the Dutch home. They for instance found the precise minute
list very useful for knowing the tasks that needed to be done. However, they also
commented on the disadvantages of this highly individualized and controlled way
of working: they wondered whether, if needed, the staff would be willing to go the
extra mile. With other words, would the staff be willing to do some extra tasks for
their residents if this was not written on the (precise) minute list?

Not every situational solution, however, could be perceived as an example of tinkering
in order to provide good care. In one case, when a resident refused the care from a
newcomer of color, the practical solution among buddy and newcomer was that
they swapped lists. At first sight this seemed a good example of tinkering because all
residents received proper care. On closer inspection, the negative side was that the
newcomer was denied support when faced with the problem of racism.

Tinkering between different values

In the German home, established staff members were not asked if they wanted
to coach the new employees. On the duty list, the manager had simply randomly
assighed newcomers between an established care provider and the newcomer,
thus assuming that the coaching was covered. However, in practice, this turned
out differently. The severe shortage of staff, the huge workload, the accountability
and registration requirements led to a lack of time to support the newcomers. To
manage all their tasks, the established staff divided the tasks at the start of each
shift. They left the newcomers to care for the residents on their own, without anyone
checking whether they were working according to the required standards. Some
staff members showed the newcomer the routines in the ward on the first day,
expecting them to know on the second day. Others were not at all willing to work
with their new colleagues. They did not even bother to show them the routines, but
just handed them the list with the rooms of the residents they had to take care of.

Duetothe fact that established staff and newcomers were not working together, in the
study of this home | analyzed how the health care workers, whether they belonged to
the established staff or were newcomers, tinkered with different values of good care.
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During interviews, the established caregivers said they adhered to the institutional
rules regarding public accountability and at the same time were able to provide
person-centered care. Although the newcomers likewise tried to live up to the
institutional standards, they were sometimes observed to make different choices.
For example, while an established worker took care of the nursing reports, thereby
complying with the institutional values of accountability of care, the newcomer
initiated to play a game of ‘Mensch argere dich nicht!" with some of the older
male residents, thereby adhering to the value of person-centered care. In this case

seemingly conflicting values worked ‘smoothly’ side by side.

But sometimes care providers faced dilemmas where they had to choose between
conflicting values, for example between the values of autonomy and hygiene. In
such situations they could not apply institutional rules, but had to make their own
decisions, which were determined by the specific circumstances of that situation. It
meant that living up to the value of autonomy for the resident went at the expense
of the value of hygiene.

Often, there was no problem with living up to the values of efficiency and
carefulness simultaneously. For instance, it was quite possible to give medicines
in a few minutes, while respecting the quality of care, for instance by the value of
paying personal attention to the residents. However, sometimes efficiency came
at the expense of carefulness. One of the newcomers was known for working
efficiently within the set time. The established staff had complimented him for his
fast pace. However, because they did not actually work together, his colleagues did
not see what the newcomer was doing when he provided care. When | shadowed
him during his care work, it was seen how he indeed managed to help an older
lady getting washed and dressed within the allotted time, but that, (in the eyes of
the beholder), the quality of care left a lot to be desired.

This study shows that tinkering with values always takes place within a certain
context and is based on a normativity related to the concrete situation in which
values are pursued or are imposed in practice. Every interpretation of a situation
involves a normative evaluation. For example, in some situations care providers
may simply seem to tinker. At first glance, this for instance happened when
employees did not intervene when, in full view of the other residents, an older
woman undressed, sank to the floor naked, screaming uncontrollably. As the care

workers explained afterwards, this was their best solution, because experience
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had taught them that leaving her alone in her room would mean she would cover
herself with feces. In other words, they seemed to be faced with a so-called, tragic
dilemma where they had to choose between two evils, in this case to violate either
the dignity of the woman, or the tranquility of the other residents. Whatever their

choice, the outcome would be negative.

However, if we zoom out and look at the broader context, it becomes clear that
the institutional and organizational conditions of the residential home should also
be taken into account. Work that piles up and is never finished, is not only hard
work, it is also exhausting. Healthcare workers who are structurally unable to meet
their professional values due to lack of time, run the risk to become indifferent and
behave thoughtlessly toward their clients. This is what we sometimes observed
in the residential homes: not only did the staff stop paying attention to their own
(professional) values of good care, they sometimes no longer even realized that
boundaries were being crossed, amounting to an outright neglect of residents
entrusted to their care. Neglect due to force majeure because they had to be
everywhere and nowhere at the same time. What the above makes clear is that
analyzing care situations, the context cannot be dismissed. If in the above situation
the team had not consisted of three but of, for instance, five health care workers,
they could have come up with other ways to deal with this precarious situation,
such asone of them putting a warm blanket around the distressed lady, and staying
with her till she calmed down. The latter situation could then be analyzed as care
providers who tinkered and provided care with attention to the craftmanship of
their profession. However, established health care workers and newcomers who
find themselves in a complex and demanding environment, requiring an unlimited
demand for responsiveness, can become exhausted. People may then no longer
be able to weigh up different values, but become absorbed in the demanding
environment, can become demotivated and indifferent to the point that they are
numbed, act thoughtlessly and thereby harm their clients. Institutional constraints
can therefore influence the interactions between established health care workers

and newcomers and their ability to enact good care for their residents.

