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Abstract 

The nurse’s experiences of social isolation among their residents at the study site were 
explored through a descriptive qualitative research approach. A search of literature conducted 
indicated a dearth of published work on this topic, especially in Irish context.  A focus group 
meeting attended by four of the nurses produced information that was further explored during 
the subsequence six semi-structured interviews which were audio-taped and later transcribed 
verbatim. Colazizzi (1978) framework of data analysis was used to arrive at the three main 
findings of the study which are;  

 Social isolation; a deterrent to quality of life among the older persons 
 Social intervention; a cost effective non-pharmacological therapy 
 Educational needs of the nurses working with the older persons 

The study findings confirm the existence of social isolation at the study site. The possible 
causes, clinical features as well as interventions were highlighted. Nurses have significant 
role in the identification, management and prevention of social isolation. Yes, nurses have 
constraints in their performance of social intervention programmes. The need for retraining of 
the nurses will enhance performance of a nursing role capable of facilitating healthy ageing 
process. 
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Chapter One 

                                 Introduction and Significance of the study 

1.0 Introduction: This study is about social isolation experience among the nurses working 

with the older people in a residential care setting. Social isolation remains a serious concern 

to many people living with chronic health problems (Stuart, 2006). According to Wenger & 

Burholt (2003), social isolation is the absence of contacts with other people due to lack of 

integration with members of society. Fahey and Murray (1994) quantify social contacts; 

claim meaningful contacts must be pre-arranged, not casual, and that it is the quality and 

contents that matter to the psychological well-being and not just the frequency. Earlier, Weiss 

(1973) compares loneliness with social isolation, claims that loneliness is a subjective feeling 

intuited by being without some definite relationship or set of relationship. Social isolation is 

not synonymous to loneliness, it may not necessarily lead to feelings of loneliness but the 

later can be experienced by people who are not at all socially isolated (Victor et al 2000). 

1.1 Background: The choice of this topic emanated from personal and professional 

experience of the writer coupled with her interest in looking after the older persons. Also, the 

writer was motivated by the report of the findings of a study conducted in Ireland by the 

National Council on Ageing and the Older People (NCAOP). The NCAOP study explored 

loneliness and social isolation among the older Irish population, but not the older people in 

residential care settings. The findings indicate that the majority of the older persons in Ireland 

are living longer, increasingly living alone or with an older partner, have generally high 

levels of social contact with strong family networks. Conversely, the findings also identified 

a group of older people who are likely to experience isolation and loneliness. This group of 

individuals include the oldest old, single or widowed women, the poorly educated, those in 

lower social class, and those living with (privately) restricted social care network, especially 

people living with age-related co-morbidities. Notwithstanding, the study findings indicate 

that maintenance of their independence, importance of family and circle of friends, 

opportunities to partake in general social milieu with like-minded people were highly 

cherished by the older people. 

Furthermore, part of the significant recommendations of the NCAOP study, which also 

attracted the interest of the writer on social isolation experience of the nurses was the 

emphasis on the need for further studies on psychological well-being; exploring the need of 

the vulnerable groups and frail-older people. It then became the focus of the writer to confirm 
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incidence of social isolation in the chosen care setting through the nurses, identify the people 

at risk, recognise possible interventions, conduct educational needs for the nurses, and 

possibly expand the role of the nurses caring for the older people.    

1.2 Research Question, Aims & Objectives 

The personal professional experiences of the researcher coupled with the literature review 

formed the bedrock of the research question. The research question is: What are nurses’ 

experiences of social isolation among residents at the research centre?  

1.2.2 Aim 

The overall aim of the study is: To explore the experiences of social isolation among the 

residents in the study site as perceived by the nurses. 

1.2.3 Objectives 

The objectives of the study were to; 

Explore the meaning of social isolation as perceived by nurses. 

Examine possible factors of social isolation in a residential care setting. 

Examine the current social interventions,  

Identify specific needs for staff training. 

The remainder of the dissertation is organized as follows: 

Chapter 2 – will present a critical review of literature. 

Chapter 3 – will present the research design and methodology. 

Chapter 4- will present the study findings.  

Chapter 5- will contain the discussion of the study findings. 

Chapter 6- concludes the study with the researcher’s reflection on the findings, limitations of 

the study, implications of the findings and recommendations for future research. 
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Chapter 2: Literature Review 

  2.0 Introduction 

This chapter opens with a brief outline of the study’s aim and objectives. The search strategy 

used to obtain relevant papers for the up-front literature review of this study will precede the 

writer’s rationale for choosing to conduct an up-front literature review for this study. The 

writer will then present the common themes on the topic as obtained from the reviewed 

studies. The writer will discuss the conceptual definition of social isolation, alongside its 

twin-sister (loneliness) to bring out their relationships. Discussion on the possible causes as 

well as symptomatology of social isolation will precede a review of the strategies to reduce 

loneliness and social isolation among the older people. A critical appraisal of the health 

consequences of social isolation and implications to nursing will be presented before the 

chapter is concluded. 

2.1 Study Aim: 

The main focus of this study was to explore the experiences of social isolation among the 

residents at the study site as perceived by the nurses working with them. 

2.2 Research Objectives: 

The main objectives of the study were to; 

Explore the meaning of social isolation as perceived by the nurses 

Examine possible factors of social isolation in a residential care setting 

Examine the current social intervention activities at the study site 

Identify specific needs for staff training. 

2.3 Search Strategy: 

The investigator employed the services of the college as well as the HSE library staff 

members in searching for published studies relevant to this topic. Electronic databases such 

as the Cumulative Index to Nursing and Allied Health Literature, (CINAHL), Medical 

Literature Online (MEDLINE), Psychology Information (Psych INFO), EBCO host, Social 

Science Index (Soc Index) were used. Input of the following key words ‘nurses’ perceptions’, 

‘social isolation’, and ’nursing homes, yielded zero results. The keywords were modified to 
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include ‘older people, gerontological nurse practitioners, nursing homes, and a total of 28 

studies emerged out of which 18 most relevant ones were picked for this up-front review. 

2.4 Rationale for conducting an up-front literature review for this study 

A school of thought claims that qualitative literature review is better conducted before data 

collection (Creswell, 1994; Miles and Huberman, 1994). It was the belief of the proponents 

of this claim that qualitative researchers must be able to describe their project in familiar 

terms and save time on reading the already existing studies related to the proposed inquiry. 

Crabtree & Miller (1999) advocate that qualitative literature review should be deferred to 

after data management might have been completed so the investigators could gain 

uncontaminated insights or pre-knowledge of the phenomenon under investigation. These 

authors believe that conducting early literature search may hinder qualitative investigators 

from truly listening, observing, remaining open to new concepts and ideas from the research 

participants. 

According to Ryan-Wenger (1992) a literature review is a logically organised critical analysis 

and synthesis of related studies and not just a listing of study findings. The author adds that a 

literature review must identify the strengths and limitations of related studies, show gaps in 

knowledge (if any) and justify rationale for further studies on the topic, maybe with a 

different approach. Furthermore, a critical analysis of related studies will help new 

investigators avoid pitfalls of the previous researchers but rather build on their strengths. 

Based on the above arguments, the writer of this study decided to conduct an up-front 

literature search on social isolation experience of nurses, learn from the past, to effectively 

plan for the present study. The writer believes that this approach will facilitate her moving 

front and back as new meanings, concepts and ideas emerge. This choice is in line with one 

of the qualities that distinguish a qualitative inquiry from a quantitative design, and this 

quality is that qualitative study designs are emergent, flexible, dynamic, non-linear and non-

sequential (Frankel and Devers 2000). 

2.4.1 Meaning or concepts of social isolation and health 

It is the opinion of the writer that a balanced discourse on this topic should start with a good 

understanding of social network or social inclusion before discussing social isolation. The 

literature has revealed a couple of negative health effects linked to social isolation. Examples 

may include; increased mortality, morbidity and cardio-vascular diseases (House 2001). It is 
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believed that social connections and interaction with social network members are valuable 

with social supports. Therefore, being embedded in a functioning social network is capable of 

promoting health-enhancing behaviours (Kinney et al. 2005). Similarly, many authors have 

argued that the physiologic effects of social involvement and maintenance of social ties can 

facilitate increase immune system (Cohen et al. 1997, Pressman et al. 2005) and significantly 

reduce both cardiovascular and neuro-endocrine damages related to undue exposure to stress 

(Seeman et al. 1994).  

Most importantly, Giles et al (2005), Haines and Hurlbert (1992) postulate that functioning 

social network is related to numerous aspects of health and wellbeing particularly among 

older adults. This claim was supported by Smit et al (2006) that social connectedness protects 

an individual against late-life depression, disability (Avlund et al 2004), heart disease and 

mortality (Barefoot et al. 2005). According to Cohen et al (1997) social connectedness is like 

a passive immunity against common cold. Barefoot et al. (2005) assert that social 

connectedness reduces risk of mortality while Foiri et al (2006) add that it can buffer an 

individual against developing depressive symptoms.  

Social isolation on the other hand has been defined by Wenger & Burholt (2003) as the 

absence of contact with other people and or with lack of integration with members of the 

society where one lives. Bowlby & Weiss (1973) compare loneliness with social isolation. 

The authors claim loneliness is a subjective phenomenon, a feeling that is usually initiated by 

being without some definite relationship or sets of relationships. It can be inferred from the 

above definitions that social isolation is never synonymous to loneliness, that while social 

isolation may not necessarily lead to feelings of loneliness, the latter can be experienced by 

individuals who are not at all socially isolated (Victor et al 2002). 

Opinions differ on the concepts of social isolation. A school of thought relies on having a few 

indications like living alone, social support, to define social isolation (Kaufman and Adams, 

1987). However, Shaw (2005) argues that social isolation can manifest in two forms: physical 

separation from others and feelings of loneliness or not belonging. Thus, if isolation is 

conceived on the premise of objectivity, physical separation from others might be indicated 

by a lack of social ties and infrequent involvement in social activities (Waite et al 1999). 

Another school of thought perceives social isolation in subjective factors such as feelings of 

loneliness, emotional closeness and perceived social supports (Benjamins 2004, Shaw 2005). 

Whatever parameter one uses to conceive social isolation, there are indications that the 
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problem of social isolation is powerful enough to reduce the quality of life for older people 

(Farguhar 1995).  It was probably based on the above argument that the National Council on 

Ageing and Older People in Ireland has decided to develop definite steps to promoting social 

inclusion and quality of life in the third and fourth ages (National Council on Ageing and 

Older People 2004). In support of this vision, the investigator of the present study decided to 

explore the objective experience of the nurses working at the study site. These nurses are 

believed to be in the best position to describe this phenomenon (as eye witnesses) and also in 

the position to suggest best possible management and preventive measures of social isolation 

experience among the older people in care settings.  

 

2.4.2 Social Isolation versus Loneliness 

Loneliness has been described as a state of distressing, depressing, dehumanising and 

detached feeling that an individual endures when there is a gaping emptiness due to 

unfulfilled social and or emotional life (Killeen 1998, Murphy 2006). Rokach (1990) views 

loneliness as a mere natural and integral part of being human, just like feelings of joy, 

hunger, and self-actualisation. However, Peplau and Perlman (1982) provide a more objective 

and clinical stance which portrays loneliness as a psychological state that emanates from 

discrepancies between one’s desires in life and one’s actual relationships.  

Killeen (1998) attempts to differentiate between loneliness and social isolation, postulates   

that the latter is a compromised concept between loneliness and aloneness. It was argued that 

social isolation with choice involved is ‘aloness’ whereas social isolation without choice is 

loneliness. Evidently, one individual’s loneliness through living alone may be another 

person’s peacefully solitude life (Weiss 1982). Thus, accordingly to Forbes (1996) one can 

choose to be lonely and yet, not alone.  

The above becomes possible because loneliness is a subjective experience from reactions to 

the absence of intimate social needs (Ernst & Cacioppo 1999). This is based on the assertion 

of Walton et al (1991), that loneliness is the emotional response to the discrepancy between 

the desired and available relationships. For example, a person may feel estranged from others, 

is misunderstood or rejected by others, may lack appropriate social partners for desired 

activity of social integration and emotional intimacy (NCAOP, 2005). Therefore, it may not 

be surprising to hear of an older person in a care setting complaining of feeling unloved, 
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unwanted, and unrecognised. This complaint is simply because some people may still feel 

isolated and lonely despite not having many people visiting them while another person may 

have less need for social contact and not feel lonely despite not having any visitors (NCAOP, 

2005). 

2.4.3 Possible causes of social isolation among the older persons 

Harris et al (1975) assert that negative age stereotypes significantly contribute to prevalence 

of loneliness and social isolation among the older people more than in the younger adults. In 

support of this view, Lang et al (1998), Lee & Markides (1980) report that in the later life, 

most adults can expect a decline in the overall size of their social networks, frequency of their 

social contacts (Okun & Keith 1998), and decrease in the number of people who can give 

them emotional supports (Wenger et al 1996). These authors further explain that older adults 

have increased risk of losing their spouse, peers through death. They are also prone to loss of 

social roles, limited mobility, all of which further reduce their ability to maintain social 

contacts and so increase their vulnerability to social isolation.  

