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Abstract 

 

The history of residential childcare is a chequered one, in which fundamental questions about the 

nature, purpose, quality and effectiveness of the service have been raised. Despite concerns, there is 

a commonly shared agreement that some residential childcare provision will always be necessary and 

that if it is good quality, it has the potential to help children achieve their potential and achieve positive 

long-term outcomes. This does then raise the question as to what is meant by ‘good quality’ or ‘quality 

care’. Through interviews with key stakeholders including young people in care, this research study 

sets out to explore their understandings and experiences of quality care. The findings reveal that 

among the many factors that could contribute to quality care (including high quality facilities and a 

well-qualified staff group) a central theme was the quality of relationships between staff and young 

people. Using Honneth’s conceptual framework regarding recognition and misrecognition, as an 

analytical tool, the thesis outlines how the residential child care could be enhanced by applying core 

concepts to the design and delivery of the service. It is argued that relationships would be enhanced 

and that the identity needs of young people in care would be recognised and upheld.  
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Background to study 

At the time of writing residential childcare has, once again, been the subject of negative media 

attention with concerns being expressed by the Children’s Commissioner for England (Anne Longfield) 

about: poor quality physical facilities; lack of accommodation; and poor-quality care. This had led to 

safeguarding concerns regarding vulnerable children at risk of exploitation. In response there have 

been calls for a further review of the sector. It is in this context that the focus of the current study is 

on quality in residential childcare and specifically on the centrality of relationships as the core 

component of quality and their contribution to young people’s developing sense of self.  

My motivation for focusing on quality and residential childcare is rooted in my professional experience 

of having been a former front-line practitioner and manager of a residential care home for children 

and young people (combined, these two roles lasted for approximately 10 years). More recently and 

also over a 10-year period, I was an inspector for The Regulation and Quality Improvement Authority 

(RQIA) in Northern Ireland, a role which involved assessing the quality of care provided in children’s 

homes in Northern Ireland.  

My role as inspector has provided me with a ‘birds eye view’ of the sector and the central importance 

of seeking the views of young people who live in residential care regarding their daily living 

experiences and what they perceived to be good quality care. With regards to ‘quality care’, in this 

role I was concerned to gain further knowledge about the evidence base regarding quality and how it 

might be assessed. In my contact with young people, they made links between their perceptions of 

good care being connected to their relationship with the staff in the home and their emphasis on being 

treated fairly and with respect. Yet the quality of relationships was not an element of care that was 

assessed as part of the inspection process. I found perplexing as it meant that the stated views of 

young people on this important aspect of care had the potential of being overlooked or at least 

undervalued.  
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Whilst continuing with full time employment, I began a part-time doctorate and based on a discussion 

with an academic, I became interested in the theoretical approach to identity formation as formulated 

by German theorist Axel Honneth in his seminal work, The Struggle for Recognition (1995). Exploring 

this further led me to start to reflect on the interface between quality care, quality relationships and 

sense of self (identity formation). I was aware that young people’s sense of self and their emerging 

identities was not part of the inspection process per se, and I was intrigued that such a major theme 

should be absent in discussions about the quality of care.  

As I began to familiarise myself with recognition theory, I became interested in Honneth’s 

development of the ‘practical relation to self’ (Honneth, 1995) involving self-confidence, self-respect 

and self-esteem and whether this could be applied to residential childcare practice. With my 

professional experiences and my interest in Honneth’s work, I initially developed a set of research 

aims and objectives regarding as outlined below and that focused on the development of a set of 

inspection indicators based on Honneth’s conceptual framework.  

From the outset of this study, it was clear that I was approaching this from the perspective of an 

‘insider’ that is someone who has direct practitioner knowledge and experience of working, managing 

and inspecting within residential care services. This is in keeping with research studies by other 

notable national and international academics who likewise came from an ‘insider’ perspective on their 

research in residential care including Professor Emeritus James Anglin, Professor Mark Smith and Dr 

Ruth Emond. This insider perspective, my previous professional practice and expertise over 25 years 

working in and around residential care, shaped the entire research project from initial conception, 

research design, theory, methodology through to the field work and interviews.
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Research aims and objectives  

Aims: 

This research aims, through engagement with key stakeholders, to attempt to develop a set of 

inspection indicators based on research about what constitutes high quality care in a children’s home, 

with particular reference to the identify formation of young people in this setting. 

Objectives: 

• To complete a literature review to ascertain what constitutes good quality care in a children’s home; 

• To deduce from this review (and informed by the work of Anglin and Honneth) a broad framework 

of pointers and principles that identify the essential features of good quality care; 

• To work collaboratively with a selected group of professionals and young people in care, to identify 

a set of indicators that could potentially be used by Inspectors to assess the quality of care being 

delivered in a children’s home, particularly whether or not a children’s home has created the milieu, 

systems, culture and the caring attributes which allow a young person’s identity to be sustained and 

nurtured in that setting. 

• To seek feedback on any indicators developed, in particular how they can be used as a suitable 

framework for inspection activity. 

Developments during the progress of the thesis 

As noted in the introduction, the original intention had been to identity a set of indicators based on 

the work of Honneth and Anglin with professionals, stakeholders and young people in residential 

childcare and to use these to develop a model. In practice what happened was the following. First, the 

theoretical framework used to underpin the study became more focused on the work of Honneth 

(1995). This was partly because of time constraints where it was simply not possible to cover two 

conceptual frameworks with the required amount of detail to make this a viable objective. It also 
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became apparent that Honneth offers the potential to be applied to residential childcare practice in a 

way that centralises the importance and significance of relationships between staff and children in 

underpinning both quality care and young people’s identity formation. Furthermore, this builds on the 

significant contribution made by other writers in the field as noted in the literature review. With 

regards to Anglin, my intention is to use his work and its relationship to Honneth in future publications. 

Second, in relation to the above research objective, the interviews focused less on the idea of 

inspection indicators per se and more on how the experiences and perspectives of participants could 

be analysed through the lens of recognition theory. These, in turn, provide the basis for an assessment 

as to the value of Honneth’s framework for residential childcare as will be noted in the discussion 

Chapter.  

Part of the original aim was to seek feedback on any indicators developed in particular how they can 

be used as a suitable framework for inspection activity. As noted above, within the time and space 

constraints and the changed focus of the interviews to relational experiences and perspectives, it has 

not been possible to develop a definitive set of indicators that have been reviewed by the research 

participants. Rather, from the data gathered in the research study, the relevance of the Honneth 

framework has been considered and explored more deeply. This (and any further developments to a 

future model for the assessment of identity formation as is proposed at the end of the discussion in 

this Chapter), will need to be the subject of further research and engagement with professionals, key 

stakeholders and young people.  

Thesis outline  

Chapter One provides an overview of the legal, policy and practice context of residential childcare 

internationally, nationally and regionally. This is followed by Chapter Two which provides a review of 

research literature. Chapter Three outlines the conceptual framework underpinning the thesis which 

is followed by Chapter Four which outlines the methodological approach and methods used in the 
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study. Chapter Five explores the findings and Chapter Six discusses the implications of the findings for 

policy, research and practice.  
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Chapter One 

Residential Care for Children and Young People:  

The Legal, Policy and Practice Context 

 

1.1 Introduction 

Drawing on national and international literature, this Chapter provides an overview of the key policy, 

legal and practice developments regarding residential care. The Chapter will begin with a working 

definition of residential care, before providing an overview of international and national 

developments. It will then move onto consider law, policy and practice developments in Northern 

Ireland, the focus for the current study. The Chapter highlights that residential care for children and 

young people has experienced a chequered history and that its role, purpose, function, effectiveness 

and quality have all been subject of a growing critique. The Chapter also highlights that more recently 

there have been efforts to transform the sector and this provides the context for the current study 

which aims to make a contribution to debates regarding quality care and its impact on the identity 

formation of young people in residential care.  

 

1.2 Definitions of residential care for children and young people 

Residential care for children and young people is often known for all the wrong reasons. Unwanted 

negative media attention has propelled the service into the public domain and rather than assisting 

understanding of the service and the children and young people who live in it, negative media 

attention has often reinforced misunderstandings. Furthermore, debates regarding: the fundamental 

purpose of residential care homes for children and young people; their effectiveness; whether or not 

they are value for money; questions about what good quality care is; and ultimately how best to 

improve the lives of young people remain ongoing (Strijbosch et al. 2015).  
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In this contested climate definitions of residential child care also vary, but, as noted in research by 

Srtijbosch et al. (2015), there are internationally and nationally commonly accepted characteristics of 

residential child care namely: it is a form of 24 hour institutional (as opposed to non-institutional) care; 

its delivery is based on a group care approach (whereby young people of differing ages, backgrounds 

and needs live together); young people’s needs are attended to by a staff group with relevant 

qualifications (although not necessarily social work qualifications) who work on a rotational basis;  it 

aims to provide care to children until such time as they can move into alternative family/community 

based settings. The commonalities and differences in definitions and the broader contemporary issues 

regarding residential childcare are considered next from international, national and regional 

perspectives.  

1.3 Residential childcare in an international context 

Appraising international perspectives regarding residential childcare involves several challenges. 

Firstly, as noted above, the service should be understood as a diverse and evolving activity that has 

antecedents in the unique situational and historical context in which it is practiced. These contexts 

can vary considerably depending on socio-economic and cultural trends regarding the care of children 

(Courtney et al., 2009; Smith, 2009; Kendrick et al., 2011). In Ireland for example, residential care was 

greatly influenced through its provision by religious and voluntary organisations (Whittaker et al., 

2015) and in Russia, Eastern Europe and Israel, (Kendrick et al., 2011) large-scale institutional care is 

the norm compared with the trend in the United Kingdom towards much smaller types of facilities 

(Narey, 2016).  

 

Secondly, definitions and terminology regarding the service also vary across jurisdictions. In a short 

but important two-page statement, the Stockholm Declaration on Children and Residential Care 

(Swedish Foreign Ministry, 2003) not only called for a reduction in the use of institutions but also to 

‘de-institutionalise children and create alternatives’ (Stockholm Declaration, 2003, p2). However, it is 
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not apparent how ‘institution’ is understood within the statement or how it is to be interpreted by an 

international readership. Across the international spectrum there are various terms used to refer to 

the service including ‘children’s home’ or ‘residential care’ (UK and Australia), ‘therapeutic residential 

care’ or ‘congregate care’ (USA) (Whitaker et al., 2014). Other more historic terms such as ‘Orphanage’ 

have remained in use in some countries (Rutter, 1998). So, whilst countries make use of group care it 

is not self-evident that they are referring to ‘like for like’ examples of care in a residential setting. The 

issue of terminology also makes it challenging to interrogate the data and compare outcomes for 

young people across international regions. 

 

Thirdly, there is variation regarding the frequency and intensity with which the service is used as part 

of the wider provision to children and families. In some countries there is traditionally a high reliance 

on residential care. For example, in the Russian Federation, Eastern Europe and Israel, they operate 

at rates between 43% to 80%. A smaller number of countries make almost exclusive use of this service 

including Japan where residential care accounts for 85% of provision (Zhang et al., 2018) and Armenia 

(95%). In the USA, approximately 15% of all young people in care are in residential care as opposed to 

foster care (Whitaker et al., 2015) with variance in individual states from a low of 7% to a high of 78% 

(Boel-Studt and Tobia, 2016). Some countries have a more finely balanced mix of care provision such 

as Denmark or France where there is a greater balance with the use of residential and foster care 

(Whitaker et al., 2015). In the UK and Ireland there is also variance with residential childcare 

accounting for 12% of all children and young people in care in Ireland compared to 6 % in Northern 

Ireland (DoE Statistical Bulletin, March 2019). The diversity of usage across countries is linked to an 

absence of alternative options (Malia et al., 2008) that can respond to high disruption rates in a family 

setting (Chamberlain et al., 2006). But for others it is recognised as the preferred political, social and 

economic option to meet their needs (Malia et al., 2008, Thompson et al., 2014). 
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Fourthly, there is a concern that the service is not good value for money (Whitaker et al., 2015; Narey, 

2016, Holmes et al., 2018). This is exacerbated by the absence of a distinct evidence base regarding 

‘what works’ in securing positive outcomes for children and young people (Whitaker, 2017, Holmes et 

al., 2018, Lebel et al., 2018). International research studies conducted over the last three decades 

have identified mixed outcomes for young people depending on variables such as exposure to 

traumatic events, a dysfunctional family environment and the efficacy of their treatment programme 

(Boel-Studt and Tobia; 2016; Lee et al., 2017; James, 2017; Bellonci et al., 2018; Daly et al., 2018). As 

argued by James (2014) the current situation in residential childcare nationally and internationally, is 

that there are a multitude of models being used in practice with little or no evidence-based conclusion 

as to which works better and why: 

The review of residential care models indicated a painfully small knowledge base 

considering the decades that some models have been in existence and an overall lack of 

knowledge advancement. At this stage far too few rigorous studies have been conducted 

to make a strong recommendation for one or the other treatment model (James, 2014, 

p.151). 

This is a significant critique of residential care which has contributed to governmental departments 

loss of confidence to fund the service in Australia (McClean, 2018) and in the USA (Boel-Studt et al., 

2018; Huefner, 2018). Nonetheless, some commentators have spoken more positively in favour of the 

service. These suggest that effective residential placements which are well matched to the needs of 

the individual young person can provide the most efficacious option both in terms of economics and 

outcomes for young people (Malia et al., 2008; Thompson, 2014). They go onto suggest that to rebuild 

confidence in the service it becomes essential to outline what constitutes quality care and how this 

can be measured. Such an aim goes some way to addressing government concerns for greater fiscal 

value and measurable outcomes and to create reassurance that the service is improving the lives of 

service users (Huefner, 2018., Boel-studt, Huefner and Huang, 2019).
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Having outlined the main challenges regarding residential childcare from an international perspective, 

it is also important to foreground where there is greater confluence of thought about how this service 

might be clearly understood and defined on an international basis. One definition that has received 

wide acceptance is that which emerged from within the International Working Group on Therapeutic 

Residential Care (Whitaker et al., 2014). This group was established in response to the context outlined 

above, to explore what is understood by residential care, to reframe the positive elements of the 

service, to create a shared view and to establish shared key questions for future research (Whitaker 

et al., 2015). One of the outputs that emerged from this group was an agreed definition of the service 

which is: 

 

‘Therapeutic residential care involves the planful use of a purposefully constructed, multi-

dimensional living environment designed to enhance or provide treatment, education, 

socialisation, support and protection to children and youth with identified mental health 

or behavioural needs in partnership with their families’ (Whitaker, et al, 2015, p.24). 

 

The group acknowledged that the definition offered a framework and a ‘common language’ within 

which thinking about therapeutic residential care could be organised and discussed (Whitaker et al., 

2014, p. 95). The International Working Group took a positive step towards new developments and 

alluded to the beginnings of a possible change of direction in law, policy and practice regarding 

residential childcare and its positioning as a valuable placement option for children and young people 

who cannot live at home. It concluded that there should be increased research regarding the type, 

nature, delivery and outcomes for this sector on a cross-national basis. These themes which dominate 

debates and developments internationally are also reflected in national developments as outlined 

next.
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1.4 Residential childcare in a national context  

On 11 December 2020 the number of children looked after by local authorities in England was 80,080 

(DoE, 2020). The residential childcare service in England includes children’s homes, secure units, 

hostels and other forms of residential setting (custody or residential schools). These provide for 12% 

or just under 5300 of all placements at a cost of 750m pounds a year (Narey, 2016 p.6; DoE, 2020). In 

2016, The Narey Report (which undertook a review of residential childcare in England), issued its 

findings and recommendations. The English government commissioned review had been prompted 

by concerns that the role of residential care in the United Kingdom was ambiguous (Kendrick et al., 

2011) and/or the option of last resort to be used only after family options had been exhausted (De 

Swart et al., 2012; Daly et al., 2018). In England, Scotland, Wales and Northern Ireland concerns were 

also exacerbated in light of the investigations into historical child sexual exploitation and child abuse 

(Whitehouse, 2000; Kincora, 1982, 1984; Ryan Report, 2011; Sen et al., 2008; Beckett, 2011; Marshall, 

2014; HIAI Report, 2017) which revealed serious abuse of children by their carers in residential care 

settings and grave concerns regarding the lack of professional qualifications of staff (Holmes et al., 

2018, Frost and Mills, 2019).  

The construction of residential childcare as the option of last resort, only to be accessed when all other 

options had been exhausted, was directly challenged in the Narey report (2016). Narey (2016, p. 5) 

argued that holding negative attitudes towards children’s homes ‘is to significantly underestimate the 

contribution that they can make, the stability that they can deliver, and the high-quality care they can 

extend to children who have had terribly fractured lives.’ The claim that residential care continues to 

be an essential resource and a first choice for certain young people with more complex needs has 

helped reposition the residential childcare sector and is in keeping with reviews in an international 

context (Pecora and English, 2016; James et al., 2017; Daly et al., 2018). Furthermore, it has provided 

legitimacy to the work of some commentators who argue that residential care plays a unique yet 

complimentary role within the range of services to children and families (Anglin, 2002; Gilligan, 2015). 
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It achieves this by providing an extra-familial environment (Anglin, 2002) through which staff and 

young people co-create a therapeutic social environment that enacts a more dynamic and flexible 

approach to caregiving than is often possible in a typical family setting (Gilligan, 2015).  

While the Narey report (2016) highlighted that for some young people residential childcare is the 

preferred option and a better match for their more complex needs than a family setting, the same 

report did also highlight concerns regarding cost and value for money. Regarding cost, one structural 

challenge that is unique to England is the commissioning system through which 67% of children live in 

private residential care as opposed to 28% that is state owned (Narey, 2016 p. 9). Narey argued that 

better value for money could be obtained if local authorities were to adopt a more co-ordinated 

approach to the commissioning process. Additionally, a report by the National Audit Office (NAO, 

2014) identified the same issue commenting that some placements for children in England were based 

on short-term affordability rather than necessarily the plan to best meet the child’s needs (NAO, 2014, 

p. 6).  

This issue of ‘resource led’ rather than ‘needs led’ care planning underpins the context for a series of 

challenging issues that were identified in both reports, including high levels of young people with 

mental health difficulties and reports of violent or aggressive behaviour towards staff in the homes 

(Narey, 2016, p. 6). It was also noted that residential care homes for children and young people were 

populated with three times the number of residents with a conviction or reprimand when compared 

to the rest of the in-care population. The National Audit Office report identified the higher number of 

19-year-old care leavers amongst those not in education or training in comparison to the general 

population and characterised the improvement for outcomes for children in residential care as ‘at best 

mixed’ (NAO, 2014, p. 8).  

There are also concerns regarding the fundamental purpose of residential care. As noted earlier in the 

Chapter, in the Stockholm Statement (2003) and the statement from the International Working Group 

(Whitaker et al., 2014), there are difficulties and complexities trying to define the aims and objectives 
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of residential childcare. This is made more challenging by the ongoing discussion regarding which 

theoretical approach should underpin effective service delivery (Whittaker et al., 2015; Whittaker, 

2017; James, 2017) and which type of professional qualification is relevant for the staff (Moore et al., 

2017; Holmes et al., 2018; Eenshuistra et al., 2019). There are significant implications arising from 

these issues for the residential care service. The Narey report (2016, p. 34) discussed the issue of 

criminalising young people in residential care. The same concern was raised in another report of the 

same year ‘In Care, Out of Trouble’ (Laming, 2016). Both reports identified structural challenges 

regarding the interface between the care and justice systems. The reports also highlighted the 

challenge of placing children and young people, with complex needs, in a group living environment 

with other equally traumatised young people. The Narey report concluded that only 9% of call outs by 

the police to homes were related to alleged criminal actions (Narey, 2016, p. 39) meaning that much 

of the police involvement in homes related to staff feeling overwhelmed by the intensity of behaviours 

being presented by young people and an inability to respond effectively (Narey, 2016, p. 40).  

 

There is therefore a concern on a national basis that residential care has the potential to exacerbate 

the distress and trauma experienced by some children and young people, rather than to ameliorate 

it. Specifically, children and young people’s exposure to the profound difficulties of others can 

potentially make things worse rather than better for those entering the residential care sector 

(Laming, 2016; Shaw, 2016; Smith et al., 2017; MacFarlane, 2018; Colvin et al., 2018). However, the 

reports also discuss the strengths of residential care and reference the views and experiences of young 

people who commented positively on their experience of living in a children’s home. Some young 

people preferred residential care because it did not have the same emotional intensity that sometimes 

came from living with a family. They enjoyed the presence of a supportive staff team who listened to 

them about their adverse life experiences. Issues relating feeling safe and secure, being able to 

personalise their bedrooms and keep in contact with family and friends as they wished were viewed 

as important (Berridge et al., 2012; Schofield et al., 2017; Holmes et al., 2018).  
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The Narey report (2016) drew out other key elements for success which included strong leadership, 

positive ethos, and small numbers of young people in the home. But central to a positive placement 

was the ability of staff to ‘build warm and supportive relationships’ (Narey, 2016, p. 77) with the young 

people. Young people reported that they benefitted from receiving the support of staff in a caring and 

consistent manner throughout their placement in a way that suited their needs. This correlates with 

national and international research regarding residential care which places the quality of the 

relationship between staff and young people as the determining factor for success in a placement 

(Bastiaanssen et al., 2014; Almquist and Lassinantti, 2017; Steels and Simpson, 2017; Cameron and 

Das, 2019; Gistau et al., 2019; Holden and Sellers, 2019). It is the quality of the intervention itself 

which makes the difference to the lived experience of the young person not the placement type per 

se (Strijbosch et al., 2015). In summary, the contemporary issues regarding residential childcare in an 

international and national context bear remarkable similarity. The same is true at a regional level as 

indicated in the next section that considers developments in Northern Ireland which provides the 

specific context for this research study.  

 

1.5 Residential childcare in a regional context  

1.5.1 The context in Northern Ireland 

The socio-political and economic environment that has existed in Northern Ireland over the last four 

decades provides a critical backdrop for children and young people growing up in this region. Northern 

Ireland is the only part of the United Kingdom that has experienced a form of political strife, known 

as ‘The Troubles’, leading to enduring conflict arising from delineated sectarian fault lines. This conflict 

created a set of circumstances in which a significant policing, military, and paramilitary apparatus was 

present in the local communities for many years (Convery et al., 2008). In addition, local 

neighbourhoods experienced multiple forms of adversity related to the connection between socio-

political strife and poverty. Up to 44% of young people in care come from communities that face 
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economic deprivation (Haydon and Scraton, 2008; DoH LAC Strategy, 2018). Children in those areas 

are more likely to experience increased rates of adverse experiences including mental ill-health, 

episodes of suicide, alcohol and drug usage and diminished employment and education opportunities 

(DoH, 2018). These then are a combination of socio-economic and intra-familial stress factors that can 

bring families to the attention of the state welfare authorities and that lead to children being involved 

in child protection procedures and to being cared for by the state in residential childcare or alternative 

care settings (Spratt and Devaney, 2009). 

Whilst Northern Ireland has entered a period of comparative peace, research that took place after the 

peace accord known as the ‘Belfast Agreement’ (1998) suggested that one person in ten reported 

conflict-related symptoms of post-traumatic stress disorder (PTSD) (Muldoon et al., 2005). Yet the 

spread of trauma across the region was uneven with communities that had a lower socio-economic 

status being disproportionally affected by PTSD symptomology and on-going exposure to trauma and 

associated mental ill-health (Bamford, 2006). It remains the case that for children and young people 

growing up in a post-conflict society, the legacy of sectarianism and paramilitary violence remains as 

a present part of their life experience. It is also the case that children and young people from these 

communities come more often to the attention of social services and are also cared for by the state. 

The interface between the conflict, paramilitary presence and residential childcare is explored in a 

report by Marshall (2014) that focuses on residential childcare and child sexual exploitation in 

Northern Ireland. This difficult context provides the backdrop for the provision of residential childcare 

in Northern Ireland. The next section outlines the legal framework for the delivery of the service, and 

this is followed by some facts and figures and the types of residential childcare offered in Northern 

Ireland.  
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1.5.2 Legal framework underpinning the delivery of residential care in Northern Ireland 

In Northern Ireland, the delivery, management and governance of residential childcare is underpinned 

by legislative frameworks and government policy. The primary piece of legislation is The Children (NI) 

Order 1995 and the accompanying Regulations and Standards made under the Order. These include 

The Children’s Homes Regulations (Northern Ireland) 2005 and the Minimum Standards for Children’s 

Homes (DHSSPS, 2014). The Children (Northern Ireland) Order 1995, Article 90, provides the legal basis 

to residential childcare provision in Northern Ireland and defines a children’s home as ‘a home which 

provides (or usually provides or is intended to provide) care and accommodation for children’. Article 

91 further defines a children’s home by excluding from the definition other forms of services where 

children can be accommodated. Therefore, a children’s home is not a hospital, school, homeless hostel 

or facility for recreation or leisure.  

In Northern Ireland it is mandatory that all homes comply with The Children’s Homes Regulations 

(Northern Ireland) 2005. Within these standards, regulation 4(1) requires that the care provided in 

each home is detailed in a formal Statement of Purpose and Function. This includes the age range, 

numbers and sex of children being accommodated, the range of needs (including disability) plus the 

underling ethos of the care being provided. This must also include any specific therapeutic model or 

forms of intervention that the home uses. Further specific detail must be included regarding how the 

needs of children are to be met with respect to their care, protection, education, development, and 

family life.  

The Standards guide the daily delivery of care. It is acknowledged that this is a complex task with the 

introduction to the Standards stating the following: 

 

Children and young people living in residential care have specific needs which may arise 

from their own healthcare needs or disabilities, or as a result of having undergone 

trauma.  These needs can make them more vulnerable to risks of abuse and exploitation 
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and homes have a complex job in balancing their therapeutic needs with their rights to a 

quality of life comparable to their peers (DHSSPS, 2014, p 4). 

My own professional experience in residential care spans a 25-year period and I have been a 

practitioner, manager and an inspector. I have observed both the evolution of the service and 

the theoretical developments that have taken place, especially with respect to understanding 

trauma. Interestingly, it was another former practitioner who became an academic, James, P. 

Anglin who coined the phrase ‘pain- based behaviour’ (Anglin 2002) which emerged from his 

years working in the service. Several other former practitioners have also felt an affinity with 

residential care (Smith, 2017; Emond, 2016; Brown, 2018) and have wanted to make their 

contribution from an academic perspective, bringing their expertise to bear on areas of practice. 

I hope to follow suit by putting forward recognition theory as another contribution to the 

ongoing discussion about quality care in this sector. 

1.5.3 Key facts and figures regarding residential care in Northern Ireland 

The Health and Social Care (Reform) Act (Northern Ireland) 2009 established The Health and Social 

Care (HSC) Board and the five Health and Social Care Trusts in Northern Ireland. These are the primary 

bodies through which Health and Social Care is delivered in the region, and are co-ordinated by 

geographical area into Belfast, Northern, Southern, South Eastern and Western Trusts as depicted in 

Figure 1 below. On 7 October 2020 in Northern Ireland there were 24,289 children who were known 

to Social Services as a child in need and 2,211 on the Child Protection Register. There were 3,281 

children and young people 'looked after' (LAC) in the care of the state (DoH Children in Care in 

Northern Ireland, 2020). Of this cohort four-fifths (79%) of the looked after child population were in 

foster care placements with 6% (n=149 young people) being placed in a residential care home for 

children and young people (DoH Children in Care in Northern Ireland, 2020). 
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1.5.4 Types of residential care in Northern Ireland 

On 30 March 2020 Northern Ireland had 47 registered children’s homes with each having their own 

individual statement of purpose and function. Of these, 41 were statutory homes and 6 were 

independent (DoH, 2019). 

 

Figure 1- Statutory Residential Homes in Northern Ireland 
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The range of homes broadly cover separate types of provision: 

• Differentiated residential care: this provides a caring environment for young people aged 

between 12-17 years of age who are unable to live full time in a family setting for a period of 

their lives. These homes aim to meet the physical, mental, emotional, and spiritual needs of 

young people for up to 8 young people in each home. 

• Intensive support homes: these homes are orientated towards care provision for young people 

with more complex needs. They tend to have higher staffing ratios and fewer young people 

than in the differentiated homes. 

• Respite care homes: this refers to short-break homes for children and young people aged 

between 5-17 years who often have a cognitive or learning disability, often presenting with 

challenging behaviour. Residents can stay for short periods of a few days which provides a 

period of ‘respite’ from the full -time caring role played by their families. 

• Secure care centre: Northern Ireland has one registered home which provides secure care for 

up to 16 young people aged between 12-17. This form of care differs because the liberty of 

young people is restricted for their own safety and welfare. Young people are permitted into 

the community under the supervision of staff and for short periods as part of their programme 

of rehabilitation.  

Each of the five Health and Social Care Trusts has a combination of residential childcare homes except 

for the secure care centre which stands alone as a regional residential facility accessed by each Trust 

according to need and availability of places. Every home has a specific statement of purpose and 

function which details how the facility is to be run, the age range of young people to be accommodated 

and the type of service that the home provides. However, there have been concerns regarding the 

adequacy of the purpose and function of homes. In 2011, RQIA queried the capacity of the homes to 

respond to the more complex needs of young people in such a way that ongoing progression towards 
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a restricted liberty setting could and would be prevented (RQIA, 2011). Furthermore, there have been 

concerns regarding the residential childcare workforce in Northern Ireland as discussed next.  

1.5.5 The residential care workforce in Northern Ireland 

The workforce for the 47 children’s homes comprises 505 staff and the majority (78%) are qualified in 

social work (DoH, 2019). The remaining staff have qualifications in allied professions including health 

and social care, youth work or education. Successive reviews have called into question the suitability 

of the current qualifications for residential childcare staff and indicated that a broader mix of 

professional expertise might be required to deliver improved outcomes for children (Duffy, 2014; 

Marshall 2014; SBNI, 2015; HSC Board, 2017).  

In this discussion it is important to recall the body of research that places the quality of the relationship 

between staff and young people at the heart of residential care (Steels and Simpson, 2017; Cameron 

and Das, 2019; Gistau et al., 2019; Holden and Sellers, 2019). In these discussions, it is highlighted that 

emphasis must be placed not only on discerning the correct qualification that best equips staff for this 

work, but also on recognising that staff engaging in a well-meaning but unfocused relationship with 

young people is not enough to meet their needs (Li and Julian, 2012). The argument is that it is 

insufficient to concentrate on the issue of qualifications alone but that it is also necessary to ensure 

the residential workforce has the requisite training, skills and personal attributes to meet the 

requirements of the role in a way that facilitates positive relationship building and nurturing of young 

people to take place (Houston, 2015; HSC Board, 2017; Marshall et al., 2020). This theme is highlighted 

in the inspections of residential childcare settings in Northern Ireland, as outlined next.
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1.5.6 Inspections of residential care in Northern Ireland 

All registered children’s homes in Northern Ireland are inspected by the Regulation and Quality 

Improvement Authority (RQIA). The RQIA was established under The Health and Personal Social 

Services (Quality, Improvement and Regulation) (Northern Ireland) Order 2003. This Order places a 

statutory duty of quality upon health and social care organisations and sets out the responsibility of 

the Department of Health, Social Services and Public Safety (DHSSPS) (Article 38) to develop standards 

against which the quality of services can be measured. The children’s homes are inspected a minimum 

of twice per year in line with the Minimum Standards for Children’s Homes (DHSSPS, 2014).  

 

In 2011, the RQIA completed a review of the journey of young people who were identified as in need 

of a placement in secure care. This report (RQIA, 2011) noted the significant challenge of responding 

to the complex needs of young people in residential care and made recommendations regarding 

improved prevention and specialist intervention strategies to support young people in residential 

childcare. This, along with the other reports highlighted above became the basis for a reform of the 

legislation, structure, staffing and practice to improve residential services to young people in Northern 

Ireland. The most obvious indication of this has been the emergence of five Trust based therapeutic 

models that underpin the delivery of residential childcare in Northern Ireland. This is discussed next. 

1.5.7 New Models underpinning residential care in Northern Ireland 

As indicated above, Northern Ireland has witnessed the development of a Trust based therapeutic 

approach to the provision of residential child-care with five therapeutic approaches being developed 

and implemented – see Table 1. Each approach is briefly discussed below. 
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Table 1. The Five Therapeutic Approaches in Northern Ireland 

Social 
Pedagogy 
 
 
 
 
Belfast HSC 
Trust 

Attachment, 
Regulation and 
competency 
(ARC) 
 
Southern HSC 
Trust 

Child and 
Residential 
Experiences 
(CARE) 
 
Northern HSC 
Trust 

Model of 
Attachment 
Practice (MAP) 
 
 
Western HSC 
Trust 

Sanctuary 
 
 
 
 
South Eastern 
HSC Trust 

Eichsteller and 
Holtoff (2012) 

Blaustein and 
Kinniburgh 
(2007) 

Cornell 
University (2006) 

Western HSC 
Trust (2012) 

Bloom (1994) 

Europe USA USA Northern Ireland USA 
Developed for 
use with 
children and 
families 

Developed for 
use with trauma -
based behaviour 
in children 

Developed for 
use with trauma -
based behaviour 
in children 

Developed for 
use with trauma -
based behaviour 
in children 

Developed for 
use in adult 
psychiatric care 

 

Belfast Health and Social Care Trust: Social Pedagogy 

Social pedagogy is a relationship-based model which seeks to promote social functioning and 

participation by focusing on the holistic development of a young person and assisting them to 

integrate into society. It is based on the premise that each person is of intrinsic value, but (as 

symbolised by the diamond in Figure 2 below) requires support for potential to be developed and 

realised. The model achieves this by focusing on the practice of everyday activities (cooking, cleaning, 

gardening, shopping, play) as the medium by which to build relationships, role model skills and 

develop personal strengths. 

Social Pedagogy is a model of care used extensively in European contexts and is underpinned by an 

emphasis on empowerment, a holistic view of each young person, practical skills, reflection and seeks 

to diminish power differentials between carers and young people from a rights-based perspective. 

Pedagogy understands childhood development through the perspective of head (cognition), hands 

(practical skills) and heart (emotion) and uses all three aspects for relationship building. It sees the 

physical, mental, emotional and spiritual well-being as the core aim of the model and the route to 

happiness and personal fulfilment.  
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Social pedagogical approach  
The Diamond model 
Everyone is precious.  

 
Wellbeing and happiness come about through relationships based  

on empowerment and the creation of positive experiences  
leading to holistic learning 

 (Adapted from ‘An Introduction to Social Pedagogy, ThemPra Social Pedagogy) 
 

Figure 2 Adapted version of social pedagogy model 

 

Northern HSC Trust: The CARE Model 

The CARE mode originated within Cornell University in the USA. It seeks to develop a developmentally 

rich living environment and create a sense of normality for young people. It aims to achieve this 

through six principles as indicated in Figure 3 below. The CARE model seeks to improve the social and 

emotional functioning of young people through good relationships with staff, trauma sensitive 

practice and developing a therapeutic living environment. This involves incorporating the six core 

principles into an agency wide approach to create congruence within and between the systems and 

processes which deliver the care to the young people.  
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Figure 3. Adapted version of the CARE model (Cornell University, 2006). 