Inthe Netherlandsand in Germany, some of the newcomers did not want to continue
with the caring work, despite the fact that the newcomers saw the residential
homes’ project as an opportunity for a new start. They felt stress due to the huge
responsibilities, the irregular shifts and the low salaries. Some already quitted within

a few months, unable to combine the stressful job with the nursing training, or
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caring for their children, others continued with different education after the project;

only a few immigrants saw career opportunities in the geriatric care sector.

COMMODIFICATION IN RESIDENTIAL HOMES

This research was conducted in two residential homes, in two countries. This is
a rather limited sample, from which no straightforward generalizations to other
health care institutions or other countries can be made. However, through
extensive fieldwork (305 hours), four focusgroups with a total of 26 participants
and in-depth interviews with 32 respondents, in-depth information was obtained
about the social dynamics and everyday interactions between established workers
and newcomers in residential homes and the impact of the broader economic and
societal context on these relations at the workplace.

Although most studies on the integration of first generation immigrants in European
health care focus on the supposed cultural differences and/or deficiencies of
newcomers, the present study not only focused on the experiences or perspectives
of established care providers and newcomers, but also analyzed what actually
happens at the workforce, and how careworkers interact in everyday practice.

In this paragraph | will return to the central research question:

How do social processes and values of care affect the interactions between first-
generation immigrants and established health care workers and how do these
dynamics influence the enactment of good care?

This study has shown that in order to understand the social processes between
established care workers, immigrant newcomers and older residents in a residential
home, itisimportant to take the broader institutional and societal context into account.

When newcomers from outside Europe integrate into European care institutions,
difficulties that arise are often explained by cultural or ethnic differences. This
study however shows how quite different mechanisms play a role. It shows how
scarcity (i.e. of time, personnel and resources) has a negative impact on the
dynamics between insiders and outsiders, and how such tensions make it more
difficult for them to tinker amongst them or to tinker with conflicting values of
care. These mechanisms influence the daily care in a way that everyone involved

regrets, because they further deteriorate the care for the older residents.
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Market-driven values and the value of care work

Health care institutions, such as residential homes, want to improve the quality
of life for their older residents. The quality of life is defined by the World Health
Organization as: ‘An individual's perception of their position in life in the context
of the culture and value systems in which they live and in relation to their goals,
expectations, standards and concerns. It is a broad range concept affected
in a complex way by the person’s physical health, psychological state, level of
independence, social relationships and their relationships to salient features of
their environment’ (WHO, 2010).

Dutchand German health careinstitutionsare doing wellinternationally concerning
life expectancy, preventable deaths from treatable diseases and perceived health
(OECD, 2021). still, the Netherlands Scientific Board for Government Policy (WRR,
2021) has argued that government has to make better choices about where their
priorities lie in the health care sector. The WRR acknowledges that there is a
structural loss of quality care in Dutch residential homes. This loss of quality is also
noticed in German residential homes (Eggert, Schnapp and Sulmann (2017).1n 2007,
for example, the medical service of the health insurance companies [Medizinischen
Dienstes der Krankenkassen] reported, older residents in care homes do not receive
the care they needed; one in three residents in care homes does not get enough
to eat and drink, they have bedsores and people with dementia are seriously
neglected (Germany Institute, 2022). The caring staff in this study also indicated
that they are dissatisfied with the quality of care they are able to offer. According to
them this leads to a decrease in the quality of life for the older residents.

Since the 1980s, due to growing concerns about the costs of the welfare state, the
ideology of neoliberalism has gradually become dominant in western societies.
This led to a declining role of national governments, and more room for private
initiative. It was believed that the best and most cost-efficient way to provide public
goods would benefit from regulation by the mechanism of the free market. Hence,
formerly collective goods such as education, housing or public transport became
commodified, i.e. changed from something of human or social value into an object
of trade, a thing that can be bought and sold on the market. As the sector of health
care was also faced with ever higher costs, leading for instance to long waiting lists,
these principles were also introduced here, be it that the market of health care
remains to be heavily regulated by law (Helderman, et al 2005; Tonkens, et al, 2013).
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The Dutch and the German system, after the latest reforms of 2006 and 2007
respectively, have a lot in common. In both countries, for instance, all inhabitants
are obliged to take health insurance, insurers are not allowed to refuse clients, and
competition between care providers and insurance companies in terms of price
and quality is encouraged. But also after 2007, in Germany some 90% of residents
are still affiliated with a collective insurance fund, paying a rather low flat-rate
premium, while the other 10% must insure themselves privately at much higher
costs. Since 2006, the Netherlands has a unified system with only private insurers,
with customers paying a much higher flat-rate premium than the majority of
German citizens and insurers being required by law to offer a basic insurance

package and bound to a maximum deductible (Leitner in Obinger, 2019).