Similarly, Umberson et al. (2006) attribute lack of emotional closeness or intimacy in 

important relationships with family and friends to be the major subjective factors of social 

isolation. The authors add that certain individuals who lack quality emotional relationships 

with their most significant social network members may certainly not be able to reap the full 

benefits of social connections. According to Uchino & Smith (2002), relationship quality, 

especially among spouses is an important predictor of supports and positive health benefits 

that come from it. On the other hand, negative relationships may cause stress and increase 

burden which can subsequently cause further damages to one’s health (Wickrama et al 2001).  

Studies have suggested that social isolation maybe as a result of retirement from active 

employment especially when it is not anticipated and adequately planned for (Brenner & 

Shelley, 1998). The authors add that with increased age, loss of colleagues, friends and 

siblings; the older people are at greater risk of developing social isolation. These authors 

explained that retirement is an important life event that can present a new challenge to an 

individual. Thus, retired people are sometimes regarded as naturally disengaging since older 

people may find it hard to accommodate and adapt to negative expectations (NCE 1994). 

Furthermore, as the transition from active-work-life to retirement can initiate loss of role, 

status, especially in societies where respect is placed highly on work and higher pay; the 

older people are in a serious mess (Townsend 1981). 
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Similarly, lower social statuses ascribed to retired people are often being extended to older 

persons who have never taken up structured employment (NCE 1994). Such people are more 

often than not being marginalised and socially excluded. This assertion was supported by the 

result of a survey conducted by Hurley et al (1997) in which 3.8 people per thousand on the 

population appeared reclusive. The authors add that sixty-two per cent of the affected people 

lacked reliable family support, were living in squalors and they conspicuously displayed 

hygiene neglect. Again, about a third of the people reported alcoholism and mental health 

related symptoms. These authors described this group as being objectively socially isolated.  

Waite et al (2009) in their conference paper on social isolation and health among older adults, 

presented at the American Sociological Association Conference, assessed the various 

contributions of objective and subjective isolation. The authors then postulate that social 

isolation can be described in two broad terms. The authors descried objective isolation as 

those that can be gauged through physical separation from others while subjective isolation as 

those who may perceive that they lack social supports. Thus, based on the objective measure 

of social isolation, Townsend (1973) calculated number of social contacts per week for each 

older person in his survey of over 200 older people. The author categorised older person with 

a score of 35 contacts per week as not being isolated while those with 21 scores or less were 

described as socially isolated. According to Townsend (1973) those who had a low score on 

the scale of social isolation were living alone older people, without children or significant 

family members living nearby, were retired and infirm. The author then concluded that it is 

the combination of three or more of these risk factors and not a single one which produced 

social isolation.  

Unlike loneliness, there are no universally accepted criteria for measuring social isolation or 

its severity (de Jong 1999). Worst still, very little is known about the extent of loneliness and 

social isolation in residential care settings (Grenade and Boldy 2008). These authors argue 

that based on the nature of the care setting environment .i.e. communal living, on-site care 

supports with the presence of other residents and the professionals; the likelihood of social 

isolation in long term care setting is presumably less. Notwithstanding, studies suggest that 

residents can still experience loneliness at a rate sometimes greater than the older people 

living in the community (Savikko et al 2005, Wenger & Burholt 2004). 
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2.4.4 Symptomatology of Social Isolation 

Because social isolation can exist in the life of an older person unnoticed by others for a good 

while, the writer felt it is imperative for the nurses caring for the older persons to develop the 

skills that will help them to quickly recognise and promptly intervene. The nurses might need 

to consider the prevalence of the risk factors in individual older persons. Furthermore, where 

the risk factors such as poor health, frailty, diminished cognition, sensory impairments etc 

abound  and are inhibiting an individual’s interactions with other residents, poor participation 

in activities and other outings are present, then social isolation could be diagnosed (Bajekal 

2000; Grenade & Boldy 2008). 

Infrequent visits of the significant individuals to an older person in residential care may 

suggest the incubation of social isolation (Boise & White 2004). The authors further add that 

a move to residential care setting can herald significant changes to older people’s social 

network and functions. However, the family often continues to play significant role in a 

resident’s life in a long-term-care, but the frequency and or nature of contact with the 

residents can have serious impact on their general well-being (Grenade & Boldy 2008). 

Furthermore, Choi et al (2009) investigated on the risk factors and interventions programs for 

cases of depression in a nursing home in America, interviewed 25 staff members to obtain 

their perceptions. The interviewees associated residents’ sense of loss and grief, feelings of 

isolation and loneliness to the prevalence of depression among the older adults in residential 

settings. The nurses were reported to have laid emphasis on the need for staff training on 

monitoring emotional and psychological signs and changes, education on antidepressants, 

different types of psychosocial and behavioural interventions especially for the later-life 

depressive episodes. Choi et al (2009) conclude that social relationships skill improve in 

nursing homes as residents commune with others and protect one another against loneliness 

and isolation.  

Similarly, Hicks (2000) asserts that following transition to long-term-care setting, residents 

are prone to experience loss e.g. friends, family, pets, local communities and life styles of 

choice. To this effect, Jilek (2000) suggests that nurses may watch for resident’s capacity for 

retaining sense of autonomy; express their individuality and so nurses must look for reduced 

self-esteem, loss of identity and depression. The nurses must watch for resident’s abilities to 

form meaningful social connections with others within the home as a community. However, 

it is rather unfortunate that lack of communication skills, diverse cultural and language 
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backgrounds of some care staff and other residents may limit the development of meaningful 

relationships. The writer therefore feels that nurses caring for the older persons in long-term 

care need be very careful before jumping to the conclusion that a resident is socially isolated. 

Having identified and discussed some of the possible causes of social isolation among the 

older adults living in residential care, the writer will now discuss some of the identified 

strategies available to reduce loneliness and social isolation.  

2.4.5 Strategies to Reducing Social isolation among the Older People 

Studies by various authors have postulated that loneliness and social isolation can reduce 

older peoples’ quality of life and satisfaction despite the majority of the victims not 

considering themselves lonely (Bowling, 1993; Farguhar 1995; Wenger et al 1996). Cattan et 

al (2003) affirm that absence of loneliness and isolation is the desirable state of wellbeing 

that older people would wish to have and maintain. Thus, it is not surprising that tackling the 

menace of social isolation and loneliness has recently come to the attention of health care 

policy makers and appears enjoying the backing of the World Health Organisation (WHO 

2002). 

Cattan et al (2003) used a case study design to conduct their study on alleviating social 

isolation and loneliness among the older people. The authors employed the use of 

triangulation by combining the use of qualitative semi-structured interviews with 12 staff 

recruited voluntarily together with a pluralistic approach to facilitate a cross-sectional 

validation of comparable results and to explain qualitative findings by the use of quantitative 

methods.  Cattan et al (2003) discover that alleviating loneliness and isolation would require 

different inputs as the isolated older people would need practical support resources while the 

lonely ones would require improved social networks. These authors explained further that 

most cases of isolation could be prevented if services and available supports were flexible 

and adapted to meet the needs of the individuals. They therefore suggest timely and proactive 

mid-week or weekends social activities are among the best strategies that could facilitate 

individual older person deciding their own working solutions. The authors concluded that 

outreach services for community residents, reassurance and home-helps may help older 

people develop social skills required to enjoy participating in social activities.  

Furthermore, Cattan et al (2003) claim that the older people specifically requested for 

activities that will help them retain their sense of autonomy and self control. The residents 
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detested being patronised, instead, they wanted to feel valued for their contributions, be seen 

as resource rather than a burden to their care. It is the belief of the writer that a sense of 

purpose and ability to continuing to play their role in their community can go a long way to 

add to the quality of life and satisfaction of older people. Simply put, Cattan et al. (2003) 

report that irrespective of the extent of their frailty, the older residents still wanted to be 

involved in their care. 

To effectively alleviate social isolation and loneliness among the older people, Cattan et al 

(2003) suggest that cultural and social differences must be taken into consideration. This is 

consistent with the assertion of Peplau et al (1982), Weeks (1994) that in certain society, 

being alone or feeling lonely is a symbol of being a failure. In such a society, older people 

might be reluctant to admit to being lonely because of the stigma of what is considered a 

social failure. Thus, cultural values about self-reliance would definitely affect older person’s 

readiness to accept and embrace coping and social intervention strategies.  

According to Hobfoll and Jacksoon (1991) coping strategies are essential products of culture, 

life stage and person-environment interactions and can give clues to when support is needed 

and type that may be required (Gorrlieb, 1978). Cattan et al (2003) affirm that identifying 

older peoples coping strategies can possibly pin-point service gaps and possible barriers to 

service accessibility. Both arguments support the relevance of cultural beliefs in the process 

of alleviating social isolation among the older people in care settings.  

Similarly, Lindgren and Linton (1991) conducted a study to gain an understanding of the 

problems of nursing home residents as perceived by the nurses as well as the residents. The 

authors used questionnaire to explore the differences and similarities between the nurses and 

residents’ perceptions of the nursing home. The authors claimed that understanding an ideal 

nursing home in the perceptions of both the nurses as well as the residents is needed for 

planning strategies that could help reducing social isolation. Lindgren and Linton (1991) 

report significant disagreement in the opinions of the residents and nurses on what constitute 

effective treatment strategies. For example, while the residents demanded for more active 

participation and other engagements that could increase their sense of personal control, the 

nurses’ on the other hand generally focused on bathing, grooming and feeding as the major 

interventions that could guarantee ideal nursing home. 

Cattan et al (2003) in their study on alleviating social isolation and loneliness reported 

residents wanted to receive information, wanted to be consulted, have delegated authority and 
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be involved in their care plan. The authors reported other social interventions aimed at 

reducing loneliness and isolation in the community settings as suggested by the participants. 

They assert that social interventions vary from group activity-based e.g. self-help support 

groups, one-to-one interventions, service provisions, (e.g. transport) to a much broader 

community development focus such as community networks and peer support. The focus is to 

get people connected via social clubs, group works, befriending and home visiting schemes, 

teleconferencing, computer-based programme etc (Findlay & Cartwright 2002). Promoting 

personal efficacy e.g. bereavement support and counselling group, behaviour modification 

and skill development skills are vital programmes capable of facilitating social and 

communication skills (Robinson and Cubit 2007). These authors explored the perceptions of 

nursing students on caring for older people with dementia in residential home and later 

reported that effective communication skill is a key strategy to successful management of 

dementia. 

Strategies to reducing loneliness and social isolation among the older people in residential 

care are scarce (Grenade & Boldy, 2008). According to the documents “Standards for aged 

care facilities” printed by Australian government, organised activities that support social 

interaction among residents, family friendly policies and practices were in place to help 

residents maintain link with their wider community. Furthermore, the document also contains 

policies that facilitate residents having contacts with animals of their choice apart from the 

communal pet or provision for animal assisted therapy (Banks & Banks 2002). Thomas 

(1996) reports that contact with animals of choice forms part of the Eden Alternative 

approach which is now widely adopted in care homes to combat boredom, loneliness and lack 

of meaning among the older people in certain care homes in Australia. 

According to the literature, there would be need for further studies to confirm the extent of 

the effectiveness of the above social interventions as evidence to their cost-effectiveness 

remains scanty (Cattan et al 2005, Findly 2003). Notwithstanding, Cartwright (2002) 

identifies telecommunicating as a potentially useful weapon to fight social isolation 

especially among older people living in the community. Despite the dearth of conclusive 

evidence, Cattan et al (2005) assert that combination of strategies such as involving the older 

people in their care, having competent and appropriate support facilitators, utilising the 

available community resources, could be of valuable importance specifically among the older 

people living in the community. 
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Similarly, Ryff (1989) researched on exploration of the meaning of psychological wellbeing 

using quantitative paradigm. This author aimed at discovering what constitutes positive 

psychological functioning. A total of 321 subjects were recruited. The author used the aspects 

of well-being instrument obtained from the literature i.e., self-acceptance, positive relations 

with others, autonomy, environmental mastery, purpose in life and personal growth. 

According to Ryff (1989) some of the listed instruments (e.g. self-acceptance and 

environmental mastery) were indications of well-being, as they are related to feelings of 

satisfaction.   

For residential settings, it is not surprising to note the scarcity of testable evidence to back the 

effectiveness of the social intervention strategies meant to combat the social isolation and 

loneliness (Cattan et al 2005). However, Dragaset (2004), Keils & Barba (1995) argue that 

most of the strategies focused at maintaining contacts between residents and their families 

and friend and or pets will be very beneficial. According to Hubbard et al (1992) social 

interventions that facilitate resident’s developing a sense of personal responsibility and 

choice have proven effectiveness. 