 

Western HSC Trust: The MAP Model 

The ‘Model of Attachment Practice’ (MAP) is the only therapeutic approach that has been developed 

internally in Northern Ireland rather than imported from the USA or Europe. It utilises attachment 

theory and research on neurological development to help staff understand trauma and the 

consequent impact on children’s behaviour. Staff are trained to understand and respond to the 

relationship needs of young people based on attachment needs. It is through positive relationship 

building that staff can help young people to experience change and personal growth. The main 

principles underpinning the framework and the approach are highlighted in Figure 4.  

relationship 
based

Trauma informed

Developmentally 
focused

competence 
centered

Family involved

Ecologically 
Oriented
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Figure 4. An adapted version of The MAP model (Western HSC Trust).  

 

The MAP model emphasises three aims: 

• Transition: to help young people with their past experiences, to talk about their trauma and 

build new and more positive relationships. This transition is focused on building a renewed 

sense of their personal strengths, healthy coping strategies and feeling better about 

themselves. It is hoped that young people develop a renewed sense of self and see themselves 

as capable and competent. 

• Personal growth and development: this aim is to develop empathy, greater self-awareness, a 

sense of belonging, of being cared for alongside increased emotional regulation and self-

esteem. 

• Secure base: the third aim is to help young people develop one key attachment figure, build 

relationships and trust in other adults as well as increased personal safety and stability.

Feeling safe, physically & emo3onally

Developing Rela3onships/Connec3ng 
with others

Comfort/ Co-regula3on
Elici3ng care from others

Empathy and Self-reflec3on

Resilience, Self Esteem and Iden3ty

Trauma and Loss
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Southern HSC Trust: The ARC Model 

The ARC model has its origin in the USA and focuses on three areas of childhood development namely, 

attachment (building safe care and relationships), regulation (self-regulation and personal 

development) and competency (developing resilience and competence), as outlined in Figure 5 below 

which is an adapted version of the ARC framework taken from Blaustein and Kinniburgh (2010). 

 

 

Figure 5. An adapted version of the ARC model 

 

The ARC model focuses on helping young people build better attachments by developing a safe set of 

structures, rhythms, and routines in their living environment. To increase the young person’s 

understanding of their traumatic experiences through competent and trauma sensitive responses by 

staff which promote personal choice and positive inter-relational experiences. The aim is to support 

young people to achieve psychological, emotional and behavioural regulation through ‘psycho-

education’ and the provision of positive attachment-based interventions and living environment. 
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South Eastern HSC Trust: The Sanctuary Model 

The Sanctuary model is a trauma-based framework that promotes an ‘organisation wide’ approach to 

understanding the impact of trauma on children, as well as organisations and systems. It is based 

around the seven commitments contained in the diagram below and aims to support a trauma 

sensitive environment that supports effective interventions to ameliorate the impact of traumatic life 

experiences, as outlined in Figure 6. 

 

 

Figure 6. An adapted version of The Sanctuary Model: A Trauma-Informed Systems Approach to the 

Residential Treatment of Children.  

 

The seven commitments are designed to provide life experiences for young people that support 

personal growth and change through positive and affirming experiences with adult carers. This is 

attained by focusing intervention work on four areas affected by trauma including personal safety, 

emotions, loss and hope for the future (S.E.L.F).  
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1.5.8 Evaluations of residential childcare services in Northern Ireland  

McDonald et al. (2012) completed an evaluation of the five models focusing on their effectiveness but 

questions about the training and support of staff, implementation, adherence to model fidelity meant 

that it was not possible to produce robust findings regarding effectiveness. In 2017 the Health and 

Social Care Board commissioned a report regarding the five therapeutic models underpinning the 

delivery of residential childcare in Northern Ireland with the aim of assessing the most suitable model 

to underpin the delivery of residential childcare services to young children. The report identified and 

assessed the research evidence underpinning the five models noting that overall there was limited 

robust evidence regarding any of the models but that the ARC model had the most robust evidence 

regarding residential childcare for young children. In 2019, the Department of Health in Northern 

Ireland published another report regarding residential childcare, noting that each of the Trusts were 

positive about their chosen approach but there was an absence of ‘hard data’ (DoH, 2019, p23) which 

could lead to more evidence-based conclusions about their effectiveness.  

 

To sum up, while there have been creative developments in the provision of residential childcare in 

Northern Ireland, there is a lack of robust evidence regarding the effectiveness of the models. There 

is a correlating need to develop an appropriate set of indicators and associated methodological 

approach to enable the development of an evidence informed research base regarding the efficacy of 

the approaches adopted in Northern Ireland. These concerns are being addressed in new policy 

developments in Northern Ireland which shape the strategic direction of the residential childcare 

sector in the forthcoming years. 
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1.5.9 Strategic direction regarding residential care in Northern Ireland  

The strategic direction for services to looked after children is proscribed as part of The Northern 

Ireland Assembly’s overarching Programme for Government (PfG, 2017-21) which sets out 12 draft 

outcomes that the Government wants to achieve for its’ citizens. These are set out in the form of 49 

indicators, one of which is to improve support for children and young people in care and a second one 

which seeks to improve their educational outcomes. The Programme for Government works in 

tandem with The Assembly’s Children and Young People’s Strategy (2017-27) which outlines 8 well-

being outcomes for all young people in Northern Ireland, including children and young people in care. 

This document emphasises the rights and entitlements of children and young people in care and their 

equal opportunity to achieve and prosper whilst participating as full members of society.  

 

Another significant driver underpinning residential childcare in Northern Ireland includes the Strategy 

for Looked after Children, Improving Children’s Lives’ (2018) issued jointly by the Departments of 

Health and Education. This document outlines 8 high-level outcomes for children and young people in 

Northern Ireland and notes the extent to which wider societal issues including poverty, combined with 

adverse life experiences (such as domestic violence, drug and alcohol abuse plus poor mental health) 

are triggers underpinning a child’s or young person’s entry into the care system. It further notes that 

young people who enter the care system often have experienced significant personal adversity, are 

exceptionally vulnerable and require enduring professional and highly specialist care and support. It 

is highlighted that while the numbers of young people in care may be small, the complexity of their 

needs are such that they place a significant demand on the care, justice, education and mental health 

services on a day-to-day basis (DOJ, 2011; Duffy 2014; Rees et al., 2014; HSC Board, 2017). 

 

The strategy envisioned a five-year delivery plan and outlined four key enablers that would drive 

forward the strategic objectives for looked after children during this period. The first enables was 

effective and co-operative working between all relevant government departments as well as the 
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private and voluntary sector which would form the ‘corporate family’ tasked with responsibility to 

improve the well-being of looked after children (para 5.2). This approach emerged out of The 

Children’s Services Co-operation Act (NI) 2015, a piece of legislation which mandated all services to 

work collectively and co-operatively for the benefit of children. The requirement to introduce specific 

legislation to bring about such an approach, corresponds accurately with earlier research that 

identified systemic congruence in service of the best interests of children as critical to successful 

outcomes in this sector (Anglin, 2002).  

 

The second enabler consisted of co-design/co-production mechanisms to inculcate the experience 

and opinion of young people into service planning and delivery systems. This included ‘feedback loops’ 

for young people and their carers to demonstrate how their views have successfully influenced the 

decision-making process, an approach which sits within the best traditions of empowerment of the 

child’s voice in matters concerning them (United Nations Convention on the Rights of the Child Article, 

12). The third strategic enabler is the enactment of a new and more robust legislative framework to 

overhaul the Children (NI) Order 1995 and consequent Regulations made under this Order, which as 

noted earlier in this Chapter have not been recently updated, unlike the rest of the United Kingdom. 

Finally, the fourth enabler acknowledges the importance of having a skilled workforce to deliver on 

the designated strategic objectives. The document noted that:   

 

the nature and scale of the challenge facing those who care for looked after children has 

also changed…we need to ensure that those who work with looked after children have 

the skills and resources they need to deal with the nature and scale of the challenge and 

are afforded adequate time to build supportive relationships with looked after children 

and care experienced young people and their carers (DoH LAC strategy, p.17). 
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1.6 Current issues facing residential childcare in Northern Ireland  

 

It is clear that residential childcare in Northern Ireland has been the subject of many developments in 

policy, practice and that a research base is developing. It is also clear that further change is required 

because while the numbers entering residential childcare have reduced (HSCB, 2017), it is the case 

that the needs of those who do live in residential childcare are more complex than ever. This is in part 

due to the policy drive to reduce the use of residential care (Transforming Your Care, 2011). It is also 

based on the shifting demographic of young people entering residential care. In 2017/18 there were 

848 admissions to residential care and 732 discharges (DoH, 17/18). This included an increase in older 

adolescents presenting with addiction issues and/or mental health issues who required a placement 

of shorter duration due to their older age.  

 

A further indication of the complexity of need is an increase in challenging behaviour experienced in 

the homes. These have included assaults on staff members and ‘call outs’ by the police to respond to 

behavioural issues by young people in the home such as acts of aggression, destruction, absconding 

and sexual exploitation (Duffy, 2014; HSC Board, 2017). One recent survey reported that in Northern 

Ireland, 50% of social workers reported that they had experienced physical aggression as part of their 

work and 75% experienced verbal threats of harm (BASW-NI, 2018). This trend is partially explained 

by the increased presence of older adolescents with addiction/mental health issues and consequent 

behaviour patterns. Northern Ireland currently does not have a specialist residential facility for young 

people with addiction issues to respond to their needs. Consequently, this older age group continue 

to be placed in children’s homes where staff have less time to build a relationship, engage with them 

in the therapeutic way they require, thus limiting the opportunity to bring about change in their 

behaviour (HSC Board, 2017).  
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It is also clear that existing approaches regarding the delivery of residential childcare to young people 

might not be optimal. For example, one of the responses to challenging behaviour is the use in 

Northern Ireland of Therapeutic Crisis Intervention (TCI) (Cornell University, 1979). Training in this 

model is provided by all five Health and Social Care Trusts to their residential staff and incorporates a 

combination of de-escalation techniques as well as the use of physical holds of young people who are 

deemed at risk to themselves and/or others with whom they live. One review (HSCB 2014) noted that 

the de-escalation techniques were viewed as commensurate with the therapeutic models operating 

in each Trust. However, in the report staff highlighted concerns regarding the use of physical restraint 

and believed that this practice did not correlate well with their effort to develop positive, therapeutic 

relationships with young people. There were also concerns regarding the possible legal and statutory 

context for its’ use, decision making by staff and the wider children’s rights issues.  

 

A separate report from the same year (Marshall, 2014) supported the conclusion that restraint 

measures were not for routine use, noting the potential of damaging consequences for the 

relationship between staff and young people. The report goes onto comment that ‘it is this 

relationship that is acknowledged as the most effective tool in safeguarding young people’ (Marshall, 

2014, p86). Both review reports support the conclusion that is the quality of the ‘relationship’ in 

residential care which makes the difference to the long- term safety and welfare of young people 

rather than the capacity of staff to control the behaviour of young people through physically restrictive 

means. 
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1.7 Concluding thoughts  

This Chapter has reviewed the main legal, policy and practice developments in residential childcare in 

an international, national and regional context. It is clear that residential childcare is faced by a number 

of contemporary issues which are similar, regardless of context and that concern purpose, 

effectiveness, value for money, and outcomes. That said, there are also local issues and residential 

childcare provision in Northern Ireland is in a unique position given the wider political, social and 

economic context associated with ‘The Troubles’. In Northern Ireland diminishing numbers of young 

people in residential childcare is offset by the increased complexity of issues they present when they 

move into the various care settings. Clearly the sector requires a new coordinated and shared approach 

to the delivery of the service underpinned by a model that has relationships at its heart and that 

facilitates the collation of data that better illustrates how and in what ways it improves outcomes. This 

research study explores further the concept of quality care, seeking to develop a model that can 

support the development of high-quality residential childcare and that through the experience of high-

quality residential care young people are enabled to enjoy positive identity development. Bearing this 

in mind the next Chapter provides a review of research literature regarding quality care in residential 

childcare.  
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Chapter Two  

Literature Review 

2.1 Introduction 

The preceding Chapter provided the context with respect to developments and issues regarding the 

residential childcare sector. It was noted that there are common themes, shared internationally and 

nationally, regarding the purpose of residential childcare, the qualifications required for staff to 

provide the best form of care to young people, its cost and how best to measure its effectiveness in 

promoting better outcomes for children and young people. At the heart of this discussion are children 

and young people, who vulnerable because of their personal circumstances, require warm, consistent, 

nurturing relationships that are developed, maintained and supported in a high-quality caring 

environment. In many respects the themes in the review emerged from my own practitioner 

knowledge and experience. The insight brought about through long periods of ‘reflection-on-practice’ 

determined the kind of questions that I wanted to address for myself as an academic. The inter-play 

between practice and research is a live and productive synergy which is ultimately reflected within the 

study itself.  Reflecting these themes, this review of research literature will be organised under four 

broad areas. Firstly, definitions and understandings regarding the concept of ‘quality’ will be explored. 

Secondly, research evidence regarding evidence-based models in residential care and how these 

interface with the issue of quality is considered. Thirdly, research regarding relationships and 

residential childcare will be reviewed. Fourthly, building on this, research literature that highlights the 

perspectives of young people and staff about quality care will be appraised. Before this, the search 

strategy is outlined.  
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2.2 Search strategy  

With respect to the literature review for this study, it was evident that there is a vast number of texts 

regarding residential childcare. Due to time constraints a thematic review rather than a systematic 

review was undertaken, and it focused on the most salient and up to date articles as well as some 

seminal texts going as far back as the last 30 years. Most research literature was drawn from the last 

five years. The six-stage model of Higgins and Pinkerton (1998) provided the framework for the 

thematic review. A total of 4 data bases were searched: Social Services Abstracts, Social Science 

Citation Index, Social Policy and Practice and Sociological Abstracts using the search strings outlined 

in Figure 7.   

Figure 7. Literature review search strings  

Search Strings    
Residential childcare ("children* home*" 

OR "child* 
residential" OR 
"residential child*") 
AND ("good care" OR 
"quality care")  

(“Children* home”) 
and (“quality care 
staff”) or quality Care 
“Young people” or 
“children” 

(“Children* home”) 
and (“quality care”) 
AND “relationships” 
OR “relationships with 
staff” 

Date of searches 1 March 2016-1 June 
2020 

  

 

The initial search using the terms ‘residential childcare’ and ‘quality’ generated a significant amount 

of literature; an initial set of 500+ papers and studies that contained potential literature relevant to 

the study. However, on reading it was clear that not all literature was relevant. For example, the use 

of the search term ‘residential childcare’ generated either a range of settings that were too broad such 

as hospitals, psychiatric care, foster care and adoption, or services that involved looked after children 

but were not directly applicable, for example community-based support services to youth at risk. A 

cohort of residential services to adults also emerged in this search. All research studies that were not 
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of direct relevance to the research questions were dismissed. This led to a shorter list of 203 articles 

which connected quality of care and relationships between young people and staff. From this a set of 

sub-categories regarding differing understandings and conceptualisations of quality and relationships 

was developed and used to organise the review of research literature as explored later in this Chapter 

(see sections 4.6-4.8).  

2.3 Quality care in residential childcare  

As outlined in Chapter One, residential care has been the subject of significant criticism in a national 

and international context regarding its purpose, efficacy and cost. In some countries this has led to 

the reduction of investment in the service at a governmental level (Boel-Studt et al., 2018; Huefner, 

2018) and the near demise of the service in Australia (Ainsworth and Hansen, 2005., CFCA papers/49 

Therapeutic Residential Care, 2018), all of which contribute to the perception that residential care is 

a service of last resort, only to be used after all family options have been explored (Dozier et al., 2014; 

Holmes et al., 2018). While there is an acknowledgement that residential programmes are diverse and 

have their own socio-political, economic context and evolutionary history (Barth, 2005; Kendrick et 

al., 2011; Whitaker et al., 2014), the effect of well-publicised critiques and the diminution of the status 

of residential care has triggered a significant on-going internal discussion that seeks to respond to the 

loss of public and, in some quarters, professional confidence in residential childcare (Boel-Studt et al., 

2018; Holmes et al., 2018). One emergent theme throughout this discussion is the consideration 

regarding what constitutes ‘quality’ residential care.  

Debates regarding the provision of quality care in social services are not new (Kettner, 2002; McMillen 

et al., 2005). Historically social work has made use of a ‘professional model’ in which each social 

worker is responsible for the quality of their work subject to managerial supervision on one hand and 

increasing powers of regulation and statutory accountability on the other (Morris, 2000). Despite this, 

some writers argue that within social services literature there is an absence of a meta-framework for 



 

46 
 

 

understanding and articulating quality within a practice context (McGivern et al., 2007). In other 

words, from a conceptual perspective the theme of ‘quality’ has not been fully explored nor is there 

an overarching model within which discussions about quality care can be situated. Front line staff have 

therefore experienced something of a theoretical vacuum in terms of conceptualising and delivering 

quality care. With this in mind, the review of research literature regarding residential childcare focuses 

on the four interrelated themes identified above. 

With respect to the literature regarding quality in residential care, The Skinner Report (1992), ‘Another 

Kind of Home’, commissioned by the Secretary of State for Scotland is seminal in this area. It had a 

three-fold remit. Firstly, to examine the provision of residential care and its quality. Secondly, to 

examine staff training, care and control methods, children’s rights, and inspections. Finally, to make 

recommendations for maintaining a service of high quality. The report outlined 66 recommendations 

that formed the basis for a set of standards regarding residential care.  One of the main themes to 

emerge from the report was the emphasis on the relationship between young people and staff in the 

home. In Section 1.30-1.32 Skinner devotes almost a full page to what he terms ‘the central 

importance of relationships’ (The Skinner report, 1992, p.19) as outlined below: 

The purpose of residential care…can only be achieved through positive relationships 

between staff and young people in a safe, stable, and caring environment. This is clearly 

fundamental to residential care. A positive care experience can be provided only by staff 

who feel personally involved and responsible.  

Skinner (1992, p. 13) went on to define that residential care had some distinct advantages within the 

spectrum of children’s services: 

Residential homes and schools can offer special advantages in providing care and 

education by bringing together special skills to help young people, children and parents, 
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offering flexibility and creativity…developing shared care with families and providing 

them with a wide range of supports. 

The Skinner report emphasised that: residential care was a positive choice for young people; good 

quality care is essential to improved outcomes; relationships are pivotal to the development of quality 

care (author’s emphasis) which in turn relies on the calibre and training of staff. Furthermore, Skinner 

placed emphasis on the positive impact of relationships which is apposite to the current discussion 

and arguably sets the baseline for any discussion about the core elements of quality care (Huefner, 

2018). In the Skinner Report (1992, P.19) it is noted that ‘the emphasis on the importance of 

relationships in residential childcare seems obvious but must not be taken for granted’. Yet as 

significant as this contribution was, it did not lead to the significant step forward that may have been 

expected regarding a commonly accepted understanding of what ‘quality’ means in the context of 

residential childcare (Huefner, 2018), or indeed the methodology by which it could be assessed (Boel-

Studt et al., 2018).  

It was not until several years later in 2007, that a definition of quality in social services emerged 

through the work of Megivern et al. (2007). The broader context for the emergence of this definition 

was the increasing involvement of governmental and managerial influences on social care service 

provision which led to the introduction of managerial frameworks to improve quality care and value 

for money. Within this Megivern et al. (2007) concluded that much of the prevailing discussion 

regarding the elements of quality were not new to social services but rather the key difficulty was that 

these elements had not been integrated into a coherent working definition that could be used to 

shape quality across the wide range of practice settings necessary to be fully applicable in social work. 

Megivern et al. (2007) determined that quality was built on three foundations: 
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Figure 8. A graphic version of the Megivern foundations (2007). 

 Megivern et al. (2007, p. 118) defined quality as: 

The degree to which interventions influence client outcomes in desired ways in applicable 

standards while being delivered in a sensitive manner with ethical standards of practice 

and the best available practice knowledge.  

The Megivern (2007) model constructs quality as multidimensional, incorporating core elements 

including: client outcomes; competent interventions; a high-level skill set; and technical expertise 

combined with an accompanying ethical boundary. It is argued that these elements coalesce to bring 

about the intended improvement in the life of a child/young person and are considered to represent 

‘quality’ practice. Table 2. has been adapted to outline the key elements of this model (see below). 

 

Quality is connected to 
Improved Outcomes 

Quality is interpreted 
differently by 
stakeholders 

Quality is a multi-
dimensional concept
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Table 2. An adapted version of The Megivern Model (2007). 

Domain of Influence Form of Influence 

Macrosystem 
Engagement 

Fiscal, regulatory, accreditation, professional associations, external 
government agencies determine how quality is interpreted and 
delivered 

Advocacy Advocacy groups shape policy and practice by lobbying on behalf of their 
interests. Also educate service users and families about concepts of 
quality 

Organizational 
Receptivity 

Improvement is dependent on an organisation having a culture that is 
open to change and receptive to service user feedback and participation 

Organizational Capacity The structure and processes of the organisation must support change 
including funding, staffing and a clearly defined strategic direction  

Provider Receptivity and 
attitudes towards 
quality Improvement  

Staff must be prepared and trained for the process of change. Staff 
acceptance, participation and use of reflective practice all underpin 
improved care 

Family Engagement Successful engagement with families leads to better outcomes 
Consumer engagement Educate and encourage users to understand quality care and play a role 

in its development 
Support Agencies Interconnected chains of high -quality services, agencies, and resources 

to support service delivery 
User Outcomes Improved outcomes for service users across a range of holistic medical 

and social domains 
System Outcomes Quality services require improved systems to deliver individual care 
Stakeholder feedback Stakeholder evaluation on structure, process, and outcomes for the 

basis of feedback about the experience of care received 
 

Megivern et al. (2007) concluded that there were three implications for social services arising from 

the development of their model. Firstly, specific domains were identified to ensure sustained 

improvement in quality care. Secondly, quality improvement is systemic and the responsibility of all 

involved in the service. Finally, delivering quality care is a multi-level activity that involves all systems, 

resources and processes if it is to be achieved. Building on the Megivern et al. (2007) model, the State 

of Florida (2015), initiated a strategic initiative to embed ‘quality’ into their residential system. This 

was part of their response to the loss of confidence by government funders about residential care in 

the USA. A working group was established involving governmental, public sector and academic 

stakeholders to develop a set of standards for quality residential care as indicated in Table 3 below 

(Florida Group Care Quality Standards, 2017). Known as the Florida Programme and hailed as 

‘revolutionary’ (Boel-Studt et al., 2018, p. 256), this integrated approach used the Megivern et al. 
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(2007) definition to inform the conceptual and implementation framework that underpinned the 

newly emerging standards (Boel-Studt et al., 2018).  

Table 3. An adapted version of Florida Group Care Quality Standards (2017).  

Standard 1 Assessment, Admission and Service/Treatment Planning 
Standard 2 Positive, Safe Living Environment 
Standard 3  Monitor and Report Problems 
Standard 4 Family, Culture, and Spirituality 
Standard 5 Professional and Competent Staff 
Standard 6 Programme Elements 
Standard 7 Education, Skills and Positive Outcomes 
Standard 8 Pre-Discharge/Post-Discharge Processes 

 

This initiative also ran in tandem with a separate study which reviewed the literature around quality 

in residential care (Huefner, 2018). The Huefner (2018) study identified seven sources of published 

standards regarding quality care. These included the previously mentioned report by Skinner (1992) 

as well as published standards from professional organisations across the USA, Australia and Ireland. 

The review of literature by Huefner found a 73% commonality of elements mentioned in all seven 

sources with a ‘telling degree of concordance as to what standards represent quality care’ (Huefner, 

2018, p. 271). These were formulated into eight domains and 65 separate standards (see Table 4). 

Table 4. An adapted version of Quality Care Standards (Huefner, 2018). 

Domain Examples of Standard 
Assessment, Admission 
and Service Planning 

Assessment of need, admission process, measurable goals 

Safe living environment Children’s rights, basic needs met, focus on safety 
Positive group culture Positive peer influence, complaints process, feedback systems 
Family and culture Support family links and participation in treatment. Community 

participation 
Non-restrictive 
environment 

Family like culture of care, promote hobbies, activities and identity  

Program components Evidence informed practice, therapeutic intervention, regulated care, 
fully trained staff, supervision and monitoring of quality 

Education, abilities and 
outcomes 

Care plan outcomes, educational and vocational achievement. Life 
skills and pro-social training 

Aftercare Transition planning and preparation, family and community support 
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As can be seen, the Florida programme incorporated both the findings of the Huefner (2018) study 

and the definition by Megivern et al. (2007) representing an evidence informed initiative to develop 

quality services. In 2017, the Florida Working Group incorporated the above research into the 

development of a comprehensive assessment tool known as ‘Group Care Quality Standards 

Assessment’ tool for the inspection of residential services. In 2017/18 a feasibility study was carried 

out and in 2019 was followed by a state-wide pilot programme involving 238 licenced residential 

facilities to examine both the ‘construct validity’ of the tool and whether it provided a ‘consistent 

representation of quality’ (Florida Group Care Quality Standards-Annual Report, 2019/20, p.1). The 

preliminary findings reported a high level of participation by agencies and an initial validation of the 

programme as an effective assessment tool by participants: 

higher quality ratings across several of the domains were significantly associated with 

fewer incidents within programs, including youth hospitalizations, law enforcement calls, 

and runaway episodes […]. The emerging trends are promising and if subsequent analyses 

produce similar results, they lend support for construct validity. To date, the GCQSA 

represents the most rigorously developed and tested assessment of quality for residential 

care with growing evidence supporting its psychometric merits and ecological validity. 

 

The Megivern et al. (2007) model and the findings of the Florida programme represent a significant 

step forward with respect to determining the core components of quality care and how it can be 

assessed. However, it is important to highlight that neither of these sets of standards identifies 

‘relationships’ as a core component of quality care. Nor is the word relationship explicitly used in 

either set of standards. However, there is other research that combines a focus on quality residential 

childcare and the importance of relationships as the core component of quality.  

For example, Steels and Simpson (2017) carried out a systematic review of seven studies regarding 

residential care and concluded that, ‘Initially children placed in residential care often experience 
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feelings of loss, rejection and abandonment […]. The importance of staff at residential homes creating 

a bond with children placed there is therefore paramount’ (Steels and Simpson, 2017, p.1715). In 

another study, which reports the findings of a survey of the subjective well-being of 379 children in 

residential care in Spain, Gistau et al. (2019, p. 27) found that ‘stability and inter-personal relationships 

with key people in their lives were highly relevant factors [and that] the emotional bond established 

with caregivers was highly valued’. Developing this discussion further, Daly et al. (2018) in their study 

cite several sources regarding quality care stemming from a summit that brought international experts 

together to explore evolving models of therapeutic residential childcare, to agree a common definition 

of residential childcare and to develop a shared agenda of future research priorities. The summit 

(Whitaker et al. 2014, p. 94) issued the following consensus statement about defining therapeutic 

residential care: 

              Therapeutic residential care involves the planful use of a purposefully constructed, multi-

dimensional living environment designed to enhance or provide treatment, education, 

socialisation, support and protection to children and youth with identified mental health or 

behavioural needs in partnership with their families and in collaboration with a full spectrum 

of community-based and informal helping resources. 

The International Working Group detailed 5 principles to underpin therapeutic residential care 

including: child safety; partnership with families; care anchored in local communities; care embedded 

in an evidence base; and therapeutic residential care occurring within the context of ‘deeply personal, 

human relationships’ (Whitaker et al., 2016, p.97).   

Work by the National Therapeutic Residential Care Alliance of Australia, started in 2012 when a group 

of social work professionals, working across various states of Australia, came together to share 

collective knowledge and practice wisdom regarding therapeutic residential care. The Alliance focuses 

on establishing effective models of care and improving quality and standards of care across Australia. 

As indicated earlier in the Chapter, there was considerable governmental pressure in the early 2000s 
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to reduce or cease the use of children’s homes in Australia. The Alliance responded by embarking on 

a strategy to rejuvenate the service through a deeper understanding of quality care. In 2016 the 

Alliance issued an agreed definition which amalgamated elements of the consensus statement 

(referred to above) with an amended Australian definition as follows: 

Therapeutic residential care is an intensive intervention for children and young people 

which is a purposively constructed living environment which creates a therapeutic milieu 

that is the basis of positive, safe, healing relationships (author’s emphasis) and 

experiences designed to address complex needs arising from the impacts of abuse, 

neglect adversity and separation from family, community and culture. Therapeutic care 

is informed by current understandings of trauma, attachment, socialisation and child 

development theories: which are translated into practice and embedded in the 

therapeutic care program (Australian Institute of Family Studies, CFCA Paper NO. 49, p.5). 

This definition expands understandings of the importance of relationships in residential childcare by 

cross-referencing child development theory, trauma and healing, families and the importance of 

networks with and within communities. Overall, research literature indicates a body of work that 

contributes to an understanding of quality care. One factor that is emphasised in terms of quality care, 

as noted above, are identifiable therapeutic models that underpin the delivery of residential childcare. 

These and associated research are considered next. 

 

2.4 Models of residential care  

As noted above, the question regarding what constitutes good quality residential care has been the 

source of much concern, discussion and research for several decades (Boel-Studt and Tobia, 2016; Lee 

et al., 2017; James, 2017; Daly et al., 2018). The current situation and reasons for it (as explored in 

detail below), is touched on by Bellonci et al. (2019, p. 47) who wrote that in the US, England and 
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elsewhere, ‘there is also a sense that traditional service remedies and ways of working with children, 

youth and families are not functioning as intended’. Indeed, Bellonci et al. (2019) went on to call 

specifically for new methods and ways of conceptualising both the challenges and the response 

required. 

Arguably, it is not enough to only call for new methods and theories. There is a fundamental issue at 

the heart of this discussion, which involves the ability of the residential childcare community, 

nationally and internationally to demonstrate that any of the current interventions work and to base 

any claims made on a sound evidence base as part of the ‘what works’ agenda (James, 2014; James, 

2017; Daly et al., 2018). These are important developments because arguably the single biggest 

challenge to those who promote the benefits of residential care as an appropriate and safe service for 

children is that it lacks an evidence base regarding what actually does work in attaining positive 

outcomes for children and young people (Whitaker, 2017; Holmes et al., 2018; Lebel et al., 2018). 

International research studies have identified issues with fluctuating outcomes depending on the 

variables selected and the programme of care underpinning the delivery of the service (Boel-Studt 

and Tobia, 2016; Lee et al., 2017; James, 2017; Bellonci et al., 2018; Daly et al., 2018). As argued by 

James (2014, p. 151): 

The review of residential care models indicated a painfully small knowledge base 

considering the decades that some models have been in existence and an overall lack of 

knowledge advancement. At this stage far too few rigorous studies have been conducted 

to make a strong recommendation for one or the other treatment model.  

Hence, as alluded to by James (2014), there are a multitude of models being used in practice with a 

limited evidence-base to conclude which works better and why. Currently, programme or treatment 

models can be broadly grouped into three categories (James, 2017; Daly et al., 2018). These include 

milieu-based programmes with a specific therapeutic focus that have been developed for the 

residential context, examples include the Stop-Gap Model (McCurdy and McIntyre, 2004), the 
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Sanctuary Model (Bloom, 2003), the Child and Adolescent Residential Experience Model (CARE), 

(Holden, 2009) and ARC (Blaustein and Kinniburgh, 2010). Secondly, specific intervention programmes 

have been implemented in the residential context to respond to the treatment needs of young people 

and examples include Cognitive-Behavioural Therapy, Aggression Replacement Therapy or 

Collaborative Problem Solving (James, 2017). Thirdly, a series of ‘home- grown’ programmes have also 

been developed. These tend to be developed by local organisations responding to identified and 

emerging need (James, 2017). These, as noted in Chapter One, include MAP for example (a Northern 

Irish model).  

Within this multiplicity of models, the question remains, is it possible to determine the elements of a 

“meta” model (James, 2017, p162) that could be applied across all residential settings? There is some 

general agreement on several essential components of all models including: smaller family type 

homes; a trauma informed culture of care; family involvement and well-trained staff (James, 2017). 

Other reviews by Farmer et al. (2017) and Blau et al. (2014) identified other core elements of effective 

care namely: treatment; education; socialisation; and protection. However, as noted by James, (2011) 

none of the identified models met the ‘gold standard’ of evidence. Both James, (2011) and Pecora and 

English (2016), who also reviewed a range of models, concluded that some reached standards of 

research that were ‘promising’. 

A review of trends and findings from research on the effectiveness and quality of residential care 

(Boel-Studt and Tobia, 2016, p. 29) noted that the literature contained ‘overly simplified and/or 

narrowly drawn conclusions’. Boel-Studt and Tobia (2016) put forward seven recommendations 

regarding improvements that could be made including: accreditation and quality standards; the use 

of research to support evidence-based practice; promoting family engagement; exploring new models 

of care; culturally competent practice; developing the residential workforce and increased funding of 

the service. In their review of quality care, Daly et al. (2018) made seven recommendations to 

strengthen the service including, amongst others: residential care requiring a research base to be 
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effective; the use of randomised controlled trials to provide rigour; fidelity of implementation of the 

chosen model; outcomes being routinely measured to track progress; and the increased use of 

empirically based quality standards. Daly et al. (2018) also concluded that milieu-based models such 

as Positive Peer Culture, Sanctuary, CARE and Stop Gap were all designed specifically to be used in a 

residential environment which placed them at an advantage over models that were designed for 

community settings but later adapted to a residential setting. Secondly, they concluded that that the 

use of restraint and restrictive practice ‘was inversely related to good outcomes’ (Daly et al., 2018, p. 

258) and called for increased evaluation of such incidents to improve practice. They also emphasised 

that residential care played a vital role within the continuum of care to families. A notable theme 

emerging within and across the reviews of the models of care and evidence-based for effectiveness, 

is the reference to the central importance and experience of relationships by young people and staff. 

The remaining section of this Chapter reviews the research literature on relationships and residential 

childcare.  

2.5 Residential care and relationships 

From an historical perspective, there is work regarding residential care which has highlighted that 

young people’s relationships with staff, alongside relations with family, can be the primary mechanism 

through which the care and emotional reparation take place (Sinclair and Gibbs, 1998; Hill, 1999; 

Berridge 2002; Ruch, 2005). For example, in their study, Hicks et al. (2007, p. 104) noted the 

importance of relationships amongst other factors that influenced outcomes in children’s homes 

stating that, ‘relationship building was one of the most crucial and complex areas of practice, taking 

time, insight and patience to achieve successfully.  

Building on this, Kendrick (2013) has used notions of the family as a metaphor for residential care. 