As the costs for the residential home sector rise and the quality decreases, it was
expectedthattheolderresidentswouldcontributetothe healthcarecoststhemselves.
In Germany, for example, the state introduced the so-called ‘Elternunterhalt’, this is
a parent support (Stanco, 2016, p. 6). If the parent cannot afford the costs of the
residential homes, children with an income of more than 100.000 euro are obliged
to contribute to the health care costs of their parent(s). (Riedel, 2019)

Ideally, on a market, individuals are free to purchase the goods that they need or
wish for. Values like autonomy and self-reliance are held high in the Dutch and
German society. A person is perceived as an autonomous citizen, who can decide
for him/herself how to live. Only when someone becomes unable to make his/her
own decisions, for instance in the case of dementia, relatives will have to make
decisions for them. But in all other cases, the idea is that an individual needs to be
able to choose when, where and how (s)he wants to receive care. Most people wish
to be cared for in their own home as long as possible. Only when that is no longer
possible, they will move to a residential home. However, after being admitted
to a care home, the autonomous citizen becomes a care-dependent resident, a
resident with very little choice as to for instance who will care for him/her, or the

kind of care s/he will receive.

In Germany, children are confronted with a stigmatizing discourse when they take
their vulnerable and older relatives to a residential home. Good care is provided by
family and not by others in care homes is the dominant norm (Horn, et al., 2021).
This is in contrast to the Netherlands, where the image of residential homes is less
negative and relies less on family as care providers (Horn and Schweppe, 2019).
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In the last decades, because of the increase in the ageing population in European
countries, older people with severe complexities can no longer stay at home,
and are admitted to residential homes. According to the logic of the market,
more consumers (in this case of the ‘product’ of health care) combined with cost
efficient production due to technological innovation, would lead to a rise in labour
productivity and hence to economic growth (Bocker, Bruquetas-Callejo, Horn,
Schweppe, 2020; Helderman, et al, 2005). However, in labour-intensive sectors, such
as health care, it does not work this way. Although the number of admissions of
older residents in residential homes is growing, and more efficient work schedules
and technological innovations may help a bit to get the work done, there is a
certain limit to what these initiatives can do to reduce the costs while maintaining
the quality of care. Health care is not a product but a service, care workers are not
producers and patients are not consumers. Care workers may try to work faster
or more efficiently, but beyond a certain point this does not improve the quality
of their work, but may even diminish it. Unlike sectors where higher productivity
enables a wage increase, in the sector of health care at a certain point an increase
in wages only increases the cost price per service. Institutions like residential homes
cannot moderate the salary increase too much, because then they would not be
able to recruit enough staff members. This is the so-called Baumol effect (Bocker,
Bruguetas-Callejo, Horn, Schweppe, 2020, p. 5). This effect makes residential
homes relatively expensive. If the demand for higher quality of care increases too,
for example by asking more time per patient, the services become even more
expensive. That is one of the reasons that many scholars argue that a new economy
is needed, where not money but care is at the centre (Hakim, et al., 2020).

Commodification and the market were introduced in the health care sector
to counteract the long waiting lists, poor customer friendliness and a lack
of coordination between institutions. The idea is that the market and the
corresponding competition translate into accessibility, affordability and high-
quality care (Canoy, 2009, p. 3). Insurers are encouraged to compete with each other
and there is room to compare residential homes. In order to reduce costs, health
insurance companies impose certain control mechanisms on care providers, like
residential homes. Such bureaucratic tools to control and ensure what is done
with institutional money, require greater accountability which in turn requires
more registration (Tonkens, et al., 2013). For example, to control personnel costs, the
tasks of care workers are recorded in minute lists. If one introduces market-based
economics in service driven systems like residential homes, market-based values
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such as productivity, efficiency and effectiveness enter. The result isthat health care
workers have to work faster and more efficiently within the same time, pushing
professional values such as attentiveness and carefulness into the background.
When they can no longer work according to their professional values, there is a
risk that care workers will act thoughtlessly or call in sick. Not being able to provide
sufficient care leads to a decrease in quality of care, which in turn diminishes the
trust of the insurers who will then require even more accountability. But in the end
quality of care cannot be accounted for in a registration system where values like

productivity, efficiency and effectiveness predominate.

Since the reform of the health care sector some fifteen years ago, Dutch and
German residential homes have been faced with reorganizations and years of
budget cuts. Still, many residential homes have to deal with scarcity: with a lack
of money and resources, a shortage of staff and a decrease in staff training. At
the same time, more older residents with multiple complexity of their illness are
admitted, which creates an even higher workload. Employees who cannot cope
with this become demotivated, suffer from burn-outs and may eventually resign
to look for better paid and socially more appreciated work. As a consequence, the

older residents do not receive the care that the institutions are aiming for.

Geriatric care has been devalued for decades. This is confirmed in a recent rapport
from The Social and Economic Council of the Netherlands (SER, 2021): the workload
is high and the salary for care workers is about 9 percent lower than that of workers
with a comparable education in other sectors (SER, 2021).

Health care workers have complained about a high workload, lack of recognition
and low wages for years. Even with double jobs and extra hours (day shifts and
night shift in one day), they struggle to keep their heads above water.