2.4.6 Health consequences of social isolation 

On the devastating effects of social isolation, House (2001) compares health effects of social 

isolation to the well known dangers of obesity and cigarette smoking. Brummet et al (2001) 

believe that individuals who lack social connections or report frequent feelings of loneliness 

are liable to suffer higher rates of morbidity and mortality, are more prone to infections 

(Pressman et al. 2005), frequently develop depression (Kauppinen, 2004); more likely to 

suffer cognitive decline (Barnes et al 2004), Wilson et al .(2007). In their study on 

‘Influences of loneliness in Older Adults: A metal Analysis’, Pinquart and Sorensen (2001) 

associate old age with social isolation and loneliness. These authors argue that residents in 

long-term-care do lack informal support system which makes them more likely to develop 

depression more than their counterparts who live in the community. Thus, Pinquart and 

Sorensen (2001) conclude that older adults in nursing homes are lonelier than the individuals 

dwelling in the community. Though Cacioppo and Hawkley (2003) share the above opinion, 

they add that very little is yet known about how and why social isolation affects human 

health. 

 According to Thoits (1995) both social connectedness and awareness of support services are 

capable of buffering the deleterious effects of stress exposures.  This finding was re-echoed 
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by Barness et al. (2004); Brummett et al. (2001) who reported diminished immune function, 

depression and cognitive decline among older people with social isolation. On the other hand, 

the socially connected individuals would receive instrumental support from network members 

and or  co-resident and may therefore better able to cope (Waite & Hughes, 1999); have 

greater self-esteem and sense of autonomy (Cornmman et al. 2003). 

Cornwell and Waite (2009) in their study on social disconnectedness, perceived isolation and 

health implications among the older people develop two overarching hypotheses to 

demonstrate the relationship between social disconnectedness, perceived isolation and health. 

These authors used data from the National Social Life, Health, and Aging Project (NSHAP) 

which they selected from a multi-stage area probability design and screened by the Institute 

for Social Research for the Health and Retirement Study.  From summer 2005 to spring 2006, 

NSHAP interviewed 3,005 participants and also participants were posted questionnaire to 

complete. Cornwell and Waite (2009) claim that social disconnectedness and perceived 

isolation are independently associated with health. One can infer from the above hypothesis 

that social disconnectedness becomes a risk to health when it leads to perceived isolation, 

subsequently increases stress, decreases self-efficacy and predicts mental health-related 

problems (Cornmman et al. 2003).   

In their second hypothesis, Cornwell and Waite (2009) assert that perceived isolation 

mediates the relationships between social disconnectedness and health. It is therefore glaring 

from the two hypotheses that social disconnectedness and perceived isolation are not 

interchangeable indicators. Instead, both are separate and distinct with physical and mental 

health. However, while social disconnectedness is related to severe physical health, perceived 

disconnectedness may take a toll on the individual’s physical health. Therefore, it is not 

surprising that Cornwell & Waite (2009) discover that socially disconnected older adults have 

worse mental health problems to the extent that they easily feel isolated, neglected and under-

recognised. 

According to Hawkley & Cacioppo (2003) social isolation is closely related to patho-

physiological morbidity and it is a recognised predictor of morbidity and mortality. This 

opinion appears to have been rooted from Berkman & Syme (1979) who claim that socially 

isolated people are more liable to higher incidence of mortality than the less socially isolated 

members of the society. This was shared by Murphy (2006) in her work on loneliness: a 

challenge for nurses caring for older persons. This author claims that loneliness is closely 
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related to depression, and various kinds of physical disabilities. Therefore, the author 

suggests the need for a strong multi-disciplinary approach of care to meet this important 

clinical situation. Murphy (2006) asserts that the clinical approach of react and care is quite 

in- effective, and therefore suggested a specialist educational programme both at 

undergraduate and postgraduate levels that will equip nurses to recognise the features of 

loneliness and provide effective anticipated care. 

Sanders (2006) project on developing practice for healthy ageing emphasizes the need to 

develop policies that could embrace a life-course approach that would ensure quality of life 

well before old age sets in since healthy childhood and adulthood facilitates healthy old age. 

The author believes the health promotion concepts of health protection, ill-health prevention, 

health education and health preservation should form the health ageing interventions. Sanders 

(2006) suggests that health care practitioners should examine and understand how to find 

effective strategies for developing patient care services. The author then suggests that 

practitioners should listen to the voices of the service users, integrate evidence based ideas 

and evaluations into healthcare practice.  

Furthermore, Sanders (2006) argues that improving the health choice for older people in care 

and providing nurse-led exercise programmes for older people in rehabilitation wards can go 

a long way to improve their psychological well-being. The author believes that improving the 

older people’s health choice and engaging them in nurse-led exercise can facilitative health 

preservation, improve physical health and widen their social and psychological well-being. 

Sanders (2006) argue that poor nutrition is a recognised problem in the hospital setting, that 

older people are particularly vulnerable to under-nutrition and its consequences. The author 

condemns nutritional assessment, feeding regimes and supplements for their ineffectiveness. 

It is the belief of Sanders that eating is a complex social, psychological and biological aspect 

of life that could improve the health of older people if it is not a mere routine and something 

enforced on them. 

Cooper & Coleman (2001) used personal constructs theory to explore caring for the older 

person. After one month of working as a health-care assistant in the selected four words in a 

rehabilitation hospital, the authors randomly selected 10 nurses, 10 patients and 12 care 

attendants to participate in this study. The authors believe that the use of participant 

observation method is the best to obtain the first-hand experience of staff-patients 

relationships which is the main focus of this inquiry. Cooper & Coleman used Kelly’s 
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method of interview to elicit personal constructs. The author reports that nurses had 

differentiated perceptions of most of their patients.  

As reported by Cooper & Coleman (2006), the constructs of physical dependence and the 

negative stereotyping of dementia and ageism were the most commonly elicited. For 

example, duty focuses on physical needs of the patients had the smallest portion of physical 

constructs and the highest proportion of personality constructs. The authors argue that the fact 

that the health care assistants spend the greater part of the shift having direct contacts with the 

patients and having few or no administrative duties may account for this. The nurses on the 

other hand largely focused on personality or mental state constructs. These nurses were 

reported to have seen older adults in the residence as appreciative, agreeable, hopeful, 

undemanding and in possession of good sense of humour.  

Cooper & Coleman (2006) then concludes that health-care providers especially nurse must be 

able to balance physical, psychological, social and environmental constructs of care. The 

authors further explained that the ethos and constructs of the environment of their study site 

i.e. a rehabilitation unit had a medical model where healing and cure were the core concepts. 

At their study site, a dementia unit, physical dependence and lack of interest in others among 

the residents were the common scenery. It is the belief of Cooper & Coleman that these sets 

of residents pose a great deal of challenges to elderly-care nurses because it may be a bit 

difficult to form lasting relationships with the residents. 

Worth noticing is the importance of establishing a therapeutic nurse-patients relationship 

which Richard & Tabatha (2010) describe as a caring relationship which facilitates harmony 

and healing in a manner that enables the patients to become an equal partner in achieving 

wellness. Peplau’s theory centres on interpersonal processes and therapeutic interactions 

between the nurse and the patients. Peplau’s belief of therapeutic relationship as a mutual 

learning experience with a corrective emotional response for both the nurse and the patients is 

based in the underlying humanity of the nurse and the patient with mutual respect and 

acceptance of their social cultural differences.  

Peplau makes it glaring that psychodynamic nursing that comes from the therapeutic 

relationship would help the nurse understand her own behaviours, understand felt and actual 

difficulties and when to apply principles of human relationships to problems that arise in the 

course of interactions. The use of therapeutic nurse-patient relationships will facilitate the 

patients’ developments of coping with their problems (Nurse Association of New Brunswick, 
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Canada, 2000). As a tool for patient empowerment, Richard & Tabatha (2000) assert that 

therapeutic nurse-patient relationship will facilitate patients understanding of the how and 

when of their gaining an informed understanding of the nature of their problems. Thus, the 

nurses working with the older people on long-care setting must equip themselves with the 

principles of therapeutic nurse-patients relationships as postulated by Peplau.  

2.4.7 Summary; Having discussed the meaning of social isolation, identified the 

relationships between loneliness, social isolation and health, critically considered the possible 

causes, symptomatology, management and consequences of social isolation, the writer will 

proceed to chapter three were the designs of her study were discussed.  
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Chapter Three: Research Design 

3.0 Introduction: 

This chapter will open with an outline of the study questions, the overall aim of the study as 

well as the objectives. The balance discourse on research perspective and approach will come 

under the two paradigms of quantitative and qualitative studies. Phenomenology will be 

appraised together with the rationale for using descriptive design for this study. A general 

discussion on population, sample, sampling and sample size will precede access to the study 

site, eligibility criteria, data collection and management.  

The writer adopted a descriptive design for this study. Qualitative methodology was used to 

explore the lived experience of the nurses working at the study site to ascertain their 

experiences of social isolation among their residents. A focus group meeting attended by four 

participants and semi-structured interviews attended by other six nurses were used to obtain 

data that were transcribed verbatim and analysed using Colaizzi (1978) framework to 

generate useful descriptive analysis of the study. 

 3.1 Research Question: 

What are nurses’ experiences of social isolation among residents at the study site? The focus 

of this question is to provide readers what the nurses perceived as the meaning of social 

isolation as evident in the older people residing at the study site.  

 3.2 The overall aim of the study:  

The overall aim of the study was to explore the social isolation experiences of the residents 

living at the study site as perceived by the nurses. The four main objectives of the study were 

to: 

Explore the meaning of social isolation as perceived by the nurses. 

Examine possible factors of social isolation among residents in a long-term care. 

Examine the current social interventions strategy. 

Identify specific needs for staff training. 

3.3 Research perspective and approach: 

According to Kelly & Long (2000) the practice of categorising research paradigms into 

quantitative and qualitative is common to nursing research. This assertion is supported by 
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Polit & Beck (2006) that evidence for nursing practice largely depends on the study. The 

authors explain that there is a logical progression to knowledge expansion which starts with a 

robust description to include documentary prevalence, nature, and intensity of health related 

behaviours which are also vital to conceptualising effective inventions.  

3.4 Quantitative Research: 

A quantitative study could be described as the traditional positivist scientific method with a 

set of orderly procedures employed to acquire needed information (Polit & Beck 2006). 

Usually, quantitative research approach systematically moves from the definition of a 

problem to the selection of concepts and then the solution of the identified problem. In other 

words, the quantitative investigators logically progress through phases of steps as pre-

planned, and strictly abide by the imposed conditions to control the study to minimise bias. 

This is why it is believed that a quantitative researcher often gathers empirical evidence 

rooted in objectivity and reality rather than personal beliefs (Polit & Beck 2006).  

Practically, quantitative researchers gather quantifiable information about phenomena, 

present numerical information that are statistically analysed (Porter 1995). They usually go 

beyond the specific research situation to ensure the findings are generalisable. Thus, the 

traditional positivist inquiry has enjoyed a considerable stature over the naturalistic paradigm. 

However, a limitation to this approach for nursing research which usually focuses on human 

beings who might be complex and diverse, is that quantitative paradigm is reputed to be 

narrow, inflexible and so cannot fully capture the realistic experiences that nursing inquiries 

are noted for (Polit & Beck 2006). Similarly, the traditional positivist method is reductionism, 

deductive, uses the smallest to represent a whole (Cormack 2000) and therefore unsuitable for 

a world view where health, illness and care are the variables of measurements (Burns & 

Grove 2001).  

3.5 Qualitative Research: 

Unlike the positivist, the naturalist deals with issues of human complexity by conducting 

direct exploration to establish realities (Polit & Beck 2006). The authors add that naturalistic 

investigations focus on understanding the human experience just as it is lived by means of 

collecting and analysing narrative materials. Understandably, while the positivist reduction 

reduces human experience to mere concepts under investigation and the concepts are defined 

in advance by the investigator rather than emerging from the experience of the participants 
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(Polit & Beck 2006), the naturalist focuses on the dynamic, holistic and unique aspects of the 

phenomena to capture those aspects in their entirety. As the naturalistic study takes place in 

naturalistic settings, data collections and analysis progress concurrently to provide more 

insights that may call for additional evidence to amplify or confirm the knowledge gained. 

The qualitative investigator then uses inductive process to develop framework that may 

further explain the phenomena.  

 Wilkes and Wallis (1998) argue that the choice of a research approach may largely depend 

on the phenomena under investigation. Thus, since Heidegger’s qualitative naturalistic 

paradigm is interpretive and Husserl’s qualitative approach is descriptive, a naturalistic 

qualitative approach grounded on real-life experience of the nurses with first-hand knowledge 

of the phenomenon was preferred for this study. The writer believes that this approach is 

flexible and will facilitate incorporating emerging evidences as they came out from the lived 

experiences of the nurses instead of using quantified answers obtained from experimental 

settings (Lawler 1998). Further rationale for adopting naturalistic design for this study is 

discussed in section 3.7. 