Whilst clearly acknowledging that children’s homes were not understood as a ‘family’, Kendrick (2013) 

did draw attention to the essential role of residential care as a relationship-based activity centred on 
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the quality of the interaction between young people and staff. He concluded by calling for a greater 

understanding of the relationship between staff and young people in residential care and that this 

understanding should be developed by the adoption of a wider conceptual framework. Kendrick’s 

work (2013) both highlights the centrality of relationship-based practice and its possible contribution 

to contemporary ideas regarding models of care. Other authors have also drawn attention to the fact 

that relationship has ‘long been at the heart’ of residential care (Steckley and Smith, 2011, p.188). 

Furnivall (2018, p. 382) also drew a similar conclusion when she wrote: 

The emotional environment of a children’s residential setting is volatile and 

complex…[given] the sheer number of individuals interacting with each other on a daily 

basis…this simultaneously provides both the potential for transformational growth and 

the possibility of terrifying disintegration. 

These authors and others note that daily interactions with the adult carers are understood as having 

‘potentially therapeutic consequences’ (Moritz et al., 2018, p. 43). However nurturing and sustaining 

relationships of quality in this setting is a complex task and can only be fully realised through the 

successful day to day management of relationships, within the wider milieu of the home. It is arguable 

that in a residential childcare setting, periodic instability is an established part of daily practice (RQIA, 

2011, HSC Board, 2018). However, such instability is neither inevitable nor inescapable, if as Furnivall 

(2018) suggests, ‘disintegration’ and ‘transformational growth’ are both understood as a by-product 

of either effective or ineffective relationship-based practice. Berridge et al. (2016, p. 81) highlighted 

similar themes when they wrote that: 

young people were usually positive about staff and their relationships with them: they valued 

staff sensitivity and listening skills; being able to share a joke with staff; relationships that 

resembled family relationships and staff being reliable. Young people may have lacked 

reliable, caring adults in their lives, and this is a vital pre-condition for effective care. 
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For some authors, the possibility of attaining increased stability and improved outcomes for young 

people in care is related to how young people experience and give meaning to their relationships with 

staff. This is supported by a considerable body of research which places the relationship between 

young people and staff as the key element of well delivered residential care (Bastiaanssen et al., 2014; 

Almquist and Lassinantti, 2017; Steels and Simpson, 2017; Cameron and Das, 2019; Gistau et al., 2019; 

Holden and Sellers, 2019; Bendtro, 2019). Gallagher and Green (2012, p. 440), for example, 

commented that ‘relationships are, in some ways, even more critical for LAC’ (looked after children) 

given that relationship breakdown is one factor leading to the admission of young people to residential 

care.   

Li and Julian (2012, p. 158) refer to developmental relationships as the ‘active ingredient’ which 

influences healthy human development. They conceptualise ‘relationship’ as having four 

characteristics namely: attachment; reciprocity; progressive complexity and balance of power. 

Importantly, Li and Julian (2012, p. 161) make the critical point that an adult engaging with a young 

person in a well-meaning relationship is not sufficient to meet the needs of that young person. Rather 

they contend that the four characteristics, as outlined above, need to be present and operating in 

tandem for a relationship to be properly developmental. More broadly, Li and Julian (2012, p. 163) 

argue that programme/model failures occur for two reasons. Firstly, because staff engage in 

prescriptive relationships which contain a high degree of adult control regarding expectations and pre-

set outcomes but are not fully in tune with the young person’s developmental needs. One 

consequence is that these types of relationship do not allow for the necessary sharing of power and 

decision-making (Anglin, 2002) that permits the young person to grow. Secondly, even models which 

are relationship-based can fail to assess how developmental relationships are being impacted by the 

structures, systems and actions of staff around the child and, indeed, these factors can undermine 

relationships in the developmental setting.  
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The research by Li and Julian (2012) presents an interesting and challenging critique regarding 

relationship-based practice in residential care. It both explores deeply the content and social 

processes that underpin relationships and provides a new conceptual framework defining four distinct 

characteristics by which it is possible to try and determine the effectiveness of relationships in 

residential care. In their study on residential care in Ireland, Graham and Fulcher (2017) echoed the 

findings of the study by Li and Julian (2012, p. 99) and found that in the first instance was the need for 

staff to ‘form reciprocal relationships with residents that are focused on needs led…care’. They 

characterise this relationship as ‘people-changing activity’ (Graham and Fulcher, 2017, p. 100) 

characterised by empowerment and transformative action by staff within which young people create 

their own future. This study also noted the critical need to have staff with the skills and abilities to 

build these reciprocal relationships, including a capacity to work in dynamically complex environment.  

Building on this, Ungar et al. (2018), explored the theme of relationship with 85 young people receiving 

professional services and treatment in Canada. They noted that the quality of the relationship 

between professionals and young people was in part influenced by the risk and resilience profiles of 

the young people in residential care. Ungar et al. (2018, p. 288) concluded that matching the style of 

relationship to the opportunities within the young person’s ‘social ecologies’ led to a better working 

relationship and that staff needed to be flexible, responsive and shape their style of engagement 

around the evolving needs of the young person in order to make the relationship work more fully.  

The research by Ungar et al. (2018), outlines the advantages and outcomes for young people which 

emerge from a deeper understanding of the high-quality relationships between staff and young 

people, including social, emotional, physical and psychological benefits. Furthermore, as argued by 

Marion et al. (2017), young people’s experiences of positive relationships has an influence on how 

ready they feel to transition out of care (Marion et al., 2017). Positive relationships are connected 

with practical and emotional preparations prior to discharge and support afterwards when learning to 

live more independently in the community (Luksik and Hargasova, 2018). Promoting the personal 
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abilities of young people is also found to strengthen their level of resilience and overcome adverse life 

experiences as they enter adulthood (Lou et al., 2018).  

Other research has noted that the quality of the relationship between a worker and young person can 

help young people to recognise their skills and talents and to use these characteristics to positively 

influence their lives (Sulmani-Aidan, 2018). Having greater personal resilience and support networks 

can assist care-leavers to overcome obstacles and enter further education, training and employment 

(Sabates et al., 2013). It has also been noted that positive relationship building can equip young people 

with the self-confidence to participate in community pastimes and leisure activities that they 

previously stayed away from (Quarmby et al., 2018). In other instances, leisure activities have been 

utilised to develop and improve relationships. Examples have included equine-assisted social work 

(Carlsson, 2017), wilderness therapy (Conlon et al., 2018), bedtime reading programmes (Martin et 

al., 2016) and the social and emotional importance of shared meals in a residential setting (Emond et 

al., 2014).  

Within the social pedagogy model such shared activities are referred to as the ‘common third’; using 

a related activity to form a deeper and lasting connection between the practitioner and young person 

(Ruch et al., 2017). The skills and attributes of staff are critical in this process, including the importance 

of humour (Jordan, 2017), appropriate physical touch (Steckley, 2012; Eber, 2018) and promoting 

hopeful thinking about the future (McNeal et al, 2006).  Positive relationship-building in residential 

care allows young people the opportunity to mourn the ‘catalogue of losses’ they have experienced, 

including entering into care itself (Mann-Feder, 2018, p. 468). Conversely staff in homes can provide 

a bridging experience to help young people to re-build improved relationships with their families and 

prepare for an eventual return (Lebel, et al., 2018; Mihalo and Valenti, 2018). Staff can also help to 

develop relationships that support young people coming to terms with a range of pain-based 

behaviour including a reduction in incidences of self-harm (Johnson and Copley, 2017; Evans, 2018), 

physical restraint (Hambrick et al., 2018), aggression and bullying (Sekol, 2013), absconding (Attar-
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Schwartz, 2013; Bowden et al., 2018) and criminal offending behaviour (Shaw, 2014; Gerard et al., 

2019). The research regarding relationships highlights the reciprocal nature of the staff/young person 

interaction. To that end, there is research that focuses on residential childcare staff and the necessary 

characteristics and skills required to form, nurture and maintain high quality relationships. Relevant 

research in this area is considered below.  

2.6 The skills and personal attributes of staff 

Several studies have found that the personal characteristics of each staff member are critical 

components of their professional role (Bastiaanssen et al., 2014; Graham and Fulcher, 2017). In their 

study of 135 young people in secure care in the Netherlands over a 12-month period, Harder et al. 

(2013) concluded that the ‘treatment skills’ and ‘characteristics’ of staff (Harder et al., 2013, p. 314) 

were of significance especially for building a relationship over time. Similarly, in their study of 27 young 

people in residential care in Australia, Moore et al. (2018) found that young people responded to staff 

who displayed consistent and enduring warmth, humour, emotional intelligence, acceptance, 

authenticity and compassion in their engagement with young people, noting that, ‘[Whilst] most 

workers appeared to be caring, it was the ones who were able to demonstrate their care in practice 

that were especially valued’ (Moore et al., 2018, p. 71). According to Campos et al. 2019) 

demonstrating both a broad and deep range of psycho-social skills and emotional availability to the 

young people in their care is essential to this role. It is also argued that investing in staff training is 

important but that this must be accompanied by ongoing support to ensure that staff fully and 

properly implement any training received (Colton and Roberts, 2006; Clough et al., 2006; Li and Julian, 

2012; Eenshuistra et al., 2019). 

However, authors also point out that it is more than just training that is required. In their review of 13 

articles regarding the clinical treatment of youth in residential care, Ninan et al. (2014) commented 

on the importance of the personal characteristics of staff members such as their tone of voice, the 
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words they use, their facial expressions and physical presentation. These all affect the quality of the 

interaction between the staff member and the young person as do a range of other non-verbal cues. 

As argued by Ninan et al. (2014, p. 295), ‘Care staff’s use of nonverbal approaches […] as well as the 

choice of words can have significant effect on a child’s behaviour’. Ninan et al. (2014) highlight that 

the importance of these skills cannot be underestimated in a context where there is contact with 

young people who have experienced trauma and where there is a chance that encounters can 

inadvertently re-traumatise a young person especially in response to externalising behaviours.  

The use of ‘self’ to positively engage the young person in a manner that promotes the developmental 

relationship is central to this role (Winter et al., 2017). These messages provide assurance to the young 

person that the adult is an authentic and genuine carer (Munson et al., 2017; Almquist and Lassinantti, 

2018; Cameron and Das, 2019) and a reliable adult who can meet their needs and maintain this trust 

(Berridge et al., 2012; Wood and Selwyn, 2017). To achieve this level of trust, staff need to have skills 

whereby they learn to interpret the pain-based behaviour of young people and embody empathy and 

compassion in their verbal and non-verbal communication (Ruch et al., 2017). Possessing and 

displaying emotional intelligence appear to be essential because higher levels of responsiveness by 

staff can lead to the increased development of empathy in young people (Heynen et al., 2018) and 

assist young people to deal with feelings of shame and guilt. Price et al. (2018, p. 404) highlight that 

‘There was a requirement that staff place themselves empathically within the children’s own 

emotional and relational field [...] This was to enable staff to ‘read’ the children’s behaviour for 

meanings beyond the emotionally obvious. This is not easy and takes time, training’. They go on to 

point out that emotional intelligence cannot be an assumed characteristic of each staff member but 

rather it must be nurtured and developed if they are to become effective workers in the therapeutic 

space of residential care. 

Other research has found that the inter-personal attributes of staff and their belief systems shaped 

behaviour towards the young people in their care (Bastiaanssen, 2012; Levy and Reuven, 2017; 
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Thomas, 2018; Galardi and Settersen, 2018). In a family setting, young people and adults can be united 

by family attachments, common experiences, shared memories and belief systems. In residential care 

however, staff and young people are less bonded by such emotional ties and often separated by vastly 

different life experiences, fragmented and unstable relationships. The task of trying to forge a series 

of meaningful relationships in this context relies heavily on highly developed relationship skills, honest 

communication and the exchange of mutual trust between carers and young people. As argued by 

Berridge et al. (2012, p. 50), this exchange takes place moment by moment on any given day. The 

authors provide the following example (Berridge et al., 2012, p. 50): 

In one home a young man returned from college with a print-out of possible jobs. He 

seemed eager to discuss this and loitered in the doorway of the office. A worker talked 

with him about this for a short time, but it was a brief inter-action, and she was otherwise 

pre-occupied working on a computer. 

to illustrate how the staff member missed the opportunity to engage the young person on an issue of 

importance to them in that moment. Residential care represents a constant exchange of such 

moments between adults and young people and in this context each moment and every exchange has 

a positive or negative value. It is the role of staff to recognise and respond in a manner that has 

therapeutic value for the young person (Lanctot et al, 2016; Leipoldt et al., 2019). 

A requirement of a positive relational context is that a skilled professional staff team takes every 

moment and each opportunity to impart the same critical message to the young person which is ‘you 

are of ‘unique value’ to me and to us’ (Honneth, 1995, p.104). This is a planned and deliberate action 

designed not to calm the immediacy of a crisis but rather to repeatedly soothe the pained inner world 

of the young person (Eltink et al., 2015). It becomes truly therapeutic when the young person 

experiences this sense of being valued in both the actions and words of staff; a congruence between 

what staff say and how they behave (Anglin, 2002, Price et al., 2018). Incongruence between the 

words and actions of staff can lead to young people’s feelings of disappointment, anger and mistrust 
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(O’Leary et al., 2013; Moore et al., 2018). It is argued that young people need to experience the 

authenticity of the practitioner in order to believe in the integrity of the message (Thompson, 2016). 

As Anglin (2002, p. 111) writes, ‘the manner and degree to which this pain is responded to is one of 

the key indicators of the quality of care in a residence as experienced by the youth’. The review of 

research literature indicates that the quality of the relationship between young people and staff is the 

active ingredient of successful residential childcare. This assertion is further supported by research 

that considers the views of young people and staff themselves. The Chapter concludes by reviewing 

this research. 

2.7 Young people, staff and quality care in residential care  

Although there is a relative paucity of research that positions children and young people as service 

users and that seeks their perspectives regarding the quality of care they receive (Delfabbro et al., 

2002; Southwell and Fraser, 2010; Farmer et al., 2017; Perez- Garcia et al., 2019), the few studies that 

have been completed indicate a level of agreement across and within the findings regarding how 

young people perceive quality care. For example, in a study by Delfabbro et al. (2002), which involved 

interviews with 99 children in residential and foster care in Australia, a high satisfaction rate was 

reported for the overall group (N=80%), however this figure was smaller when considered in relation 

to residential care specifically. Delfabbro et al. (2002) found that the area that young people were 

most dissatisfied with in a residential setting related to an inconsistent and overly punitive approach 

towards children and young people by staff.  

Research by Southwell and Fraser (2010) which involved a survey of 169 young people in residential 

care reported that quality of care was associated with feeling safe and the promotion of family 

contact. Importantly the young people in this study identified positive relationships with residential 

staff as a feature of quality care. Farmer et al. (2017) used data from a longitudinal study (Farmer, 

Seifert, et al., 2016; Farmer, Wagner, et al., 2016) of 554 young people to review quality care across 
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49 homes in the USA. The framework for their review was based on an overview of previous 

discussions on quality (Megivern et al., 2007; Lee and McMillen, 2007) plus research on evidence 

informed models (James, 2011; James, Alemi and Zapeda, 2013). Farmer et al., (2017) concluded that 

quality contained five key domains namely, safety, treatment, staffing, setting and outcomes. They 

analysed the findings of the longitudinal study against these four domains and showed that young 

people’s views on quality care included a clean and homely living environment, a predictable routine 

and rhythm to their lives, feeling safe, fair and equitable treatment by staff and having an opportunity 

to develop themselves in preparation for their future. Young people did not like punitive responses to 

behaviour management or the presence of conflict in their living environment.  

There are two issues of note here, firstly the theme of relationship between young people and staff 

was to the fore with respect to outcomes and positive residential experiences. However, and secondly, 

the theme of relationships was not explicitly stated as one of the five domains emerging from their 

review of literature on quality care. This reflects the pattern identified earlier in the Chapter where 

the theme of relationships is identified by young people and practitioners as quality care but is not 

explicitly contained in standards, definitions and frameworks for assessing/understanding quality 

care. 

Research by Garcia et al. (2019) which involved 209 young people in 21 facilities in Spain, found a 

connection between high levels of young people’s satisfaction, feeling safe and the quality of care 

provided by staff. Young people reported the highest satisfaction scores when they experienced 

positive relationships with their adult carers, plus support with their education and development. 

Similarly, they did not like an overly controlling or punitive living environment, restrictions to their 

personal agency and/or decision-making and/or conflict with peers and/or staff. Echoing the findings 

from other studies by Martin and Gonzalez (2007) and Del Valle et al. (2012). 

These themes also emerged from a UK based study of young people in sixteen homes carried out by 

Berridge et al. (2016). This research was funded by the Department of Education and its purpose was 
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to provide insight into the nature of residential care in England, the characteristics and circumstances 

of the young people who live in children’s homes and their short-term outcomes. This study used a 

mixed methodology approach involving questionnaires, plus visits to ten of the sixteen homes to carry 

out observations of practice and semi-structured questionnaires. The report identified that quality 

care included a home like environment, structure, activities and personal safety. However, in 

interviews the young people focused on the ‘inter-relational’ aspects of their experiences in the home 

with both their peers and staff being of most significance to a positive ‘in care’ experience: 

Young people valued the everyday aspects of residential care work of building 

relationships, being available, feeling listened to and understood. Over a quarter of 

participants raised the importance of humour in their lives and being able to have a laugh 

with residential workers (Berridge et al., 2016, p. 83). 

Hence, of the studies that are available, it is clear that young people equate quality with the quality of 

relationships, especially with their adult carers as the determining factor of a quality care experience. 

This is further supported by the evidence from the Independent Care Review in Scotland (2019) which 

is the most up to date and wide-ranging review report regarding residential care across the UK. The 

Review interviewed 854 young people and determined that ‘children require thoughtful, supportive 

relationships as a basis on which to heal and develop as a young adult’ (Care Review in Scotland, 2019, 

p. 80). More importantly the Review specifically referenced the quality of the relationship between 

young people and staff as the key element in residential care. To emphasise the importance of this, 

the Review called for relationships to continue to be a priority after the young people have 

transitioned out of residential care and additionally placed a responsibility on authorities to remove 

obstacles that prevent the ongoing nurturing and sustainability of these relationships (Care Review in 

Scotland, 2019, p. 80). This is a landmark statement which recognises the enduring importance of 

relationships for young people and their adult residential carers and reflects findings elsewhere (RQIA, 

2011).  
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The review found one study from Scotland (Watson, 2003) which explicitly explored the views of 28 

staff in 9 homes regarding their opinion of quality care. Staff concluded that quality was not 

necessarily linked to standards or measurements but rather was about responding to and meeting the 

needs of the young people. Essential to this was the quality of the relationships between the young 

people and staff: 

A quality service was placing young people and their needs at the forefront of everyday 

actions, it was also very clear from the respondents this could be achieved only through 

the building of relationships between staff and young people. Positive relationships were 

seen as a vehicle to work with the residents to help them meet their needs while in care 

(Watson, 2003, p68).  

The study concluded that these relationships were reliant on four main factors, namely: working in 

partnership with the residents; helping young people to find meaning in their behaviour; the skills and 

personal attributes of staff; and enhancing the welfare of each young person. Returning to the 

Independent Scottish Care Review (2019, p.22) as a primary source of evidence in this discussion, it 

interviewed 789 members of the residential workforce and concluded that love experienced through 

relationships was the central component of any effective care experience stating that: 

Everyone involved in the lives of children and families must know that their primary purpose 

is to develop nurturing, patient, kind, compassionate, trusting and respectful relationships 

(2019, p22).  

The review called for a series of measures to strengthen the capacity of staff to build relationships 

including: rewriting professional guidelines to ensure that kind and loving practice becomes 

normative; staff being supported to build relationships uninhibited by policy, procedures or a highly 

risk adverse culture of care; the recruitment of  staff who possess suitable personal qualities to deliver 
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care in a loving and compassionate manner; and a greater emphasis on de-stigmatising the care 

system, removing language, symbols and practices that reinforce difference or discrimination.  

2.8 Summary and conclusions  

This Chapter has reviewed research literature relating to residential childcare under the following 

themes: quality care in residential settings; models of quality residential childcare; and relationships 

and residential care. The review of literature reveals that it is possible to make a direct link between 

conceptualisations of quality care and the quality of relationships between staff and young people. 

Despite the significance of the connection between conceptions of quality care and quality of 

relationships, (and with the exception of the Scottish Review), not all work in this area places 

relationships as the central component to quality care and there remains confusion regarding a 

framework which both adequately conceptualises quality care and relationships and that can be 

applied in practice. It is argued that a new conceptual and theoretical framework is needed that better 

conceptualises quality and the nature of relationships as the core ingredient of quality in residential 

childcare.  

This research study applies the conceptual framework of Honneth regarding recognition and 

misrecognition to both understand the views of stakeholders and young people regarding residential 

childcare and to inform the development of a model for future residential childcare. To do this there 

is a need to be clear about current theoretical underpinnings regarding relationships in residential 

childcare (that is, how they are currently constructed), what the limits of those social constructions 

are and identifying the key components of Honneth’s framework. The next Chapter explores these 

theoretical and conceptual issues and frameworks further 
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Chapter Three 

 

Theoretical and conceptual frameworks 

3.1 Introduction 

The previous Chapters have outlined contemporary issues regarding residential childcare in an 

international, national and regional context. It has been argued that residential childcare while valued 

as a legitimate care option for some children and young people who cannot live at home, has been 

beset by a number of challenges regarding its purpose, its effectiveness, its value for money and its 

outcomes. It has also been shown that in an attempt to move forward, emphasis has been placed on 

the development of therapeutic models and on notions of quality care. The review of research 

literature has illustrated that there is still much uncertainty regarding the effectiveness of various 

therapeutic models and some ambiguity regarding what is meant by quality care. Despite these 

challenges, one consistent theme that emerges is the importance that residential childcare staff and 

young people place on high quality relationships.  

The thesis argues that it is essential to underpin the future delivery of the service with a model that 

combines an emphasis on quality and quality relationships and that is concerned with outcomes that 

focus on the self-worth, self-esteem and identity of young people in residential care. To assist in this, 

the Chapter begins by outlining the current differing theoretical and conceptual frameworks regarding 

how relationship is understood in residential childcare. Three constructions of relationships are 

considered: relationships and attachment theory; relationships and therapeutic alliance; and 

relationships and therapeutic environment.  This will form the basis for the discussion on a theoretical 

and conceptual approach based on Honneth (1995), recognition and misrecognition. 
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3.2 Conceptual limitations to recognition theory  

Whilst recognition theory has many proponents there are also well-developed critiques. Houston 

(2015) claims that Honneth’s theory is conceptually incomplete as it neglects the individual’s capacity 

for change through recognition. An alternative critique was made by Thomas (2012) who concluded 

that the theory contained an inherent bias against the agency of children and omitted a rights-based 

perspective on childhood. Furthermore, Warming (2015, p.240) discusses the challenges of ‘Honneth’s 

rather abstract philosophical concepts and the reality of practice’. In her article Warming (2015) 

discusses the case of a 14-year-old young woman in care whose emotional needs are neglected due 

to the ‘professionalised’ approach of those who care for her. Applying recognition theory, Warming 

(2015), highlights the need for staff to rekindle the emotional bonds between them and the child as 

the basis for day-to-day practice. Smith et al. (2017) discuss how foster carers or residential care 

workers, whilst not trying to be ‘mother’ a young person, ‘offer a close emotional connection that may 

be called love’ (2017, p.1616) and specifically refer to fathers, friends and siblings also performing this 

role. Lausten and Frederiksberg (2016) also see the contribution of Honneth as a useful lens to 

comprehend love in an out-of-home care context. These writers all draw attention to the fact that 

Honneth’s ‘relations of love’, based on the notion of a primary attachment, is limited in that individuals 

can have multiple attachments.  

3.3 Relationships in residential childcare and attachment theory 

One of the main ways in which ‘relationship’ is conceptualised in residential care is through 

attachment theory (Bowlby, 1988). The central theoretical premise is that a secure relationship is 

based on the continuing availability of a primary caregiver who responds to the needs of a child in 

such a way that they are provided with ‘felt security’ and that their needs will continue to be met over 

time (Cashmore and Paxman, 2006). In their study, McClean et al. (2013, p. 243-244) noted that within 

the literature on attachment theory there are variations regarding the interpretation of ‘attachment’ 

and it has been variously described as a bond between adult and carer, an observable behaviour or as 
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a system incorporating behaviour, emotion and cognition. They referred to this as ‘conceptual 

blurring’ and noted that the impact of this conceptual blurring on children in out-of-home care 

remained unexamined. The research by McClean et al. (2013) involved semi-structured interviews 

with 92 adults (residential and field social workers, teachers and foster carers) who worked with 

children presenting with challenging behaviour in Australia. They found four ways in which the 

connection between challenging behaviour and attachment theory was erroneously understood by 

the research participants.  

Firstly, young people with a history of multiple placements were perceived to have minimal 

attachment needs and therefore as more suitable for residential care where there was less 

expectation for them to form attachment relationships with a wide staff team. Secondly, it was 

believed that attachment forms through a close relationship and allows for healing of trauma leading 

to behavioural improvement but this, of course, fails to account for insecure attachment patterns that 

require therapeutic intervention in addition to daily ‘parenting’. Thirdly, confusion regarding 

understandings of attachment relationships was apparent with some participants expressing various 

views and skewed decision making about family contact and who should be permitted to build new 

relationships with a child. Finally, those involved in the research expressed the view that attachments 

can be transferred from one setting to another. McClean et al. (2013) stressed the need for 

consideration to be given to the enduring nature of a secure base within the context of a relationship 

with a primary attachment figure.  

Other research has noted conceptual difficulties regarding the understanding of attachment and its 

application in practice by staff. Morison et al. (2019) found that staff had a clear understanding of the 

importance of attachment relationships. However, they had difficulty making links between the theory 

of attachment and their daily practice even though their practice was consistent with aspects of the 

theoretical approach to attachment. This study identified that further staff training would be helpful 

combined with an analysis of staff’s own attachment histories. Furthermore, it was argued that 
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supervision and opportunities to reflect on practice would be helpful for staff. Returning to the issue 

of ‘conceptual blurring’ referenced at the start, McClean et al. (2013) also called for greater conceptual 

rigor with respect to this theoretical approach in practice.  

Continuing on the theme of attachment, Quiroga and Hamilton-Giachritsis (2016) reviewed 13 studies 

conducted between 1993-2012 concerning the attachment styles of young people in alternative care 

(residential and foster care). They found that factors that positively affected children’s attachments 

included the quality of the care giving and the characteristics of the caregiver themselves. 

Characteristics included caregiver sensitivity, motivation, state of mind and prior life experience 

(Quiroga and Hamilton-Giachritsis, 2016, p.650). In their study of secure care, Harder et al. (2013) 

found that the attachment history of the young person could lead to disparities in the attachment 

relationships developed with staff. However, within this the factors that enhanced the relationship 

were the effective treatment skills of staff characterised by respect, commitment, reliability, ‘fitting 

in’ with the young person and staying positive (Harder et al., 2013, p.315). While a focus on 

attachment and relationships is beneficial in its focus on the young person/adult carer dyad; the limits 

are the relative lack of attention to the therapeutic potential of these relationships and the wider 

social environment which shapes the lived experience of relationships. Constructions regarding the 

therapeutic potential of relationships are considered next.  

3.4 Relationships in residential childcare and the therapeutic alliance  

Regarding relationships, a second conceptualisation is referred to as the ‘therapeutic alliance’. This 

framework has its origins in psychotherapy (Freud, 1913) and was initially understood as the 

transference and countertransference between ‘a patient’ and a therapist creating a therapeutic 

engagement that facilitated a process of change and improvement. According to the work of Safran 

and Muran (2006) one conceptualisation of therapeutic alliance that emerged in the 1970’s involved 

the cooperative work between the therapist and the patient, including the agreement on specific tasks 

in order to accomplish determined goals and based on a positive bond between therapist and client. 
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This concept later shifted with the emphasis being more on the establishment of the ‘bond’ as the 

main goal of treatment (Castonguay et al., 2006). Shirk and Karver (2003) have noted that research on 

the therapeutic alliance tended to focus more on adults rather than children. However, studies on 

young people in a children’s home showed a connection between a positive working alliance and 

improved mental health (Florsheim et al., 2000). It is also argued by other writers that a positive 

alliance with a trusted adult helps to alleviate the stressful environment in residential care (Zegers et 

al., 2006) and for staff responding to externalizing behaviour by young people (Moses, 2000). 

More recently, it has been argued that the concept of therapeutic alliance is not confined to a 

therapist/client relationship but rather is something that is available with and between a person and 

the wider pool of staff (Manso et al., 2008). This USA based study involved 11 young people and 

explored the nature of the relationship alliance between young people and staff from the service user 

perspective. They concluded that the alliance comprised both inter-personal and intra-personal 

elements. Firstly, the development of a ‘bond that is grounded in emotion’ which primarily means 

trust and feeling cared for by staff (Manso et al., 2008, p. 67); secondly, staff characteristics including 

their behaviour towards the young people contributed to the development of this bond. Such staff 

characteristics included being caring and a good listener, being fair and measured, showing 

commitment, having a degree of personal maturity plus being authentic and genuine. Thirdly, it was 

important for staff to hold young people accountable for their actions, acknowledging that their 

relationships with staff evolved over time and incorporated difficult moments and conversations. It 

was the perceived strength of the alliance that allowed these moments to occur successfully, which 

was augmented by young people experiencing positive recognition of their personal worth on a 

repeated basis in their engagement with staff (Honneth, 1995, Houston, 2015, Hakli, 2018). 

In their study, Holmquist et al. (2007) carried out a review of two separate studies in Sweden. The first 

study involved 59 young people in secure care and the second study focused on 23 care experienced 

adults who were interviewed one year after their discharge from a residential home. The purpose of 
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the study was to analyse the connection between perceived inter-relational features of their 

treatment by staff and outcomes. The study found that young people preferred staff who had a clear 

focus on their work/role and who did not build overly close emotional ties with the residents. They 

concluded that ‘different treatment contexts require different types of relationship aspects’ 

(Holmquist et al, 2007, p177). In other words, staff had to retain a flexible approach and adapt their 

relationship building style to match the needs of the individual young person. 

A study of 46 young people in residential care in Sweden carried out by Henriksen et al. (2008) 

identified a connection between the therapeutic alliance of key worker staff and young people in 

residential care. The key worker role is a specific role which requires staff to work with the young 

person, oversee their treatment programme and liaise with family and other professionals. This is 

understood as a ‘therapeutic relationship or alliance based on trust, reciprocity and continuity’ 

(Henriksen et al., 2008, p.146). The study drew a distinction between a ‘sham alliance’ and a ‘genuine 

therapeutic alliance’ (Henriksen et al., 2008, p.147). In the ‘sham alliance’ there is a mutual lack of 

interest by both the key staff member and young person in participating in an authentic process of 

change through forming an emotional connection. The genuine alliance is the converse and contains 

the three constituent elements namely trust, continuity and reciprocity. This also echoes the later 

research by Li and Julian (2012) which argues that programme models fail because staff do not build 

an authentic relationship with young people in which their psycho-social development can take place. 

More recent research from Swan et al. (2018) also focused on the specific role of key-working in 

residential care in Ireland. Referencing research by Kohlsteadt (2010), Swan et al. (2018, p. 451) noted 

that the staff/young person ‘relationship is often central to healing trauma experienced by the young 

person’. Swan et al. (2018) found that the key worker relationship was critical for the young person, 

providing them with emotional security and personal growth. The attributes of the staff such as trust, 

honesty and reliability were identified as important, which again foregrounds the central premise that 

young people in care require a meaningful relationship with at least one trusted adult figure to achieve 
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personal growth and healing. Again, as indicated earlier, there are clear benefits to understanding 

relationships in this way because the inherent value of relationships, their personal meaning to people 

and their impacts are noted, however, the wider social context that shapes daily experience is 

relatively underplayed. The next section focuses on constructions of relationships that focus on this 

wider social context and the therapeutic living environment.  

3.5 Relationships in residential childcare and the therapeutic living environment  

The International Work Group on Therapeutic Residential Care (Whitaker et al., 2016, p. 94) described 

residential childcare as:  

A purposefully constructed, multi-dimensional living environment designed to enhance 

or provide treatment, education, socialisation, support and protection to children and 

youth. 

‘Living environment’ is not a straightforward concept within the literature and is defined in a number 

of ways including: ‘social climate’ (Pinchover and Attar-Schwartz, 2014); ‘group climate’ (Van Eltink et 

al., 2015); ‘therapeutic milieu’ (Gahleitner et al., 2018); ‘culture of care’ (Huefner and Ringle, 2012) 

and ‘program environment’ (Lanctot et al., 2016). Young people in care live in an environment shaped 

by the interaction between staff and young people themselves, which Anglin refers to as the ‘extra 

familial living environment’. Anglin (2002, p. 80), argues that it is the quality of these engagements 

between staff and young people which determines the positive or negative content of this 

environment and subsequent impact on their psycho-emotional well-being:  

A group home is not simply ‘found’; it has to be created, constructed or crafted. [This] 

entails the ongoing and sensitive shaping of elements that continually evolve and change 

over time; more akin to making pottery than to building a house. It requires [from staff] 

uncommon sensitivity to human relations. 
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Trieschman et al., 1969, in The Other 23 Hours, foregrounded the need to understand the nature of 

the living environment, its therapeutic importance for the residential sector and how the culture of 

care in a home can be deliberately crafted to best meet the needs of young people. However, a 

positive or negative living environment for young people does not exist in stasis. It is organic, 

relationship-based and continuously influenced by events, actions and activities of the actors who 

share in this atmosphere. Understanding this shift towards a milieu-based conceptualisation of care 

requires an identification of the active ingredients which underpin a therapeutic environment. Holden 

(2019, p. 24) writes ‘the job of care workers is to engage, mentor, coach, support, teach and surround 

children with authentic, consistent, caring, developmental relationships. That task has not changed’. 

Holden (2019) emphasises that the key element underpinning the milieu in a home is the relationship 

which exists between the adult carers and young people. This interconnection between the psycho-

emotional development of young people and their living environment was noted twenty years ago by 

Sinclair and Gibbs (1999, p. 72). They concluded that the immediate environment of the home had a 

‘powerful influence’ on the behaviour of young people.  

Research by Huefner and Ringle (2012) found that negative peer influence could be mediated by 

experienced staff who developed a positive home culture for young people to live in. Souverein et al. 