Caregivers want to provide good care for their older residents. However, they complain
that their work is heavily scripted, and that organizational circumstances force them
to provide only basic care. And in spite of their wish to enact care in a responsive
and flexible way, many care workers (unconsciously) internalize institutional values
like efficiency and productivity. To face the dilemnmas arising from scarcity and the
daily work conditions, care workers tend to simplify their performance, caring for
the residents as efficiently and quickly as possible and providing only basic care, like
washing, dressing and feeding. This becomes part of their habitus, through which they
enforce the very system that they criticize and unconsciously pass it on to newcomers.
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Integrating newcomers in residential homes: a paradoxical task

In many European countries, one of the remedies to combat the shortage of
health care workers is to recruit personnel from abroad or newly arrived asylum
immigrants. In the two residential homes studied here, the management had
good intentions with their newcomers’ project. They had two aims: not only to
give recently arrived refugees a new perspective and work opportunities, but
also to give established staff an ‘extra set of hands’. However, the outcome was
paradoxical: precisely due to the heavy workload, the projects did not reduce, but

rather increase the work-related stress of the established staff.

Rather than feeling supported by the arrival of immigrant newcomers, the established
workersfeltthat their working conditioned became more difficult. First, they witnessed
how the newcomers were warmly welcomed by management, who offered them
education and all the help. But because their own hard work went unnoticed, the

established workers felt ignored and not taken seriously by management.

Secondly, because the established staff was expected to guide and supervise the
new staff, they felt that the arrival of the newcomers burdened them with extra

tasks, aggravating rather than decreasing their already heavy workload.

Thirdly, because the home had welcomed inexperienced and relatively unskilled
people in the department, the established staff felt the quality of care was affected

and that their own professional skills were undervalued.

The above mentioned feelings of resentment are part of a broader story: many
established careworkers are part of a European population who feel that they
have to work hard and make many sacrifices to make a decent living, but who
have come to feel that their livelihood is threatened by the arrival of immigrants
and refugees. This social discontent resonates in the way in which the established
careworkers set themselves against their new colleagues. The boundaries created
in the departement between ‘us’ and ‘them’, can be seen as a reflection of social
developments in the wider Dutch and German society, where right-wing political
parties produce a performativity powerful narrative of an imagined community
of ordinary, hardworking working-class people (Williams, 2019, p. 10) who are
portrayed as victims of cultural, symbolic or physical repression by government
elites. These ordinary people are moreover not protected by the elite from the

so-called ‘tsunami’ of refugees that overwhelmed Europe in 2015 (Bongiovanni,
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2018, p. 31). According to right-wing parties, the European border regime is lacking
and governments are too hospitable to refugees. Asylum seekers and refugees
are encouraged with a welcoming policy to participate in society while they, the
ordinary hard-working people, are systematically disadvantaged (Hochschild, 2016).
This populist discourse resonates in the perception of some of the established
caregivers in the residential homes. These caregivers echo the views of right-wing
parties that current liberal governments do not care for the older residents who
built up the nation after World War II.

Next to a gap between the established workers and the immigrant newcomers,
in the residential homes we also observed how the established staff became
more critical of management, who they felt were alienated from daily reality in
the departments. These feelings resonate with the populist critique that (higher
educated) politicians are not in touch with the ordinary (lower educated) citizens
anymore (Noordzij, et al, 2021).

Tinkering with values, structures or cultures?

The immigrants in turn were also critical of the way care in the residential homes
was organized. They likewise felt abandoned by management, questioned the
professionalism of their established counterparts and wondered how they cared
for the older residents. In order to cope and keep their self-esteem in the new
environment, the newcomers attributed positive qualities to themselves, such as
being more polite and having more respect for older people.Just like their established
colleagues, they assumed that the differences between them were cultural
differences. This process of culturalization can be understood as a process in which
a person holds on to a static conception of culture (Mepschen, Duyvendak, Tonkens,
2010, p. 233), i.e. of a culture as a closed, timeless and conflict free whole, carried by
people who basically share the same beliefs, norms and traditions. Culturalization
refers to a discursive and interpretive framework which divides groups into different,
internally homogeneous groups. This is also often put forward as an explanation why

interaction between established and immigrant workers is not successful.

This view however distracts from what this study has shown that really matters,
i.e. the fact that both established workers and newcomers find themselves in
an environment where conditions of scarcity and bureaucratic values such as
standardization, efficiency and productivity, put pressure on the work situation.
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Most newcomers are eager to learn and want to absorb new knowledge and skills
in order to adjust to the new workplace. They observe and imitate the behaviour of
their established colleagues to get a feel for the game of care as it is practiced in
these European homes. Asa result, however, they unintentionally and unconsciously
conform to the bureaucratic habits, norms and expectations that dominate within
the residential homes, until it has become their usual way of working too. This way
of working might deviate from their former habitus or even their ideals of personal
care, but they come to accept it as how ‘things are done here’. In other words, the
effects of the marketization and bureaucratization of care will also be taken for
granted in the long run by the newcomers. The complex dynamics in the daily
practice of health care workers are therefore not only caused by governmental
and institutional policies, but the messages conveyed by these policies are also
reinforced by the daily practice of the health care workers themselves. They are
captured in a circular process in which certain norms and ways of working are

constantly reproduced.