3.6 Phenomenology 

This is a qualitative design that is based on philosophy, psychology and focuses exclusively 

on the lived experience of humans and what the experience means (Polit & Beck 2006). The 

authors liken phenomenology to hermeneutics, which uses the human lived experiences as a 

tool to better understand the social, cultural, political and historical contexts of the experience 

under investigation. Phenomenology, an alternative to ideology of the modern science, rooted 

in the philosophical tradition of Husserl and Heidegger (Polit & Beck 2006) is a method 

grounded in the belief that truth can be found in lived experience (Spiegelberg 1965) which 

the researcher described in words before categorising them into themes (Sojostrom & 

Dahlgren 2002).  

Conversely, phenomenology has its own dark-side. It is not a scientific method in the 

traditional sense of it (Kvinge 2002). It is more of a way of thinking that enables admirers to 

give a good description of phenomena as perceived by the individuals who experienced them 

(Spielberg 1982). The pro-phenomenology must be able to unlock the mind of the individuals 

for phenomena to appear and that the eidetic reduction is required to grasp the essence of the 

phenomena. To reach this goal, Kvinge et al. (2002) believe that the phenomenologist must 

be able to put the pre-understanding of the phenomena in ‘brackets’ and meet the 
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phenomenon with an open mind. This sounds so good but Dahlberg (2001); Merleau-Ponty 

(1994) asserts that absolute objectivity is an unreachable goal. More discussion on bracketing 

is given in section 3.6. 

3.7 Heideggerian Interpretive versus Husserlian Traditions: 

Introduction 

Before presenting rationale for choosing Husserlian tradition, I will discuss Heidgger and 

Husserl as interpretive and descriptive phenomenologist respectively. Heidegger, a student of 

Husserl became critical of his master’s ideology, rather embraced interpretive 

phenomenology (Polit & Beck 2006), argues that knowledge is better obtained through 

interpreting and understanding and not from mere description of human experience. 

Similarly, Giorg (2000) and Kvinge (2002)  claim that understanding other peoples 

experience is possible by means of vicarious experiencing which occurs mainly in two ways; 

imaginative self-transposal or by means of co-operative exploration. By the former approach, 

the investigators use critical imagination to shift back and forth between their personal 

understanding and that of their informant. On the other hand, the latter approach entails the 

working together of the investigator and the informant who experienced the phenomena. 

Thus, the investigator will experience the phenomenon through the informants’ description 

by reaching a common understanding of the phenomenon (Giorg 2000).  

Edmund Husserl is considered to be the father of phenomenology. His view opposes the 

claim that empirical science is the sovereign arbiter of truth (Le Vasseur 2003). The author 

argues further that this notion led Husserl to insist on the primacy of lived experience as the 

basic foundation of philosophic understanding upon which all other human endeavours 

including natural science takes their roots. As perceived by Husserl, experience of events by 

human consciousness is very unique and can be equal to scientific knowledge.  

3.8 Bracketing In Phenomenology: 

The use of bracketing in phenomenological studies is often regarded as a means of ensuring 

rigor (Le Vasseur 2003). It is a fact that natural science has data that can be appraised by the 

senses. Thus, what can be seen, heard, felt, tasted, and smelled by means of sophisticated 

technology has successfully lent itself to scientific inquiry. It is unfortunate that traditional 

science has not taken care of lived experiences of individuals as such unique experiences are 

largely immeasurable and difficult, if not impossible to appraise by human senses (Le 
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Vasseur 2003). The author concludes that it is therefore imperative for clinicians to find 

means to comprehend patient’s lived experience of health and illness and formulate coping 

strategies necessitated by the illness experience. 

Spiegelberg (1965) asserts that true meaning can be found in lived experience, thus, 

phenomenology is appropriate to holistic questions of meaning that emanated from 

experience, especially from the phenomenon that are poorly understood and yet central to the 

lived experience of human beings (Carpenter, 1995). For this reason, the technique of 

bracketing, which is an attempt to keep at bay the prior knowledge about the phenomenon 

under investigation in order to obtain undiluted meaning of the phenomena is relevant 

(Powers & Knapps, 1995). In other words, in bracketing, prior knowledge could be 

suspended to facilitate the formation of fresh impressions about phenomena without any 

interference of the interpretive influences (LeVasseur 2003; Norwood, 2000). 

Conversely, Salsberry (1989) argues that all knowledge of the external and internal world is 

mediated by certain conceptual frameworks, and so bracketing is a fuss. In order words, it is 

extremely difficult for humans to completely free their conceptual understanding, for even if 

the researcher can, what of the participants? Thus, if the participants narrating the historical 

experiences cannot bracket their own preconceived notions of the experience, then the 

researcher’s obtained knowledge is flawed. At this juncture, Boyd (1989) responded to 

Salisbury’s ideology, argues that bracketing is far from being an elimination of preconceived 

notions about a phenomenon, but rather a temporary suspension of prior beliefs to facilitate 

emergent of fresh perspectives.  

3.9 Reasons for choosing Husserlian Tradition for this study: 

One of  the most painful misconceptions about nursing research which results from the choice 

of qualitative paradigm, interpretive or descriptive tradition is the disturbing notion that 

nurses are not up-to-the ‘real thing’ that is, experimental positivists inquiry or that nurses are 

not seriously committed to academic enterprise (Lawler,1998). The author believes that a 

good understanding of the theoretical principles underpinning a study largely dictates the 

methodological design. As evident from the literature, a lot has been said about social 

isolation from the perceptions of the residents and families but very little is yet known about 

the nurse’s experience of social isolation among the older adult in care setting especially 

within the Irish context.  Consequently, the writer felt that an effective exploratory tool was 
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needed to enter the live-world of the nurses to gain a good understanding of their lived 

experience, which closed-ended questionnaires cannot effectively do. 

Furthermore, it must be understood that the writer is not seeking definitive answers to 

questions such as cause of a particular disease, or seeking means of curing a disease  process, 

arriving at a diagnosis or concerned about producing a more cost-effective and quantifiable 

indicators of health care. The writer was using descriptive methodologies, seeking to know 

the world differently (Lawler 1998), seeking to understand the experience of uncertainties, 

and find ways to live with it (Heidegger, 1962). The writer therefore felt it was logical and 

understandable to employ methodologies that facilitate her focus on what it means to be 

human. 

It is possible for someone to think that the writer is trying to use a ‘soft option’ for this 

inquiry (Heidegger 1962). The writer was only trying to understand life as humans live it, and 

finds meaning in it (Lawler 1998). The writer felt that no other methodology aside from the 

Husserlian descriptive tradition could best suit this study. My choice of this paradigm of 

Husserlian tradition absolutely rests on the fact that it is  the most appropriate means of 

examining subjective human experiences deeply seated in the minds of the nurses recruited to 

participate in this study. 

3.10 Population, Sample and Sampling: 

 Polit & Beck (2006) define a population as all the various individuals or objects that share 

common defining features. In this section, the meaning of population and the process of 

determining qualitative sample and sampling will be discussed. As the focus of this study is 

to attempt to understand the meanings the nurses attached to social isolation, gain a good 

comprehension of what seems beyond the pages of text books, it was evident that this 

knowledge would remain unobtainable without the investigator referring to the nurses 

working with the older people at the study site. 

According to McLafferty (2003) a sample is a subset of the various units that constitute a 

population while the target population is the unit in which the researcher is interested. Polit & 

Beck (2006) concur that sample is a subset of the population but warn that there is no way a 

sample will adequately contain the entire population traits. Thus, in qualitative inquiry, the 

authors add that the adequacy of a sample is usually based on representativeness since it 

might be extremely difficult to get data from every member of a unit. Thus, the target 
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population for this study consisted of all the registered nurses currently on the roster of nurses 

working at the study site. 

As the focus of qualitative researchers is not on generalisability of their findings but rather on 

achieving an in-depth, robust and holistic understanding of the phenomena under 

investigation (Webb, 2002), the writer followed the tradition of qualitative phenomenologist. 

This tradition teaches that participants must have experienced the phenomenon under 

investigation, must be able and willing to discuss their lived experience (Polit & Beck 2006). 

The writer used non probability, convenience sampling (volunteers) to recruit people who 

were knowledgeable, articulate, reflective and willing to freely discuss their experiences of 

the phenomenon (Miles & Huberman, 1994).  

3.10.1 Sample Size: 

Polit & Beck (2006) assert that there are no hard and fast rules for sample size in qualitative 

studies. The authors believe that sample size largely depends on the purpose of the study, 

quality of the participants and type of sampling technique adopted. This assertion, which 

supports the earlier claim of Carpenter (1999), that sample size does not matter as long as 

point of data saturation is reached, overrides the beliefs of Cohen (1999) that 

phenomenological studies must of a necessity have very small sample size. 

Polit & Beck (2006) emphasize the need for quantitative researcher to get to the level of data 

saturation while collecting their data. The authors explain that qualitative researchers should 

continue gathering information on the phenomena of interest until such a point when no new 

information is obtainable and so redundancy is achieved. While in support of this view, Mose 

(2000) suggests that the number of participants required before saturation can occur depends 

on some conditions. The author claims that the research question must be broad in scope; 

participants must be good informatics and narrators of their experiences even if their numbers 

are few. Thus, for this study, the writer recruited ten nurses to generate the rich data needed.  

3.11 Accessibility to the study site: 

The approval to conduct this study was obtained through the Research Ethics Committee; 

Royal College of Surgeons in Ireland (RCSI) as there was no research ethics committee at the 

study site as at the time of conducting this inquiry. (See appendix 1 for the copy of the 

research approval). The writer then forwarded an application letter to the office of the 

medical director to seek for permission to conduct this study (appendix 2). (Attached to this 
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application was a copy of the brief information about the study, see appendix 3 for details). 

The offices of the Director of nursing, human resources and clinical nurse managers of the 

clinical areas were also copied. 

The study site is a public clinical facility that provides a wide range of services that include: 

HIV residential care, drug addiction rehabilitation, young chronic disabled residential 

services (including M.S., Parkinson’s) disabled adults (under 65) residential care services as 

well as respite care for the older people. The study site provides clinical services for a 

catchment of over 300,000 people. The writer has a background of staff nurse-midwife with a 

post graduate diploma in gerontological nursing and working in one of the nine units 

designated for care of the older people out of the entire fifteen wards on the hospital ground. 

Each of the nine units has a bed capacity of 16-24. According to the human resource officer, 

the hospital currently has about 180 nursing staff on its register.  

3.12 Eligibility Criteria: 

The yardstick to determine the attributes of the target population and by which people are 

recruited for participation in a study is known as eligibility criteria (Polit & Beck 2006). The 

criteria for this study were: 

 Participants must be currently working as nurses at the study site. 

 Must have been working on any of the accessible units in the last twelve 

months. 

 Must be willing to freely talk about their experience of the topic. 

 Participants may range from the cadre of clinical, education or management 

levels. 

 Participants must not be participating in any other study while this study was 

going on. 

The above criteria were formulated by the investigator. It is clear from the list of criteria that 

participants must be a nurse at the study site. This general inclusion term was narrowed down 

to nurses from the accessible nine units, while a clinical experience of at least one year of 

relating clinically with the older people is non-negotiable. To obtain information from a 

wider perspective, the writer opened the invitation to the three main domains of nursing 

practice .i.e. clinical, education and management. It is glaring from the above criteria that the 

writer collected data in a real-world naturalistic setting with diverse perceptions to follow 
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qualitative tradition, unlike the quantitative researchers who try to get their data from one 

type of setting to maintain constancy of conditions (Polit & Beck 2006).  

The writer excluded individual nurses who might be participating in any other study while 

this inquiry was on-going. The writer felt that using the same participants for two or more 

studies running concurrently might lead to the participants being over-researched. This 

situation, the writer believed, could badly affect participants in diverse ways which may 

include their precious time, social-economic lives as well as their personal interest.  

3.13 Data Collection Method: 

Polit & Beck (2006) describe data collection as a process of gathering information to address 

a study. The authors add that for qualitative studies, the investigators usually follow a set of 

pre-planned line of actions. In this study, the writer followed the qualitative self-report 

tradition .i.e. semi-structured interviews which concurs with the claim of Beck (1994); 

Fielding (1994) that phenomenological inquiries usually rely on interviews to obtain needed 

data. The pre-planned actions utilised in this study include a list of topics used for the 

interviews. According to Mack et al. (2005) qualitative data are usually voluminous and that 

the human brain is inevitably the container, unlike in quantitative studies in which the 

questionnaires hold the data. Thus, qualitative researchers must have real contact with their 

participants and use all their special senses and communication skills to obtain their data. 

This may possibly account for the need for focus group meetings and interviews as reliable 

strategies of obtaining data in qualitative studies. Further discussions on these two qualitative 

data collection tools are discussed below respectively.  