(2013) completed a review of meta-analyses and systemic reviews about residential secure care to 

explore the prevailing hypothesis that ‘nothing works’ in secure care. They challenged the viewpoint 

and argued that there was evidence, including a meta-analysis of institutional care by De Swart et al., 

(2012), plus a study of 514 young people in Holland living in semi-secure residential settings (Van Dam 

et al., 2010) to conclude that these young people required a structured and highly supervised 

environment. Poorer treatment outcomes were reported by young people living in a negative living 

environment whilst developing an open, responsive living group climate was of ‘paramount 

importance’ for relationship building (Van Dam et al., 2013, p.1943). The study concluded by calling 

for additional staff training, supervision and support to provide such an environment.  
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In their study of 32 homes in Israel, Pinchover and Attar-Schwartz (2014) completed questionnaires 

with 1324 young people about the social climate and adjusting to life in this institutional setting. They 

found that young people who perceived their social climate to be supportive and friendly experienced 

fewer social-emotional difficulties and a decrease in bullying and peer victimization. Eltink et al. (2015) 

surveyed 128 young people in residential care in Holland. They noted a similar relationship between 

a supportive group climate and the behaviour of young people. Their study emphasised the 

importance of a therapeutic relationship between young people and staff as being a critical aspect to 

a positive group climate. Lanctot et al. (2016) explored this theme from a gendered perspective with 

respect to 153 females in residential centres in Canada who completed a social climate questionnaire. 

Their study concluded that the quality of the living environment was especially critical to females and 

their sense of personal safety and protection, stating that ‘trauma-based interventions focusing on 

interpersonal trust and safety appear to be crucial […]’. Managing the overall social climate on the unit 

is also of paramount importance’ (Lanctot et al., 2016, p. 263). 

Successive studies have identified that a positive social climate has distinct characteristics including: 

the participation and empowerment of young people; safety and stability; clarity of purpose; routines 

and predictability; positive staff relations and a sense of fairness with respect to rules and expectations 

(Moore et al., 2018; Gahleitner et al., 2018; Leipoldt et al., 2019; Strijbosch et al., 2019). Huynh et al. 

(2019) used data from a longitudinal study across five low to middle income countries (Tanzania, 

Ethiopia, Kenya, Cambodia, India) to explore findings from 1357 children in residential care. Their 

study highlighted four criteria by which to determine the quality of care (food security, quality of 

shelter, quality of caregiving, and access to health care services). The study supported the hypothesis 

that, ‘specifically in under-resourced societies psychosocial well-being for [children in residential care] 

may heavily depend on the quality of care provided within a setting rather than the care setting itself’ 

(Huynh et al., 2019, p.8). It is notable that it was the availability and quality of these elements of care 

that made the difference. Institutional care was found to be as positive as community care as long as 

the quality of care being provided was high. The emphasis on the social context/environment of 
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residential childcare, its overall quality and the quality of relationships within it, are key factors 

supporting the positive development of young people who live in residential childcare. One area 

where the quality of residential childcare and the quality of relationships really matters is in-regard to 

young people’s developing ‘sense of self’. The connection between positive relationships and a 

positive sense of self is considered next.  

3.5 Quality care, quality relationships and young people’s sense of self 

While, in recent years, there has been some broad discussion about sense of self/identity and children 

and young people in residential childcare (Houston and Dolan, 2008; Stokholm, 2009; Thomas and 

Holland, 2010; Thrana, 2016) some authors argue that this area remains underdeveloped in theory 

and practice (McMurray, 2011; Ferguson, 2016). A combined view of both psychological and 

sociological research concludes that sense of self/identity is constructed through interaction with 

people, culture and environment (Butler, 1990; Walkerdine, 1999; Brekhaus, 2008; Thomas and 

Holland, 2010; Oyserman and Destin, 2010; Morsunbul et al., 2014; Crocetti et al., 2017). These 

external and internal influences provide key messages to young people about where they belong, 

expectations about their role in society and an evolving sense of their individuality and identity (Burke 

and Stets 2009; Green, 2010; Juhila and Abrams, 2011; Tikkanen, 2016).  

It is known that young people in residential childcare have first-hand experience of 

disenfranchisement from their family circle, local community and wider society (Clough et al, 2006; 

Stein, 2006; Barn, 2010; Berridge et al., 2012; Bellonci et al., 2018) and that they need and seek 

positive identity formation but due to discrimination, intolerance and ‘invisibility’ can be labelled 

according to socially negative roles (Way and Rogers, 2015). This can lead to the acquisition of a 

negative identity role confirming further disenfranchisement and societal stigma (Way et al., 2013). It 

is within this context that further reflection on the residential childcare milieu and its contribution to 

young people’s developing sense of self is required. This is of particular importance because of the 
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research which highlights that young people in residential childcare facilities have: often been exposed 

to traumatic incidents and personal adversity; are often exceptionally vulnerable; require professional 

specialist care and support (Moore et al., 2017; LeBel et al., 2018; Moore et al., 2018, Bellonci et al., 

2019); and that trauma affects their emerging sense of identity (Fonaghy and Target, 1997; Abrams 

and Aguilar 2005; Abrams and Hun, 2009; Cote, 2018).  

Hence, for children and young people in residential childcare, opportunities for positive identity 

formation form an essential part of their well-being (Brown et al., 2018; Sindi and Strompl, 2019). 

However, varied constructions of ‘relationships’ combined with organisational and structural issues 

within the sector present a challenge to this. For example, frequent staff changes and multiple 

placements have been found to have a negative impact on the self-esteem of children and young 

people (Fernandez, 2008; Calheiros et al., 2015; Holmes et al., 2018). Their developing sense of self 

can be fragmented and lack of time, space and access to consistent adults with accurate information 

combined with lack of access to official records, letters, and photographs can mean that children and 

young people have diminished opportunities to knit together their personal life story in a dynamic and 

living way which helps them form a clear life narrative and sense of self (Willis and Holland, 2009; Sindi 

and Strompl, 2019). The challenge therefore remains to underpin residential childcare with a model 

that combines wider quality with quality relationships and that seeks to focus on the transformative 

potential of relationships in terms of young people’s developing sense of self. It is argued that the 

conceptual framework offered by Honneth (1995) in his work on recognition offers this possibility. It 

is to this that the Chapter now turns. 

3.6 Honneth, recognition/misrecognition and the conceptual framework 

3.6.1 Recognition 

It is important to highlight from the outset that Honneth himself does not give an operating definition 

of what he understands by ‘Recognition theory’. Emanating from the German word ‘Anerkennung’ 
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recognition for Honneth is the form by which a person is ascribed a positive status of their value as an 

individual. In his book The Struggle for Recognition, Honneth (1995) provides a triune framework 

regarding the formation of human identity. Characterized as a complex and systematic theory, it is 

centred on the importance of social recognition as a condition for the development of psycho-

emotional autonomy and self-realization. Honneth's theory was initially built around the writings of 

Hegel but also drew heavily from psychoanalytic theory and the social psychology of Mead (1967), 

Houston (2015), and Turney (2012). Honneth's (1995) conceptual framework is constructed around 

three forms of recognition mediated through relationships, namely, relations of love, legal relations, 

and the community of value and of solidarity. By recognition, Honneth (1995) is referring to those 

interactions and processes by which one accords worth and status to another. Honneth (1995) argues 

that these processes are fundamental to human development both socially and psychologically in that 

we depend on feedback from others as part of the development of our sense of self and our identities.  

3.6.2 Misrecognition 

Honneth’s general term for the failure to give someone due recognition is ‘MiBachtung’ which 

corresponds to English with the term disrespect. As above Honneth does not give an operating 

definition of ‘misrecognition’. However, misrecognition here is understood to hold a broader meaning 

in that it is not merely a failure to show proper deference but also incorporates degradation, 

humiliation, disenfranchisement including forms of personal abuse towards a human being. 

Misrecognition is in essence the inverse of recognition in which the status and identity of an individual 

is undermined or violated in some way, often leading to an emotional reaction and a struggle for 

recognition. 

Honneth’s seminal work The Struggle for Recognition (1995) outlines a framework with respect to the 

connection between quality relationships and ‘sense of self/identity’. The conceptual framework is 

constructed around the writings of Hegel but also incorporates the social psychology of Mead (1967) 

and psychoanalytic theory (Turney, 2012, p. 129) and, as noted by Houston (2010), it focuses on the 
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importance of social recognition as a requirement for the development of autonomy and personal 

empowerment. Honneth’s conceptual framework is constructed around three forms of recognition 

which are facilitated through relationships, namely experiences of love, of rights and of solidarity. 

Throughout life, one’s sense of personal value is internalised and is, in part, based upon the quality of 

the relationships enjoyed.  

3.6.3 Main elements of the conceptual framework  

As noted above, in Honneth’s conceptual framework there are three forms of recognition. These and 

other main elements of the conceptual framework are diagrammatically represented in Table 5, 

(adapted from Honneth, 1995, p129). Each domain depicted is explored next. 

Table 5. An adapted version of Honneth’s (1995) Conceptual Framework regarding Recognition 

Forms of recognition  Primary relationships 
(love, friendships) 

Legal relations (rights) Community of 
value/solidarity 
(esteem) 

Mode of recognition  Emotional support Cognitive respect  Social esteem 

Dimension of 
personality  

Needs and emotions  Moral responsibility  Traits and abilities  

Practical relation to 
self  

Basic self-confidence  Self-respect  Self-esteem 

Forms of disrespect  Abuse and rape Denial of rights and 
exclusion  

Denigration and insult 

Threatened 
component of 
personality  

Physical integrity  Social integrity ‘Honour’ and dignity 

 

3.7 Honneth and relations of love 

By ‘relations of love’, Honneth (1995, p. 95) is referring to ‘primary relationships insofar as they model 

friendships, parent-child relationships, as well as erotic relationships between lovers-are constituted 

by strong emotional attachments among a small number of people’. Honneth constructs the 
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development of the person becoming an autonomous, self-confident individual through being 

nourished by others in a relationship of reciprocal esteem. Regarding this element of the conceptual 

framework, Honneth (1995) draws on Winnicott’s theory of object-relations (1971). Honneth (1995, 

p. 107) argues that it is this recognition through relations of love that is at the core of his model 

because this relationship of recognition ‘prepares the ground for a type of relation-to-self in which 

subjects mutually acquire basic confidence in themselves’. Thomas (2012, p. 456) writes that:  

For him, [Honneth] these relationships are the site of complex emotional interactions, of 

which the most significant are affection, attachment, trust, and the struggle to achieve a 

balance between symbiosis and self-assertion. 

This is a significant statement because it draws out the complex task of how best to build authentic 

relationships which allow for genuine feelings and emotional connections whilst simultaneously 

preparing them for independence and it is noted that achieving this balance is referred to as a 

‘struggle’. The research study explores how far the concept of ‘relations of love’ can be usefully applied 

to the understanding and practice of residential childcare, as explored in subsequent Chapters. 

Honneth’s second mode of recognition, namely recognition through legal rights addresses this more 

directly and it is to this theme that the next section of the Chapter now turns. 

3.8 Honneth and legal relations involving rights 

Honneth’s conceptualisation of recognition through legal rights emerges from a wider discussion of 

the historic connection between social hierarchies and legal entitlements. Honneth (1995, p115) 

states: 

With the uncoupling of traditional rights claims from the ascription of social status, a 

general principle of equality emerges for the first time, which henceforth requires of 

every legal order that it allow no exceptions and privileges. 
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In this form of recognition, an emphasis is placed on the theme of equality. Honneth (1995) indicates 

that the worth of each person is recognised through their participation in universal freedoms to which 

all are automatically entitled. The critical turn is the shift from exclusion to inclusion; those within 

society who were formerly marginalised gain equitable legal and moral status. This ‘turn’ is made 

possible by the inclusion of concepts of equality within modern legal thinking which, Honneth argues 

had a two-fold effect. Firstly, an increased consciousness around legally mandated social freedoms 

developed; and secondly, an emerging set of ‘previously excluded or disadvantaged groups… [were] 

granted the same rights as all other members of society’ (Honneth, 1995, p.118). Honneth (1995) 

marks the transformation through which one becomes a bearer of rights through social recognition. 

This transformation also develops a positive relation-to-self namely that of self-respect. This occurs 

through the symbolic act of recognition inherent in a legal structure affirming an individual’s innate 

worth concluding that ‘one is able to respect oneself because one deserves the respect of everyone 

else’ (Honneth, 1995, p. 119). Honneth’s framework (1995) furthers discussions regarding children’s 

rights and power-sharing because it connects the development of self-respect with human dignity in 

the specific context of rights. Rights and the consequent entitlements become the mechanism for 

social recognition in which young people have their status and moral worth affirmed. The third form 

of recognition continues to engage with the individual within the context of wider society. This is 

explored below.  

3.9 Honneth, community relations and solidarity 

The de-coupling of respect from acquired social status provides a more equitable playing field for all 

actors within the legal realm. However, it does not take account of the ‘particular qualities’ (Honneth, 

1995, p.122) of the individual. By this Honneth means the unique talents, skills and achievements that 

each person contributes to society. It is through this that the individual develops their social standing 

and personal esteem. Honneth states (1995, p. 195):  
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Social esteem can only apply to those traits and abilities with regard to which members 

of society differ one from another. Persons can feel themselves to be ‘valuable’ only when 

they know themselves to be recognised for accomplishments that they precisely do not 

share.  

Regarding this form of recognition, it is that the acquisition of esteem is no longer organised through 

achieving the goals of status groups to which a person may or may not belong. Rather everyone can 

access personal esteem based on their individual uniqueness and talents which of itself is recognised 

as being of value by the wider community.  

Zurn (2015, p. 41) notes that the scope of social esteem is ‘context dependent’. Esteem has a relation 

to a set of values, meaning or goals which can be set by two or more individuals who determine what 

is of value. This allows for the development of recognition sub-groups, ‘a counter-culture of 

compensatory respect’ (Honneth, 1995, p.124) through which reciprocal esteem can be attained by a 

small number of individuals who feel that their worth has been undervalued, in this example, young 

people in a children’s home. Zurn (1995, p. 128) argues that: 

Solidarity can be understood as an interactive relationship in which subjects mutually 

sympathise […] because among themselves they esteem each other symmetrically.  

Given the context dependent nature of esteem, difficulties can emerge for young people if the values 

and goals they subscribe to are not in accord with wider society, for example a young person engaging 

in criminal behaviour. From a social work perspective this would be deemed to be contrary to their 

best interests, however for the young person the reward of such behaviour is the rise in 

‘compensatory esteem’ experienced through recognition by other members of the sub-group of their 

unique and particular talents. As (Honneth, 1995, p. xvi) writes: 

Self-esteem involves a sense of what it is that makes one special, unique, and (in Hegel's 

terms) ‘particular’. This enabling sense of oneself as a unique and irreplaceable individual 
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cannot, however, be based merely on a set of trivial or negative characteristics. What 

distinguishes one from others must be something ‘valuable’. Accordingly, to have the 

sense that one has nothing of value to offer is to lack any basis for developing a sense of 

one's own identity. In this way, individuality and self-esteem are linked. 

Individuals who are disenfranchised from wider society due to personal, cultural, or structural 

difficulties cannot access relationships of symmetrical esteem through the traditional mechanisms 

such as wealth, education, employment, and social status. Therefore, in an act of ‘mutual sympathy’ 

they form an alternative social hierarchy where they receive symmetrical esteem from other equally 

disenfranchised members of society. In this way their need to have personal esteem valued is 

maintained by the participation in an alternative recognition sub-group, where they do not have to 

contend with societal power structures that prevent access to esteem and inhibit their upward social 

mobility.  

This presents a challenging ethical tension because it highlights that the values, purpose, and goals of 

the groups in which young people participate are also important and that there is a need to create, as 

argued by Honneth (1995, p. xvii) ‘a cultural climate in which the acquisition of self-esteem has 

become broadly possible […] through the presence of an open, pluralistic, evaluative framework 

within which social esteem is ascribed’. However, issues around personal achievement are contingent 

upon empowerment and change as well as agentic capacity. This is explored in more depth by applying 

Houston’s (2015) fourth dimension to the Honneth framework. This is explored next. 

3.10 Recognition and relations encouraging personal change 

In a further development to the Honneth model, Houston (2015) has added a fourth form of 

recognition which denotes the individual’s agentic capacity for personal change through recognition 

(see Table 6) (Gray and Webb, 2012; Lefevre, 2015).  
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Table 6. The Honneth (1995) framework including Houston’s (2015) fourth form of recognition. 

Forms of 
recognition 

Primary relations 
of love 

Legal relations 
involving rights 

Community 
relations that 
value strengths 
and build 
solidarity 

Facilitative 
relations 
encouraging 
personal change 

Dimensions of 
Personality 

Needs and 
emotions 

Moral standing Worth Change and 
cognition 

Mode of 
recognition 

Demonstrating 
emotional care 

Showing respect Appreciating a 
person’s 
strengths and 
contribution to a 
community 

Instilling hope 
and belief in 
one’s capacity to 
change 

Developmental 
potential 

Security and 
resilience 

Empowerment Competence Optimism and 
internal locus of 
control 

Practical 

relation-to -self 

Self-confidence Self-respect Self-esteem Self-belief and 
self-efficacy 

Forms of dis-
respect 

Abuse Denial of rights Denigration and 
insult 

Reinforced 
learned 
helplessness 

Threatened 
component of 
self 

Physical and 
emotional 
integrity 

Social Integrity Dignity Human agency 

 

Houston (2015) claims that Honneth’s theory is conceptually incomplete as it neglects the individual’s 

capacity for change which follows the processes of recognition. A similar critique was made by Thomas 

(2012) who concluded that the Honneth framework (1995) contained an inherent bias against the 

agentic capacity of children. Houston (2015, p. 19), addresses this through the fourth domain arguing 

that:  

People can deploy, negotiate and achieve new descriptions of themselves […]. Essentially, 

they achieve this capacity through social interaction where recognition of this capacity is 

to the fore. 
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Houston (2015) along with other writers indicates that self-transformation is achieved through staff 

building a therapeutic alliance (Manso et al., 2008; Henriksen et al., 2008) and instilling hope in young 

people.  

3.11 Summary and conclusions 

To conclude, this Chapter argues that Honneth’s (1995) conceptual framework ‘recognition theory’ 

provides a potentially useful way to analyse social processes, relationships in residential care and to 

reshape the understanding of the purpose of residential childcare and the practice of it. This research 

study is concerned with exploring understandings and experiences of quality in residential care 

considering more specifically the links between quality, quality relationships and how these can 

contribute to the development of a positive ‘sense of self’ for young people in residential childcare. 

The remainder of the thesis details the research questions and the methodological approach used to 

explore the perceptions and experiences of key stakeholders and young people living in residential 

childcare and how and in what ways the Honneth model could be usefully applied to residential 

childcare practice. 
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Chapter Four 

Methodological Framework and Methods 

4.1 Introduction 

This Chapter will provide a detailed discussion regarding my research questions, research design and 

methodological considerations. The rationale underpinning the choices made with respect to the 

chosen methodology, sampling techniques, data collection and data analysis will be discussed. Ethical 

considerations will also be explored. The Chapter also considers epistemological and ontological 

approaches and a reflexive stance is taken with reference to my role as a former practitioner in 

residential care, a former inspector of residential care homes and as a doctoral student. 

Considerations of power dynamics, personal influences and subjectivity that influenced this study are 

interwoven throughout the Chapter. This Chapter will also reflect on of some of the limitations of the 

study and concludes with a summary before moving on to outline and discuss the findings. 

4.2 Reflexivity and the researcher position  

As indicated in the introduction, the focus of the current study is on quality in residential childcare 

and specifically on the centrality of relationships as the core component of quality and their 

contribution to young people’s developing sense of self. Reflexivity is a crucial part of qualitative 

research (Bryman, 2012; Pezalla et al., 2012; Shaw and Holland, 2014) and involves a self-awareness 

and a critical appraisal of the influence that one might have on the research process through their own 

experiences, their background, their characteristics, their thoughts, actions and attitudes. For me, this 

has involved exploring the impact of my gender, adulthood, professional background and my role as 

a researcher with practitioner experience, on the entire research process (from research questions 

through to the design, implementation, analysis and write up of the findings).  
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I found that keeping a diary to capture my reflexive thinking helped me to reflect on ‘ideas that I didn’t 

realise were in my head’ (Maxwell, 2005). I was conscious that I had almost 30 years’ experience of 

working with young people in residential care. In my background as an inspector of children services, 

and one of very few people who has visited all the children’s homes in Northern Ireland, I think I felt 

a responsibility because of this experience to ensure that the service provided good quality care. Yet 

I was also aware that across the region there was no agreed position about what quality care actually 

is? Therefore, trying to illuminate this question took on increasing importance in my thinking and 

consequently the research design became focused around trying to explore this more fully. 

 I previously discussed that the study was informed by over 25 years of professional experience in 

residential care. The insider/outsider debate within the qualitative research paradigm has been 

longstanding (Chavez, 2008). With arguments about bias within both researcher positions, some 

commentators suggest it is a false or artificial dichotomy (Banks 1998, Unluer, 2012). Nonetheless the 

research field within residential care has received significant contributions from those who occupied 

an insider position notably Professor Emeritus James Anglin, Professor Mark Smith and Dr Ruth Emond 

amongst many others. Bonner and Tolhurst (2012) note 3 advantages to the insider position including: 

greater understanding of the cultural environment in which the study takes place; fuller engagement 

with daily social interaction; and the value of pre-established connections. A fourth dimension is 

offered by Smith and Holihan (2008) who suggest that the insider perspective on the ‘politics’ of an 

institution is beneficial to the research process. This final point is relevant to my own research in that 

when I began the research I was working for an organisation that was both part-funder of the research 

and beneficiary of any possible inspection tool that might have emerged from the study. Therefore, 

the internal politics of outcomes and expectations could have become a factor that inhibited or 

influenced the study. For example, tensions from flitting between the role of insider and researcher, 

loss of objectivity and independence, erroneous assumptions based on pre-existing work cultures, 

undue influences about the final product or wanting to ‘please’ my funder could all have influenced 

the research process.  
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To mitigate this, I used both my supervisors as external reference points, to check assumptions, to 

avoid use of power or influence over the design and findings, to manage the data and its’ implications. 

It was also a safeguard to ensure that the data which emerged remained authentic and uninhibited by 

organisational pressures or temptation to avoid, diminish or indeed disregard the key messages. I also 

had an internal set of meetings attended by my line manager and senior manager; both of whom had 

engaged in further study to master’s level and were therefore familiar with the research process. 

During these meetings, I discussed the methodology, data gathering and initial themes emerging from 

the focus group.  

Looking back, I realise that the organisation’s personnel directly involved in this process changed over 

time with some people having varying degrees of interest in the study. In a very busy organisation, I 

think it was a challenge to sustain their level of interest in it over a period of two years. In retrospect 

I would seek to improve upon this. Whilst the independence of my research role was never challenged, 

I would perhaps address it more directly as part of the overall internal process inside the agency. As it 

happened, I moved on from the organisation shortly after the completion of the focus groups. The 

internal personnel also changed and any day- to- day interest in the study ceased in real terms. The 

sense of obligation back to the organisation therefore diminished somewhat and this was fortuitous 

in terms of the changing focus of the study. One conclusion from this period was that I engaged my 

colleagues/participants in an overly lengthy process, perhaps keen to demonstrate my ‘bona fides’ as 

a researcher. In retrospect I would have reduced their focus group sessions from four to two and 

increased the intensity of the sessions.  

Nonetheless, there were distinct advantages with respect to my insider position. I had visited all 46 

children’s homes in Northern Ireland, one of very few people to ever do so. This has provided me with 

a ‘helicopter’ overview of challenges, trends, and strengths of the residential service. It also afforded 

me the opportunity to carry out interviews with many young people, often typically hard to reach to 

‘outsiders’ but accessible to me in my role as an inspector, as noted by Darwin Holmes (2020, p6) who 
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says that ‘the (insider) researcher may be more trusted so may secure more honest answers’. This 

experience allowed me to accumulate practitioner knowledge over a ten -year period. I had arguably 

unique insight into what was and was not working well across 5 distinct Health and Social Care Trust 

services in Northern Ireland. I had also participated in Northern Irish regional reviews of residential 

care arising as a result of myself being perceived as a credible person who, aware of the complexities 

of residential care, could also contribute to its reform and improvement. With this context in mind, 

the thesis moves on to outline the current study and the associated aims, objectives and areas of 

focus.  

4.3 Research aims and objectives  

Aims: 

This research aims, through engagement with key stakeholders, to attempt to develop a set of 

inspection indicators based on research about what constitutes high quality care in a children’s home 

with particular reference to the identity formation of young people in this setting. 

Objectives: 

• To complete a literature review to ascertain what constitutes good quality care in a 

children’s home; 

• To deduce from this review (and informed by the work of Anglin and Honneth) a broad 

framework of pointers and principles that identify the essential features of good quality care; 

• To work collaboratively with a selected group of professionals and young people in care, to 

identify a set of indicators that could potentially be used by Inspectors to assess the quality of 

care being delivered in a children’s home – in particular whether or not a children’s home has 

created the milieu, systems, culture and the caring attributes which allow a young person’s 

identity to be sustained and nurtured in that setting; 
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• To seek feedback on any indicators developed, in particular how they can be used as a 

suitable framework for inspection activity. 

As the research has progressed the focus became less on developing a set of Honneth informed 

indicators per se and more about stakeholder and young people’s views and experience of quality 

care, quality relationships, their component parts and how and in what ways a Honneth informed 

conceptual lens could be usefully applied to residential childcare practice particularly with regard to 

young people’s developing ‘sense of self’. 

4.4 Methodological approach to the research study 

 

The study is underpinned by a constructivist interpretivist perspective that understands reality as 

constructed by individuals in their everyday lives. This approach sits in opposition to the objectivist 

perspective which holds that reality contains absolute truths that can be discovered through the 

application of scientific methods that yield a universal understanding about the nature of the world. 

The core elements of my approach are outlined below. 

Table 7. Methodological approach to the study 

 Ontology Epistemology Methodology Products 

Constructivist There are 
multiple 
realities 

Knowledge is socially 
constructed by 
researcher and 
participants 

Qualitative methods, 
semi-structured 
interviews, focus 
groups 

Case studies, 
interpretations, 
narratives 

Interpretivism Researcher 
and reality 
are not 
separate 

Meaning is 
interpreted through 
human experience 

Hermeneutics, 
phenomenology 

Subjective truth 
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The interpretivist paradigm emphasises the human experience of the social world and subsequent 

interpretation by the participant and researcher of what this means (Bryman, 2012). There is no one 

reality but rather there are multiple realities all reflective of the lived experiences and perspectives of 

each individual. This approach accepts that no two people experience the same event in the same way 

and yet both have an experience of a true and real version of the event, filtered and understood 

through their own unique individuality and through interactions with others which shape, inform and 

give life to this lived experience (Guba and Lincoln, 1994; Cohen et al., 2003). Accepting this means 

that each individual’s experiences and perspectives are worthy in their own right, there is no hierarchy 

of truth just multiple perspectives. The aim of research is to give voice to these multiple, varied 

perspectives and to highlight any connecting themes. While it is not possible to generalise to entire 

populations from a small sample of experiences and perspectives, it is possible to elucidate any shared 

themes. Such an approach requires a critical perspective in exploring and understanding how meaning 

is made of lived experience. The knowledge gained from studying social phenomena is always in a 

‘state of revision’ and subject to interpretation (Bryman, 2012, p.19).  

A constructivist interpretive paradigm is therefore appropriate for this study because the intention 

was to firstly explore participant perspectives and engage with the layers of meaning. Secondly, gain 

an appreciation of the fluid, social context in which these experiences take place and in which and 

through which meaning is constructed. It accepts that reality is socially constructed and therefore 

individuals actively participate as makers of meaning in their lives (Berger and Luckmann, 1966; 

Hammersley, 1992). This, as noted, places an emphasis on the importance of researcher reflexivity 

where it is essential for the researcher to understand how they influence the meaning of social reality 

through their participation with the participant and to avoid the position of researcher ‘authority’ 

which could be inherent in the process of gathering multiple perspectives. 

While appropriate for this study, approaching research from a constructivist interpretive approach 

and with a qualitative methodology has limitations in that, as already highlighted, it is more difficult 
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to make generalised conclusions based on the personal account of an experience, interpretation or 

recollection. Furthermore, researcher bias has to be accounted for (Punch, 2014). A critique is that it 

is ‘soft science’ and explorative rather than leading to hard ‘truth’ statements about what does or 

does not work (Denzin and Lincoln, 2000; Gray, 2018). It does not establish causal links that validate 

findings (Denzin, 2003; Creswell, 2007). Having discussed the strengths and weaknesses of this chosen 

methodology the Chapter now will move onto explore the actual methods used in the study. 

4.5 Methods 

According to Silverman (2014) there is no right method, everything depends on what a study is trying 

to achieve as pointed out by King et al. (1994, p.12): 

The first-rate social scientist does not regard a research design as a blueprint for a 

mechanical process of data-gathering and evaluation. To the contrary, the scholar must 

have the flexibility of mind to overturn old ways of looking at the world, to ask new 

questions. 

Bryman (2012) puts forward the view that the method should illuminate the study by justifying the 

rationale for the approach, the tools chosen, and the decisions made along the way and therefore the 

research strategy incorporates methods that will yield a body of data for analysis and lead to 

conclusions about the phenomenon under exploration (Rubin and Babbie, 2016).  

This was a qualitative research project designed in three interlocking stages which used focus groups 

and semi-structured interviews. The original purpose was to develop of a set of indicators that could 

be used to inform the inspection of children's homes. The plan was to explore the literature and carry 

out a study about ‘quality care’ and then develop a set of inspection indicators that could be used in 

regulatory activity. Originally therefore, the anticipated outcome of the study was a defined product, 

a set of indicators within a framework that could be applied in practice.  
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Stage One was intended to capture the inspection experience by inspectors within the Regulation and 

Quality Improvement Authority which would permit the formation of a core set of indicators and a 

broad framework in which to house them. Stage Two involved seeking the experiences of 

professionals to further develop the set of indicators. Stage Three involved presenting this framework 

to the young people and seeking their views on two things: First, to gain their own views on meanings 

of quality care; and second to see how far and in what ways their views and experiences could map 

onto the emerging framework of indicators regarding quality care.  

 

An alternative way of going about the research design would have been to start with the perspectives 

and experiences of young people and to build the indicators from there, essentially a form of reverse 

engineering from the original design. However, I decided to begin with the adults first so that I could 

present a loose framework to children and young people to help give focus to the interviews with 

them and to validate the focus group activity. My role as an inspector involved using a framework of 

standards which I routinely ‘carried’ in my head. In retrospect I think this imprint influenced the design 

of the study in its’ final form as outlined in Table 8 below. 

Table 8. The 3 Stage research design 

Stage Stage 1- RQIA Inspectors.  
 
 
4 focus group sessions in 
total were completed. Each 
session had between 4-6 
participants. 

Stage 2- The professionals’ 
group.  
 
5 semi-structured 
interviews were completed 
(5 participants) and two 
focus groups were 
completed (10 
participants). 

Stage 3- The young people 
currently in residential 
care. 
Two young people 
engaged in a focus group. 
Two other young people 
chose to participate in a 
semi-structured interview. 

Purpose The aim was to identity a 
core set of indicators as to 
what they think constitutes 
quality care in a children’s 
home and identify the 
principles of identity 
formation 

Drawn from academics, 
education inspectors, 
senior policy makers for 
residential care - UK and 
ROI, plus staff and 
management from front-
line residential childcare 
teams within a Health and 
Social Care Trust 

4 - Looked after young 
people drawn from a 
Health and Social Care 
Trust.  
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Having established the focus of the research, the following sections below outline the methodology 

in detail. 

4.5.1 Focus groups 

As outlined in the research design above, the first stage of this study involved the use of focus groups. 

Stages Two and Three of the research design made use of both focus groups and semi-structured 

interviews. Focus groups are often used as part of a mixed methodology in social science research to 

clarify or extend findings from other methods (Silverman, 2014). According to Wilkinson (2011) a focus 

group involves recruiting a comparatively small number of participants, who share a common 

characteristic, to encourage an informal group discussion on an issue or set of experiences of mutual 

interest. This process is facilitated by the researcher who acts as moderator.  

I chose to use focus groups because as Silverman (2014, p. 207) notes, participants come to the group 

with fundamental ideas of truth ‘that may be better elaborated through interaction with others’. The 

three focus group sessions I ran involved participants who all shared a common characteristic namely, 

they were all connected to children’s homes either as part of their professional lives or through 

personal experience of living there. In that context it was important to acknowledge that a focus group 

can have an empowering effect, giving a platform to those whose voices have traditionally not been 

heard or that have been misrepresented or ignored (Byrne, 2004; Creswell, 2007).  

Bryman (2012) notes that there are advantages to running a focus group including, the fact that 

participants can: probe or challenge each other’s viewpoints; illuminate issues through group 

discussion; and gather a sense of collective meaning around an experience or phenomena. However, 

there are limitations in convening focus groups which include: the researcher having less control than 

in semi-structured interviews; participants talking over each other; the group interaction becoming 

problematic and disruptive; the data being difficult to transcribe and analyse. A further issue is that 

groups can be difficult to organise; a difficulty I experienced in this study. One set of potential 
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participants did not wish to travel and participate in a focus group as this was deemed to be a poor 

use of time, especially when there were online options to complete a semi-structured interview. To 

facilitate this, I had to request an amendment to my ethics application and by the time this had been 

achieved the potential participants decided not to participate in the study. I reflect on this experience 

in more detail later in the Chapter. 

4.5.2 Stage One focus groups  

I used focus groups in all three stages of my study, and it was the sole method used in Stage One with 

RQIA inspectors. Setting up the sessions in Stage One was comparatively straightforward. At the time, 

I worked in an open plan office and was able to engage with the participants both by email and face 

to face. Nonetheless, there were still issues with attendance. There were four group sessions planned 

to run over a three-month period. One participant was only available for three of those due to work 

commitments. A second person dropped out of the final two sessions for personal reasons and a third 

participant was on holiday for the fourth session. So, there were challenges inherent in agreeing 

dates/times that suited all six participants, even though they were colleagues, adults and fully on 

board with participating in the study.  

On reflection I believe that holding four group sessions was probably too many to co-ordinate with a 

set of busy professionals. The design of four sessions was based on my aim to explore the Honneth 

conceptual framework regarding recognition with them and then to use this to build into the 

inspection framework. In retrospect it may have been better to hold a maximum of two sessions to 

increase the likelihood of full attendance and provide even more reading material for them to prepare 

by themselves in advance of the sessions rather than rely on myself talking this through with them. I 

am also very conscious of the role I played here as the ‘insider’ researcher. As discussed in more detail 

in section 4.2, It was an interesting challenge to take on a new and different role with my colleagues, 

namely that of PhD student rather than inspector. I think on reflection I tried too hard to try and fulfil 
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the role of ‘educator’ especially in the first session where I explained theoretical material to them. In 

retrospect, whilst I grew into the role, I would avoid this approach instead keep the focus on shorter 

and sharper sessions where I facilitate their discussion more from the beginning. 