In general, established workers and newcomers both wish to enact good care
for the older residents. At the start of this research, | assumed that what | called
‘the reversed gaze' of the newcomers could yield interesting critical insights
into the pros and cons of the taken for granted routines and habits in the Dutch
and German homes. | expected that the findings of such a reversed gaze would
enable a critical reflection on the values and assumptions underlying Dutch and
German geriatric care practice. However, in the course of research it appeared
that the perspective of the newcomers was not so much different from that of
the established. Overall, they subscribed to similar values of geriatric care, such as
dignity, respect for the older residents, taking sufficient time, being patient, and
being attentive to personal needs.

Simultaneously, the newcomers were tacitly judged by their colleagues according
to standards of professionalism that may indeed be alien to them, such as taking
initiative, being able ‘to see the work’, and showing intrinsic motivation. However,
due to language difficulties and lack of mutual exchange, both groups rarely had
the time and opportunity to become familiar with each others’ values, norms and

expectations.

In the Dutch residential home, the buddy system enabled established workers

and newcomers to worked together. In such a constellation, they may learn from
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each other’s experiences, will have the opportunity to tinker with different values of
care and find practical solutions when confronted with conflicting values or with
residents who need time to make the strange(r) familiar. Moreover, the newcomers

have the time to adopting a new professional habitus.

But if organizational conditions and institutional constraints make such
collaboration and tailor-made support impossible, as was the case in the German
home, newcomers are left to their own devices. In situations with a high workload,
they have to rely all the more on the ability to tinker, for instance between values
of professionalism and institutional expectations. But without the support of an
experienced colleague, in stressful situations it will be difficult for them to decide
what to do, whether for instance to respond to the needs of an individual resident,
as their theoretical nursing training has taught them, or to work efficiently in order
to master all the different tasks in the wards.

FURTHER RESEARCH AND PRACTICAL IMPLICATIONS

In order to get a more thorough understanding of factors that might contribute to
a better integration of (asylum) immigrants as care workers in Western residential

homes, the following topics are worthy of further investigation.

First, in order to be able to acquire better insight into general patterns of the
everyday interactions between established care givers and immigrant newcomers,
there is a need for more multiple site ethnographic studies in Western European
residential homes. These might be more comparative in design, for instance by
comparing residential homes that are similar regarding national (policy) context
but different in their approach to the integration of newcomers.

Second, in order to get more insights into the way in which such projects affect
the quality of care, it would be interesting to complement a similar ethnographic
research design as in the current study with in-depth interviews with the ageing

residents and their relatives.

Third, despite the fact that the care for people in a residential home is complex and
requires a high degree of knowledge and skills, there are only a limited number of
people willing to work in residential homes. This is also based on asymmetrical power
dynamics. Nurses rather work in hospitals than residential homes, cure rises above

care. Further research is needed for developing strategies to overcome barriers and
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interventions for exploring and recruiting the potential of newcomers, refugees and
asylum seekers for (re)training to obtain competent staff in residential homes.

Fourth, in the Netherlands and in Germany, some newcomers quitted within a few
days. In the Netherlands, one in ten quit within a few weeks, another within a year
because it did not meet his expectations, five newcomers stayed after graduation
and two left after graduation for social work, one works as a freelancer in nursing
care. At the time of writing, there are still three people working in the residential
home. In Germany, one (out of seventeen) quitted after the first week of internships
because of different expectations, four started with a nursing education after
the three months of orientation, two of whom stopped within a year and started
again the following year. Most applied for better paid jobs. These findings are in
line with the data presented in a recent report of the Netherlands Scientific Board
for Government Policy (WRR, 2021), indicating that 43% of the recently graduated
nurses are leaving the sector within two years, because they cannot cope with
the stress or because they are frustrated they cannot work according their own
professional values (WRR, 2021). Those responsible are called upon to advocate the
inherent expertise of these health care workers and to act as their ambassadors
to ensure that newcomers do not drop out during the integration trajectory in

residential homes.

At this moment, in the Netherlands one out of seven citizens is working in the
care sector, but due to the ageing population and longer life expectancies for
2060 it is expected that this ratio should be one in three (WRR, 2021). Given the
already acute shortage of care workers in geriatric care today, one of the first
practical implications of the outcomes of the current study, is that it isimportant to
implement strategiesin residential homes aimed at recruiting and retaining health
care staff. These strategies should be aimed at the improvement of secondary
working conditions, such as more autonomy at work, more time for the actual care
tasks, less bureaucratic work, more appreciation from management and better

educational and career opportunities.

Second, thisstudy hasshown that, in order forimmigrant newcomersto successfully
integrate into the workforce of a residential home, i.e. to develop the required
professional habitus and a feel for the game of geriatric care, the institutional
implementation of a support network is of the utmost importance. Not only to

ensure the quality of the care, but also to create a mutual understanding between
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the established workers and the newcomers. Simultaneously, if the established
staff are not given practical or emotional support, if they have no voice or choice,
but instead are faced with unreasonable demands, this will lead to resistance, even
refusal to coach their new colleagues. In the current situation where residential
homes struggle with scarcity of personnel, time and resources, both established
workers and immigrant newcomers constantly need to tinker between efficiency
and attentiveness, between institutional rules and professional values, between
standardization and flexibility.

Thus, in order to improve the care for the older residents, a social support network
for both established and new caregivers is vital. This allows for the expression of
hybrid professional identities, where both established staff and newcomers learn
to navigate between, and mix elements from the various work cultures they are
familiar with.