 

3.13.1 Focus groups meetings: 

Kruegar & Casey (2000) describe a focus group as a carefully planned discussion purposely 

designed to gain insights on a definite area of interest but in a non-formal and non-

threatening situation. Group members influence each other as they respond to ideas, beliefs 

and comments of others (Mc Lafferty, 2004). The writer adopted the use of the focus group 

interviews because of the meaningful interaction that facilitates generation of data (Kitzinger, 

1996; Mc Lafferty, 2004). Again, Merton et al (1990) and Morgan (1996) articulate that it is 

the use of group interactions which distinguishes focus group meetings from other group 
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activities. The focus group sessions came-up at the early stage of the study to synthesize the 

interview guide. 

According to Kruegar & Casey (2004) focus group involves people, typically five to ten 

though four is not too few and twelve is not too much and that the group must be small 

enough to allow equal participation and large enough to facilitate diversity of opinions. The 

authors add that the expertise of the group moderator goes a long way to make group 

members sink their personal differences and since it is not the goal of the investigation to 

reach a consensus but to find a range of opinions on the phenomena, differences in opinions 

were not a barrier.  

To conduct meaningful focus group sessions, Kruegar & Casey (2004) suggest that adequate 

planning keeps purpose of the study achievable, time-lines efficient, practicable, and budget 

balanced. In support of Boyea & Nicholl (2000) that conducting a focus group may be simple 

if adequate planning is done, Kruegar & Casey (2004) suggest that design must match with 

the available resources. Thus the writer took the time to deliberate on the number and the 

homogeneity of people required since time constraint was an anticipated barrier among nurse 

participants on shift duties. By homogeneity, I mean all the four participants were nurses with 

years of work experience at the study site. The differences in their years of experience, cadres 

and domains of nursing practice were some of the identified problems with the group. I 

realised ahead of time that this imbalance could affect conformability to discuss certain 

issues, possibly affecting free disclosure of ideas (Kvinge et al 2003). I decided to maximize 

this imbalance to bring about diversity and wholesome exploration of the topic. I did not 

envisage any difficulty with having mixed genders in a group, at lease this is not a family 

affair where the husband will dominate the discussion or where the parents will lord 

themselves over their children.  

The use of four nurses for the focus group was a blessing though Morgan (1996) asserts that 

the traditionally recommended size of a focus group is four to ten. Being a novice researcher, 

I was afraid of having a group that would be difficult to control, that would limit members’ 

opportunity to share insights and observations (Kruegar & Casey 2004). The authors add that 

groups of 4-6 participants are becoming popular as smaller groups are easier to recruit and 

host and more comfortable for participants to interact with.  I used the four volunteers for the 

focus group while the other six participated in the semi-structured interviews.  
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Just like in an ideal democratic setting, the four participants who reside outside Dublin 

volunteered to attend the focus group session while the other six who live within the capital- 

city decided to avail of the semi-structured interviews. I then liaised with the participants’ 

respective unit leaders to arrange their work schedule to facility day duty on the date agreed 

by all. I preferred encouraging potential participants to volunteer as I did not want to let 

anyone feel coerced into participation. 

According to Kruegar & Casey (2004) the success of focused interviews depends on a 

number of factors such as proper planning and having well developed questions, right 

respondents and a skilful moderator. The moderator must be able to listen attentively to all 

participants with sensitivity, able to understand perspectives, able to show interest and 

possess adequate knowledge of the topic of discussion. Kruegar & Casey (2004) add that a 

good moderator should have self-discipline to control personal views, should not attempt to 

defend, explain but rather listen and find ways of making sure everyone participates. The 

group session took place on Wednesday 9th March, 2011 and everything went smoothly as I 

moderated the focus group meeting. 

3.13.2 Semi-structured Interviews: 

Manion and Morrison (2000) describe interview as an interchange of views between two or 

more people on a topic of neutral interest in which the centrality of human interaction for 

knowledge acquisition is the focus. In other words, interviews enable both the interviewees 

and the interviewers to discuss their knowledge and interpretations of their lived-world in 

their own perspectives. In a more precise manner, Wimpenny & Gass (2000) describe 

research interviews as the most appropriate data collection method which provides deeply 

seated human knowledge and experiences. Kvala (1996) justifies the choice and 

appropriateness of interviews for qualitative studies, claims that interviews put the 

interviewees in control and increase a sense of partnership. It was for these reasons that the 

writer adopted the use of both the focus group meeting and the subsequent semi-structured 

interviews to obtain data for this study. Interestingly, both strategies recognise direct human 

interaction as a reliable means of obtaining knowledge not previously contained on pages of 

paper.  

For this study, semi-structured interviews were used to further explore and verify issues 

raised during the focus group session. Throughout the interview series, the writer was guided 

by a written topic-guide (appendix 4) as suggested by Wimpenny & Gass (2000). As 
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participants were all professionals with varying years of experience and the topic of 

discussion presumably familiar to all, the writer did not envisage problems with getting the 

questions across to them. Kruegar & Casey (2004) assert that in framing the interview 

questions, the choice of words, terminologies, the intonation, and manner of asking affect the 

clarity and quality of responses from the participants.  

Participants suggested that each interview may not last more than one hour. The writer 

decided to spend the first two minutes of each session to facilitate social interactions as 

questions on personal, social interest and exchange of pleasantries were entertained. The six 

interviews took place in the house of the respective participants as they preferred and at date 

and time of their choices. I verbalised my appreciation to each of them for giving me access 

into their live-world and their good gestures of tea during the visit. As an in-experienced 

researcher, the focus group experience gave me a lot of the confidence and skills required for 

the semi-structured interviews. As suggested by Jasper (1994) that a good qualitative 

interview must require certain skills such as reflection, clarification and adequate preparation, 

I took the time to reflect over the focus group interactions to prepare myself for the semi-

structured interviews. The first interview took place on 12th March, 2011in a participant’s 

house about 15 minutes drive from the study site. I got to the venue about half an hour before 

the agreed time to further ascertain the functionality of the recording gadgets. I sat down 

face-to-face with the interviewee with the tiny-tape recorder in between us. There was no 

nervousness as both interviewee and the interviewer were familiar with one another, with the 

tape recorder and with the topic of discussion. The first interview went as planned which 

further boosted my morale. The interview tapes were later coded as INTERV I, II, III, IV, V, 

VI, and were transcribed.  

3.14 Qualitative Data Analysis: 

The claim by Burnard (1991) that analysing qualitative interview data is a difficult job that 

involves stage-by-stage process was re-echoed by Polit & Beck (2006) that qualitative data 

analysis remains labour-intensive, demands creativity, conceptual sensitivity, and sheer hard 

work. The latter explain that since qualitative analysis is less formulaic unlike the 

quantitative, analysing a qualitative study is arguably more complex, laborious and difficult. 

For example, organising, structuring and eliciting meaning from the thousands of statements 

and phrases obtained during data collection, I believe, is not a joke.  
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Furthermore, Burnard (1991) claims that no one method of analysis can be suitable for all 

interview data.  He explains that for semi-structured interviews, the eight stages analysis 

method adapted from Glaser & Strauss (1967) and Strauss (1986) might be the best. Crabtree 

& Miller (1999) contested this suggestion, argued that there are as many good strategies of 

managing qualitative data as there are qualitative researchers and that the choice of 

methodology depends largely on the expertise, experience and interest of the investigator. 

What is important to the authors is that any adopted style of data analysis must be systematic, 

standardized, intuitive, subjective and interpretive.  

Whatever data analysis style one chooses, data analysis in a qualitative inquiry usually starts 

with data collection (Streubert & Colaizzi 1978). The writer preferred the Colaizzi (1978) 

framework analysis for this study because she believes it would generate a useful descriptive 

analysis of the study. Also, the seven stages of Colaizzi (1978) framework were orderly, user-

friendly and allow informants to vet the findings thereby boost the chances of validity, 

transparency and trustworthiness (Lincoln & Guba 1985; Mansell et al 2004). 

3.14.1 Colaizzi Framework (1978): 

     The Colaizzi (1978) Framework qualitative data analysis cited in Polit & Beck (2006)  

 Reading all protocols to acquire a feeling for them 

 Review each protocol and extract significant statements 

 Formulate meanings for each significant statement 

 Organise the formulated meaning into clusters of themes. 

 Refer these clusters back to the original protocols to validate them 

 Note discrepancies between the various clusters avoiding the temptation of 

learning data of themes that do not fit.  

 Integrate results into an exhaustive description of the phenomenon  

 Formulate an exhaustive description of the phenomenon in as unequivocal a 

statement of identification as possible 

 Ask participants about the findings as final validating step. 

The focus group transcripts were analysed to obtain the key themes. The data were collated 

and thematically coded, analysed and then presented. The writer manually categorised the 

data into themes as they emerged and matched them with their corresponding responses. 
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Necessary changes were then made as meaning became clearer. The writer repeatedly sorted 

out the themes into their relevant categories.  

 

3.15 Rigour and Trustworthiness: 

Rigour is a paradigm to determine the soundness of qualitative work (Watson & Girard 

2004). The authors argue that the appropriateness of this terminology is debatable and so 

pleaded for caution for the use of language. Much earlier, Kuck (1987) attempted to interpret 

Gidamars philosophy of language, assert that language is a universal medium through which 

we gain understanding. Thus, Watson & Girard (2004) espouse that any inconsistency 

between language and research approach will yield mixed messages to the readers so that 

both the research content and process is lost. It is therefore imperative to be careful in the 

application of the word rigour to describe the thoroughness and appropriateness of qualitative 

inquiries.  

In the opinion of Watson & Girard (2004) the word integrity, i.e. honesty, and soundness is 

congruent with the Gardamerian tradition of rigor. The authors believe that the human bodies 

house all the human knowledge, memories and experiences we may have. They add that we 

only use language to express our being-in-the-world so if both the researcher and the 

participants could express their experience with honestly, the world rigor is taken care of.  

Watson & Girard (2004) claim that researchers do bring their pre-understanding to their 

story, thus they are interpreting and understanding with some transparency and honesty. 

Thus, if individual researchers are aware of their prejudices and are able to deal with them 

there would be less tendency for contamination of study findings.  

Polit & Beck (2006) describe trustworthiness as the degrees of confidence qualitative 

researchers have in their data as measured by credibility, transferability, dependability and 

confirmability. To adapt this description into a research process, the assertion of Sandelowski 

(1993) that trustworthiness is purely a matter of fidelity on the part of the investigator and not 

a strict adherence to any laid down rules could be helpful.  As earlier said, all narrators and 

qualitative investigators have the knowledge of the experiences and the prejudices, thus we 

must learn to deal effectively to sift prejudices and foreknowledge out of the data.  

Not only did the writer receive guidance from Sandelowski’s assertion of faithfulness and 

transparent honesty, the writer was also assisted by some of the techniques and styles used in 

38 
 



the study to further enhance its trustworthiness and transferability. For example, the tapes and 

copies of the transcripts are available for vetting purposes. Not only that, the seventh stage of 

the Colaizzi (1978) framework of data analysis allows participants to vet the data and 

findings to ensure they represent their true opinions. Again, the recruitment of participants of 

the study with the allocation of task during the data collection was transparent, democratic 

and non-coerced.  

3.15.1 Credibility 

Kruegar & Casey (2006) advise qualitative investigators to improve the truth of data and their 

interpretations. The authors suggested that having quality time and rapport with the 

participants, understand their culture, language and clarify misinformation as means of 

enhancing data credibility. Long before this claim, Lincoln and Guba (1985) postulate that 

persistent observation, triangulation, peer debriefing and the researchers’ personal credibility 

are some of the other ingredients of qualitative data credibility. As earlier mentioned in my 

introduction to rigor and trustworthiness, the writer of this study was led by the spirit of truth, 

evidenced by the entire research process including returning to the participants to vet the 

data.  

Returning to the research participants as indicated by the seventh step of Colaizzi (1978) 

framework is earlier said than done, yet it was done in this study. As I have tried to remain 

fair and honest with the data reduction process, I was able to meet with eight of the 

participants who verbalised their satisfaction with the data management and findings. The use 

of the semi-structured interviews successfully explored issues that certain individuals were 

reluctant to discuss at the group meeting. The inclusion of the highly experienced nurses was 

like a co-mentoring-service to the younger nurses who were fresher from the universities. The 

mixture of both young and old nurses, I believe, provided a wholesome perception of the 

study which Guba & Lincoln (1986); Koch (1994) claim could add to the credibility of the 

data from qualitative inquiry. 

3.15.2 Transferability 

According to Lincoln & Guba (1986) framework, the term transferability connotes the extent 

to which findings from the data of qualitative inquiry can be applied to similar settings 

without any undue alteration of the set-up. The authors assert that in that case, transferability 

in qualitative study has similar concept with generalizability in quantitative inquiry. For this 
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reason, Lincoln & Guba (1986) suggest that qualitative researchers should provide detail 

descriptive data for readers and users to evaluate the applicability of the data to their settings. 