4.5.3 Stage Two focus groups  

There was also learning from the focus groups in Stage Two. These were different to Stage One as they 

were planned as a single session focus group and were therefore less demanding with respect to diary 

commitments. My original plan involved inviting an individual inspector from each of the inspection 

bodies across the four nations of the UK plus the Republic of Ireland. As I engaged with each of the 

respective jurisdictions by email and telephone, it became apparent that none of the UK agencies 

were prepared to send a member of staff to Northern Ireland to participate as it was deemed a poor 

use of time. Indeed, one organisation was unwilling to engage with the project on any level, whilst the 

remainder preferred to engage by telephone in a semi-structured interview. I had not envisaged this 

set of circumstances which required an amendment to my methodology and therefore an application 

to the relevant ethics committees for these interviews to proceed.  

This was learning for myself, given my insider status as a fellow inspector and having deliberately 

cultivated a relationship with inspectors from these agencies whom I hoped would be amenable to 

participation. I had anticipated greater co-operation from inspectorate colleagues but this was not the 

case. Indeed it was an exercise in the hard reality that whilst we shared a common role, we worked 

for autonomous agencies and did not share common values, work demands and priorities. Again, on 

reflection I can see that their priority was their busy work schedules and participating in a time-limited 

interview by telephone was more expedient for them than committing to an entire day of travel and 

participation in another jurisdiction.  

I ran a second focus group in Stage Two which involved professionals working in residential childcare. 

I was very aware that the young people and staff/senior managers from the Health and Social Care 
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Trust may have known me in my former role as an inspector or manager which could affect their 

participation in the research given the obvious power dynamics (Brinkmann, 2007). To minimise this 

power imbalance, I introduced myself in this session as a research student from Queen’s University 

carrying out a study on young people in care. I acknowledged my previous experience as a professional 

working in residential care and as an inspector but re-emphasised that my role in this study was that 

of a researcher. I found that this was a liberating experience for me as I could divest myself of any 

thoughts linked to the statutory responsibility to inspect the quality of care. I believe that this allowed 

me to probe and ask questions that I may have previously avoided, for example about where the staff 

felt the home was not working well or challenges made by placements that were outside of the 

statement of purpose for the home.  

Additionally, with regards to the running of the Stage Two groups, I was able to build in some of the 

learning from the Stage One focus groups. The Stage Two focus group with the residential staff was a 

planned one-off session, it was at a time and date that had been negotiated and agreed. I provided 

participants with a definite ‘finish time’ to the session to facilitate those who were coming off shift 

and those who needed to return to work. I also prepared a set of themes which had emerged from 

Stage One that I wanted to address with them and use to stimulate conversation. It turned out that 

the group was very experienced and insightful and had a high degree of participation. Some shared 

that they enjoyed the opportunity to discuss their work and be listened to as part of a research study. 

My reflection was that the shorter, planned session with focused themes worked well. Given their 

breadth of experience, I had to manage the group conversation more deliberately by drawing people 

in and out, ensuring that everyone had the opportunity to articulate their view. I further facilitated 

engagement by summarising the opinions expressed and by bringing participants back to the original 

question if they went ‘off track’.  
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4.5.4 Stage Three focus groups  

The focus group in Stage Three involved the young people. I co-ordinated the focus groups through 

the identified contact/liaison person in the respective Trust. The location for these focus groups was 

a common room in a social services office adjacent to the residential care unit where some of the 

young people lived. I had planned to have up to six young people participate in the group and a few 

weeks prior to the planned session I had met all of them separately to gain their consent to participate. 

I also liaised regularly with their social workers and residential staff to encourage them and ensure 

attendance if possible. However, on the day it was still uncertain quite how many would turn up. In 

the end one young person decided they no longer wished to participate and withdrew from the 

process. Two other participants had been involved in an altercation with each other immediately prior 

to the start of the group and had been taken to the Accident and Emergency room for medical 

attention and a fourth participant was unable to attend due to a change in work commitments at short 

notice.  

This reduction in the number of participants caused me some anxiety, however bearing in mind that 

the research seeks to highlight the experiences and perspectives of individuals, quantity is less 

important than the quality of interview undertaken, even with a reduced number of research 

participants. For this reason, I was glad to have two remaining participants. I had met both previously 

and they had been keen to participate. I ran the session with them and on reflection having the smaller 

group of two created a more personal dynamic in the room. Both participants were articulate and 

reflective about their experiences of living in care and shared their opinions readily. In an unplanned 

way as it turned out, both participants were members of the LGBTQ community. They had been aware 

of this with respect to each other, but this was unknown to me. The issue of identity was therefore 

very relevant in this context and both felt able, in the absence of their peers, to share their experiences 

of being a member of this community and being in care. So, in an unplanned way the reduced number 
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of participants provided an intimacy to the session that had not been planned for yet had yielded very 

rich data for analysis. 

4.6 Semi-Structured Interviews   

With respect to the use of interviews in qualitative research, Charmaz and Bryant (2011, p. 299) make 

the following point:  

Interviews are of course, retrospective accounts that often explain and justify behaviour. 

Yet they may also be special social spaces in which research participants can reflect on 

the past and link it to the present and future in new ways. 

I chose semi-structured interviews precisely because these provided a space within which the 

participants could process their previous and current life experiences of residential childcare, be that 

from the perspective of living or working in a home, inspecting a home or carrying out research in the 

same setting. This also permitted them to share their life story with me in an atmosphere of privacy 

and respect. Richie et al. (2013) comment that a semi-structured interview is designed to promote the 

exchange of information between participant and researcher. Rubin and Rubin (2005) emphasise 

several criteria of importance with respect to the interview method, namely that the researcher: is 

not neutral; has their own style of interviewing and is in a research relationship with the participants 

which contains mutual influence.  I was able to compensate for this through being a reflective and 

reflexive interviewer and maintained written notes following each interview to capture my thoughts 

following each session.  

My experience in residential care provided both breadth and depth in the discussions that took place, 

providing a rich synthesis of data and sharing of professional experiences. I was aware of the 

importance of not creating a false alliance (Shaw 2008) between myself and the participants but also 

to build trust by being ‘honest, open, fair’ (Rubin and Rubin, 2005, P93). Throughout my ten-year 
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career as an inspector, I had much experience of interviewing young people who had adverse life 

experiences. I knew some of them preferred not to participate in group activities such as a focus group.  

This experience positively influenced the research design which permitted young people, who found 

the group session too intense, to meet with me on a one-to-one basis. Whilst two young people met 

with me as part of a focus group, two other young people decided they did not wish to participate in 

a group. Therefore, they chose the option to meet individually and stated that they found this to be 

less anxiety provoking. Additionally, they had a chance to develop a meaningful rapport with myself 

and through this become empowered to share aspects of their life story. As Rice (2014, p.39) says: 

Adolescents […] have complex needs that require a multi-faceted response. Strategies 

will reckon with the developmental uncertainties of youth, mitigate the effects of 

multiple traumas, and foster alliances in the context of child welfare.  

I found that despite my many years of professional experience in interviewing young people and 

adults, I experienced a nervousness at the start of each session. This was in relation to adopting a new 

role, but also a sense that I wanted the research to be a positive experience for the participants. As I 

reflected on my first interview to my last, I can trace my own development as a researcher. In the early 

interviews I spoke too much as I was worried about the session going ‘flat’. As I continued with the 

study I could feel myself relaxing more and becoming more confident. As noted earlier, I felt able to 

encourage the participants to explain their comments, draw them back to an earlier point or make 

greater use of silence. This growing confidence was in contrast with my initial vulnerability as a 

researcher and conducting research.  

I also reflected on my insider position as my professional experience influenced the design of the 

interviews. For example, I created the design to allow for flexibility if people dropped out, and also 

with the awareness in mind that participating in a research study could be more challenging for some 

participants. Furthermore, I was also aware from my significant contact with young people in care that 
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they are not a homogenous group and that some young people might prefer the opportunity to meet 

with me on a one-to-one basis in preference to group activities. I believe this prior experience 

benefitted the process by making it more person-centred thereby increasing the likelihood of 

participation and enjoyment on their behalf. 

The design of the semi-structured interview indicates that I began with an ‘open’ question based on a 

central theme. This allowed me to remain open to the direction that the answer went and to adapt 

accordingly to the emerging narrative account (DiCicco-Bloom and Crabtree, 2006). The objective of 

the interviews was to ascertain and understand the participants experience and its’ meaning for them 

in their life (Edwards and Holland, 2013). According to Knox and Buckard (2009) the interview protocol 

can be used as a guide or foundation upon which to build the interview but should be used as one 

which offers flexibility to pursue emergent pathways whilst staying close to the core themes. The areas 

under discussion included: the participants experience of residential care; their experience of 

recognition and misrecognition; the elements of good quality and poor-quality care; attributes of a 

good home and an effective staff team; evaluating quality of care and the lived experiences of young 

people growing up in the home. 

The semi-structured interview consisted of open questions based on the protocol and within this I 

pursued emergent themes. If a theme did not emerge or the interview went ‘off-track’ I would ask a 

new question or draw the interview back to one of the central themes in the interview schedule. 

Bowling (2014) indicates that the ability to explore more deeply and influence the discussion is one of 

the strengths of the interview process but must be done in a reflexive manner to avoid the scenario 

where the researcher leads the participant in an unwanted direction. Each interview was audio-

recorded and sent as an audio-file for transcription through the University drop-box system. This 

ensured both the security of the data and the timely transcription of the interviews in word format 

(discussed in detail at 4.12). Transcribing data assists with the transfer into the NVivo software 

although it has been noted as labour intensive (Siccama and Penna 2008).  
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Semi-structured interviews were carried out in Stage One and Stage Two. Several participants lived in 

different countries which ruled out face to face interviews. One participant completed the interview 

on-line as they were comfortable with the technology. The remainder either chose face to face 

interviews or by use of the telephone as they did not feel competent to manage it through an on-line 

platform. Whilst all of these were completed as planned, I reflected that the interviews that took place 

over the telephone presented the biggest challenges. These included not being able to read visual 

cues from the participant and at times struggling with their accent and diction. This followed into the 

transcription process where it required listening to some words several times to recall them 

accurately. 

4.7 Ethical Issues and Gaining Approval 

The ethical application process involved seeking approval from the Queen’s University School of Social 

Sciences, Education and Social Work Research Ethics Committee (SREC), the Office of Research Ethics 

Committee in Northern Ireland (ORECNI) and finally the Southern Health and Social Care Trust 

Research Development Office. The ethical approval processes for the region all operate independently 

from each other. Given that my research involved young people in care and therefore a potentially 

vulnerable group, it was necessary to gain approval separately from the University that my study 

design was valid; ORECNI that my design met with regional standards of research; and finally, the 

Southern Trust who had statutory responsibility to ensure my study was ethical and would do no harm 

to the young people in their care. It was through this triple process that the study ensured compliance 

with the statutory and ethical standards.  This is also a lengthy process which meant the research 

timetable was elongated as all three processes were completed in turn over a 6-month period. I also 

maintained compliance with my professional standards of practice (NISCC, 2015) by ensuring consent 

was informed, confidentiality of identity and data was maintained, participants were not harmed, and 

the study did not contain any deception. The next sections discuss in more detail each of the main 

ethical considerations. 
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4.7.1 Confidentiality and Anonymity 

Confidentiality is conditional in that research participants should be aware that if they mention harm 

and/or malpractice concerning themselves or others or the likelihood of harm/malpractice involving 

self or others, the researcher is under an obligation to refer those concerns to the relevant 

body/organisation for investigation under their own procedures (Alderson and Morrow, 2011). This 

important caveat for participant engagement in research was brought to participant’s attention in the 

relevant participant information sheets, the consent forms and then was re-visited at the start of each 

encounter with the researcher. This reflects the fact that involvement in research is a process rather 

than a ‘one-off’ event.  

With regards to anonymity, extensive efforts were made to remove any identifying features of 

interview transcripts and to protect anonymity by ensuring safe storage of audio recordings, timely 

transcription followed by the immediate deletion of the audio recording. Hence, the data that 

emerged from the study was anonymised and stored on a password protected computer (Flick, 2014). 

Password protection was used throughout for electronic information. All transcriptions and records 

were kept confidentially and securely in a locked filing cabinet, which itself was situated within a 

locked office (details about data management are in section 4.12). Any electronic correspondence 

between the Health and Social Care Trust and myself regarding the young people was limited and 

subject to password protection. Until the young people had consented to participation their identity 

or the identity of the residential care home was not known to me. 

4.7.2 Informed consent 

As noted above, the consent of all participants was addressed through the provision of full, accessible 

information in a consent form (Appendix One (a), (b), (c)) securing written consent and making clear 

that any participant could withdraw at any time, that their data would not be used and that no harm 

would come as a result of their withdrawal. McCrystal (2008) writes that informed consent ensures 
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that the participant understands what they are engaging in, the boundaries around this and any 

potential risks to themselves or their information. I ensured that consent was given by all participants 

and in the case of young people ethical approval required that their parents and social workers also 

gave consent for them to be involved.  

Bearing in mind Alderson and Morrow’s (2013) recommendation to have a clear plan of action with 

respect to each stage of the process, I met with each of the young people and their key worker prior 

to the study. The purpose of this was three-fold: firstly, to introduce myself; secondly, to explain the 

study and thirdly, to seek their consent to participate. I was also conscious that I was an unknown 

adult to these young people, and I wanted to minimise any anxiety they may have felt (Hill, 2005).  The 

information sheet was written in in a young person friendly manner including images to minimise 

written text.   

Each participant received a participant information sheet (PIS) (Appendix Two (a), (b), (c)) which 

contained details about the study, their participation and who to contact if they had a complaint or 

concern. With respect to the young people, it also explained how their information would be 

disseminated. Whilst acknowledging that there are various views about the capacity of children to 

understand and participate in research, having met all the young people, I was satisfied that they were 

competent actors (Alderson, 2007). Prior to each interview or focus group, I reminded the participants 

that they could withdraw from the study at any stage. The issue of consent was re-affirmed with all 

participants prior to the commencement of their fieldwork session with me. All participants read and 

signed the consent form.  

4.7.3 Doing no harm to participants 

As this study incorporated two separate sets of participants, namely professional adults and young 

people who lived in residential care homes, the issue of malfeasance was more directly related to the 

welfare of young people, although the wellbeing of the adults was also held in mind. The imperative 
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to prevent foreseeable harm to any participants is one of the cornerstones of ethical research. Hewitt 

(2007) notes that overly intrusive fieldwork can lead to diminished self-esteem and emotional upset 

as a result. Bearing this in mind and as part of the ethical approval requirements, I developed a 

‘distress protocol’ (Appendix Three (a), (b)) which detailed the actions that would be followed should 

a young person become emotionally upset during the interviews and require support. 

I was conscious of Bryman’s (2012, p. 118) reflection that the research experience can be ‘disturbing’ 

even though it is completely unintended. In addition to the protocol, and as noted above, I further 

tried to minimise any potential for harm by meeting the young people in advance with their residential 

key worker present, giving them time to change their mind as outlined in the section above. This was 

achieved by liaising with the respective staff member and setting up a meeting with the young people 

in the living room of the home. It is important to note that none of this guaranteed what might emerge 

unexpectedly through the research process, so I had to bear that in mind that there can be an 

unpredictability to this type of research and this type of study (Ellis, 2007).  

During the focus group with young people, one young person decided to sing a song about suicide. I 

was aware that this could have an emotional impact on them or the other member of the group. In 

line with the protocol, I offered each participant the opportunity to take a break or cease their 

involvement altogether. However, the discussion between the young people that followed brought 

praise for the singing skills from their peer but no observable sign of distress. The participants gave 

verbal affirmation that they were okay emotionally and were content to continue. After the session 

had finished, I updated their respective residential staff members who had accompanied them to the 

venue and had remained parked outside should they have been required by the young people. The 

residential staff agreed to monitor them for the remainder of the evening to ensure their welfare.  
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4.8 Identifying the sample of research participants 

4.8.1 Eligibility Criteria 

To verify the validity of a sampling strategy or the eligibility criteria, Robinson (2014) states there are 

four relevant hallmarks namely: context; rigour; transparency and coherence. Context is important as 

it situates the study within a place, time and set of meaningful participants. Rigour confirms the 

effectiveness of the sampling strategy with the research design and transparency ensures that the 

sampling process has been conducted ethically and appropriately whilst coherence underpins the 

authenticity and cohesiveness of the process. I determined that purposive sampling was appropriate 

for two reasons: firstly, it was the only methodology that would generate a group of participants as 

they were known to the Health and Social Care Trust and secondly, I wanted to explore the opinions 

and experiences of both young people and adults who live in and work in residential care homes for 

children.  

4.8.2 Recruitment 

With respect to the recruitment of inspection professionals in Stage One of the study, I established a 

set of criteria based on years of experience (not less than two) and by age and gender which was 

broadly representative of the demographic of the employees in the organisation. As this was a focus 

group, I capped the number of participants to six to ensure it did not become unwieldy.  Stage Two 

participants (key stakeholders) were selected deliberately because of their direct professional 

experience of engaging with residential care, either as a practitioner/manager or key stakeholder 

locally, nationally and internationally. The recruitment process for the young people in Stage Three 

aimed to select between 6-10 participants, aged between 12-18 years, who were currently in 

residential care or had left within the previous 12 months. 

At the time of carrying out the focus group in Stage One, I worked in the inspectorate from which the 

potential participants were being selected and they were all known to me. The participants worked 
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across two separate teams and I approached their line manager to identify those who met the criteria 

in terms of age/gender/inspection experience and secondly, to seek permission to approach those 

inspectors on an ‘expression of interests’ basis. I also provided an information sheet which provided 

an outline of the purpose of the research, the timescales involved and what contribution will be 

expected from them. This was followed by a cooling off period of one week and then their 

confirmation of participation through their provision of written consent.  

One of the challenges inherent in carrying out research with colleagues was that I was taking on a 

different role. For the period we were together I was not an inspector/colleague but rather (as 

outlined earlier), I was a doctoral student. It can be difficult to switch between those roles. On the 

other hand, one of the strengths of this process is that the group of participants had worked with me 

over many years and I knew their strengths and experience. My task was to try and ‘tap into’ this 

experience and allow it to emerge in the focus groups. Additionally, I knew their individual 

personalities well so that allowed me to build on the strengths of the more active participants whilst 

also encouraging those who were quieter but who also had an equally valid contribution to make. 

In relation to Stage Two, the participants (key stakeholders) were identified through having a specialist 

academic knowledge/research and/or their role as an inspector of services related to children in one 

of the United Kingdom and Republic of Ireland statutory inspection agencies or as a front-line 

practitioner working directly with young people. I contacted the relevant regulation agencies in the 

various jurisdictions by e-mail, followed up by phone calls as necessary/appropriate and made some 

initial contact about inspectors who might meet the criteria.  

It was at this stage of engagement that two inspectorate organisations made it clear they would not 

be willing to participate in a focus group methodology and I was obliged to halt the process and obtain 

the change in methodology to semi-structured interviews referred to earlier. At this stage both of 

these organisations ceased responding to any further contact from myself. I then followed a similar 

process as outlined above with the remaining participating organisations and established a link with 
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each professional person by e-mail or ‘phone and arranged a time and location for the interview. I was 

somewhat surprised and frustrated by the two organisations who ceased contact with myself. I had 

become used to a research culture within the inspectorate organisation I worked for, and I reflected 

afterwards that such a culture was perhaps not representative of all inspectorate agencies. I 

anticipated a sense of collegiality and co-operation between agencies which turned out not to be the 

case. 

In relation to Stage Three, the young people living in residential childcare were identified in 

conjunction with the local Trust contact person/collaborator who was advised of the aims and purpose 

of the study plus the inclusion and exclusion criteria. In turn they liaised with the managers of the 

residential care homes and together identified young people who were potentially interested in and 

able to participate in the study. The liaison person provided each young person with an information 

sheet I had prepared which outlined the study and what their participation would involve. The key 

worker and the young person discussed their possible involvement together and if in agreement 

returned the signed consent form to the trust liaison person. It was only at that stage that I was 

provided with the personal details of the young person. Following this, I contacted each of the 

residential care homes and met individually with each potential participant in the home to discuss the 

study. I then permitted a cooling off period and agreed a date to return and interview them.  

This process required a considerable investment of time, effort and travelling to several different 

geographical locations to meet each young person in the preliminary stages. I wanted to ensure that 

all the young people felt comfortable and understood the purpose of the study. But it was most 

important to provide assurance that participation was entirely their choice and they could withdraw 

at any time without repercussions, which aligns with the core social work value of respect. I wanted 

participants to experience a robust ethical process in which they were important, their questions were 

answered and they were empowered to make the right choice for them about the study. I was anxious 
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about the level of interest young people had in participating but wanted this to be an ethical process 

in which young people felt encouraged but not coerced.  

From this process, one young person who had initially been keen to participate changed their mind in 

the ‘cooling off’ period. They stated through their key worker that they would have preferred to just 

do the interview when we had first met and found the delay made them lose interest in sharing their 

story. This was frustrating for me because the young person had much to say about their residential 

experience. I reflected on my previous professional experience and was aware that young people can 

very much ‘live in the moment’. I was anxious that the gap between the initial consent meeting and 

the focus group might have this effect.  

With respect to the young people, I was conscious of being another adult who appeared in their lives, 

asked a series of questions then left their lives again. Also, there can be so many events taking place 

for them daily between families, social work visits and the busy daily life of a residential care home 

and I was conscious that it may be difficult to hold their interest in this study. So, whilst I believe the 

process was ethically valid and correct, it was also frustrating for me to lose the valuable contribution 

that the young person would undoubtedly have made. 

4.9 The Participants 

The study comprised three distinct but connected stages with a total of 23 participants. In Stages One 

and Two people were selected due to their expertise and came from across a geographical spread of 

Northern Ireland (see Table 9). 
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Table 9. List of Study Participants 

Adult (A) or 
Young 
Person (YP) 

Gender and role Interview Location Stage 
1/2/3 

Focus Group (FG) or 
Semi-Structured 
Interview (SSI) 

A F (age span 40-50) 
Inspector 

Inspectorate Office 1 FG 

A F (age span 40-50) 
Inspector 

Inspectorate Office 1 FG 

A F (age span 40-50) 
Inspector 

Inspectorate Office 1 FG 

A F (age span 40-50) 
Inspector 

Inspectorate Office 1 FG 

A F (Age span 50-60) 
Inspector 

Inspectorate Office 1 FG 

A F (age span 60-70) 
Inspector 

Inspectorate Office 1 FG 

A F (age span 40-50) 
Commissioner of 
residential services 

HSC Office 2 FG 

A F (age span 40-50) 
Commissioner of 
residential services 

HSC Office 2 FG 

A M (age span 50-60) 
academic 

Researcher’s office 2 SSI 

A  M (age span 50-60) 
academic 

Skype Interview 2 SSI 

A F (age span 40-50) 
Inspector 

Skype Interview 2 SSI 

A F (age span 50-60 
Inspector 

Skype Interview 2 SSI 

A M (age span 60-70) 
Inspector 

Researcher’s Office 2 SSI 

A F (age span 30-40) 
Residential Social 
Worker 

Trust Office 2 FG 

A F (age span 30-40) 
Residential Social 
Worker 

Trust Office 2 FG 

A F (age span 40-50) 
Residential Team 
leader 

Trust Office 2 FG 

A F (age span 30-40) 
Residential Social 
Worker 
 

Trust Office 2 FG 

A M (age span 20-30) 
Residential Social 
Worker 

Trust Office 2 FG 
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4.10 Data Collection  

As noted earlier, this study was designed in three distinct stages and therefore required that the 

collection of data would take place in sites that were most appropriate to each Stage of the research. 

The data was collected over 16 months and in five separate locations as indicated in Table 1 above. In 

Stages One and Two I was responsible for initiating direct immediate contact with the participant, 

explaining the process and agreeing the date, time and location of the focus group or interview. All 

participants gave consent for their session to be audio recorded. Once this was achieved, they received 

the preparatory reading document (Appendix Four).  

Stage One of the study took place in the head office of the organisation where all the participants 

were located (Appendix 5). Stage Two locations included the office of the participants, or via skype 

with me, or in an office made available by the Health and Social Care Trust for that purpose. This also 

made it easier for the Trust staff to participate and return to work afterwards (Appendix Six). The 

location for Stage Three interviews and focus groups was negotiated with the participants by their key 

workers. These took place in either a children’s home or in a Trust office that was private and set aside 

for this purpose. Two young people participated in the focus group and two participated in separate 

one-to-one semi-structured interviews (Appendix Seven). The young people were transported to this 

location by their key workers who remained in and around the building to provide emotional support 

A M (age span 30-40) 
Residential Senior 
Manager 

Trust Office 2 FG 

YP F (age span 12-18) 
Looked After Child 

Trust Office 3 FG 

YP M (age span 12-18) 
Looked After Child 

Trust Office 3 FG 

YP F (age span 12-18) 
Looked After Child 

Children’s Home 3 SSI 

YP M (age span 12-18) 
Looked After Child 

Children’s Home 3 SSI 
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to the young people, however none was required on the night or the next day when I checked in with 

a follow-up phone call. 

As well as the interviews being audio-recorded, I made field notes following each session. These were 

hand-written notes in a notebook that was dedicated to my thoughts and reflections on the 

engagement that had taken place. With the aid of this, I was able to start identifying emerging themes 

and issues that I could follow through in other parts of the study. When working through the 

transcriptions I found it useful to have both my written notes and the audio record of the session to 

help jog my memory. Sometimes my notes would remind me of a phrase or reflection a participant 

had said and I would check out the audio record to ‘listen again’ to where and how the participant had 

put the emphasis on their words, an emphasis that can be lost in a lengthy transcript but was of value 

in the findings.  

4.11 Data Storage and Transcription 

From the outset of this study, I decided to audio record every session and transcribed fifty percent of 

the field work interviews and focus group recordings myself. The remaining fifty percent were 

undertaken by University approved transcribers. The participants were anonymised at the stage of 

being transcribed, the data was managed in accordance with the University regulations and as noted 

earlier, the audio recording was destroyed afterwards. As noted by Schrier et al. (2006) data should 

be accessible, stored safely and backed up. There were two reasons to review all the transcriptions 

that had been completed by an external transcriber against the audio recording. Firstly, on occasion a 

technical phrase had been used by a participant or they referred to a building or service that would 

not have been known to the transcriber. It was necessary to fill in such references and carry out a 

complete review of the transcription and maintain factual accuracy. Secondly, I found that carrying 

out a review of the transcription helped refamiliarize me with the material as I worked through it 

directly. As I completed the transcription process, I cross-pollinated the emerging themes from both 

sets of transcripts which laid the ground for the data analysis which follows in detail below.  
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4.12 Coding and Data analysis  

From the outset of the data analysis in this study I had a set of data that I wished to analyse within the 

Honneth/Houston (2015) theoretical framework. The purpose was not to test the theory per se but 

rather to use it as an analytical lens by which I could extract meaning from the data and provide an 

innovative theoretical approach to understanding human behaviour in residential care. This approach 

was therefore a deductive one, which as noted by Flick (2018, p.74) ‘begins with the specific theory or 

rules and examines how the raw data support the rules. One advantage of using a deductive approach 

is that it can illuminate a behaviour in a manner that was not previously considered (as later illustrated 

in the findings Chapter). One of the potential pitfalls was the danger that I would try to force the data 

into pre-existing concept that either distorts the data or has little real relevance to the data as 

presented. However, I avoided this by reading and re-reading the data, being explicit about those 

themes and categories that did not align with the conceptual framework and discussing this analytical 

process with my supervisor. 

Elements of the deductive approach can be seen in the focus groups with young people, where I 

assigned codes or categories under which I asked for young people’s comments. In this process I put 

pre-prepared posters around the walls which contained questions or themes that would be explored 

in the focus group and/or used to stimulate the discussion. For example this included, ‘Quality care 

for me is…, ‘Things I like about my children’s home are…’, ‘I feel happiest in the home when…’ and ‘I 

like it when staff do or say…’. This was in recognition of that some young people may prefer visual 

prompts as well as questions from the researcher to aid their participation (Rice, 2014) and in choosing 

these categories I was, of course mindful of the conceptual framework underpinning my own study. 

The approach, assigning categories to prompt answers, can be considered as facilitative rather than 

participatory as young people were not directly involved in the design of the project (Mannay, 2016). 

As discussed previously two potential participants became unavailable for the focus group at very 

short notice therefore there was some pressure to ensure data gathering from this group in a timely 
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manner (Mannay and Morgan, 2015). With regards to the data analysis this was both undertaken using 

a deductive approach (Fereday, 2006) which involved exploring the data through the lens of the 

recognition theory and the Honneth/Houston approach (2015).  

In understanding further data analysis, Rubin and Rubin (2005, p.201) state that:  

Data analysis is the process or moving from raw materials to evidence-based 

interpretations that are the foundation for published reports. Analysis entails classifying, 

comparing, weighing, and combining material […] to extract meaning and implications, 

to reveal patterns or to stitch together descriptions of events into a coherent narrative.  

Analysis needs to be carried out in a systematic manner that allow statements about the meaning of 

the material to be made (Flick, 2014). Indeed, the coding process itself is understood as an early form 

of data analysis (Miles and Huberman, 1994) and I found that the practical process of identifying the 

codes from transcripts reached back into my previous professional experience as an Inspector of 

children’s services. As an Inspector, I had experience of carrying out a piece of research for my 

employer on young people in care. In a similar manner to the formal research process, this work 

involved data gathering and a subsequent period of analysis leading to findings and a public report. 

This was my first experience of engaging with a professional research process, collecting data, creating 

themes and arriving at conclusions. The process of coding in this work -related piece of research was 

undertaken manually without the use of software, a somewhat ‘old school’ approach that was 

rudimentary yet effective. 

As I approached the coding and data analysis for the current research study, I was conscious of some 

of the challenges inherent in using software including the generation of too many codes or the lack of 

real depth to the analytical process (Linneberg, 2019). Nonetheless I resolved to try to make use of 

software as part of this study and as part of my personal development as a academic researcher. In 

the initial phases I used NVivo 12 as the qualitative data analysis (QDA) software package which is 
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designed for the management and analysis of text- based data (Bazeley and Jackson, 2015; Woolf and 

Silver, 2017). I imported the transcripts into NVivo 12 and gave each file a name according to the stage 

of the study. The process for classifying the themes and determining the nodes involved three 

elements (see Appendix Nine, NVivo codes screenshot). 

This process felt unnatural and unfamiliar to me, primarily because of my previous experience of 

managing data and coding manually, as outlined above. Furthermore, In my experience as a research 

student, I was used to using hard copy print outs of relevant material and highlighter pens to identify 

key areas of interest. I was also conscious of the stage in the process which Saldana (2013p. 19) refers 

to as pre-coding where it is stated, ‘Never overlook the opportunity to pre-code by circling, 

highlighting, underlining, bolding or colouring rich or significant participant quotes that strike you’.  

As I read through my own transcripts, it was a natural part of the process to start making notes, 

identifying key quotations, moments of interest, and potential themes as I was reading. I did make 

several attempts to use NVivo as the date analysis tool (Appendix 9). However, I found it personally to 

be unwieldy and a real challenge to hold each of the separate transcripts in my head as I jumped 

around the various sections highlighted in NVivo. This left me feeling dislocated from the entire corpus 

of transcripts which were stored in the software system but not immediately in front of my eyes. As I 

tried to search around the transcripts using the software, I found that I could not remember where 

key sentences, quotes or reflections were precisely. I reflected on this further and concluded that 

given the challenges of time management and unfamiliarity with the software as a first-time user it 

was prudent to revert to the manual/hard copy process to complete the coding.  

This built on the early process of pre-coding where initial themes were already emerging within the 

transcripts. So, phase two of the coding process involved taking each of the transcripts and using 

highlighter pens to identify these codes in their own individual colour. I also spread these transcripts 

on the floor of the study area where I could view the entire corpus of transcriptions, their various 

delineated colours, turn over pages, make handwritten notes and start to knit together in my head 
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the codes and themes as they emerged. This suited both my experience and style of adult learning in 

which I prefer to visualise the data and physically interact with the data by moving the transcriptions 

around to help me see the themes in front of me. At this stage I discontinued the use of NVivo as I 

believed it no longer served my purpose. Having established a clear manual structure to the analysis 

process I commenced the coding process more fully.  

The overarching aim of the study was focused on understanding quality care and as noted in the 

literature review in Chapter Two, quality residential child care had a range of different broad 

understandings. As noted earlier, I adopted a deductive approach to coding and used these to help 

shape an initial set of 9 categories regarding quality care that were commonly referred to throughout 

the literature. With this pre-existing set of areas, I was able to review the transcripts within a coding 

frame (Miles, Huberman and Saldana, 2013). I then began the first coding cycle indicating through 

highlight pens and handwritten notes where relevant sections linked into the overarching category of 

the coding framework. Moreover, I regularly referred to the original audio noting where a participant 

had placed a particular emphasis, added emotion, or the transcript was unclear. This was to ensure 

that valuable insight was not lost during the transcription process. The transcriptions were read 

several times each to ensure that themes were linked, quotations highlighted, and the categories had 

identifiable evidence to support their place in the findings.  

I was especially struck in this phase that a lot of the discussion in the first set of focus groups with 

RQIA inspectors contained material that, whilst interesting did not directly relate to the issue of quality 

care. I reflected that  my management of the groups and interviews improved throughout the research 

process as I became more skilled at bringing people back to the main question and keeping the focus 

on the study. Using a deductive approach, I created 9 main categories (Figure 10) that were 

commensurate with the literature review on what constitutes quality care.
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Figure 9. Diagram of data analysis sub themes 

 

The second phase of the analytical process involved a comparative analysis of the categories alongside 

the Honneth/Houston model (2015). Four of these categories namely, love and relationships, self-

actualisation, participation and belonging plus rights, justice and fairness directly correlated with the 

model (2015). The five other categories which emerged from participants transcripts were mapped 

onto the model to illustrate how they potentially could connect the Honneth/Houston model and the 

original conceptualisation of ‘quality care’ in the literature. 
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The category of love and relationship featured in every set of interviews and focus groups in the study. 

All the young people participants directly referenced, the importance to them of experiencing positive 

relationships with staff, with other young people and their families and was the main determining 

factor about a good or bad care experience for them. It was a similar response to the concept of 

participation and belonging. Whilst this was discussed by all young people, the two young people in 

the focus group laid great emphasis on belonging and indeed their experience of not-belonging in 

society. There was a strong sense of being disenfranchised especially by the words and actions of 

professionals and police who responded to them differently than other non-LAC people, in other 

words misrecognition of their worth.  