Third, when it comes to improving the conditions under which recently arrived
immigrants may be recruited and retained in the workforce, results of the current
study emphasize that fostering teamwork is needed. Workforce integration can
only be successful if all staff, established as well as newcomers, receive good
guidance and support networks. Language classes for newcomers should be an
important part of their training, in order for them to gain a better understanding
and mastery of all the nuances and metaphors in the new language. Cultural
competency courses for both established workers and newcomers, such as given
in the German residential home, could be an educational aspect that adds to
mutual understanding. However, courses alone are not a guarantee for successful
sustainable collaboration in teams. Although the course given in the German
residential home enhanced the established workers' understanding of for example
different socializations, the risk of essentialism, i.e. that caregivers start perceiving
the identity of others as static and fixed, should be avoided. It is also important to
make them alert to their own and others’ multiple identities, i.e. that individual
identities are always in the making, that they are never finished but may change
by displacement in time and space (Belt, et al., 2015, p. 106; Cankaya, 2020; Hoffman
and Verdooren, 2018).

Findings in the Dutch home, where the established were not offered a course in
intercultural competency, show how important it was for newcomers to be able
to collaborate with and receive guidance from an established worker. Such a set
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up where established staff are invited to act as ‘buddies’ also leads to a greater
commitment to the integration project. Instead of endlessly distinguishing
between established care workers who lack intercultural competences and
newcomers who have deficiencies and need (re)training, we better ask ourselves
how we can create ‘politics of care’, i.e.,, the optimal conditions in order to care
for our environment, our people and our vulnerable others (Hakim, Chatzidakis,
Littler, Rottenberg and Segal, 2020; Raworth, 2017). Putting care first means that
we humans need to recognize and embrace our interdependencies. Above all, our

capacities cannot be realized in an indifferent world.
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Summary

SUMMARY

This dissertation explores the social processes affecting the workforce integration
of first-generation immigrant care workers in geriatric care and the enactment of
good care in two residential homes, in the Netherlands and in Germany. The aim
of this ethnographic research was to gain a deeper understanding of interactions
between first-generation immigrant care workers and established care providers
in their care for ageing residents. In response to the shortage of nursing staff and
the 2015 refugee crisis, both residential homes invited newcomers with a refugee
background to participate in a project for nursing education and internships.
Between 2015 and 2018, a group of ten immigrants with a refugee background
started working in a Dutch residential home, a group of seventeen immigrants with
a refugee background started in the German residential home. This dissertation
investigates the social processes when these newcomers start working with the
established staff, as well as the extent to which their mutual interactions and values
of good care influence the enactment of care in daily practice. Using ethnographic
observations and participatory tools, the established care workers and newcomers
were followed when they were working together and enacted geriatric care.
The notions of ‘established and outsiders’ of sociologist Elias and Scotson (1965),
‘habitus’ and ‘feel for the game’ of sociologist Bourdieu (1990), and ‘tinkering’ of
philosopher Mol (2010) were used as sensitizing concepts to get a general sense
of guidance to the data. Based on the empirical outcomes, we noticed that social
processes and institutional constraints, such as shortage of staff, the imposition
of professional norms, gossip used as a ‘weapon of the weak’, mutual suspicions
of indifference, and collective images of ‘us’ versus ‘them’ affected the enactment
of care. The established and newcomers conceived each other as the source of
their discomfort. However, both groups shared the feeling that they were ignored
by management, a pain of not mattering. The interaction between established
staff and newcomers was influenced by institutional norms, rules and regulations,
while in daily practice their professional habitus stimulated them to tinker among
each other as well as with different, sometimes conflicting, values of good care.
The findings underline that what counts as good care is situational, relational and
contextual. However, the findings also show that the workload sometimes gets so
high that it becomes impossible to perform all tasks properly. As a consequence,
staff can become demotivated and indifferent to the point that they are numbed,
act thoughtlessly and thereby harm their clients. This dissertation thus shows
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how various social processes and institutional constraints not only have a serious
impact on the individual well-being of care workers and their older clients, but also
a significance impact on the workforce integration of new immigrant workers, and
the enactment of good care for older residents.
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Samenvatting (Dutch summary)

SAMENVATTING (DUTCH SUMMARY)