This writer steadily followed the ideology of Lincoln & Guba (1986) by providing a very 

thick description of the study site, the target population and the various transactions that 

came-up at each phase of the study process.   

3.15.3 Dependability 

The stability of the qualitative data overtime and conditions has been described by Kruegar & 

Casey (2006) as data dependability. The authors argue that dependability of a qualitative 

inquiry is known as reliability in quantitative study and so there is no credibility without 

dependability for a qualitative study. Thus, to achieve dependability in a qualitative study 

Kruegar & Casey (2006) suggest that users must be able to undertake a stepwise replication 

of the study data. It was for this reason that I have tried to ensure each step of the study 

process is distinctively explicit so that readers and fellow researchers could easily discern and 

follow the steps.  

3.15.4 Confirmability 

In the mouth of two or three witnesses, the truth shall be established is an allegorical biblical 

statement that supports the principle of confirmability. Polit & Beck (2006) assert that 

objectivity of data could be achieved when more than one external evaluation can confirm the 

meanings and relevance of the study. According to these authors, idea of confirmability is 

purely on the characteristics of the data and not on the integrity of the investigator.  For this 

purpose, the audit trail of this inquiry which include copies of correspondences, original data 

transcripts (appendix 6), interview guide, examples of significant statements and formulated 

meanings (appendix 7) to mention a few, were orderly arranged under the appendix sections 

of this paper.  

Furthermore, I borrowed ideas from Koch (1994) that to ensure trustworthiness of qualitative 

data, the principles of credibility, transferability, dependability and confirmability must have 

guided the entire study process. Again, following the principles of Colaizzi (1978) 

framework, attempts were made to get the vast majority of the participants to vet the data 

obtained from the transcripts. Only two of the ten nurses whose experiences were explored 

were not available to vet the data. One of them had obtained a transfer to another county 

while the other person was on sick leave. 
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3.16 Ethical Issues in Qualitative Study 

One of the principal foci of research endeavour is to improve knowledge locally and at wider 

environments, yet the need to maintain the privacy of the study participants remains non-

negotiable (Orb et al 2001). The need to balance generalisations of findings with maintenance 

of the privacy of the participants constitutes a dilemma. Punch (1994) in his work on “Just do 

it” warned that researchers must be concerned with maintaining their participants’ anonymity, 

privacy, integrity, not deceiving them but securing their informed consent.  

Holbrook (1997) claims that by nature, qualitative inquiries are usually immersed in a messy, 

chaotic reality of personal interaction and sensitive environments. Thus, Fritz (2008) in her 

paper on ethical issues in public health inquiry claims that all researchers are responsible for 

ensuring participants were informed, understood both the risks and benefits of participation 

and their right to discontinue their participation at any stage of a study without suffering any 

negative consequences. To ease the mounting pressures of ethical dilemmas on qualitative 

investigators, Fritz (2008) recommends that researchers should protect participants through 

informed consent process, reconcile the strength of qualitative research through the informal 

communication process, maintaining the spirits of beneficence, human dignity and justice. 

3.16.1 The issues of informed consent 

Informed consent is one of the most critical issues in qualitative inquiry (Evans, 1996) and 

could be described as the key issue in human research (Punch, 1984) where the priority of the 

participants topped the list (Boydell, 2007). Problems relating to informed consent arose on 

few occasions in this study. For example, before the list of participants was concluded, 

prospective participants were given equal opportunities through information on the notice 

boards, leaflet papers distributed with other details of the study. Information leaflets and 

consent form (appendix 5) were given to prospective participants to sign as indication of their 

willingness to participate. Also, participants chose their respective role during the data 

collection, which was purely democratic as individual volunteered having understood what 

the role involved. The choice of the focus group venue was based on convenience; however, 

time, as well as the venues for the semi-structured interviews was the choice of the 

participants.  

The democratic nature of the study must have equally facilitated empowering the participants 

as stakeholders and not just mere subjects working for a masters degree student in their 

41 
 



clinical areas. The adequate information must have accorded the participants the autonomy to 

make informed decisions which protected their human rights, the mandate of all health care 

research (Dresser, 1998; Kvale 1996; Raudonis 1992). Boydell (2007) believes that respect 

for people is the recognition of their rights, including rights to be informed about the study,  

right to freely decide to participate or otherwise, and to withdraw participation without 

penalty. 

3.16.2 Principles of Beneficence 

The principal focus of this ethical issue is ‘doing good’ for others and preventing harm. 

Throughout the course of this study, paternalism, which is the denial of autonomy and 

freedom of choice, was avoided. Instead, participants were empowered to decide and to 

dictate the extent of their participation. Towards maintaining the principle of beneficence, 

pseudonyms were used instead of the participants’ actual identity though the study was 

carried out in a concise nursing community (Orb et al 2001). 

It is a fact that maintaining a complete confidentiality may be an issue. For example, 

quotations or other data from the participants are anonymous, they could sometime reveal 

identity. Recognising this fact, I made participants know that their approval would be 

required before the study could be published. Furthermore, Orb (2001) suggests that 

participants should be informed that data of instances of abuse would be excluded from 

confidentiality and anonymity. Not only that, the need for confirmability, i.e. the audit trail 

for other researchers to follow (Streubert & Carpenter 1999) and maintain confidentiality and 

anonymity remain a dilemma. I realised this possibility and so informed the participants 

while justifying the need for audio tape recorder for data collection.  

3.16.3 Principles of justice (equality and fairness) 

In the course of this inquiry, efforts were made to avoid abuse of the study participants. The 

method of recruiting potential participants gave equal opportunities to all nurses at the study 

site. I was able to balance my roles as a clinician in a familiar environment with my new role 

as a researcher among my mates and superior colleagues. Separating these roles was not easy 

for me. For example, clinicians do listen to complaints and then prescribe treatment but I was 

able to listen to their narrations without undue interference (Orb 2001).  

As earlier mentioned, conducting this study at my clinical constituency was an ethical 

dilemma. Orb (2001) believes that clinical researchers may be favoured for better results 

42 
 



since they know the clinical situation and can have the trust of their participants. Conversely, 

they are likely to get less information from participants who may consider the investigator as 

an insider to whom nothing is new. Field and More (1992) claim that conducting study in 

one’s place of work may create the problem of validity, reliability and meaningfulness of the 

data. I recognised this fact and that was why the processed data were subjected to vetting by 

the participants as the seventh stage of the Colaizzi (1978). 

In summary, in this chapter, I have been able to justify the choice of the research design, 

compare quantitative and qualitative studies, discussed sample, sampling method used, the 

data management as well as the ethical issues. The next chapter will present the study 

findings. 
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Chapter 4: Presentation of Findings 

4.0 Introduction 

Data from the transcripts of both the focus group and the semi-structured interviews were 

processed together and their contents analysed using Colaizzi (1978) framework for 

analysing qualitative data. The thematic analysis of this framework has produced adequate 

descriptions of the narratives of the nurses as contained in both the focus group as well as the 

interviews that followed. The seven stages of Colaizzi (1978) framework used for the 

management of these data include the following: 

 Read the text to acquire a feeling for it 

 Extract significant statements/phrases 

 Formulae feelings for each significant statements phrases 

 Organise the formulated meanings into clusters of themes 

 Integrate themes into exhaustive descriptions 

 Reduce the exhaustive descriptions to unambiguous statements of 

identification as much as possible 

 Return to the participants to validate findings 

Analysis of the data from the focus group produced the following formulated meanings as the 

nurses’ perceived meaning of social isolation: no or loss of contacts, being alone, not 

engaging, being away from one’s preferred environment, people and programmes of choice. 

Analysis of the data from the interviews generated the following as the nurses perceived 

understanding of social isolation: not having a sense of belonging, not able to interact, feeling 

lonely, no family involvement, loss of contact, no communication, withdrawal from everyday 

life activities, aggressive behaviours, being forced to live in a place and among strange faces, 

having no control over events and situations, feeling useless and becoming a dependant on 

others for living. 

The formulated meanings from each of the two phases of the data collection were clustered 

together to formulate themes that produced exhaustive and unambiguous descriptions of the 

various significant statements/phrases extracted from a robust understanding of the texts. For 

example, powerlessness, loss of autonomy, loss contact, loss of sense of belonging, 

depression, that emerged from the perceived meanings of social isolation were combined 
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together to arrive at the main theme ‘social isolation: a deterrent to quality of life in old age’ 

as one of the three principal findings of this study. 

Analysing the responses of the nurses to the various questions on possible causes of social 

isolation, signs and symptoms, importance of socialisation and the specific role of the nurses 

produced the formulated meanings that were later clustered together to arrive at the second 

finding of the study which is ‘social intervention; a cost effective non-pharmacological  

therapy’. This will be discussed under the subcategories of its diagnostic, preventative and 

curative functions. The role of the nurse as well as the constraints to this role will also be 

discussed. 

The third finding of the study emerged from responses of the nurses to the questions on their 

clinical experiences, identification of the incidence of social isolation; social intervention 

resources available at the study site and the training need analysis. Formulated meaning such 

as need for specialist training, early recognition of social isolation, managing challenging 

behaviour, need for a day study, skills of collaborating with the family, etc aside from the 

nurses’ qualification as generalists and midwifery, facilitated arriving at the third finding of 

this study. This will be discussed under the subcategories of the contents, mode of delivery 

and role of the hospital management. 

Precisely, the three main findings of the study are: 

1- Social isolation: a deterrent to quality of life 

2- Social intervention; a cost effective non-pharmacological therapy. 

3- Educational needs of the nurses caring for the older persons. 

4.1 Social Isolation and effects on quality of life 

In this theme, the following findings are presented and discussed in the context of social 

isolation. These are (1) powerlessness, (2) loss of autonomy, (3) loss of sense of belonging, 

(4) and meaning and features of depression, as described by the participants. Sub categories 

will also be discussed under possible causes, early detection as well as prevention.   

Findings; Powerlessness, Loss of autonomy 

The research establishes how social isolation is implicated in the loss of quality of life among 

the older people. Powerlessness from loss of autonomy is a strong factor. 
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 It is evident from the texts of both the focus group and the semi-structured interviews 

transcripts that the nurses described the older people as being completely powerless. In most 

cases, the senior adults were 

“...probably not consulted, you know, left out in the plan and decision for a particular 
home,...mom you’ve got to move in there. That s’ my understanding of social isolation” 
(Participant 6, lines 49-51).  

Social isolation is described as  

“when a person is removed from their own family, their own surroundings and are put into a 
home where they`ll be for the rest ...in this sterile maybe environment...you don’t have an 
awful lot of control...routines...you have to stick to... the older adults in this situations has 
become a ‘thing’ to be ‘removed’ and ‘put’ instead of a being who were supposed to exercise 
some amount of control over their care”  (Participant no 4, lines 34-45) 

“...this is why they are being ‘removed’ and ‘put’ in sterile places that they don’t have any 
control...” (Participant 4, lines 34-45). 

However, the responses of the interview participants show the subjective and the objective 

concepts of social isolation’. For instance, one of the nurse believes that the older persons 

“... want to have social integration...their disabilities won’t allow them to move...to do...so 
they are like expecting the nurse or others...doing everything for them” (Participant 2 lines 
51-53).  

This participant adds to the concept of social isolation as-no sense of belonging 

“...not getting interaction, feel lonely or depressed...not getting visitors...from home to talk to 
her...” (Participants 2, lines 54-57).  

 

4.1.1 Causes of social isolation 

 Findings from the study indicate that the causes of social isolation are: being away from 

family, of the nature of home care environment itself, frequent changes of the nurses, being 

deliberately ignored by the family, divorce, bereavement or presence of disease process.  

 From the responses of the focus group participants to the questions on possible causes of 

social isolation, participants four in the focus group session states 

 “...they are ignored because of their age...that’s what made them to withdraw from new 
faces...living in an environment different from...make them to be isolated, maybe divorce or 
death of a loved one...maybe condition, this can be...personality disorder like mental 
psychotic...and can be sort of depression...” (Focg 4, lines 78-90). 
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This excerpt provides a reliable summation of the responses of the first three participants to 

the questions on the contributing factors of social isolation.  

The researcher further explored this multi-factorial nature of the aetiology of social isolation 

during the Interviews. The robust responses facilitated classifying the causes of social 

isolation into four parts, namely: family, clinical staff, residents and the residential 

environment. For example, participants 1 explains  

“...that before the social isolation experience sets in the particular isolated resident used to 
enjoy regular (quality) visits, the family would feed and offer cup of tea, take the resident out 
for socials and since the family stopped coming the residents has lost interest in everything 
she used to enjoy” (Participant 1, lines 43-46).  