The categories of legal relations and self-actualisation were discussed primarily by the adult 

participants in the study. The issue of legal rights and their place within a children’s home was a vexed 

issue for all the front-line staff interviewed who were left trying to work out how to make sense of 

and apply these in daily practice. All 23 participants in the study were asked if they had participated 

in a symposium or workshop regarding the place of children’s rights in residential care and no-one had 

•Self-actualisation
•Therapeutic milleu
•Doing and learning

•Participation and 
belonging

•Community relations 
and solidarity

•Rights, Justice and 
Citizenship•Love, care and 

stability
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done so. All 19 adult participants were asked if they had ever engaged in any training around identity 

formation of young people. Again none had done so. The category of personal change did not feature 

highly in participants concept of quality care. Approximately half of adults including academics and 

front-line staff discussed it when it was identified but it was not uppermost in their thinking. Young 

people did not refer to it per se, however when asked about the importance of staff providing a 

supportive environment three-quarters of young people acknowledged that they believed it was 

essential to their care experience.  

The category of physical environment was only raised by the RQIA inspectors as an issue of quality 

care. This category triggered an emotional response from this focus group who, through their 

experience had observed many examples of shoddy and unkempt physical environments for children 

and believed this was completely unacceptable. Further reference is made to this in the findings 

section in Chapter Five. Staffing skills and training was also a category only discussed by the adult 

participants. All the young people interviewed clearly discerned between good and bad staff but based 

this reflection on how the staff member spoke to them or made them feel through their words or 

actions. They did not equate this with staff training as such. In contrast all the adults, care staff, 

academics and inspector were able to identify that having a staff team, with the right skill set, 

personality mix, and training was a key feature of quality care. Community relations was picked up by 

most participants both adults and young people. There was a clear sense that life outside the 

children’s home for young people could be complicated. Issues raised by all young people included 

stigma, seeing friends, and even going to social functions accompanied adults who were not relatives 

(staff) causing social embarrassment. The category of therapeutic milieu was discussed explicitly by 

all the front- line staff who were more in tune with the day to day living environment in the home. 

Finally, the category of doing and learning was discussed by the majority of the adults interviewed but 

especially front -line staff and commissioners of services to children. Primarily this was due to concerns 

about chronic under-achievement by looked after children in education and the consequences for 
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long term employment opportunities. It was noted that this sector had improved however it continued 

to be a considerable challenge. 

The third element to the analytical process involved discussing these categories with my supervisor to 

ensure that these were an appropriate way to manage and co-ordinate the material. These three 

elements to the process were iterative and provided a structure through which the findings could 

emerge in a reliable and valid manner (Woolf and Silver, 2017). Brinkmann (2007, p. 142) writes that 

validity in social science is a moral as well as an epistemic pursuit and therefore ‘clarifies, enriches and 

increases the productivity or lucidity of practice’. I felt a weight of responsibility during this part of the 

research process and was conscious of the importance of doing justice to the data and the 

participants, especially the young people who had discussed their lives openly with me. I had a sense 

of the ethical boundaries related to the study and an awareness of the responsibility to represent 

accurately the views of all participants but especially the young people. I viewed this study and the 

use of its findings as an opportunity to articulate, on their behalf, their views and experiences around 

being in care in way that was authentic, had integrity and presented a more nuanced and balanced 

portrait of their lives. 

This iterative process of reflection with my supervisor regarding the raw data and transcriptions, the 

fieldnotes and the coding process and the two phased theoretical analysis provided me with a sense 

of confidence that the categories were an appropriate way to articulate with the data. Saldana (2009, 

p.45) refers to this as the first cycle of coding in which the ongoing refinement of data ‘suggests that 

the qualitative analytic is cyclical rather than linear’. James (2013, p. 575) writes that interpreting 

qualitative data is ‘a craft that needs practice, not just a technique to be mastered’.  

Campbell et al. (2013), write that there are three types of reliability with respect to coding research: 

First, stability, have the same codes been used over time? Second, accuracy through utilising an 

already established coding scheme and thirdly reproducibility, would other researchers code the same 

way? I believe that my coding practice met with all three criteria of reliability. For example, when the 
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codes were established, they remained consistent throughout the study and I used codes that would 

be recognisable to other researchers in this area of study. Throughout this process I was aware of the 

critique of qualitative data software storage packages, namely that it can diminish the skills and 

intuition of a qualitative researcher or that the analytic process becomes lost within the coding process 

(Sodtiriadou et al., 2014; Mangabeira et al., 2004). In my experience I found it to be a relatively user-

friendly software tool that permitted me to sort, manage and co-ordinate the data into files, 

categories and sub-categories in a way that made large tracts of script manageable. I also found the 

manoeuvrability between files and categories to be helpful when trying to tease out themes for 

consideration. 

4.13 Limitations  

One of the initial limitations in this study was inherent in the research design but did not become 

apparent until later in the research process. The research was planned to include a focus group based 

in Northern Ireland during Stage Two that would incorporate all the UK/ROI professionals and 

academics (Appendix Eight). However, during the initial preparation stage, two organisations made it 

known that they would not release their staff for a one-day trip to participate in the process. This 

necessitated changing the methodology to semi-structured interviews instead and slightly diminished 

the range and number of participants in the study. Given the increase in the use of social media it 

would have been helpful to develop a research design that made greater use of that medium for 

communication, although I also noted that some participants were not comfortable with this and 

preferred the telephone. 

A second limitation was having a relatively small sample group of young people for the study. An initial 

cohort of 6-10 young people were identified for participation however due to the circumstances 

described earlier in this Chapter only four young people in total participated in the study. I was 

conscious of Bryman’s (2015) reflection that smaller sample groups in qualitative research can make 

it more difficult to draw wider conclusions with a high degree of certainty, the purpose of this study 
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was to explore rather than generalise and to highlight experiences rather than quantify these. It should 

be noted that the numbers of young people in the Health and Social Care Trust area is comparatively 

small and through the ongoing liaison with the Trust they advised which young people and/or 

combinations of young people were most likely to work well in the study. Given their 

recommendations it was prudent to choose a smaller cohort of young people who could contribute in 

a meaningful way. 

4.14 Summary and conclusions 

This Chapter has provided an outline of the main methodological and ethical considerations that 

underpinned this study. The study adopts a qualitative paradigm as this best reflects the aims and 

objectives of the study and provides the most suitable framework to answer the research questions. 

This study was subject to three separate ethical review processes with the University, the Office for 

Research Ethics Committee and the Research and Development Team within the Health and Social 

Care Trust. The methodology comprised focus group sessions and semi-structured interviews across 

three stages of research with young people living in children’s homes, staff and managers, experienced 

inspectors of residential services and academics/professionals who have a unique perspective on the 

functioning of children’s homes. In total, 23 participants were involved in the study. The interviews 

and focus groups were audio recorded, transcribed and coded accordingly. Throughout this study I 

was aware of the importance of researcher reflexivity to inform the design, implementation, analysis 

and findings that emerged. The next Chapter considers the findings. 
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Chapter Five 

Findings 

 

‘What is quality care? It is that experience you know; it always goes back to young people 

who describe what a good home is. When they have positive relationships with staff that 

is healthy and wholesome, and they experience love, they experience the strength and 

relationships of family life, they feel supported, they feel valued, and they are told that 

every day’  

(Research participant from Stage Two: Senior Inspector UK). 

 

5.1 Introduction  

As indicated in Chapter Two, quality care is a complex construct. Research has identified that it 

comprises several domains including assessment, planning and review processes, a focus on 

children’s rights, positive group living culture, engagement with family and community, trained and 

supported professional staff, a clear program of intervention, life skills, education and preparation 

for leaving care (Megivern et al., 2007; Boel-Studt et al., 2018; Huefner, 2018). Reflecting recent 

research and the views of young people living in residential childcare settings, this thesis argues that 

meaningful relationships sit at the heart of quality residential childcare. However, relationships, as 

understood and lived in residential care, are also a complex area. This Chapter explores findings from 

the interviews and focus groups with stakeholders and young people through the analytical lens 

provided by the conceptual framework of Honneth (1995) and Honneth/Houston (2015). The data 

was organised initially in NVivo (see Appendix Five) and then manually under the following nine 

themes: doing and learning; love care and stability; participating and belonging; physical 

environment; quality care; rights-justice and citizenship; self-actualisation; staff skills and training; 
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systemic congruence; and therapeutic milieu. In terms of analysis of the data, the themes have been 

mapped onto the four modes of recognition denoted in the Honneth/Houston (2015) conceptual 

framework and this is illustrated in Figure 11 below. Using this framework to underpin and organise 

the data, this Chapter explores the findings in more detail. To retain the anonymity of interview and 

focus group participants, all have been given pseudonyms and, in the findings reported below, any 

identifying features of their contributions have been removed.  

 

Figure 10. Overview of subthemes and Honneth/Houston (2015) Conceptual Framework 

 

5.2 Findings regarding ‘relations of love’ and residential childcare 

Honneth’s framework includes the domain ‘relations-of-love’ essentially referring to ‘strong 

emotional attachments among a small number of people’ (Honneth, 1995, p. 95). The data from the 

interviews and focus groups was organised into the sub-themes of love, care and stability, quality 

care and staffing, skills and training as a means of exploring this ‘relations-of-love’. As indicated in 

earlier Chapters, the concept of love is challenging in the context of residential childcare where young 
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people may have been abused pre-care entry and where there is evidence that children and young 

people in residential childcare itself have been abused. And yet, findings in this study reveal that 

physical expressions of care through cuddling for example, are positively regarded by some of the 

professionals as indicated in the excerpt below from an interview with a senior official who had 

oversight of residential care: 

The team leader was sitting at one stage on the arm of the sofa and this wee one came 

over sat down closely beside her. Well, the team leader put her arm around the wee girl 

and the wee girl cuddled up beside her. Now to me that was real, that was tangible. There 

was a sense that it demonstrated to me a caring, a deep commitment and something 

about the relationship and something about the role model of that team leader to the 

staff and giving them that kind of freedom to be able to engage with the children not only 

verbally but physically touching. 

In this interview excerpt, the official draws attention to acts of physical care including the display of 

affection between the team leader and the child in the residential childcare setting. This was given as 

an example of an authentic expression of feeling and care which was natural and responsive to the 

needs of the child in that moment. The official also highlighted this as an example of good quality care, 

which is significant because it appeared that the worker, regardless of the risk aversity that surrounds 

the delivery of care in residential care settings (Brown et al., 2019), identified and responded to a 

child’s need to receive affection and physical touch. Given that one of the primary roles of residential 

childcare workers is to care for and respond to the emotional, psychological and physical needs of 

young people in a caring and appropriate manner, it is essential that: first, nurturing, warm and 

emotional attachments are normalised in this context; second, these types of relationship are 

construed as the appropriate response to the holistic needs of children; and that third, these types of 

relationship should include displays of affection and experiences of love. In this context Honneth’s 

conceptual framework regarding ‘relations of love’, is apposite.   
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Building relationships (or relations of love) that promote a growing self-confidence and self-worth 

requires caring adults who are able to provide the necessary care. This progression towards a life 

position of self-confidence was highlighted by a residential childcare worker as follows:   

I think they [young people] know they are different […] ‘I’m the child nobody cares about, 

I’m the child who has been dumped in the children’s home, nobody wants me’. The first 

step is showing them that you want to spend time with them and to make a relationship 

with them, that they are worth your time because it [confidence] can’t be built from 

inside, so it’s about taking time to build on that relationship. It’s not giving up at the first 

hurdle. It is just trying to improve that relationship.  

These comments are illustrative of the fact that from the data gathered in this study, some staff appear 

to be fully aware of the impact of trauma on the young people and the need to take rehabilitative 

action to address this. Some of those interviewed clearly articulated a ‘relationship first’ approach 

using positive attention and regard in a way that nourishes their relationship with the young person. 

In the Honneth framework (1995), ‘relations of love’ is precisely this. It is through the enduring 

assurance of care from adult carers that children and young people gain the strength to open-up, grow 

in confidence and build their sense of self (Honneth, 1995). This assurance from staff sits in response 

to the sense of abandonment experienced by the young people, which they identified as being deeply 

impactful upon their well-being. One senior professional involved in inspection and regulation 

commented on the importance of this: 

There’s something about the sincerity of the working relationship between staff and 

young people as well. You know you are talking about values and young people pick that 

up…young children like that are very, very quickly, you know…are you really interested in 

me? And what’s happened to me or not?... they know very quickly if you are not keen to 

develop a really sound working relationship with them and their families. And you’re not 

judging them…it’s not their fault they are there. 



 

129 
 

 

This interview excerpt foregrounds how the interaction between staff and young people contains 

often concealed features which either help or inhibit relationship building. Based on these, young 

people can pick up on the verbal and non-verbal cues and whether there is respect or disrespect from 

staff and whether they perceive them to be an authentic carer for them or not. This resonates again 

with the Honneth framework because it is the personhood of each of us that is vulnerable to harm 

from other people. The findings suggest that it is the relationships of professional staff who work with 

young people to recreate a renewed sense of self, including reparation from past hurt, who are central 

to the process of respect. This emphasis on the central importance of relationships was emphasised 

by one interviewee (an academic) who commented: 

The governing mental narrative in it all [residential care] is that the relationships that 

exist are meaningful to families and young people where they feel a sense of being 

understood and have concern shown to them. The policy infrastructure should support 

the relationships rather than be the dominant matter that suppresses relationships. 

This interview excerpt highlights that positive, warm and nurturing relationships between staff and 

young people are not just the preserve of front-line practitioners but should also be the (authors 

emphasis) governing narrative within the overarching schema for residential care, indicating the need 

for a change in policy and practice and a more systemic approach. In arguing for a systemic approach, 

the interviewee highlights that overly bureaucratic governance systems can act as an impediment 

rather than a catalyst for the development of relationship-based care. Whilst a risk averse approach 

might help ensure ‘good governance’, it can curtail the expression of ‘relations of love’ in residential 

childcare settings and means that young people involved in the residential childcare system who are 

deprived of these aspects of relationships, can experience low self-esteem and self-worth (Steckley, 

2012). In contrast, one of the strengths of the conceptual framework offered by Honneth (1995) 

regarding relations of love, is that it acknowledges inter-personal recognition taking place in the 

everyday and mundane interactions of daily life.  
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With regard to ‘relations of love’, findings also reveal there are positive examples of a sense of care 

and understanding being conveyed by staff and the inherent worth of young people being valued and 

esteemed, as indicated in the interview excerpt with a senior inspector: 

One of the adults [staff] in the house saying “ya know what, we really love you, we just 

don’t want you to get hurt. So, I am going to take this [laptop] because, even though I 

know it is your favourite thing…I want to help protect you”. And he took the young 

person’s laptop out of the room because they had previously been a target…and I just 

thought that was incredible. Well done to use the word love. 

This passage highlights how the care and worth of a young person was valued in the everyday life of 

the children’s home. Staff were in tune both with the child’s favourite activities and pastimes but 

importantly also with their vulnerabilities, in this case online activity. However, it is the use of the word 

‘love’ which really captured the attention of the participant, here understood as appropriate and 

indeed conveying the care and understanding referred to in the recognition model above. It is through 

this ‘relation of love’, that the dignity and inherent worth of the young person was upheld whilst 

simultaneously protecting them from exposure to online predatory activity. 

Attention by staff to the physical environment of young people in residential childcare settings can 

also be construed as an expression of ‘love’ and as a tangible expression of the worth of another. This 

is indicated in the following excerpt of an interview with Inspectors below:  

Andrea: And when you know repairs, there are repairs to be done that aren’t done…and 

you see all this like graffiti and damages. And whenever you are pointing it out to 

staff…it’s just they’ve got used to it…nearly immune to it. 

Joan: It’s the presentation of the home. I suppose young people, especially if you are 12 

or 13 and you are admitted to a children’s home. The first thing you see is… 
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Andrea: I mean where is the value base there? You know they are taking me away from 

whatever and putting me into this? Broken windows, torn furniture, a locked kitchen that 

I can’t even make myself a cup of tea… 

Joan: Sounds really grim… 

One of the striking elements of this passage is the graphic portrayal of the physical setting of the 

home. The inspectors voice an empathic reflection regarding how it must feel for a young person to 

enter a care environment which has been damaged and not repaired. It is argued here that a rundown 

children’s home is in and of itself a source of misrecognition (author’s emphasis). It is a symbolic 

statement to the young person that they are not highly valued and worthy of the best physical living 

environment. It is also possible to argue that staff are also subject to misrecognition through 

secondary trauma in their working environment. This is a classic recognition double-turn with both 

staff and young people unable to liberate themselves from the impact of trauma upon their living 

and working conditions. Using recognition theory as the analytical lens in this example provides an 

alternative perspective about the importance of good quality physical care. The concern is not simply 

about standards or resources rather it is about the unavoidably negative meaning that sub-standard 

accommodation sends to the young people (and staff) about their personal worth and social status.  

Another aspect of ‘relations of love’ is that to convey care, love and stability requires staff who have 

the skills and motivation to nurture, nourish and sustain such relations. In the focus group with young 

people in care, they were able to identify the difference made by ‘good staff’. In the excerpt below, 

Johnny in response to a question about the essential ingredients that help create a good children’s 

home said that:  

Staff [and ] respect. Some staff will just be normal with you. There is one staff member in 

our place who treats you differently: bad differently. Good staff know you and know what 
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you are about. You know, I wouldn’t have come out to staff if I didn’t feel comfortable. 

They are basically like family to me, they are the only family I have, they are brilliant like. 

These comments from Johnny suggest that for them, feeling valued and connected to their adult 

carers, as if they are family (author’s emphasis) is, at a fundamental level, what they require from this 

service. His comments also distinguish between ‘good’ and ‘bad’ staff based on how they felt following 

inter-personal exchanges with the adults. In Johnny’s view, good staff hold young people in esteem 

which is demonstrated by staff being involved in their lives, engaged with them and showing overt 

displays of interest in them. Johnny’s comments also highlight that, in his view, relationships with staff 

should emulate what he would expect from family; that is, staff are understood as replicating the 

strengths and benefits of family life but without replacing or diminishing family in its’ own right. 

Furthermore, Johnny also identified the core value of respect as an inherent feature of a positive 

residential experience. Being treated with respect and in the same ‘normal’ manner as other people 

also implies a degree of esteem from the ‘good’ staff that was absent from the designated staff 

member whose behaviour towards the young people had a negative impact.  

According to Honneth (1995), experiences of misrecognition can have a deep and enduring impact on 

the human psyche. Drawing again on the sub-theme of care, a research participant recalls below their 

own experience of disrespect by a teacher in primary school which had taken place over 55 years 

previously: 

Joan: I was made to stand in the corner when I was five…I couldn’t read a word and it was 

a very simple word but the teacher I had…and she was a bitch out of hell. I always hated 

her…and I remember she put me in the corner…but I wasn’t standing facing into the 

corner. I had to stand looking out at the rest of the class and she told the class how stupid 

I was. And I was made to stand there for two hours. 

Researcher: How did you feel? 



 

133 
 

 

Joan: I’m nearly in tears now thinking about it. I mitched school after that. For about two 

weeks I got on the bus to go to school and didn’t get off…until somebody told my mother. 

In the interview excerpt above, it is the depth of feeling which is immediately striking. Despite 

the passing of a significant period of time, the emotion is raw for the participant as they retell 

their story. Both respect and disrespect carry an emotional legacy which is foregrounded in 

recognition theory. In the process of misrecognition, negative experiences can become 

internalised and can influence our developing ‘concept of self’. In this example, the interviewee 

reflects that (as a child) they were placed in a double bind; not knowing the answer to the 

question yet having to remain standing in front of their peers and experience humiliation and 

ultimately disrespect. The face-to-face aspect of this humiliation is picked up by an academic in 

their interview when discussing psychodynamic theory: 

The philosopher Levinas talked about the ethics of the face-to-face and that every glance 

is ethically loaded. The ethical responsibility of the adult is the flourishing of the person I 

am looking at. If a practitioner or residential carer had an understanding of object 

relations theory and realised that through their gaze with the young person, they are 

being internalised as an object…which shapes the critical voice within [the young person]. 

Therefore, the ethical duty on me is to make sure that whatever is being internalised… 

[by the young person] is going to lead to human flourishing and not human destruction. 

If we had that understanding…therapeutic relationships would really build in a 

meaningful way. 

Hence words, actions, tone of voice and facial gestures (which convey either respect or disrespect to 

others) are of critical importance, as indicated by Joan where she shared her own childhood 

experiences. Interestingly, Joan goes on to highlight that her response to the incident in the classroom 

was to protest by absconding from school. This aligns exactly with recognition theory which suggests 

that misrecognition triggers an emotional affect which if not healed leads to destruction and/or 
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protest against the experience of injustice. This example accentuates the significance of practicing in 

such a manner that young people in their care today will, based on the quality of their interactions 

with staff, experience a lasting emotional legacy long after they have left the children’s home and 

entered adulthood.  

The research findings also suggest that in general staff are fully aware of their responsibility to practice 

in a way that demonstrates care, love and stability. In the interview excerpt below, it is possible to see 

the emphasis placed on providing a stable and consistent living environment in which positive 

relationships can thrive: 

Mike: Yes, if the team are calm, I know sometimes…staff go into the living room and sit 

and drink a cup of tea and talk to each other. The children will come in and relax and sit 

beside you and join in the conversation, it’ll all be very sort of regulated. 

Joanne: Natural flowing. 

Mike: Yes, whereas if staff are constantly waiting on corners of corridors than it all sort 

of collapses. 

Joanne: They need to feel that sense of this is my home and it’s where I belong and it’s 

where I feel safe, but for me it is about how comfortable they feel in their surroundings. 

Mike: You need to sort of, as a residential social worker or care worker you need to give 

a sense of yourself. It’s not like normal social work you need to give a part of yourself to 

them, allow them into your world…you need to be a human being with them. 

In this excerpt from a focus group, the research participant highlights that staff were clear about their 

responsibility to create a positive living environment which benefitted the young people and 

themselves. This was a planned and deliberate action through which they wanted to inculcate a sense 

of homeliness, calmness and stability throughout the house. The young people require and indeed 
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deserve a more insightful, crafted and professional response which includes a stable living 

environment combined with a consistent and caring staff team.   

The research participants in this focus group also identified that presenting their ‘human face’, opening 

their lives and sharing aspects of who they are in a professional manner was part of such a response. 

The findings from this group indicate that to be an effective residential worker, the ‘use of self’ 

(identity, personality and individual attributes) is a core component to connecting meaningfully with 

young people. Furthermore, participants in this focus group indicated that they viewed this as a more 

personal engagement between them and the young people they work with as it occurs in the daily 

living environment of the home, where sharing meals and activities, watching television and being 

attentive to the needs, hopes and fears of the young people are fundamental to the job. This requires 

being genuine, honest and open. Exploration of the findings above also illustrates another aspect to 

‘relations of love’ which is the importance of employing staff who have the right attitude, skills and 

knowledge to practice in these challenging contexts. The ownership and/or acquisition of the 

appropriate skills, knowledge and values by staff requires access to relevant and ongoing high-quality 

training and supervisory support. This theme was reflected in the following interview excerpt that 

focused on ‘quality care’:  

It’s always about the human interactions and I think there’s three particularly critical 

dimensions. I think the most important first ingredient is the well qualified, skilled 

supervisor, that middle level, the person would report to the CEO or director but would 

also be in charge of supporting the workers who do the front-line work. That role is 

absolutely critical; good supervision, skilled compassionate supervision that’s congruent 

with the kind of care you want to see. I think that is the most important ingredient. You 

have the leadership and hopefully the leadership can create the environment in which 

good practice can happen and then you have practitioners who live the [good practice] 

on a moment-by-moment basis. 
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As outlined here and in the next section on legal relations, it is the case that staff feel that these aspects 

of their job are not well resourced and/or supported which then compromises the ability to 

demonstrate, with confidence, ‘relations of love’. The Chapter now turns to consider findings regarding 

‘legal relations’, which, as seen from Figure 11 above is the second domain in the Honneth/Houston 

conceptual framework (2015).   

5.3 Findings regarding ‘legal relations (rights) and residential childcare  

In this section, the organisational sub-themes of the dataset, namely: rights, justice and citizenship 

are used as a means of further explaining how ‘legal relations’ could be understood in a residential 

context. In this study, the theme of rights was explored with research participants who are employed 

at all levels of the social care system, from policy makers to front-line practitioners. Findings from this 

study indicate that children’s rights are poorly understood and applied in residential childcare as 

indicated in the interview excerpt below:  

Children’s rights have taken a swing from you’ve no rights to now you’ve got all the rights 

in the world. All of them blurred between well, what’s a right? And actually, what is the 

right thing to do? So, there’s a cultural shift as well, children’s rights, parent’s rights. You 

see a lot of that more in residential care than in foster care to be honest with you.  

The establishment of rights, in this case the United Nations on the Convention of the Rights of the 

Child (1989), provides the incarnate codification of what is a core internal psycho-emotional and social 

feature of humanity; namely the right to belong as one amongst others in the globalised legal 

community. Human rights and children’s rights therefore uphold the personhood of the individual plus 

that of everyone else and give this an expression in an international context (Munro et al., 2011). 

Rights also enshrine the fundamental worth of humanity by ensuring the protection of dignity, self-

respect and ‘belonging’ through state mechanisms (Kilkelly, 2008).   
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However, the findings capture an apparent lack of awareness about rights and their application and a 

confusion regarding: who are rights holders; what types of rights there are; and whether or not there 

is a distinction between rights or responsibilities? These difficulties regarding children’s rights are 

evident in other findings; for example, in the excerpt below which was taken from a focus group held 

with residential staff and managers. The excerpt indicates that as front-line practitioners, they had to 

unpack this uncertainty about the place of rights within the context of real-world decision making: 

I think it has thrown up the issue of rights for me versus what does it mean to be a good 

parent? It almost comes to residential staff standing back and let the kids that are 

vulnerable to CSE [exploitation] and all sorts walk out the door of the children’s home 

and you have one set of rights for children you can’t lock them up, you can’t lift your 

hand, you can’t do that, and staff say well what would a good parent do to protect their 

child? (Senior HSC Manager). 

One challenge for professionals is that the United Nations Convention on the Rights of the Child (1989) 

represents an abstract framework even though the UN General Comments provide detailed guidance 

regarding real-life practical applicability. For professionals involved in residential childcare, it is clear 

that the rhetoric that surrounds children’s participation (Graham, 2011) still needs to be unpacked 

and interpreted if it is to be applied appropriately and effectively in the residential childcare context.  

The findings from this study indicate that questions remain regarding how practitioners can straddle 

their responsibility to both enable participation and protect young people simultaneously and how 

the misperception that children’s rights are absolute (when, in fact they are contingent and 

conditional) can be appropriately addressed. This issue of competing imperatives and tensions 

emerged in an interview with a senior residential childcare manager and in the specific context of 

using restrictive practices. They said: 
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[I] kind of think of the restricted practices thing, you think if you restrain a child and that’s 

a restrictive practice but you’re doing it for the right reason, and would a parent do that? 

So, it’s that conflict all the time about their rights but also what do they need from you? 

It’s about do we restrict their rights, but do we promote their rights as well? And I think 

a lot of our team they talk about what would a good parent do? 

Hence, from a legal and rights-based perspective and in the context of managing child sexual 

exploitation, the use of physical force to restrain a child/young person is not permissible; however, 

adult carers should still be engaging with children and young people to provide them with knowledge, 

tools and skills to understand the dangers they might face, the choices available to them and to 

indicate what help is on offer. In short interpreting children’s rights in a residential context returns 

once again to the quality of relationship between the child/young person and the importance of the 

trusted adult who can use their influence for positive effect.  

With regards to the exercise of rights, young people in care are often portrayed as vulnerable, risky, 

in need of care and protection (Beckett, 2011, Marshall, 2016). Within this ‘risk narrative’ it can be 

increasingly difficult for residential childcare staff to support the freedom, autonomy and personal 

agency of young people whilst simultaneously recognising their responsibility as adult carers to 

prevent harm. Indeed, the findings in this study illustrate that staff are quick to involve police in the 

management of behaviour that is ‘out of control’, as illustrated in the following excerpt from a focus 

group with two young people: 

Susan: Whenever you are in the care home right…you go out, they ring the police. 

Researcher: Right okay…and they do that automatically? 

Johnny: Automatically like that 

Susan: For me it used to be automatically but now it depends on risks, age and what mood 

you are in… 
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Researcher: Why do you think they [staff] are ringing the police? What is going on? 

Johnny: Because we are different from everybody else. 

Researcher: Right…so one of the things that strikes you about living in residential care is that 

you are treated differently? 

Susan: And they treat the younger ones differently. Like if one of the younger ones who lives 

with me hit one of the staff, they would get a warning, or the police would be phoned. If I hit 

one of the staff the police would be phoned straight away, and I would be locked up. 

As argued by Smith (2009), the relationship between children’s rights and looked after children has 

been characterised as uneasy and based on the research findings of this current study, it is argued 

that some of this unease emerges because of competing responsibilities to parent and protect young 

people with high-risk behaviours, complex needs and uncertain professional boundaries that 

circumvent practitioner decision making and actions.  

Focusing more closely on the sub-theme of justice, the excerpt above illustrates young people’s sense 

of confusion and unfairness regarding police involvement in residential childcare settings. The young 

person in the excerpt above indicates that they experienced this as a form of discrimination due to 

their age. But there is a deeper message here about discrimination against them due to their status. 

The perception that young people in residential childcare are ‘different’ from everyone else can 

reinforce some of the negative stereotypes that exist and can compound a feeling of low self-esteem 

and low self-worth.  While risk management in residential childcare is complex, this is an area that 

requires further consideration, given, as illustrated here, the potential for misrecognition where 

responses to behavioural, emotional and psychological difficulties involve the police, have the 

potential to criminalise and are outside what would ‘normally’ happen within family units. The 

interview excerpt below further highlights this theme and draws attention to the views and 

experiences of Jack: 
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Jack: Well, I smashed a window here, smashed a few windows, every time I smashed a 

window, they rang the cops on me but whenever the new boy came, he decided to smash 

a window, but they didn’t ring the police on him. I was like ‘what the fuck’ like. Told them 

all if that there’s me you’d ring the cops in two seconds. 

Researcher: And how do you feel whenever you see them not ringing the cops for 

somebody else?  

Jack: It pisses me off. 

Researcher: It pisses you off, it’s interesting that. And would they ever explain why they 

do for you but don’t for the other person? 

Jack: They say that everyone gets one chance. I didn’t.  

As indicated above, the issue of how to successfully care for young people and manage their more 

challenging behaviour is at the forefront of discussions about residential childcare (Smith 2009, 2013). 

Influencing behaviour straddles a range of interventions from promoting self-regulation in young 

people through words of encouragement to the use of physical restraint to maintain safety. In the 

example of Jack and in applying the recognition model, it is noted that injustice/misrecognition has a 

consequent emotional impact, as Honneth (1995, p. 136) indicates ‘the experience of disrespect is 

always accompanied by affective sensations’. Jack felt that he was receiving an unequal and unfair 

response from staff, which became the impetus for what followed next. Hence, applying the 

conceptual framework of Honneth, it is argued that one of the underlying reasons for the aggression 

was Jack’s experience of injustice that triggered a sense of ‘righteous anger’ which is the affective 

sensation Honneth refers to. Jack’s final reflection about not getting the same chance as others in the 

home could arguably reflect a sense of pathos and powerlessness. This example draws attention to 

the system of care and the fact that one action can lead to a reaction which, in and of itself carries 

potential consequences. These then have ‘ripple effects’ such as limited opportunities to be treated 
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as and viewed as a citizen with equal rights and/or diminshed opportunities to link in with the wider 

community and to be treated as an equal in this wider context. These issues are further explored in 

the subsequent section.   

5.4 Findings regarding ‘community relations and solidarity’/participation and belonging and 

residential childcare 

In his third form of recognition, Honneth (1995) makes a connection between the individual and the 

relationship they have with the local community and wider society. This is particularly with regard to 

contributing to community and civic life. The organisational sub-themes of participation and belonging 

provided data that elucidates Honneth’s concept of ‘solidarity’. Explained further, it is through this 

participation that individuals can become part of what Honneth perceives as a ‘community of value’. 

For young people in residential childcare settings, relations with and participation in their local 

communities is of importance. However, young people in residential childcare settings can find it 

difficult to participate because they do not have the education, social networks and support necessary 

to achieve this. One of the main obstacles is the issue of disenfranchisement which according to the 

Honneth model prevents young people from experiencing opportunities for self-realisation and the 

acquisition of self-esteem. In the following sequence young people were asked to describe their 

experience of being in care. They immediately began by talking about the impact of stigma on their 

lives: 

Susan: People in care get labelled 

Researcher: People in care get labelled? So how does that happen? 

Johnny: Just by like everyone in care, you’re a scumbag, you’re this, your ma doesn’t care 

Researcher: Is that right? 

Susan: You’re good for nothing, you’re just going to do drink and drugs. 

Researcher: How does that make you feel? 

Susan: Rubbish 
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Johnny: Stereotyped  

Researcher: Stereotyped?  

Susan: I’m into equality and everyone just feels shit, there has been so many times that 

even to the police I have had to explain to them, no you don’t treat me like you would 

every other child, they think oh, they are just going to give you more shit, no treat me 

with respect.  

In this focus group, Susan and Johnny readily discussed the power of stigma, how they are 

automatically labelled because of being in care and the corresponding emotion that follows from this. 

There was also a clear sense that they are treated differently to their peer group due to this stigma. 

One of the key issues identified in this focus group is that the two young people involved felt they did 

not receive the same level of respect from society as everyone else and were being judged because of 

their care status rather than being valued on their individual merits as a person. This gave them a 

strong sense of being aggrieved at the injustice of the circumstances they faced. Both young people 

were members of the LGBTQ community and in the later part of this discussion they referred to feeling 

judged and threatened when out in the community. Stigma for these young people was a part of their 

daily reality that presented as detrimental to their physical, mental and emotional well-being. The 

issue of stigma was also discussed in an interview with one academic who drew attention to the 

connection between experiencing shame and its’ impact on identity formation: 

 

It [shame] is like the cancer of identity, shame is the cancer of identity. It’s toxic. Young 

people are being shamed all the time through social media, they are shamed by their body 

image not being right and they are being shamed by the education system. So, the system 

perpetuates shame for young people and for the young people in care, being in care itself is 

a key source isn’t it? 
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This interview excerpt highlights that the issue of stigma and associated shame is not only important 

as a negative experience for the individual young person on a therapeutic level but that it can also 

become internalised and act as an impediment to possible future life opportunities. Challenges 

inherent in participation and integration into community are illustrated further in the research 

findings. In the focus group for inspectors of residential care, a discussion took place regarding one 

young person from a black and minority ethnic (BAME) background. The young person had 

experienced adversity but managed to achieve a positive outcome because they had a particular skill 

set for baking which offered opportunities for employment: 

Mary: Joanne is a great cook and a great chef and a great baker 

Sarah: We went to do an inspection in the middle of the night and got great cakes 

Mary: I think Joanne went through a series of difficult placements? 