Dit proefschrift onderzoekt de sociale processen die van invioed zijn op de
arbeidsmarkt integratie van eerste generatie immigrant zorgverleners in de
ouderenzorg en de uitvoering van goede zorg in twee verpleeghuizen, in Nederland
en in Duitsland. Het doel van dit etnografisch onderzoek was om een dieper
inzicht te krijgen in de interacties tussen eerste generatie immigrant zorgverleners
en gevestigde verzorgenden in hun zorg voor ouder wordende bewoners. In
reactie op het tekort aan verplegend personeel en de vluchtelingencrisis van 2015
nodigden beide verpleeghuizen nieuwkomers met een vluchtelingenachtergrond
uit om deel te nemen aan een project voor een (oriéntatie in) verpleegopleiding
en stages. Tussen 2015 en 2018 is een groep van tien immigranten met een
vluchtelingenachtergrond gaan werken in een Nederlands verpleeghuis, een
groep van zeventien immigranten met een vluchtelingenachtergrond in een
Duitse verpleeghuis. Dit proefschrift onderzoekt de sociale processen wanneer
deze nieuwkomers gaan werken met het vaste personeel, evenals de mate waarin
hun onderlinge interacties en waarden van goede zorg de uitvoering van zorg in de
dagelijkse praktijk beinvioeden. Met behulp van etnografische observaties, diepte
interviews en focusgroepen werden de gevestigde zorgverleners en nieuwkomers
gevolgd wanneer ze samenwerkten en de ouderenzorg uitvoerden. De begrippen
‘gevestigden en buitenstaanders’ van socioloog Elias en Scotson (1965), ‘habitus’
en ‘feel for the game’ van socioloog Bourdieu (1990), en ‘tinkering’ van filosoof
Mol (2010) werden gebruikt als sensibiliserende concepten om een algemeen
idee te krijgen van de data. Op basis van deze empirische uitkomsten merkten
we dat sociale processen en institutionele beperkingen, zoals personeelstekort,
het opleggen van professionele normen, roddels als ‘wapen van de zwakken’,
wederzijdse vermoedens van onverschilligheid en collectieve beelden van ‘wij’
versus ‘zij’ gevolgen heeft gehad voor de uitvoering van de zorg. Gevestigden en
nieuwkomers zagen elkaar als de bron van hun ongemak. Beide groepen deelden
echter het gevoel dat ze door het management werden genegeerd, een pijn van er
niet toe doen. De interactie tussen vast personeel en nieuwkomers werd beinvioed
door institutionele normen, regels en voorschriften, terwijl hun professionele
gewoonte hen in de dagelijkse praktijk stimuleerde om zowel onderling als met
verschillende, soms tegenstrijdige, waarden van goede zorg af te stemmen. De
bevindingen onderstrepen dat wat telt als goede zorg situationeel, relationeel en
contextueel is. De bevindingen laten echter ook zien dat de werkdruk soms zo
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hoog wordt dat het onmogelijk wordt om alle taken goed uit te voeren. Als gevolg
hiervan kan het personeel gedemotiveerd en onverschillig worden tot het punt dat
ze afgestompt raken, onnadenkend handelen en daardoor hun cliénten schaden.
Dit proefschrift laat dus zien hoe verschillende sociale processen en institutionele
beperkingen niet alleen een serieuze impact hebben op het individuele welzijn
van zorgverleners en hun oudere cliénten, maar ook een significante impact op
de arbeidsmarkt integratie van nieuwe immigranten, en de uitvoering van goede

Zorg voor oudere mensen.
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Zusammenfassung (Summary in German)

ZUSAMMENFASSUNG (SUMMARY IN GERMAN)

In dieser Dissertation werden die sozialen Prozesse, die berufliche Integration von
Zuwanderernderersten Generation/GeflUchtetein die Altenpflege und die Leistung
guter Pflege in zwei Pflegeheimen in den Niederlanden und in Deutschland
beeinflussen, untersucht. Ziel dieser ethnografischen Studie war es, ein tieferes
Verstandnis der Interaktionen zwischen Zuwanderern der ersten Generation/
Gefluchtete und deren Auswirkungen auf die Pflege alterer Bewohnerinnen und
Bewohner zu erlangen. Als Reaktion aufden Pflegemangel und die Fluchtlingskrise
2015 luden beide Pflegeheime Geflichtet zu einem Pflegeausbildungs- und
Praktikumsprojekt ein. Zwischen 2015 und 2018 begann eine Gruppe von zehn
Zuwanderern mit Fluchthintergrund in einem niederlandischen Pflegeheim,
eine Gruppe von siebzehn Zuwanderern mit Fluchthintergrund im deutschen
Pflegeheim. In dieser Dissertation werden die sozialen Prozesse beim Start
dieser Neuankdémmlinge - vor allem wenn diese mit der etablierten Belegschaft
zusammenarbeiten - und inwieweit ihre wechselseitigen Interaktionen und
Werte einer guten Pflege die Versorgung in der taglichen Praxis beeinflussen,
untersucht. Mit ethnografischen Beobachtungen und partizipativen Instrumenten
wurden die etablierten alteingesessenen Pflegekrafte und Neuankdmmlinge
bei ihren Zusammenarbeit und DurchfUhrung der Pflege / Betreuung begleitet.
Um die erhobenen Daten entsprechend analysieren zu koénnen, wurden als
sensibilisierende Konzepte Etablierte und AulBenseiter des Soziologen Elias und
Scotson (1965) Habitus und Gefuhl fir das Spiel des Soziologen Bourdieu (1990) und
Tinkering des Philosophen Mol (2010) verwendet. Basierend auf den empirischen
Ergebnissen konnte konstatiert werden, dass Soziale Prozesse und institutionelle
Zwange wie Personalmangel, das Auferlegen professioneller Standards, Klatsch
als ,Waffe der Schwachen®, gegenseitiger Verdacht auf Gleichgultigkeit und
kollektive Vorstellungen von ,uns” gegenuUber ,sie” Folgen fur die Umsetzung der
pflegerischen Versorgung haben. Sowohl Etablierte als auch Neuankdmmlinge
sahen einander als Quelle ihres Unbehagens. Beide Gruppen immanent war
jedoch das Gefuhl, vom Management ignoriert zu werden — ein Schmerz, nicht
wichtig zu sein. Das Zusammenspiel zwischen etabliertem Personal und
Neuankémmlingen war von institutionellen Normen, Regeln und Vorschriften
gepragt, wahrend ihre Berufsgewohnheit in der taglichen Praxis sie ermutigten
sie ermutigten, die unterschiedlichen, teilweise widerspruchlichen Werten guter
Pflege auszubalancieren. Die Ergebnisse unterstreichen den Mehrwert situativer,