Participant also states “...visiting regularly...would feed her and make her a cup of tea, bring 

her out...chart together. But since....stopped coming, since the woman has died she has not 

shown any interest in... Participate in the daily events, things that she has been able to do 

before” (participants 1, lines 55-60). 

Starting this description of social isolation from a state of normalcy to abnormal one gives a 

better understanding of the changes that took place in the life of this particular resident. The 

participant went further in her description, claims that due to advanced age 

 “...you tend to lose most of you friends...pals are dead” (Participant!)  

She adds “that the family...being very busy, having to go to work, are not visiting as regularly 
as...in the rules and the policies...if there is disability...isn’t able to mobilise...if there’s health 
issue, maybe mental illness, cognitive impairment...and we don’t have enough staff to sit 
down and interact with the residents” (participants 1, lines 70-90).  

Combining the statements from the focus group texts with that of the interviews, it was found 

that social isolation could be initiated by many things. These factors include situation where a 

family member decides to sever the relationship with the older residents in care. Others 

include instances of divorce, bereavement, family socio-economic life, stringent home-care 

rules and regulations and lack of time and distance from the family locations. 

Because of the unusual nature of one of the claims made during the focus group meeting, that 

the family can decide to deliberately cut off with their member in care; this area was further 

explored during the interviews. For example, participants 6 re-echoed the claim that 

 “...some families just haven’t it in them to maintain a link with their relatives”.  
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This participant went further to explain that “...they are not living quite close ...so can’t come 

as frequently...and then this money aspect...may not have enough transport money...and these 

people have deteriorated mentally...family members feel bad...when they come in to visit 

their loved ones don’t recognise them...don’t have their usual conversation...so they will feel 

bad...will sort of prefer backing out gradually...” (Participant 6, lines 94-102). 

 The contents of this extract will probably explain why some family members have decided to 

sever relationship with their members in long-term care. This is a clear picture of the burdens 

of care in the family carer which ought to have been identified and attended to by the nurses 

through appropriate family education and mutual involvement in the care. 

4.1.2 Clinical Features of Social Isolation 

Meaningful, initial assessment with adequate and continued observation is suffice enough to 

spot the individuals at risk while prompt and effective intervention strategies might be 

enough to nib the syndrome at the bad. 

All the participants at the focus group meeting affirmed the existence social isolation at the 

study site. They all described what they saw which made them to conclude that the referred 

residents were actually socially isolated. For instance,  

#1 said “somebody I witnessed...wouldn’t be visited by their family at all or taken 
out...Well...have witnessed aggressive behaviour...as a result of being socially 
isolated...(Focg #1, lines 52-56).  

#3 and #4 added that the cases each has witnessed presented with being emotional...she is on 

her own, she won’t talk, she won’t interact, no matter what you do she won’t engage...she 

won’t respond...just sitting on her own”. While in agreement, with the above,  

#4 adds “angry, always angry, refused to talk, socially isolated from people, no friends. No 
willingness, just doesn’t want to go anywhere...no food, no talk, nothing” (Focg #4, lines 59-
61). 

Could it have been that the above mentioned clinical presentations had been with the 

individual even before they came into the care home? The responses of the participants to the 

questions on diagnostic categories during the interviews helped to clear this obscurity. For 

instance, majority of the participants at the interview sessions started their descriptions of 

clinical features with the very good behaviours of the residents that suddenly gave way to a 

hostile, disruptive, withdrawn and antisocial behaviour. Participant 1 describes how lively a 

particular resident was until when the family carer died 
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 “...but since the woman has stopped coming since the woman has died, she has not shown 
any interest in doing anything. Not even to participate in the activities of daily events, things 
that she has been able to do before” (participant 1, lines 59-62). 

This shows a progression in the deterioration of the sociability of this resident since the 

demise of the only family member who was actively involved in the care. This is the pattern 

of progression presented by other participants in the subsequent interviews. For example,  

Participants 6 says  

“...initially when they come in they are quite bright, they interact very well with the nurses, 
interact...other service users but as time goes on you see them...look 
lonely...isolated...depressed...not talking as they usually did...not interacting with people 
anymore. Then probing, you will see or hear them talking about their family members that 
they no more see as regular as they saw before” (participant 6, lines 55-60). 

 This excerpt shows the trail of events, the observable change in behaviour which the nurses 

did take notice of to identify social isolation.  

 

4.1.3 Preventative Measures 

Findings: Most, if not all the focus group participants recognised the importance of proper 

assessment from good history taking to identify the individuals at risk and to spot early onset 

of social isolation. Participants mentioned effective communication, residents having quality 

contact with their family, open visiting policy, effective nursing interventions as the main 

strategies. For instance, in the focus group, the first speaker advocates for 

 “...getting a history when they come in and finding out what their life was like before. Like if 
they liked gardening before...music...and the staff...talk to them about...” (Focg1, lines 100-
105). 

The next two participants affirmed the above, but the fourth speaker spoke extensively on 

preventing social isolation. The participant state  

“And again they can go out, we take them out...also on profile assessment we know what they 
want so we give them activities like that...they can go out for shopping...for exercise...we 
know through our assessments...find somebody to talk to them, just to bring person out...can 
find a friend even a volunteer to visit...” (Focg4, lines 111-120) 

During the interview, the investigator further explored on this subtopic by seeking the 

opinions of the participants who never had access to what was said during the focus group 

session. From the rich data obtained from the interview transcripts, and combined with those 

from the focus group , the researcher discovered that the availability of the right kinds of 
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personnel, who were able to effectively plan and execute appropriate interventions through 

the right use of the available resources were the hallmarks of the preventative measures.  

For example, almost all the six participants attested to the importance of the initial and 

continuing assessment of each resident. The result of the initial assessment becomes the 

yardstick to measure the subsequent ones. The individuals at risk would be detected and a 

closer watch would be placed on them for early intervention when incident is unpreventable. 

All the residents who are not manifesting signs and symptoms of social isolation will undergo 

primary prevention. The individual at risks will undergo the secondary preventative 

measures. This intervention starts with the early recognition of the clinical features and 

prompt and adequate interventions to follow on a multi-disciplinary fashion to minimize 

chances of complications and deterioration. The full-blown cases of social isolation will 

undergo tertiary preventative measures which aimed at rehabilitating the socially isolated 

adults. Prevention starts from admission when the individuals would be fully assessed. 

Admission history would include the morbid and the pre-morbid accounts of the illness 

experience. The family tree as well as support network will be examined. 

During the first interviews, the participant responds 

 “...you consider the background, the family background, the kind of past experience...if the 
residents has no child...no you could get people to visit...we have volunteers who come 
around to visit...if the patient has children then we get in contact...if the patient is feeling 
lonely, we call on the children...or patient that have children that visit regularly, but...are 
not...we phone them... assign them...with time we have now known what type of things...and 
then bringing them out to participate like the activity group to the zoo, organise birthday 
parties...encouraging the staff to communicate...” (Participant 1, lines 151-163).  

In addition, the care home is blessed with right kind of personnel which allows for the use of 

inter-professional approach of care. 

“We have occupational therapy...getting them to do gardening, pottery...and we to 
shopping...birthday parties...bingo... They do...beauty therapy, polishing their nail, hair 
dressing, bathing...” (Participant 1, lines 112-119).  

The nurses act proactively to forestall social isolation by using holistic assessment. The 

nurses collaborate with the family when need arises and solicit for volunteers to meet the 

need of the individuals not naturally blessed with children or forsaken by the family for one 

reason of the other. The nurses work with the activity group to plan and effect therapeutic 

indoor and outdoor social events and activities which can both prevent and treat social 

isolation. 
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4.2 Social supports: a cost effective non-pharmacological strategy 

Findings: From the transcripts of the focus group meeting, all the four participants reiterated 

the contributions of the available social networks that include the family, neighbourhood, 

friends and the clinical staff as a form of support to the residents. For example, the fourth 

participant at the focus group responded to a question under the available social intervention 

programmes, replies  

“...we take them out...we want to assist them...example in depression we can find somebody 
to talk to them, just to bring that person out...can find a friend even a volunteer to visit and 
bring them out...” (Focg4, lines 111-117). 

The clinical staffs in this excerpt were trying to break the power of loneliness and isolation by 

making efforts to connect their residents to the outside world. 

However, during the interviews, issue of social networks was much more explicitly 

illustrated. For example, the fourth participant said  

“they leave them there and they leave it to you settle them...take your time, sit down, talk 
about football match, something that’s going on the T.V you know involve, try and keep their 
minds open or you know newspapers...” (Participant 4, line 92, 118-121).  

The above excerpt shows that when family decides to give up on a resident the clinicians 

don’t. The nurses remain the link between the socially isolated resident and the outside world. 

During the sixth interview, the participant was more direct, argues that  

“Yeah, the nurse is really the person that is quite close to the patient at this point in time, 
especially, if the family members or the close relatives or friends are not coming anymore. 
We are the ones that are closer to the patient...so we can speak for them, we know what is 
good for them...we can identify their needs and be able to try to meet them” (participant 6, 
lines 173-177). 

As mentioned by the nurses, some family members appeared to have deliberately severed 

relationships with their members in long-term care. Going by the opinion of O’Leary et al 

(2004) who claim that the family, neighbours, friends, etc are the basic sources of social 

supports available to the older individuals, chronic loneliness could be the fate of these 

residents with weak social network in which the clinicians have become their next of kin 

(Cattan et al 2003).  
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4.2.1 The role of the nurses in social care support and possible constraints 

Having indentified the relevance of social supports in the management of social isolation, the 

researcher explored on the roles of the nurses. While discussing these roles, participants also 

identified some of the constraints to the nurses’ performance of these roles. From both the 

focus group and interviews transcripts, participants report that the nurse’s help in identifying 

the individuals at risk, assist with early recognition of the onset of social isolation and 

provision of adequate care interventions. For example, during the focus group meeting, the 

first participants said  

“The nurses are the ones who will identify the problem...do the referrals then the different 

activities and the doctor...” (Focg1, lines 222-224). 

 As typical of focus group sessions, the group dynamic allows for another participant to add 

to the conversation  

“Nurses role in social isolation include managing, planning and implementing all the 
activities... then involve the family too...” (Focg4, lines 215-216). 

From the two excerpts, nurses play deliberate role in social care service, starting from 

assessment to planning, implementing and evaluating the care rendered. Their roles include 

dependent, inter-dependent as well as collaborating with the family. 

However, during the subsequent interviews, these suggested roles were further explored. 

Participants indicate that the nurses help to identify the individuals at risk of developing 

social isolation, facilitate early recognition of social isolation, use skills of effective 

communication, advocacy and teaching to facilitate family involvement in the care. For 

example, in one of the interviews, the participant in defence of the nurses’ role replies 

 “...to raise, to be aware, recognise, to plan a programme of care to improve social inclusion. 
Again, involve the family...or friend...next of kin...can give an input...yes, advocate or the 
residents should...every day, we assess...” (Participant 3, lines 191-196). 

 It’s evident that the nurses provide evidence-based care from assessment to evaluation. They 

empower the family to be involved in the care of their member in care. The nurses also care 

for their residents. 

Interestingly, in all the six interviews, almost all of the above roles of the nurses were 

mentioned. In the fifth interview for instance, the participant said  
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“...first of all...you must recognise it...be able to recognise and speak to your staff...ensure 
they recognise the signs...draw up some kind of plan to help...evaluate...speaking up for 
others...you know may feel threatened...not want to talk...ask the person-first is it okay if I 
speak for you...speak to the family members, involve the family...” (Participant 5, lines 182-
185, 191-197). 

 

4.3 Educational needs of the nurses working with the older persons. 

Findings: Through the texts from the transcripts, it is evident that the nurses requested for 

some of specialist training which they claim would enhance the performance of their role. For 

example, during the focus group meeting a participant said 

 “I think it (training) is necessary to improve ourselves...if the staff go for further training, it 
will help...to be more effective in looking after the elderly patients...” (Focg4, lines 163-165). 

The participants suggested possible contents of their training programmes which the nurses 

believe would help them become more effective older peoples’ care nurses. The speaker went 

further in lines 167-169 to cite examples of the course contents  

“... involves listening...good communication...psychosocial care...” while another participant 
suggests need for  

“Specialist training for caring for people with dementia and provision of psychosocial 
intervention programmes for the carers as well as the nurses” (Focg 2, lines 160-161). 

However, during the interviews, more attention was given to educational need analysis. In all 

the six interviews, the nurses wanted to know more about social isolation. For example, while 

responding to questions on the preventative measures one interview participants responded 

 “...as a member of staff and the careers, everybody needs to be educated about the social 
isolation, what is social isolation and how we can anticipate it so the staff training would 
help...the nurses...like delegating the job to the career...it is a need to train all the team 
members” (Participants 2, lines 128-131, 150-153). 