Researcher: Joanne was in [a catering company] but they didn’t pay Joanne for 18 months. So, 

they (the residential childcare home) moved Joanne, but at lunchtimes they didn’t want her 

to eat in the facility, so they sent her out onto the street or something. So, in the end they 

(the residential childcare home] got her an absolutely smashing placement or job actually in 

[restaurant] 

Sarah: In the [restaurant] apparently the owner just thinks she is the best thing ever 

Mary: I think [the owner] is a foster carer as well. 

This interview excerpt highlights some of the challenges that young people in care face. Joanne, the 

young person referred to, had experienced acts of discrimination including not being paid for work 

and not being permitted to eat in her place of training. However, her situation was transformed by 

two factors. Firstly, she had a skill set and a positive work ethic that was valued by employers in the 

hospitality industry. Secondly, her home had a connection with such an employer who had previous 

experience as a foster parent. In Honneth’s conceptual framework regarding recognition, this is 

understood as the young person being valued for particular attributes and/or skills. There is a 
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challenge for all involved in residential childcare to recognise that all young people in care possess 

unique attributes and have skills and talents. Obstacles that prevent young people’s fuller 

participation and connectedness to society, and which prevent them accessing opportunities for 

community-based esteem, should be addressed.  

The theme of stigma and how this negatively impacts on young people was also referenced in an 

interview with another professional. In this section the professional is discussing the challenges 

experienced when working with a local community to accept the opening of a secure care children’s 

home in their local area: 

The community wouldn’t engage with the young people. They didn’t want  

them…in some ways I can understand it…a community who knew nothing  

about it [secure care] sure they were terrified. 

This interview excerpt highlights the complexity underpinning the relationship between children and 

young people in care and the wider community and foregrounds some of the community’s negative 

perceptions towards young people in residential childcare settings which is, in part, borne out of 

stigma. The idea that a secure care centre would cause people to be ‘terrified’ indicates how deeply 

this stereotypical view is embedded. It also suggests that there is a shared lack of trust, with both the 

young people and the community, which in this instance contributed to a mutual rejection of each 

other. The difference for looked after young people is that this is likely to have been one of a series of 

rejections they have experienced in their lives, again reinforcing the message that they do not belong 

and are not welcome to integrate and participate in the local community. It could be argued that there 

was a ‘shared misrecognition’ with both sides devaluing the other without ever having built a 

meaningful relationship that may have assuaged the fears and altered the pre-conceived stereotypes 

that influenced the outcome. The issue of stigma also emerged in the focus group with residential 

staff: 
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I think society as a whole doesn’t really understand particularly what a children’s home 

is, I really don’t I will still get friends my own age, do you work with orphans? Or they are 

in care because they were bold. ‘We’re going into this café, [young person says] who are 

you going to be to me? You can’t be my social worker you can’t be. You are going to be 

family, someone related’. They want to go out with you and spend the time with you, but 

they don’t want to be associated to the care system at all. 

This interview excerpt indicates some of the complex ways in which both staff and young people try 

to contend with the issue of stigma associated with living in residential childcare settings. 

Furthermore, it emerged, from an interview with a residential childcare worker, that some young 

people in residential childcare settings appear to prevent their peers discovering that they are in 

residential care: 

We have another one now who has issues and is very conscious. But wee things you could 

never predict like going out. [Young person says] “Oh my location services are on. They 

are going to know I’m in (town), they are going to ask why I’m in (town)”. I didn’t realise 

that apps like snapchat, it will literally show the location, where you are. So, they have to 

pretend they are visiting somebody. The pressure that must put on them every day… 

The interview excerpt above outlines the extent to which the daily lives of young people in residential 

childcare are affected by stigma and the impact this may have on young peoples’ developing sense of 

self and identity. Understanding that as individuals we create and re-create ‘new descriptions’ of 

ourselves (Houston 2015, p.19) places a responsibility on residential care to respond to their identity 

formation in a therapeutic and informed manner. The idea that personal change is possible comprises 

the fourth domain of the Honneth/Houston conceptual framework and findings regarding this are 

explored next.  
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5.5 Findings regarding ‘relations and personal change’ (self-actualisation) and residential childcare 

Houston’s (2015) dimension (added to the Honneth framework), focuses on creating an environment 

around young people that promotes self-actualisation and personal transformation. Reflecting this, 

data from the findings was organised according to the sub-themes of ‘self-actualisation’, ‘doing and 

learning’ and ‘therapeutic milieu’. A barrier to self-actualisation is that it can be very difficult for a 

residential childcare unit to model out an approximation of ‘normality’. In the following interview 

excerpt, one young person stated: 

Also, in the scenario that me and you run away from a children’s home, they would also 

start accusing you or me of shit, like there has been guys who I left the children’s home 

with and nothing sexually untoward happened, we just had a bit of banter, like run about, 

sat, chatted being normal teenagers which not every kid in children’s homes get to be 

because yes in normal families they are allowed the night out but like me for example 

only allowed out for an hour at a time, it’s not right. I’m 17 I should be allowed out for 

longer. I should be allowed out with my mates maybe to a nightclub because that’s what 

17-year-olds are doing nowadays and I don’t have the opportunity.  

In this interview excerpt the young person draws attention to the disparity in the restrictions placed 

upon them when living in a residential childcare setting.  In another interview, one young person was 

leaving her home within three months of being interviewed and in response to a question about 

transitioning to after-care services commented that ‘I’ve had no opportunity to prepare myself for 

what it’s like out there, it’s not fair’. These reflections by young people highlight that the emphasis by 

residential childcare staff was on the management of risk rather than the encouragement of the young 

person’s autonomy and learning, through some degree of risk taking, to make positive and healthy 

choices and decisions.   
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By contrast, findings also highlight the support given by staff to young people to behave more 

autonomously and embrace new experiences; it acting as a kind of therapeutic milieu by supporting 

positive opportunities to address past insecurities. The following excerpt is from an interview with a 

young person preparing to go on a trip: 

Andrea: Yeah, and then when we got to [airport] they left us, and we went to [country]. 

But on the day, I wasn’t for going, staff was really good. 

Researcher: Is that right? What did they do? 

Andrea: They just encouraged me and were saying nice things. 

Researcher: Reassurance? And when you get that level of support what kind of difference 

does it make to you? Does it make you kind of believe in yourself a bit more, that you can 

do these things and give you confidence? 

Andrea: Yeah.  

Researcher: Very good, so that kind of positive support and environment around you, do 

you feel that is making a difference for you? 

Andrea: Yeah, I think it has made a big difference. 

When asked to discuss what a good children’s home does well, the same young person replied: 

Andrea: Well, they’re all very supportive 

Researcher: Staff? 

Andrea: Yeah, with all my goals and stuff and they try and encourage me a lot which is good 

because I wouldn’t have had that before. 

Researcher: You wouldn’t have had that before? 

Andrea: Yeah, they are all very caring. 

Researcher: And how do you experience that? Or would you feel? What are they doing? 
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Andrea: Well, they are helping me start my life really. 

Under the sub-themes of ‘doing and learning’, ‘therapeutic milieu’ and ‘self-actualisation’ this is a 

significant statement about how staff use the residential setting in a really positive way to build active 

and dynamic relationships that, when done well, generate hope and opportunities for young people. 

Living in an environment that has been deliberately crafted to meet the needs of young people is a 

hallmark of quality care and is teased out under the subtheme of therapeutic milieu (Anglin, 2002). 

The use of positivity, reassurance and support in a planned, deliberate manner in this example 

provided the necessary emotional security and belief the young person required to access their own 

personal strengths. This theme is picked up by one academic in their interview when discussing how 

to develop an empowering living environment: 

I think in some ways that it’s [empowerment] done is through pro-social modelling, 

through coaching, through mentoring, through positive feedback, getting young people 

to take risks, for encouragement, for developing skills, for finding something that the 

young person is good at because many of them think they are not good at anything. 

Building on that really and modelling you know? So, a lot of this is about social learning 

theory. 

As highlighted in the example, the young person is encouraged by staff to take the risk of going on the 

trip and provided with the emotional and practical assistance to do this.  In the interview above, some 

of the skills that go into the crafting of an empowering living environment are highlighted. Further 

examples of staff creating an empowering environment (which could also be referred to as a 

therapeutic milieu), came from interviews with senior officials involved with inspection and oversight 

of residential care. The first illustrates how staff responded to the educational needs of a young person 

and emerged within the sub-theme of ‘doing and learning’: 
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One example is a child who is in the middle of [exams] they had their laptop stolen by 

another, and the carer [staff member] came in, found out what the situation was, got 

another laptop and spent a week or more typing up all the notes for the child for their 

coursework. They helped and supported them in the same way as a parent would do and 

whenever there was a review [of educational needs] in the school, the team went along 

because they were anxious to make sure this child was supported. That is high quality 

care. 

This example illustrates how staff individually and collectively created an empowering 

environment by engaging with the young person. This can aid problem solving and assist in 

overcoming the obstacles the young person had encountered. Hence, to help a young person 

to ‘do and learn’ requires an empowering environment and a staff team that is focused, 

determined and committed to educational goals. A second example from the findings with a 

slightly different context, illustrates the same point below: 

The young person had just left the project to go to University. The project [staff] had 

supported her all the way through all of that and we saw from the records how great she 

was, every step of the way, even getting a special delivery of Royal Mail to get her stuff 

over. To make sure her things were alright on the other side, furniture, all the practical 

things that a family, that your mum and dad would do to help. They did all of that in 

spades alongside all the emotional stuff…she’s got a job already over there because of 

the support they gave her. 

Both these examples illustrate how it can be necessary to support a young person making a significant 

life move. In professional circles this is often referred to as going the extra mile, but recognition theory 

illustrates that this is also a necessary ingredient of quality care. The next section draws the findings 

together before moving onto a wider discussion in Chapter Six.  
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5.6 Summary and conclusions  

In this study, qualitative data gathered from interviews and focus groups, was organised in NVivo 

under the following nine sub-headings: love, care and stability; participating and belonging; physical 

environment; quality care; rights-justice and citizenship; self-actualisation; doing and learning; staff 

skills and training; and therapeutic milieu. These were then mapped onto the four forms of recognition 

continued in the Honneth/Houston framework (2015) which has provided a conceptual lens, namely 

recognition and misrecognition, to help explore and understand some of the findings.  

With regard to relations of love (denoted by the sub themes of love, care and stability) the findings 

have illustrated that fundamental to ‘relations of love’ are the development and nurturing of positive 

and meaningful relationships which, in essence, model out positive parental relationships. However, 

the findings also reveal the challenges for staff in modelling out these relationships. The findings point 

to the impact of bureaucracy and risk management on the ability of staff to engage in relationships 

reflective of ‘relations of love’. The findings also point to the challenges for young people in 

experiencing these types of relationship because of changes in staff, exposure to staff who lack the 

necessary skills and experiences of being cared for in a way where there is little attention to the 

positive aspects of meaningful relationships or ‘relations of love’.  

Similar themes emerge regarding ‘legal relations’ denoted in the organisation of the data by the sub 

theme of rights, justice and citizenship. The findings reveal examples of young people in residential 

care experiencing respect for their developing autonomy and their engagement in society. However, 

the findings also reveal examples of young people in care experiencing a sense of injustice that arises 

when they believe they have been unfairly and unjustly dealt with. Findings in relation to staff reveal 

some lack of understanding of rights and limited time and opportunity to promote the citizenship of 

young people in residential childcare settings.  
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These themes are further exemplified in the domain community relations and solidarity (denoted by 

the sub themes of participation and belonging). Findings reveal some positive experiences of young 

people in residential childcare whereby their engagement in wider opportunities is positively 

supported and promoted and where, however, there are also findings that reveal young people’s 

limited opportunities. The findings from staff and young people further reveal that there are 

contextual barriers in particular, the impact of stigma. Stigma and other wider contextual issues that 

impact on the residential childcare sector, in particular, workforce issues, have an influence that can 

be seen in findings relating to the fourth domain, namely self-actualisation (denoted by the sub 

themes of therapeutic milieu and doing and learning). The findings reveal that while there are 

opportunities for young people to change, grow and develop, these can be hindered by wider 

contextual issues related to the setting and to the staff.  

The findings point to the need to develop a model of practice where all elements of the system set in 

congruence with each other, what Anglin (2002, p. 57) refers to as ‘systemic congruence’ created by 

the synergy of ‘interactional elements’. Anglin (2002) argues that these interactional ingredients need 

to be present and congruent not just in the home itself, but across all operating and service domains 

including legislation, policy frameworks, commissioning and delivery plans, senior administration and 

management staff in addition to the staffing and management of the home itself. Given the usefulness 

of the Honneth/Houston (2015) framework in exploring and explaining the findings from the research 

study, and the relevance of systemic congruence to underpin service delivery, it is argued that a 

combination of Anglin’s thoughts on congruence combined with the Honneth/Houston framework 

could be adapted as a model and tools for wider application to the residential childcare sector. The 

final Chapter discusses this further, outlining how recognition theory could be embedded in daily 

practice in residential childcare settings.  
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Chapter Six 

Discussion 

6.1 Introduction 

This research study set out to explore the understandings and experiences of stakeholders and young 

people who live in residential childcare about quality care. As outlined in Chapter One, the history of 

residential childcare is a chequered one, in which fundamental questions about the nature, purpose, 

quality and effectiveness of the service have been raised. Despite concerns, there is a commonly 

shared agreement that some residential childcare provision will always be necessary and that if it is 

good quality, it has the potential to help children achieve their potential and achieve positive long-

term outcomes. This does then raise the question as to what is meant by ‘good quality’ or ‘quality 

care’. 

Chapter Two set out to explore this question further. The review of research literature considered 

definitions of quality, evidence of effectiveness, relationships in residential childcare and the views 

and experiences of young people. It is clear that there is a broad and diverse understanding regarding 

definitions of quality care, and its component parts. These differing definitions and their 

operationalisation are reflected in the various policy responses relating to residential childcare 

provision and the range of models that underpin day-to-day practice (Farmer et al., 2017; Boel-Studt 

et al., 2018; Huefner, 2018). In striving to improve the quality of care and its effectiveness in helping 

children and young people achieve good outcomes, some commentators have called for new methods 

and ways of working as part of an ongoing reform (Whitaker et al., 2016; Belonci et al., 2019) where 

an emphasis is placed on high quality relationships with young people. This is a theme that dominates 

in the views and experiences of children and young people in residential childcare who associate high 

quality care with positive, meaningful and enduring relationships with staff and peers.  
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My professional practice over a 25-year period resonates entirely with the view that relationships 

need to be at the centre of good quality residential childcare practice and provision. In conceptualising 

what this might look like, my reading, thinking and discussion with academic colleagues who also have 

an interest in this area, led me to the work of Honneth and to the extension of the basic conceptual 

framework by Houston (2015). For these reasons I have used the conceptual framework offered by 

Honneth/Houston (2015) to explore one route by which it may be possible to operationalise the 

concept of quality care and put at its centre, relationships with children and young people. Chapter 

Three explores the component parts of the conceptual framework and its applicability to this area and 

to the aims and objectives of the research study. progress this aim. It is argued that the 

Honneth/Houston (2015) recognition framework offers an opportunity to reconstruct our 

understanding and practice of quality care with a prime focus on quality relationships and the prime 

outcome being the development of young people with a positive sense of self that will form the basis 

to them achieving their future potential. As such the thesis build on the work of Smith (2010), Brown 

et al. (2018) who have also explored the applicability of the conceptual framework of Honneth to the 

residential childcare sector, and also offers new and detailed insights to address ongoing gaps in our 

knowledge in this area.  

With this in mind, Chapter Four outlines the aims and objectives of the research and the 

methodological approach which involved focus groups and semi-structured interviews with young 

people in care, front line residential staff and senior managers, inspectors and members of the 

academic community. The planning, preparation, ethical approval process and part of the data 

gathering took place when I worked full-time as an Inspector for the Regulation and Quality 

Improvement Authority (RQIA). Therefore, my work schedule placed limitations on my availability to 

drive forward the project requiring considerable flexibility by the participants. The period of the study 

also represents a period of transition in my professional life. During latter period of the study, I 

transferred across to a full-time academic post in the University. This was a hugely beneficial move as 

it was the first occasion that I had dedicated time to pursue the research.  
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This period also coincided with a shift in emphasis of the study as well. As I commenced the research 

process, I was working in RQIA and anticipated that the ‘product’ at the end would be a set of 

indicators regarding quality care informed by the work of Honneth that could be used to inform the 

inspection of children’s homes. This resonated with my professional life which was dominated by 

measuring quality of care through the associated standards and regulations. However, as I progressed 

more deeply into the study it became evident that the pre-dominant theme emerging from the data 

concerned quality care being inextricably linked to the quality of relationships being experienced by 

young people. This was in stark contrast with the statutory framework for inspecting quality care in 

Northern Ireland which does not utilise the quality of relationships as an indicator of quality care. 

The personal journey made from ending my post at the RQIA and taking up an academic post at the 

University also reflected my intellectual journey within the study itself. My understanding moved from 

a technical and regulatory emphasis in understanding quality care to a more social and relational 

footing where my understanding of quality became predominantly understood through the prism of 

relationships. My changing understanding was also informed by a deepening appreciation of the 

Honneth/Houston framework and recognition theory which is premised on the importance of our 

inter-subjective experiences and how those shape our self-concept. Thus, whilst the research 

questions remained the same, the emphasis of the study shifted in line with the emerging data and 

my understanding of the theory. This led me to asking more profound questions not only about the 

care system but also to reflecting in more depth, what the optimal conditions for identity formation 

and human development are.  

These thoughts reinforced the importance of relationships and therefore the thesis became less 

concerned with developing indicators of quality care (and end product) and more about relational 

processes, subjective experience and development, especially identity development in residential 

childcare which seems to be the precursor to young people achieving their potential. Hence I became 

particularly interested in one aspect of the Honneth framework namely the practical ‘relation-to-self’ 
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element of the framework in the first instance, namely the development of self- confidence, self-

respect and self-esteem.  

It is evident from my own study and the wider literature that many young people in care have 

experienced trauma and subsequently have a diminished sense of personal confidence, respect and 

esteem. I could see how the application of recognition theory offered an ‘intellectual bridge’ between 

the psycho-emotional impact of adverse life experiences of young people and their subsequent 

identity development in an out of home setting. In that sense, I believed that the model also offered 

the real possibility of being used as tool for practitioners to assess if the optimal conditions existed in 

children’s home to support the positive identity formation of young people. Chapter Five, on findings 

illustrates that with these thoughts in mind, I used a deductive approach to organising and analysing 

the data, using the component parts of the Honneth conceptual framework as the organisational and 

analytical tool. This is reflected in the discussion of the findings below and in the recommendations 

that are also outlined; which are considered using concepts associated with the Honneth framework 

namely: relations of love; legal relations; community relations and solidarity; relations and personal 

change.  

 

6.2 Relations of love  

In the Honneth framework, the first form of recognition, ‘relations of love’ places an emphasis on the 

quality of the relationship we experience shapes our evolving sense of identity. In other words, the 

human environment placed around a child directly affects what happens psychologically and 

emotionally within the child. It was noted in the findings Chapter that the actions and words young 

people experience in residential childcare are deeply connected to personal growth and well-being 

and that when living in residential childcare, young people can experience misrecognition through the 

unintentional actions and attitudes of staff that can undermine the confidence and esteem of young 

people.  
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These types of experience do raise the question as to whether residential childcare can really offer a 

setting in which ‘relations of love’ can be experienced. To understand whether this is a possibility it is 

helpful to appreciate what is meant by ‘relations of love’. Anglin (2002) offers helpful insights here 

viewing the primary task as developing a ‘sense of normality’. Whilst acknowledging that living in a 

group home is an artificial living environment, he states that a good quality home is one in which the 

opportunity is offered to young people (through deep, meaningful, nurturing and loving relationships) 

to re-construct their lives, learn how to bridge-build back to life within a family setting and, where 

possible a fuller participation once again in community life. Staff need to be able to develop reparative 

relationships with young people in residential childcare, who are ofttimes the most hurt and 

marginalised members of our society. Anglin (2002) acknowledges that whilst this is a complex task, 

it is through the relationship, co-created with staff, that young people (and indeed the staff) 

experience growth and personal change (Harder and Knorth, 2015). For Anglin (2002, p.126) this 

‘change process’ is observable in practice and correlates with the lived experience of the resident 

group in that setting: 

 

The relationships and experiences within the setting are, and always will be, fully real. At 

the same time while the human interactions that take place within the home will always 

be real experiences involving real persons and relations, there can be a wide range in the 

developmental or therapeutic value of these interactions. 

The key then for Anglin is understanding that residential childcare is a relationship-based activity, the 

purpose of which is to replicate the strengths and benefits of family life within the alternative care 

setting. As noted in the findings Chapter, the relevance of the Honneth framework and ‘relations of 

love’ is that it can assist understanding as to what is meant in practice by good quality relationships 

and it can likewise assist in revealing what might be said or done or thought by staff that has 
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unintentional consequences and that affects young people’s confidence and esteem and is 

experienced as misrecognition.  

 

In terms of barriers preventing this core focus on relationships, it is noted that the significant 

investment of resources in understanding trauma informed care that has taken place over the past 

decade is hugely important but that this investment should run in tandem with a corresponding 

investment in implementing relationship-based care which has a long history within social work but 

which has been eclipsed by discussions about models and trauma-based programmes. With regards 

to the analysis of the data in this thesis using the concept of ‘relations of love’, it does suggest that it 

is perhaps time to reinstate relationship-based care as the central plank of residential service provision 

and reclaim a powerful legacy. 

However, as illustrated in the findings Chapter, there are other barriers to the aspiration to make 

relationships central to residential childcare provision; namely  staffing issues. As noted in the findings 

Chapter, one academic participant made the following comment about the importance of staff: 

You can have all the frameworks you want and all the structures you want but I think in 

essence it is the quality of the people that drives the quality of the organisation. But they 

also do need the right support and structure.  

This quotation affirms that having the right quality of staff in the home, engaging the young people in 

a way that meets their needs and future development is of greater significance than the therapeutic 

model that is in operation. This comment begs a question about what underpins each model. Namely 

how and in what way does the quality of staff, their personal attributes, training and approach to 

relationship building with children contribute to a successful children’s home. This draws us into a 

deeper discussion about the importance of relationships, acts of recognition and indeed acts of 

misrecognition, which as discussed in the findings leave a distinct psychological imprint and ‘emotional 

legacy’ upon the young people. Therefore, a way needs to be found to explore this with staff and 
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impress upon them the critical nature of their day-to day practice, words and actions which for them 

might be just another day at work, but for the young person have profound and long-lasting 

implications. 

There was a sense that across the social work spectrum residential care is a specialist area. In the 

interviews with residential staff and managers they all reported that there was a clear difference in 

employing staff who had experienced residential care as a student placement as opposed to those 

who had not. Some participants commented that generic social work training was not enough 

preparation for the role of residential social worker citing a couple of factors. Firstly, the level of 

emotional intelligence of staff is not tested in any meaningful way prior to appointment to a role. 

Secondly, there was limited specific training with regards to relationship building skills with young 

people who had traumatising life experiences. This lack of bespoke training could leave staff feeling 

uncertain about the professional social work role or disempowered in the face of aggressive and 

challenging behaviour. Therefore, introducing improved training opportunities for residential staff 

including, focusing on the use of ‘self’, engaging in planned, structured reflective and reflexive 

practice, being an authentic practitioner and developing the skill set for working with young people 

who have complex and adverse life experiences becomes a significant step forward in the 

development of this service.  

Yet, as noted in the findings Chapter, creating an environment where young people are valued through 

relationships of esteem also requires that staff themselves are in a position where they are equally 

valued. This has implications for the wider organisational and structural environment in which staff 

members are recruited and supported to build meaningful relationships with young people and each 

other. This requires a staff culture that places relationship building at the centre of its organisational 

objectives. One of the fundamental challenges remains the series of competing narratives about the 

nature and purpose of residential care, which includes an historical legacy of care and control and the 

management of risk. 
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Recognition theory offers the opportunity for wider systemic change regarding relationships, power 

and respect with regards to both staff and young people that are not part of the typical discourse. 

Historically residential staff have been viewed as a lower statue form of social care, itself a form of 

misrecognition in which they were not valued within their professional context. It is enormously 

difficult to raise the level of self-confidence, respect and esteem of others without a supporting 

transformative culture. In short what is required is a recognition double-turn in which the worth of 

everyone, young people and adult carers is mutually enhanced through relations of reciprocal esteem 

both inside and outside of the home. This can only occur through a realignment of the policy position 

regarding residential care which would provide clarity around contested issues such as ‘love’ and 

relationship in a manner that liberates practice in the homes from more restrictive discourses 

surrounding the role of adult carers. 

 

6.3 legal relations (rights) 

The issue of sharing power and decision making in residential care has a complex history which has 

been discussed previously in the review of research literature in Chapter Two. One of the ways in 

which this has been approached has been through the introduction of a discourse about rights in this 

setting. Traditionally this has focused on the rights of young people as a bulwark against abuse or poor 

care which of itself is a laudable objective. The findings from this study show a sense of confusion 

about how rights are meant to be applied in the complex world of a children’s home. None of the 

participants interviewed had participated in a symposium or workshop dedicated to discussing 

children’s rights and residential care. But, as noted in previous Chapters, it is important to 

acknowledge this is a highly complex area. There are tensions between rights and protection, the 

power differentials between adults and children, also the psycho-social developmental processes by 

which children (and indeed adults) come to respect themselves. It is interesting that Smith et al. (2017) 

also conceive of legal relations as a form of citizenship: 
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Legal recognition means that young people who are fostered or living in residential care 

are fundamentally citizens, with rights of citizenship as a starting and constant reference 

point  

Yet there is little or no application of this concept with respect to looked after children in general or 

indeed in residential care. Smith et al. (2017) make the point that failure to represent the rights of 

young people in judicial and legal mechanisms highlights the danger of ‘invisibility’ of looked after 

children. Therefore, the concept of citizenship may offer a means to exploring the legal status through 

recognition theory in a way that helps re-shape the discussion.  

Other areas for exploration could include the rights and responsibilities of a good corporate parent 

and the interface between rights and the use of restrictive practices in the context of risk management 

and child protection. While, as noted in the findings Chapter, risk management in residential childcare 

contains an inherent clash of imperatives between rights and safety, this is an area that requires 

further consideration, given, as illustrated in the findings, the potential for misrecognition where 

responses to behavioural, emotional and psychological difficulties involve the police, have the 

potential to criminalise and sit at odds what would ‘normally’ happen within a typical family setting.   

By placing a context around aggressive behaviour using a theoretical lens that explores perceptions of 

injustice and inequity (rather than understanding aggression through behavioural theory) it may be 

possible to realign the more typical understandings of the behaviour patterns of young people in 

residential childcare that also provides practitioners with a constructive way to address these with 

young people and to reflect more deeply on their own practice. Therefore, there is a need to explore 

this area in much more detail and discuss how through practical action, training, dialogue and 

education a more developed rights-based consciousness might be encouraged alongside deeper 

considerations about concepts such as justice, fairness and the use of power in an institutional setting. 

As illustrated in the findings Chapter, It is argued that recognition theory provides an opportunity to 
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re-interpret the concept of children’s rights through the experience of reciprocal recognition of the 

legal entitlements of everyone, staff and young people in the home.  

6.4 Community relations and solidarity 

Informed by my lengthy professional practice in the area of residential childcare, I believe that one of 

the major challenges that young people can experience is disenfranchisement from the local 

community and wider society. As noted earlier, providing young people with a ‘sense of normality’ 

(Anglin, 2002) is a critical element of the residential experience and, as outlined in the findings 

Chapter, the staff and inspectors interviewed were experienced professionals and presented valuable 

insight into this area. Staff were aware of the complex nature of society with the rise of social media 

and availability of illegal substances which had the consequent impact of increasing the vulnerability 

of young people. The issue of stigma and being ‘labelled’ as being of less worth than their peer group 

solely because they are looked after, was identified by young people as a significant issue for them. 

They and the staff also identified the corresponding emotional affect including, anger, sadness and 

diminished self-esteem. As indicated in the findings Chapter, these elements of human experience 

immediately find resonance within the framework of recognition theory: 

Members of marginalized and subaltern groups have been systematically denied 

recognition for the worth of their culture, or way of life, the dignity of their status as 

persons and the inviolability of their physical integrity. (1995, Introduction, P x). 

Zurn (2015, p. 41) notes that the scope of social esteem is ‘context dependent’. Esteem has a relation 

to a set of values, meaning or goals which can be set by two or more individuals who determine what 

is of value. This allows for the development of recognition ‘sub-groups’ through which reciprocal 

esteem can be attained.  

As indicated by Honneth 91995, p. 128) ‘Solidarity can be understood as an interactive relationship in 

which subjects mutually sympathise […] because among themselves they esteem each other 

symmetrically. As noted in the findings Chapter, this concept of symmetrical esteem and possibility of 
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recognition sub-groups creates an interesting opportunity and challenge. Within Honneth’s 

framework and with regard to the concept of recognition, young people in care experience social 

esteem to the degree that their talents and skills permit, in so far as this goes the framework provides 

a sense of equity. Nonetheless given the context dependent nature of esteem, difficulties can emerge 

if the values and goals set are not in accord with wider society. Young people who engage in anti-social 

behaviour or are unable to attend school for example can find themselves cut off from social norms 

and opportunities to participate and belong to their community. However, in response to this 

exclusion the young person themselves may acquire esteem from a sub-group of other young people 

who share in this behaviour pattern. In this way the find a relationship where they and their behaviour 

are valued. Yet from a social work perspective this would be deemed to be contrary to their best 

interests.  

Within this discussion there are two other elements which need to be more fully addressed with 

respect to residential child care. Firstly, in what way can staff and young people co-operate to form 

recognition-sub-groups that are oriented towards life affirming values that meet the best interests of 

young people? Secondly, what are the mechanisms by which highly marginalised young people can 

access such relations of symmetrical esteem? Marthinsen and Skjefstad (2011, p. 206) rightly identify 

how a link between engaging the social welfare system can lead to a sense of shame that is ‘structural 

by the humiliation which can be felt by so many people’. This reflection is particularly apposite in the 

context of our discussion of looked after young people who are dependent on the welfare system for 

their well-being and future prosperity.  

This is a complex endeavour and perhaps Anglin’s use of the concept of a bridging experience is helpful 

(2002) to illustrate how young people can be supported to engage in mainstream or non-mainstream 

education, activities and community life in such a way that it permits them the time and space to 

integrate more completely into their local community through hobbies, activities and pastimes. One 

area, that has not been explored in this thesis and is outside the remit of this thesis, is the benefit that 
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might accrue by the maintenance of beneficial ties with family and extended family and their 

contribution in creating ‘bridging experiences’. It is argued that these considerations are worthy of far 

more attention in policy and practice and that the Honneth framework offers a useful conceptual 

framework to do so. It is also argued that the importance of this cannot be underestimated because 

pro-social behaviour develops social competence and resilience providing the emotional strength to 

participate and belong in society. And whilst staff in homes can promote this for individuals daily the 

wider systemic issue of stigma is more difficult to contend with. 

6.5 Relations and Personal Change 

As argued throughout this thesis, it is through relationships that personal change can occur. 

Associated with this is a sense of hope in the future and the building of a therapeutic alliance that 

leads to increased self-belief and an increased capacity for personal change and social competence. 

Houston (2015) identifies the significant psycho-emotional impact that follows from experiences that 

induce shame or humiliation associated with disenfranchisement, which have been discussed already 

in Chapter Five. Young people in residential care can be surrounded by disempowering narratives 

especially around risk management, sexual behaviour and ‘normal’ adolescent experimentation. At 

the centre of this is the need to develop life-affirming narratives in which the young person, as a 

minimum, is supported to feel good about themselves rather than oppressed by identity narratives 

foisted upon them wittingly or unwittingly, through stigmatising cultures and structures of care. 

With respect to the individual’s capacity for personal change, Anglin (2002) picks up the theme of 

hope which he links to inter-relations with staff. He includes ‘discovering and uncovering the 

potential of young people’ as a key element of quality care. Anglin (2002, p. 111) writes that improved 

outcomes for young people in terms of family relations, training and employment, independent living 

are all linked to acceptance of the past but importantly a sense of hope for the future when he states 

that ‘In many cases the youth could trace key moments in this learning process back to moments and 

relationships experienced in group home settings’.  
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Anglin foregrounds that the critical shift for personal change in residential care is, yet again, key 

moments in the relationship (author’s emphasis) between the young person and staff which is the 

difference maker in their lives. Outcomes from this can include a sense of hope in the future, and the 

building of a therapeutic alliance that can lead to increased self-belief and an increased capacity for 

personal change and improved social competence. Therefore, the key question centres around 

understanding the mechanisms that can achieve these outcomes within a residential care setting. As 

indicated in Chapter Two, research indicates that (Oyserman ,2004) young people who set personal 

academic goals alongside an action plan actually established a clear vision for a ‘possible academic 

self’. The study noted that these actions influenced positive behaviour, self-regulation and importantly 

their self-concept. As argued earlier in the thesis, applied to residential child care, would involve 

increasing the awareness of staff of the importance of helping young people develop a sense of 

purpose and a realistic ‘plan for change’ that is agreed by the young person and fully supported by a 

trusted adult. With the Honneth/Houston framework in mind, a changed staff mindset might help in 

that the personal agency of the young people is empowered by the ability of staff to mentor young 

people, or to reinforce what they do well and/or to create opportunities for them to develop new 

skills (Houston, 2015, p.26). 

Applied further, research also suggests (Oyserman, 2014; Berridge et al., 2012) that a plan in and of 

itself may not be enough and that young people also require adult support that is tolerant, accepting, 

emotionally intelligent and supportive as key to facilitating a process of immense personal change. 

Examples (Berridge et al., 2012) include positive reinforcement of young people engaged in daily 

activities such as making out shopping lists and helping to prepare an evening meal for the group. 

They also observed that employment and training opportunities were prioritised for discussion at 

team meetings, young people were left to and collected from schools by staff rather than using public 

taxis. This created opportunities for staff to engage the young person on an intersubjective level, to 

use praise and encouragement to bolster the young person’s self-belief before and after school rather 

than viewing it simply as a mode of transport.  
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In further highlighting the importance of these actions, Houston (2015, p.18) states that ‘what is being 

addressed here, is the human subject’s capacity, through discursive relations with others, to alter 

course in existential terms, to change disabling narratives that have arisen from episodes of 

denigration’. Recognition theory highlights that participating and belonging is a formative part of our 

self- identity. The responsibility sits with the professionals to re-invigorate the talents of young people 

and support them to integrate and participate in employment and training opportunities. An 

individual’s sense of being judged as not worthy to belong or participate can be detrimental to the 

development of a positive sense of identity and self-esteem.  

 

Honneth (1995, p. 138) makes the link between ‘morally reactive emotions’ (Zurn, 2015, p.14) and 

experience of shame, guilt or righteous indignation and views these as the basis for social struggle 

stating that: 

‘the experience of being disrespected can become the motivational impetus for a struggle 

for recognition. For it is only by regaining the possibility of active conduct that individuals 

can dispel the state of emotional tension into which they are forced as a result of 

humiliation.’ 