relationaler und kontextbezogene Aspekte fur eine gute Pflege. Die Ergebnisse
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zeigen aber auch, dass die Arbeitsbelastung manchmal so hoch wird, dass
es unmoglich wird, alle Aufgaben richtig zu erfullen. Als Folge davon kéonnen
die Mitarbeiter demotiviert werden und sich ein Gefuhl der Gleichgultigkeit
erleben, das zu einem gedankenlosen Handeln fuhren kann, durch das dem zu
Betreuenden Schaden zugefuhrt wird. In dieser Dissertation wird aufgezeigt, wie
unterschiedliche soziale Prozesse und institutionelle Rahmenbedingungen nicht
nur gravierende Auswirkungen auf das individuelle Wohlbefinden von Pflegenden
und ihren alteren Klienten, sondern auch einen signifikanten Einfluss auf die
berufliche Integration neuer Immigranten und die Umsetzung einer guten Pflege
far die Alteren haben.
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2020 The Potential of Education for Integration. International Conference

Berlin (cancelled due to Covid-19) link to conference

2020 Asylbewerber und Fluchtlinge als Potentialtrager (AFP) in Deutschland.
Workshop Inclusive Workforce & Inclusive Education (cancelled due to
Covid-19).

2018 EAN International Conference. Workforce integration in nursing care. The
Hague University of Applied Sciences, The Netherlands.

2018 STTI Phi MU, 4%, Biennial European Conference Anglia Ruskin University,
Cambridge University UK.

2018 Workshop Workforce integration in Health Care. UAF job support

managers, UAF students and Health managers. Humanity House, The Hague.

2017 Symposium De stad als vluchthaven? Over integratie in een superdiverse
samenleving. Zorg(en) in de zorg. The Hague University of Applied Sciences.

2017 Odense University Denmark. Workforce integration of first-generation
immigrantsin nursing care. http:// europeantransculturalnurses.eu/2016/07/5t-

conference-of-the-european-trnascultural-nursing-association

2014 EAPRIL conference presentation in Cyprus, Designing an international
program for Global Health.

2013 EAPRIL conference presentation in Switzerland, Improving study success
in higher vocational education.



List of Publications and Presentations

2013 Interdisciplinary Conference of the University Network of the European
Capitals of Culture in Marseille, France. University Network of the European
Capitals of Culture (UNECC). Presentation, Cultural Encounters The Mosaic of
Urban Identities. Subsidie van Steunfonds Den Haag en omstreken

2011 Seminarserie over diversiteit Omgangsvormen in een diverse samenleving,
Constructie van autochtoniteit, culturalisering en het populisme, Co-referent.
The Hague University of Applied Sciences.

2011 Onderwijsconferentie Masterclass. Excellent Learning by Teaching

Excellence. The Hague University of Applied Sciences.

2010 University of Pennsylvania in Philadelphia in USA International Council
on Women's Health Issues (ICOWHI) International Congress Philadelphia

Presentation: The Complexity of Diversity in Dutch Health Care Systems.

2009 Seminar diversiteit. Presentatie: Complexiteit van diversiteit in de
dagelijkse zorgpraktijk. Stichting Sint Jacob Haarlem, Nederland.

2008 International Council on Women'’s Health Issues (ICOWI). Presentation:
Global Nursing. Looking for Similarities without judging the differences.

University of Gaborone in Botswana.
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PHD TRAINING AND GENERAL COURSES
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BROK (Basiscursus Regelgeving Klinisch Onderzoek). Leiden University

Medical Centre.
Biostatistics. Leiden University Medical Centre.

Methodology Course Ethnographic research (Advanced course 12 ECTS).
Graduate School of AISSR University of Amsterdam.

Engels Cambridge English C1. British Language School.

Pitfalls for Advanced Writers of Academic English (including Word Order).
Graduate School of Social and Behavioural Sciences, Leiden University.

German Intensive Language Course (50 uur) Language Institute Regina Coeli

(Nonnen van Vught).
Atlas-Tl course. Erasmus University Rotterdam
Kwaliteitseisen in kwalitatief onderzoek. Erasmus University Rotterdam

How to publish manuscripts, the P's of publishing. Odense University Denmark
from Prof. N. Cuellar, USA.

Harvard University & Roosevelt Academy Excellent Learning by Teaching

Excellence. University Middelburg

Basistraining didactiek (Teach the teacher) Leiden University of Applied
Science.

BKE (Basis Kwalificatie Examinering). The Hague University of Applied Science.
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