The Honneth framework therefore provides a lens through which to understand the young people’s 

experiences and indeed the opportunity for a skilled staff team to respond to these ‘emotional 

tensions’ and create life experiences for young people where shame and feelings of reduced social 

status are not present. Reflecting Honneth's (1995) conceptual framework, the interdependence and 

reciprocal nature of relations between children, young people, and residential childcare staff must first 

be recognized. There is something more than the skill set of staff. Rather there is a vision for an 

enhanced role within residential care for the staff member to act as coach and mentor to young people. 

This augmented role requires a different skill set than is typically considered necessary for residential 

care and represents an interesting shift in emphasis especially given the ongoing discussion about 
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qualifications and training of staff referred to in Chapter Two. It potentially offers staff in residential 

childcare new outlets for their own creative talents in addition to their role as carer. This 

interdependence of staff and young people must be underpinned by the organisational philosophy, 

training and structures necessary to achieve this goal if such a plan is to be realised. This, as argued by 

Brown et al. (2018), requires significant investment in the service itself, and the training and 

professional development of staff. 

 

6.6 A note on identity formation and residential care 

One of the findings from this study is that Identity formation for young people in residential childcare 

is a research gap that requires greater focus and attention from a theoretical and practice perspective. 

As noted in Chapter Two, the review of research literature highlighted an uncertain picture about the 

place of identity formation within social work. In England for example, the Common Assessment 

Framework (DoH, 2000) which is the framework for the assessment of children’s needs in the region, 

does include identity as a dimension of a child’s needs; defining identity as the child’s growing sense 

of self as a separate and valued person and incorporates areas such as race, religion, age, gender, 

sexuality as underpinning the child’s individuality and self- esteem. However the assessment 

framework does not provide any guidance as to how these elements are to be assessed and evaluated 

by professionals. Nor is there discussion about children who, for example, experience gender-identity 

issues when growing up in care and how this framework should be used to address such transitions in 

their lives (Glick et al., 2016).  In a similar way, Northern Ireland has its own assessment framework, 

‘Understanding the Needs of Children in Northern Ireland’ (UNOCINI) (2011, p. 28). This contains a 

section on Identity, self- esteem and self- care which states, ‘Identity is difficult to define, yet it is 

central to every child’s growing sense of their own individuality, place in society and value as a person’. 

Whilst the definition refers to the difficulties inherent in understanding identity it likewise fails to 

provide guidance about how to approach this. Both these examples express part of the professional 

and policy challenge the sector currently faces in this regard.  
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In this study, the findings from both young people and the adult stakeholders also concur with this 

revealing that little explicit consistent attention appears to be directed towards identify issues either 

in practice and/or in training. The lack of training is supported by other related research (Lasson, 2002; 

Turney et al., 2012; Walker et al., 2012) indicating a lack of self-confidence amongst social work staff 

assessing a child’s self -esteem. As noted in the Honneth conceptual framework, positive identity 

formation is central to overcoming trauma, and building a positive sense of identity is a key aspect of 

reciprocal, meaningful, positive relationships. It is argued that the application of the Honneth 

conceptual framework would make a valuable contribution to understanding, training and practice in 

this area. Drawing together the potential contribution of Honneth’s conceptual framework to 

residential child care further, the key themes to emerge from the discussion above have been 

developed into a series of recommendations for policy, research and practice in residential childcare.  

6.7 Recommendations for a future policy, research, training and practice agenda  

Recommendation One: 

A policy statement should be developed regarding the expectations for the delivery of residential 

childcare that is underpinned by one clear theoretical and conceptual framework. The framework 

offered by Honneth/Houston offers the opportunity to do this.  

 

Recommendation Two: 

Within the clear policy statement (above), the centrality of relationships should be emphasised. Within 

this, there needs to be clearer operational guidance and staff training on ‘relations of love’, namely 

guidance on the valid expression of intimacy including hugging, touching, carrying out personal tasks 

with young people which already exist in other forms of residential care, for example homes for 

children with a severe learning disability  

 

Recommendation Three: 
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There should be a clearer policy position regarding the place of children’s rights in residential care. This 

policy should be developed through and in conjunction with key stakeholders including young people. 

The policy position should be supported the development of a training programme to roll out across 

residential care which will embed a rights-based approach to residential care across the region. 

Recommendation Four: 

Within the clear policy statement (above), the contextual lives of young people and their connections 

beyond the residential childcare setting need to be emphasised and opportunities for connections need 

to be outlined and encouraged. Young people are not objects of care in isolation from their wider 

contexts but are subjects with relationships with family, friends, community and neighbourhoods. 

Wider opportunities for bridge building need to be identified to assist in positive identity formation. 

Recommendation Five: 

To further assist in positive identity formation, training in activities such as undertaking life story work 

to strengthen both the young person’s self-concept plus their understanding and connection with 

family need to be offered and availed of. Consideration should be given to specialist training for staff 

regarding the use and implementation of life-story work as a standard part of individualised care and 

key work sessions in a children’s home. 

Recommendation Six: 

There should be greater action on a micro, mezzo and macro level to address oppression at all levels 

and promote pro-social behaviour, cultural integration and economic opportunities for looked after 

young people who struggle to participate into society due to adverse life experiences and prejudice. 

This should be supported by a pro-active campaign to promote a positive understanding and image of 

looked after children through the media, social media and community resources. 
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Recommendation Seven: 

Building on the recommendations regarding the training of staff as outlined above, there should be a 

process of workforce review to identity the type of staff who should be employed in children’s homes 

with specific regard to their professional qualifications, characteristics, knowledge, skills and values. 

Emphasis should be placed on professional values, personal skills and emotional intelligence to build 

relationships. To assist, it is also recommended that a set of personal attributes required for staff to be 

employed in residential care is devised. These should be inculcated into the processes for recruitment, 

appraisal and continuing professional development for staff in children’s homes. Furthermore, the 

micro-skills training of all staff should be re-visited to ensure it is suitable to the role.  

Recommendation Eight: 

The recognition framework should be used to develop, train and support staff to create a culture of 

care that promotes empowerment and a process of individual change and transformation. The 

development of a research and policy agenda around identity formation that uses recognition theory 

as the theoretical basis for further study would be helpful. To support this a bespoke model and 

corresponding assessment tool could be developed based on recognition theory which could be used 

by practitioners to assess if the optimal conditions for identity formation exist in a children’s home. 

Furthermore, this model and tool could be used in a pilot programme in Northern Ireland to enhance 

our understanding of the optimal conditions for the identity formation of young people in residential 

care.   

6.8 Conclusion 

As illustrated throughout the thesis the place of relationships is not fully realised in residential 

childcare practice or research and there is a need to find a theoretical approach that will enhance 

understanding and practice in this area. The Honneth/Houston (2015) recognition framework offers 

an opportunity to reconstruct our understanding and practice of quality care with a prime focus on 

quality relationships and the prime outcome being the development of young people with a positive 
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sense of self that will form the basis to them achieving their future potential. The young people who 

live in residential childcare settings are often amongst the most vulnerable children in society. They 

are worthy of and deserve the best professional understanding of how to help them develop as 

individual people and become equipped with the right values and attitudes about themselves and 

others that will contribute to their future wellbeing.  

Identity formation, within the context of these relationships, has emerged as the missing piece of the 

jigsaw puzzle when it comes to more completely understanding the ‘inner workings’ of residential 

childcare. Children’s homes are replete with adolescent young people who have had multiple adverse 

life experiences. Discovering ‘who I am’ and forming a healthy sense of identity in the context of often 

significant personal trauma is the young person’s most important psycho-social need which should be 

understood and promoted by staff. Given this context the findings suggest that creating an 

environment in which the optimal conditions for adolescent identity formation can flourish should be 

a critical component part of social work practice, especially with residential childcare and that 

relationships are at the heart of this. However, as noted, I found that the study generated several 

fundamental questions that remain unexplored including the impact of growing up in residential care 

on the development of our self-concept; how our practitioners and decision makers conceptualise and 

assess the ‘emerging self’ within the context of a care setting; how we can empower our social work 

professionals with the expertise and confidence to assess this feature of human development then 

incorporate it more fully and definitively into our practice.  

 

This study has placed a renewed emphasis on the Honneth framework and the importance of 

relationships, which sit at the heart of the process of identity formation as well as the social conditions 

necessary to promote overall wellbeing in residential care. Recognition theory draws attention to the 

importance of understanding relationships between young people and staff as the ‘sine qua non’ of a 

quality residential care experience. This conclusion has implications both at individual level but also 

within the wider social structures that sit around and support each children’s home. It is hoped that 
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the findings and recognition theory applied to residential care will contribute to future research and 

practice in this area. 
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 Appendix One (a) 

Version 1 – 21/1/17 

CONSENT FORM FOR RQIA INSPECTORS 

 

Please initial the boxes to confirm understanding and consent 

I have read the enclosed leaflet and understand the purpose of the research.  

 

I understand that my involvement will comprise receiving some information which I am required to 
read before meeting for 4 sessions as part of a focus group.  

 

 

I have read and understood the schedule for focus group participation.  

 

 

I understand that Gerry will seek the group’s permission to record the focus group sessions. 

 

 

 

I understand that if permission is secured transcriptions will be made, these will be anonymized and 
that the recordings will be deleted.  

 

 

I understand that it will not be possible to personally identify me from any written reports, 
publications or presentations that arise as a result of the study.   

 

 

I understand that if malpractice/harm is identified that this will be reported in line with protocols 
and procedures. After consideration of the information provided I consent to take part in this study. 

 

Inspector Signature:                                                                           Date: 

 

Researcher Signature:                     Date: 
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Appendix One (b) 

Version 1- 21/1/17 

CONSENT FORM FOR PROFESSIONALS 

 

Please initial the boxes to confirm understanding and consent 

I have read the enclosed leaflet and understand the purpose of the research.  

 

I understand that my involvement will comprise receiving some information which I am required to 
read before meeting for one semi-structured interview and one focus group session.  

 

 

 

I have read and understood the schedule for focus group participation.  

 

I understand that Gerry will seek the group’s permission to record the focus group sessions. 

 

 

I understand that if permission is secured transcriptions will be made, these will be anonymized and 
that the recordings will be deleted.  

 

 

I understand that it will not be possible to personally identify me from any written reports, 
publications or presentations that arise as a result of the study.   

 

 

I understand that if malpractice/harm is identified that this will be reported in line with protocols 
and procedures. After consideration of the information provided I consent to take part in this study. 

 

 

Professionals Signature:                                                                     Date: 

 

Researcher Signature:                Date: 
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Appendix One (C) 

Version 1 21/01/17 

Young People’s Consent form 
 

1. My key worker has read the leaflet with me.  
 

2. I understand what the research is about and I will.  
Get a £10 ‘I tunes’ voucher for taking part 

 

 

3 I would like  to be involved in this study. 
 

4. I agree to meet with other young people and be part of a group meeting 

 

 

5. I know that Gerry will ask if he can record our discussion and use my artwork. If 
Gerry wants to use something I have said or drawn this will be anonymous 

 

 

6. I know that I can change my mind about being involved at any time, that I won’t get 
in trouble for this and it won’t affect my care in any way. 

 

 

 

_______________________ _____________  __________________ 

Name of young person Date   Signature of young person 

 

FOR THE KEY WORKER TO COMPLETE: I can confirm that I read the above statements to the young 
person and that they understood and agreed with the statements that are initialled.  

_______________________ _____________  __________________ 

Name Date   Signature  
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There is a distress protocol in place which will be implemented by the researcher should the young 
person become upset at any stage of the focus group    (Version 3- 21/1/17) 

 

CONSENT FORM FOR SOCIAL WORKERS 

 

1. I have read the enclosed leaflet and understand the purpose of the research.  

 

2. I understand that the young person will be involved in one focus group that will involve 
discussion and artwork if they decide that they would like to do this.  

 

 

3. I understand that permission will be sought from the young person for the session to be 
recorded, that transcriptions will be anonymized and recordings deleted. 

 

4. I understand that the young person can withdraw from the research at any time and there 
will be no negative repercussions for them.  The young person will get a £10 gift voucher for 
taking part 

 

5. I understand that it will not be possible to identify the young person in any of the reported 
findings.  

 

6.  I understand that for the young person to be involved consent will need to be secured from 
the birth parent (if possible), the young person and myself.  

 

7. I agree/do not agree to the young person being involved in this research. 

 

 

8. Signature:                                                                                   Date: 
 
 

9. Researcher Signature     Date: 

 



 

176 
 

 

There is a distress protocol in place which will be implemented by the researcher should the young 
person become upset at any stage of the focus group (version 3- 21/1/17) 

 

CONSENT FORMS FOR PARENTS 

 

Please RETURN this form only if you DO NOT wish your child to be involved in the research.  

 

1. I have read the enclosed leaflet and understand the purpose of the research.  

 

2. I understand that my son/daughter will be involved in one focus group that will involve 
discussion and artwork if they decide that they would like to do this.  

 

 

3. I understand that permission will be sought from my son/daughter for the session to be 
recorded, that transcriptions will be anonymized and recordings deleted. 

 

4. I understand that my son/daughter can withdraw from the research at any time and there 
will be no negative repercussions for them. Your son/daughter will get a £10 ‘I-tunes’ 
voucher for taking part 

 

5. I understand that it will not be possible to identify my son/daughter in any of the reported 
findings.  

 

 

6. I DO NOT agree to my son/daughter being involved in this research. 

 

 

7. Signature of parent:                                                                    Date: 
 
 

8. Researcher Signature      Date: 
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There is a distress protocol in place which will be implemented by the researcher should your child 
become upset at any stage of the focus group (version 3- 21/1/17) 

Appendix Two (a) 

PIS Group 1 

INFORMATION SHEET RQIA INSPECTORS – GROUP ONE (version 1- 21/1/17) 

Rights 
Your written consent will be obtained. You do not have to participate and can withdraw at any time 
and do not have to give a reason. Your participation will help me to understand more about the 
active ingredients of quality care and how RQIA can use this information to carry out inspections in a 
more focused manner. It is not expected that your involvement will carry any risk to your well-being. 

All material connected to the research, will be stored securely for five years after the end of the 
project. Digital recordings will be transcribed as soon as possible after the interviews and the 
transcriptions will not contain any identifiable information. The digital recording will be deleted.  

Confidentiality will be maintained except where there is evidence of potential or actual 
harm/malpractice. In these incidences the relevant policies and procedures will be followed.  All 
published material that may arise from the project will be anonymized. The findings of the research 
will be disseminated through conferences, publications and the RQIA website.  
For more information, please contact me at:  

School of social sciences, education and social work 

6, College Park, 

Belfast  

BT7 1PS Email: gmarshall01@qub.ac.uk  

Title 

Inspecting Children’s Homes: Using research and evidence to develop inspection indicators for 
looked after children in residential care 

Who Am I? 
My name is Gerry Marshall. I am a student at Queen’s University Belfast undertaking a professional 
doctorate.  

What is the Research About? 

By seeking the views of key stakeholders, including professionals, children and young people, my 
study aims to develop a framework of indicators that could potentially be used to inspect the quality 
of care in residential care settings particularly in relation to children and young people’s developing 
sense of identity. The research is funded by RQIA.  

This research has been reviewed and given favourable opinion by the School of Social Work 
Research Ethics Committee, the Southern HSC Trust Research Governance Committee and Office for 
Research Ethics Committees Northern Ireland (ORECNI) 
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Chief Investigator 
Dr. Karen Winter                                                             School social sciences, education and social work 
6, College Park, Belfast  

BT7 1PS Email k.winter@qub.ac.uk 
 
Why Am I Doing the Research? 

Research has established that, for a variety of reasons, some children and young people in care 
struggle to achieve positive outcomes including a strong sense of identity. It is also known that good 
quality residential childcare can lead to young people developing a strong, positive sense of identity. 

This research aims to seek the views of stakeholders regarding the active ingredients that need to be 
in place in order to attain these outcomes and, from this, to try and develop a framework that could 
be used to inspect the quality of care delivered in a children’s home.  

The objectives of the research are to: 

• To explore and identify with key stakeholders the factors that they identity as important in 
achieving good quality care particularly in relation to identity.  

 
• To try and develop, with key stakeholders, a set of indicators that could be used to determine 

if the home has the environment, culture of support and caring attributes in place that allow 
a young person’s identity to be nurtured and developed in that setting. 

 
How Will I Do the Research? 

I will work with key stakeholders to identify key factors that lead to good quality care and to try and 
identify from these factors a set of indicators that could be developed into a framework to inform 
inspection practice. This will involve: 

 

• a group of inspectors being involved in 4 focus group sessions,  
 

• a group of professionals from other inspectorate agencies, Universities and one HSC Trust 
being involved in one semi-structured interview and one focus group; 

 

• a group of children and young people who have lived/live in residential childcare being 
involved in a focus group. 
 

What will happen to me if I am involved in the research? 

If you agree to be involved, you will be sent some reading material regarding concepts of identity 
and good quality care. This will take an hour to read. You will then be invited to participate in four 
focus group sessions (schedule attached). With your permission these will be digitally recorded. 

Should you at any point wish to make a complaint please contact: Head of Social Work School- Allen 
Thurston (02890975929) . 
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Who am I and what’s the project about? 

Hello, 

My name is Gerry. I am a student at Queen’s University Belfast.  

I am doing a project about children’s homes and young people’s experiences of living in 
them. I am especially interested in what makes homes good in supporting you and your 
identity.  

This includes things like how you feel about yourself, how confident you are, how good 
your relationships are).  

I would like you to be involved in my project. This leaflet gives information to help you 
decide if you want to be involved or not.  

Who will be in the project? 

A small number of young people who also live in a children’s home- maybe 6-8 others in 
total. They will be around your age. 

What will happen if I take part?   

I will meet with you beforehand to say hello and make sure you are happy to become 
involved.  

We will then meet a second time with the group of other young people and have some 
food together.  

We will spend about 2-3 hours together talking about what makes a good children’s 
home. We might do some artwork together also.   

A staff member will be nearby if you need them. You will get an ‘I-tunes’ gift voucher 
for £10 to thank you for your involvement. 

Do I have to take part? 

No, you don’t have to take part. Even if you say ‘Yes’ you can change your mind at any 
time. You will not get in trouble for changing your mind.  
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Who will know I’ve been involved?  

Your social worker, your key worker in the children’s home and your parent will know 
that you have been involved. I will check with them that it’s OK for you to take part in 
this project.  
 
Will people identify me from what I’ve said?  

No-one will be able to identify you from what you have said in this study. We keep your 
real name and anything that identifies you private.  

What happens after the study?  

I will write a report when it is finished to tell you and other people about what I have 
learnt.  

My rights 

If you decide to be involved I will invite you to sign a form. If you tell me something 
about you or someone you know who may be in danger I will tell your key worker and 
they will help you. 

Where do I study? 

 

Queen’s University Belfast 

6, College Park, 

Belfast 

BT7 1PS 

E-mail: gmarshall01@qub.ac.uk 

 
Getting more information/making a complaint 

 

Should you wish to seek further information or make a complaint please contact my 
supervisor Dr Karen Winter k.winter@qub.ac.uk (028 9097 3917) 
or her manager Allen Thurston (02890975929). 
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Appendix Three (a) 

Version 1 21/01/17 

 

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Emotional upset 

Check in with participant 
to establish the next 

course of action 

 

Agree to 
continue 

Take a break to 
recuperate 

Cease participation 
(temporary) 

 

Have a 15 minute 

break 

 

Cease participation 

permanently 

 

Take further 
time out 

 

Agree to 
recommence 

 

Staff member 
supports young 
person to leave 

 

Continue in 
group 

 

Individual 
feedback session 
offered to young 

person by 
researcher 

Remind 
participants of 

supports in place at 
end of group 
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Appendix Three (b) 

 

Evidence Version 1 21.1.17 

Informed Inspection Practice – Quality Care in Children’s Homes 

Distress Protocol 

Introduction 

The research team is fully aware that this research involves the participation of looked after young 
people who have experienced challenging life events both before and possibly during their time 
living in a children’s home. There is the possibility that that some of the young people may exhibit 
emotional discomfort during the focus group when they discuss some of these experiences. This 
discussion may trigger a bad memory or a current difficulty they are having. These discussions may 
re-awaken or stimulate personal concerns or anxieties; and there is the potential for deep seated 
issues to emerge or become the basis of a disclosure of information that is new to social services.  

To minimise and respond sensitively to any such episodes the researcher will ensure: 
 

• The psychological and emotional well- being of each participant is of paramount importance 
before, during and after the group 

• The researcher will uphold the core social work value respect to preserve the dignity of all 
participants 

• The participants will be fully aware of the role and professional of the researcher 
• That staff members to be immediately available to the young people to respond to any 

discomfort. If the young person prefers they can leave the session for a limited period until 
they feel able to return or they can leave the session altogether if that is their preference.  

• In relation to the two groups which involve adults only it is not anticipated that this research 
will provoke distress or emotional upset for any of the adult participants.  

 
Risk of Harm 
 
An ethical consideration relates to the principle of doing no harm to participants and exploring how 
risks to research participants can be anticipated and where possible avoided. The research team will 
ensure that as far as possible the participants understand the meaning of: 

• Informed consent 
• Data protection/confidentiality/anonymity 
• Potential benefits/harm 

 

Informed consent 

The consent of all participants will be addressed through the provision of full, accessible information, 
through securing their written consent and by making clear that any participant can withdraw at any 
time, that their data will not be used and that no harm will come as a result of their withdrawal. The 
researcher will regularly check in with the young people and their key workers both before and 
during their group session to provide assurance that the young people understand what their 
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participation means and that they consent to being involved. The possible benefits and risk of harm 
will be discussed with the key workers and young people before they consent to participate. 

Data Protection, Confidentiality and Anonymity 
 

• Data Protection - Data will be anonymised and stored on a password protected 
computer. Password protection will be used at all times. The Trust professionals 
involved will not have personal identifiers. The young people will all be anonymised. 
The data will be stored in the QUB server and subject to all the security in place for 
the other confidential information maintained in this server. It will be routinely 
backed up and stored for 5 years. 
 

• Ownership of data – the young people will be involved in participatory methods 
where they may make things and have some products at the end of their 
contribution. They will be given the option of keeping this work (in which case I will 
ask to take a photo of it before they take it and ask them to describe what it is they 
have made and what it represents – taking notes as they do so) or I will store their 
work.  

 
• Confidentiality – this will be addressed through the consent forms that make clear 

that confidentiality is conditional and cannot be guaranteed where harm has 
happened or might happen. This will also be addressed through the information 
sheets that make clear the processes for transcription (use of pseudonyms, 
destruction of digital recordings as soon as the transcription is produced), data 
storage (password protected for computer data and locked cabinet for any notes), 
data retention (5 years) and data usage (making clear that work may be adopted as a 
set of indicators and that publications on the basis of the work that use unidentified 
quotes might also emerge). 

 

• Anonymity 

1) All Trust participants in Group Two will remain anonymous and not be identifiable by virtue of 
this research. They would be provided with a pseudonym which will be used for purposes of 
recording and transcription of data.   

2) All young people in Group Three will remain anonymous and not be identifiable by virtue of this 
research. They would be provided with a pseudonym which will be used for purposes of 
recording and transcription of data 

3) All audio recordings of the three groups would be stored in the QUB server. These recordings 
will be transcribed following each group session, anonymised and the recording deleted 
following transcription. 

4) The possible uses of any research material/ written products or findings for dissemination 
purposes will be discussed and agreed with the participants as part of the consent process. 
Original copies of any material produced by a participant will remain their property. Any 
material not wanted by participants will be destroyed by the researcher. 
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Distress Protocol 

In the event of a participant experiencing emotional upset during the focus group the following 
protocol will be initiated: 

• The participant will be asked if they wish to take a break. Support will be offered by the 
researcher and/or the staff member in the designated support role for 10-15 minutes 

• The participant will be asked if they wish to resume contributing to the group or if they 
want to take further time out. The participant will be reminded that they are free to cease 
participation at this stage and return to the home without any consequences for 
themselves. The participant can then either return to the group or cease participation 

• If the young person ceases participation the researcher will offer them the opportunity to 
meet with the researcher should they wish to provide their feedback on an individual basis 
rather than within a group. They can also provide this through their key worker at the home 
who can represent their views 

• All the remaining participants will complete the tasks of the group and be reminded about 
the support available to them at the end of the session 
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Appendix Four 

Version 1 21.01.17 

 

Preparatory Reading for Group One and Group Two Participants 

This research with draw on two main conceptual frameworks which connect the pre-care pain of 

young people with a theoretical understanding of identity formation in the Honneth recognition 

model.   

Anglin (2002) identified that young people in a children’s home may engage in behaviour that 

emanated from traumatic life experiences. For young people in Northern Ireland this included 

growing up in a family which has faced multiple adversities (Davidson et al., 2012) plus experience of 

neglect and other forms of recognisable abuse (Spratt and Devaney, 2009).   

For young people their pain can be experienced on a psycho-emotional level and manifests itself 

externally in a multiplicity of ways including, amongst others, self -harm, alcohol and drug use, 

depression or anger, suicidal ideation and sexual exploitation. The intensity of the behaviour can 

often be overwhelming and lead to a crisis in their identity formation and sense of self -value. This 

crisis can lead to the fragmentation of relationships with adults/carers in kinship or foster care 

settings which do not have sufficient inter-personal resources or professional expertise to sustain an 

effective long-term response. 

The Honneth Recognition theory (1995) provides a tri-partite framework in respect of the formation 

of human identity. This development of self is achieved through social relationships which sustain 

and maintain a person’s identity. From the point of our birth onwards we internalise our sense of 

personal value based upon the quality of the relationships with those around us upon which we are 

inter-dependent. This includes the family, the wider community and the state.  

This need for recognition extends and continues throughout the life course. Our capacity to develop 

into an autonomous human being depends on the development of personal self-confidence which 

comes about through healthy relationships with others, in particular family or in their absence our 

carers. In this model these three modes of relating -to -self are widened out to encompass the 

importance of recognition not only by our family/carers but also the state and the wider community 

in which we live as critical to our identity development.  

. 
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This is of particular relevance for young people in children’s homes whom the literature identifies as 

often experiencing particular difficulties in their relationships with family, community and the state 

justice services. Young people in Northern Ireland who enter a children’s home often have direct 

experience of what is classified within this model as forms of misrecognition:  
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1. Fragmented family life and unstable/unpredictable experiences of being looked after when 

in a children’s home 

2. Limited access to legal entitlements or being subject to adult- orientated care systems 

3. Experience of exclusion from forms of mainstream living that lead to isolation and 

estrangement from community participation and contribution 

 

Within the Honneth model these experiences of misrecognition have psycho-emotional 

consequences that directly affect the sense of self-confidence, self- respect and self-esteem of 

young people. Pain based behaviour is one of the derivatives of these forms of misrecognition.  
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Appendix Five 

Version 1 21.01.17 

 

Group One – RQIA Inspectors 

Focus Group Schedule (four sessions)  

Introduction   

I propose to convene a focus group to consider a series of themes over four planned sessions. These 

will be held over an 8-week period with two weekly intervals between sessions. 

Session one  

Duration 10.00am- 3pm (5 Hours) 

10.00am- 10.30am 

Coffee 

Introductions and welcome 

Group contract re: expectations/group norms/confidentiality/concerns/emotional safety and mutual 

respect/can do attitude 

10.30 – 11.30 am  

Reflective session on learning arising out of preparatory reading about recognition theory and 

research on good quality care. Discussion of their new learning based on the material and areas of 

particular interest to them. Discussion regarding connecting this theory to personal experience of 

recognition/misrecognition in their personal lives as a parent, grandparent, child or sibling for 

example.  

11.30- 11.50  

Break 

11.50 -1.00pm 

Discussion on connecting their personal experience of recognition/misrecognition to their 

professional experience of being an inspector. What does recognition/misrecognition look like in 

residential care?  
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Flip chart exercise and discussion of how to capture recognition/misrecognition under various 

headings that could be inspected against e.g., staffing and relationship building /engagement with 

family and friends/culture of care in home/environment/ professional values and skills/lived 

experience of service user/ quality of therapeutic support/rights-based approach / participation and 

contributing to community life. 

1.00pm- 1.40pm  

Lunch 

1.40pm- 2.30pm 

Deeper reflection on what makes quality care building on the headings developed in morning 

discussion. Split group into pairs for discussion (ten minutes) and then return to group to start to 

populate the headings with their reflections/pointers about what broad themes we can build a set of 

indicators around. 

2.30-2.45pm  

Introduction to reflective homework piece. Each inspector to make anonymised reflections on their 

thoughts about recognition/misrecognition and professional practice. The reflections will be shared 

at the start of each future session. They will be stored in RQIA offices. 

2.45 -3pm  

Conclusion of the day. Positive summing up of day’s achievements. Feedback from the focus group 

about learning achieved and helpful suggestions for session two. 

 

 

 

 

 

 

 

 

 



 

190 
 

 

Session Two  

Duration 10.00am – 1.30pm (3.5 hours) 

 

10.00- 10.45 am  

Coffee/welcome 

Recap on session one. 

Feedback from inspectors on reflections from homework. These will be incorporated into the 

headings established in session one. 

10.45-11.50  

The researcher to explore with group broad themes arising about recognition/misrecognition and 

quality care from session one. Further discussion and agreement with group of clear themes as the 

basis for the core set of indicators.  

11.50-12.10  

Break 

12.10 -1.00pm  

Identification and agreement of the top ten themes. 

Discussion of first four themes and consideration of next steps- converting these headings and 

observations into inspection indicators for applied practice. 

1.00-1.30pm  

Light Lunch and summing up of session/feedback about learning and helpful suggestions for session 

three. 
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Session Three 

Duration 10.00am – 1.30pm (3.5 hours) 

10.00- 10.45 am  

Coffee/welcome 

Recap on session two 

Feedback from inspectors on reflections. These will be incorporated into the Top Ten identified 

themes (researcher lead) 

10.45-11.50  

Discussion and exploration around break down of themes into indicators.  

11.50-12.10 

Break 

12.10 -1.00pm  

Discussion of breakdown of themes into indicators and consideration of next steps - converting 

these headings and observations into inspection indicators for applied practice (researcher lead) 

1.00-1.30pm 

Light Lunch and ending of session/feedback about learning and suggestions for session four 

Session Four 

Duration 10.30am -12pm 1.5 hours 

10.30 -11.00am  

Recap on session three 

Feedback from inspectors on reflections. 

11.00am-12.00 pm 

Presentation of core indicators on large posters on walls 

Final group reflection on entire set of indicators 

Ending and thanks to group followed by lunch. 
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Appendix Six 

Version 1 21/01/17 

 

Group Two - Professionals  

Semi-Structured Interview Schedule 

 

Introduction 

For Group Two involvement has three distinct stages. Prior to their involvement they will have been 

sent the preparatory information sheet (stage one). They will then be invited to attend one semi-

structured individual interview (stage two) and to participate in one focus group (stage three). 

Semi-Structured Interviews - 1-hour duration 

In respect of professionals based in Northern Ireland these interviews will be held face to face. With 

regards to professionals’ resident elsewhere in the UK and ROI I will endeavour to use skype to 

facilitate the interview. The interview will address the following themes: 

• Professional/academic experience relevant to residential care 

• Type of qualifications/knowledge base 

• Duration of employment in residential care 

• Discussion about experiences of recognition/misrecognition in personal/professional life 

• Linking this reflection to delivery of care in a residential setting- theory to practice 

• Discussion about observations/experiences of good quality care- what made this good? 

• Discussion about observation/experiences of poor-quality care- what made this poor? 

• What are the attributes of a good children’s home? 

• What are the attributes of an effective staff team? 

• How would the young people who live there know it was a good home?  

• What sort of experiences would they have? 
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Appendix Seven 
Version 1 21/01/17 

 

Group Three - The Children and Young People 

 Focus Group 

 

This will be a two staged process. 

Stage 1 

Preparatory phase with young people 

Each young person will have received an information leaflet explaining the research and their 

participation. This will be discussed with them by their key worker in the children’s home. 

I will meet with each young person in the children’s home and discuss their participation and explain 

the purpose of the focus group. It will also be an opportunity for the young person to meet myself 

and ask any questions or queries they may have. The anticipated duration will be between 20-30 

minutes however this will be led by the young person. I will endeavour to make these appointments 

around dinner time or other times more suitable to the young person 

Stage 2 

Service User Focus group 

Duration 5pm -8pm 3 hour allocated time slot. This duration of this session will be young person led 

and can be extended if they desire.  

5pm - 5.30 

Arrival 

Welcome 

Introduction and reminder about the purpose of the session 

Ice-break exercise 

Contract with group /confidentiality/participation/mutual respect 
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5.30-6pm  

Pizza break 

6.00pm -7.15pm 

The exploration of what makes a good children’s home utilising participatory methods. The group 

will create a collage about what is good quality care in their experience. There will be a range of arts 

and crafts materials plus magazines to facilitate the group making a visual representation of their 

answer/reflections on an individual poster. 

I will then take photographs of each individual collage/poster to capture the information. The young 

people will have the option of keeping the collage or agreeing to me storing it on their behalf. 

7.15- 7.45pm 

I will have an allocated slot for any discussion the group may want to engage in either collectively or 

individually about their posters. 

7.45-8pm  

Conclusion and ending 

 

Some young people may find it challenging to fully express themselves in a group. I will also allow for 

a follow up session if young people wish to meet with myself on an individual basis.  

I will analyse the posters and discussion then incorporate these findings into the set of indicators as 

developed in groups one and two to capture the authentic voice of the young person in this study. 
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Appendix Eight 

 

 

Version 1 21/01/17 

  

Group Two – Professionals 

Focus Group 

Duration 10.30am -3.30pm 

10.30- 11.30am 

Arrival and coffee 

Introductions  

Setting the context for the day 

Set of core indicators on posters on walls of work room 

Walk around to examine indicators (20 minutes) 

11.30am- 11.45  

Use of yellow sticky notes to write out individual suggestions for addition to indicators along themes:  

• What is good care from your professional perspective that has not yet been identified? 

• What is not clear or self- evident in the indicators as developed so far? 

• What else should be included in this set of indicators? 

11.45-1.00pm 

Discussion and agreement regarding top ten themes that could be used as a platform to develop 

indicators.  

Beginning to break down themes into indicators. Aim to engage in the development of the first five 

indicators. I aim to do this in small groups.  

1.30-1.45 

Lunch 
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1.45-2.45 

Beginning to break down themes into indicators. Aim to engage in the development of the next five 

indicators. I aim to do this in small groups.  

 

2.45- 3.15 

Group feedback and agreement on a list.  

3.15– 3.30pm  

Summing up and overall conclusion 
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Appendix Nine  NVivo Screen Shot 
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