This extract confirms the recognition of this need and in addition suggests some of the 

possible course contents such as meaning and early identification of social isolation and 

team-working technique. Similarly, while responding to question on resources available at 

the study site to managing social isolation, one interviews participant replied 

 “There isn’t really a lot...you’re only making it up yourself...but we have no training in that 
line really. We need to be trained up, someone needs to give us advice...not able to pick out 
these people...because there are different signs...you, really need to be trained to deal with ...” 
(participants 4, lines 126-132).     
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Chapter 5: Discussion of Findings 

The three main headings that emerged from this study are; Social isolation; a deterrent to 

quality of life, Social intervention; a cost effective non- pharmacological therapy, and the 

Educational need of the nurses caring for the older persons.  It is evident that the first finding 

of this study indicates the existence of a problem at the study site- social isolation. The 

second finding recognises a possible solution- social intervention programme, nurses’ role in 

social interventions and possible constraints. The third finding is the educational needs of the 

nurses who would be able to provide quality care capable of making the older persons more 

independent. 

5.0 Social isolation; a deterrent to quality of life among the older persons 

The study findings indicate a situation in which the residents at the study site had lost their 

power, autonomy, and sense of belonging, which are possibly the symbols of being human. 

Assessing and defining quality of life among the older people is difficult (Kutner et al 1992). 

Earlier, Spitzer (1986) argues that both quality of life and health status measurements may 

include indicators of physical, social and mental functioning, burden of symptoms and 

personal perception of well-being. The message here is that quality of life in old age is tied to 

perception of meaning and the degrees to which an older person enjoys life or relates with life 

opportunities and limitations. According to Stedman (2006), quality of life has three main 

domains: being, belonging and becoming. The author describes ‘being’ domain as the aspect 

of life that incorporates physical health, .i.e. good hygiene, nutrition, etc., psychological 

health which includes good adjustment, cognition, feelings and spiritual well-being which 

includes values, belief system, personal conducts, etc. Stedman (2006) describes ‘belonging’ 

as the individual’s fit with the environment which is also made up of three sub-domains. 

These are physical belonging which connects the person with the milieu; social environments 

which include the sense of acceptance by others and community belonging which represents 

access to resources available to community members. The third domain of quality of life in 

old age according to Stedman (2006) is termed ‘becoming’. This refers to purposeful 

activities executed to achieve personal goals. These activities may include day-to-day events 

like paid or volunteer jobs. They may also include stress reduction or relaxation promoting 

activities such as games, walks, and family visit, social outing, holidays etc. ‘Becoming’ may 

also include activities that promote the improvement or maintenance of knowledge.  
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The sub-categories to be discussed under the theme ‘Social isolation:  deterrent to quality of 

life in old age are: powerlessness, healthy ageing, causes, clinical features and prevention of 

this wanton destroyer of quality of life among the older people.  

According to one of the participants in the focus group meeting, social isolation a situation in 

which an older person is...being isolated from family...neighbourhood...friends, family, and 

your hobbies...what you like to enjoy doing (Focg 1, lines 30-31). 

This perception was re-echoed by all the four participants in the focus group meeting. They 

all see social isolation as being away from the society one belongs to, the family, friends and 

even activities of interest and be subjected to living without any meaningful contacts. 

Comparing this perception with the Stedman (2006) there domains of quality of life, one 

would see that the older persons in this picture have missed virtually all-their ‘being’, 

‘belonging’ and ‘becoming’. In other words, the individuals in this situation have no quality 

of life. 

 Furthermore, two of the participants see social isolation both in its objective and subjective 

forms. For example, social isolation is  

“...not having the feeling of belonging, not feeling able to interact with the others, feeling 
withdrawn...not interacting...not eating...refusing to talk...feeling lonely, not having a sense of 
belonging...no family involvement”  (Participant 1, lines 20-22). 

Social isolation is portrayed as the symbol of powerlessness, complete loss of autonomy, and 

sense of belonging among the older persons. For instance, a participant describes her 

understanding of social isolation as  

“when a person is removed from their own family, their own surrounding, and be put into a 
place for the rest of their ...” (Participant 4; lines 34-36).  

“Not being able to do things for your self...having to depend on other people to do what you 
always would...like possibly washing your own face, hands after visiting toilet...Not having 
anybody to talk to...” (Participant 5, lines 59-63). 

The above excerpts indicate the powerlessness of the older person about their move from 

their own home to long-term care setting. The principle of social involvement and support 

networks emerged from this excerpt. Kim (1999) claims that social support connotes 

structure (existence and extent of relationships) and function (extent at which the 

relationships provide help and companionship). 
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These concepts will be fully discussed under the second finding of this study titled ‘social 

care support: a cost effective non-pharmacological strategy’. However, the excerpt portrays 

social isolation in a more subjective form. The older persons in this picture have no 

meaningful contact with people, places and objects of their choices leading to the feeling of 

despair, despondency, feeling of becoming useless and alienated from the living community. 

A participant said that 

“They were probably not consulted,...left out in the planning and decision for a particular 
home...mom you’ve got to move in there...” (Participant 6, lines 49-51). 

The older person here is coerced to leave and cleave to a ‘sterile’ environment and subjected 

to live among routines they must comply with, otherwise be labelled deviant, difficult and be 

exposed to power of extra medications to subdue their personhood. This is similar to what 

Cattan et al (2003) describe as internally imposed isolation from their networks, which 

Towell (1975) predicts would make the residents become partially depersonalised objects of 

task-centred routines. 

Thompson (2003) sees power as the ability to influence or control events, processes or 

resources. Unfortunately, power can be used to get things done, to exploit, oppress, abuse; it 

is a significant barrier to equality (Giddens 1993). Although attempt at promoting equality 

will definitely involve conflicts with the power that be, an understanding of challenging 

inequality, discrimination, oppression, otherwise known as powerlessness among the older 

person is essential to liberate the oppressed. Thus, powerlessness, as the summary of the 

social isolation experience in this study connotes disenfranchisement, exclusion, 

dehumanisation and depersonalisation, which unfortunately is the common dynamic that 

operates in the interventions between helpers and those in need of help (Thompson & 

Thompson 2001).  

The degree of their disabilities was affecting the extent of their participation in social 

activities which could further reduce the quality of their social interactions (Fahey & Murray 

1994). The family not visiting, coupled with the crippling disabilities confirm the objective 

state of social isolation that is based on absence of reasonable contact and integration with the 

outside world (Wenger & Burholt 2003). It is clear from the extract that the older people at 

the study site were feeling lonely because they were socially isolated. Thus, since quality of 

life is closely related to both subjective and objective factors, the quality of life of the 

residents at the study site is badly compromised. 
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5.1 Causes of social isolation 

The findings of this study on the possible causes of social isolation among the older persons 

in care are similar but not the same as reported in the literature. For example, Horkan & 

Woods (1986) cited bereavement as the major factor while degenerative changes decreasing 

social contact, retirement, bereavement, marginalisation and social exclusion were blamed for 

initiating social isolation. Majorly, Lindgren and Linton (1991) assert that the seed for later 

development of social isolation in nursing home is usually sown when nurses fail to obtain 

comprehensive health needs from the perspectives of the residents. The authors add that this 

omission, apart from robbing the clinical staff of valuable information, also facilitates 

residents’ development of a sense of devaluation from flagrant lack of recognition as a valued 

source of information concerning his/her own care needs. 

The study findings indicate that the moment the seed of bitterness is sown from admission, all 

other factors will begin to water it till a feeling of not belonging, not useful, begin to lead to 

behavioural issues of depersonalisation, dehumanisations, hopelessness and depression. I 

therefore think the understanding of the link between the possible causes and the 

symptomatology of social isolation will likely help to reduce the incidence of this social 

ailment in long-term care setting.  

The study findings implicated the family, clinical staff, the residents as well as the care 

environment for contributing to social isolation. For example, the family were too busy and 

so could not visit; distance of care setting to family home as well as transport was another 

problem. Some family members decided to sever relationship with their members in care, 

while deteriorating mental and physical state of health was discouraging meaningful visit of 

the family. The clinical staffs also have lots of care routines to occupy them while staff 

shortage remains a major concern. 

Contrary to one of the findings of this study which implicates residential environment as one 

of the contributing factors of socialisation, Grenade & Boldy (2008) argue that being in a 

situation of increased dependency means frequent contacts with staff and reduced risks of 

isolation and loneliness. These authors based their argument on Dragaset (2004) that 

dependence on others in the conduct of activities of daily living was associated with lower 

levels of social loneliness. 
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From a sociological perspective, one can see that it is the entire unit culture, the philosophy 

of care, the layout, relationships, policies, routines and how they are structured that have 

serious implications in this matter. The argument made by the fourth participants in the 

interviews indicate that residents must comply by the prescriptions as spelt out by the 

clinicians while participant no 1 blamed the nurses lack of time to sit down 1:1 with the older 

persons due to staff shortage as being responsible for social isolation. It is therefore clear 

from these arguments that social isolation is a multifactorial issue which includes a lack of 

meaningful, purposeful and quality contact and not just mere snappy, accidental 

environmental interactions.  

5.1.1 Preventative measures 

Eliopolos (2010) asserts that through the use of powerful tools such as education, 

counselling, coaching and rehabilitation activities, prevention of social isolation could be 

effected in three levels: 

 Primary: to prevent developments of social isolation in healthy residents 

 Secondary: to strengthen the abilities of the at risk so as to avoid 

complications and further deterioration 

 Tertiary .i.e. to minimize, disabilities through effective restorative efforts 

Considering the damaging effects of social isolation and the superlative ability of the 

preventive measures, the researcher asked series of questions at both phases of the data 

collection to discover the truth. For example, during the focus group meeting, the researcher 

asked about the available resources at the study site to prevent and manage social isolation. 

 In the second interview, the participants said  

“in this present facility, we have loads of support...lots of activities going on...like a separate 
team...who do meaningful activities and apart from that we all got a training, the nurses and 
the carers...and because of this economic situation...the human resources are not that 
good...so we are planning getting more family interactions where the family can contribute...” 
(Participant 2, lines 104-107,121-123). 

From this excerpt, we know the personnel involved were trained to provide meaningful 

interventions to meet the secondary prevention domain of social isolation. The nurses 

recognised the economic meltdown as a saboteur but yet determined to work through the 

financial predicament by making use of what was available-the family and the volunteers. 
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The nurses and the rest team members were committed to meeting the needs of their 

residents. 

It is evident from the texts obtained from the  phases of the data collection that the trained 

personnel are to conduct expert assessment, isolate the at risk, provide primary preventive 

measures to those less likely to develop social isolation and provide social intervention 

services to the residents to minimize chances of deterioration. 

Interestingly, report on ‘loneliness’ and social isolation among older Irish people by Treacy et 

al (2004) claims that family networks in Ireland are so strong enough to reduce experience of 

social isolation among family members. The report affirms that enhancement of the quality of 

life of older people (healthy ageing) and proper development of a community network (may 

be with effective utilization) are required in situations where the traditional community and 

neighbourhood have gone into extinction. 

From this important report, it can be deduced that good social support could be a reliable 

antidote of social isolation. This claim could be true because of ‘loss of social networks due 

to retirement, increasing age; bereavement can make an individual vulnerable to social 

isolation’ (Brenner & Shelley, 1998). Even with increasing ageing process, physical 

disabilities; I believe quality communication, acceptance and loving care are strong enough to 

bridge the gulf between the residential centre and the locations of the individual family 

homes. It is undeniable that the global economic distress does not spare Ireland; thus the 

families may have reasons for disengaging. It is also crystal clear that these same families 

used to visit regularly maybe before the demise of the Celtic Tiger, but why the sudden 

change? Meyerstein (2005) asserts that medical conditions initially may facilitate strong 

supports from friends, family, neighbours but as time goes on these supports may begin to 

disappear. 

Also it is evident that the burdens of being a carer maybe without adequate family 

educational supports might have contributed to the disappearance of the unique family role in 

the care and management of family members in care. The family support network is unique 

because patients often times may wish to share thoughts, feelings with their family, friends, 

and religious leaders and not with the clinical staff (Meyerstein 2005). 

Establishing and maintenance of a therapeutic ward milieu in which the older people feel 

accepted, loved, respected but not estranged from others is necessary. A unit where residents 
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would not feel misunderstood, rejected, but loaded with love, appropriate social partners for 

desired activities that would guarantee a sense of social integration and emotional intimacy is 

the hallmark of preventative social isolation (Ernst & Cacioppo, 1999; Victor et al 2002; 

Treacy et al 2004). 

One could see that the preventative measures suggested by the nurses in this study follow the 

patterns available in the literature. The importance of the family being qualitatively involved 

in the care of their members in care and the expertise contributions of the professionals were 

elicited. However, the impact of a therapeutic ward milieu was strongly emphasized in the 

literature while the participants could not identify this as they might be the one who failed to 

create the therapeutic ward milieu. Instead the nurses laid emphasis on what they were doing 

but failed to recognise a little but more important factor, establishing a therapeutic ward 

milieu. 

5.2 Social supports: a cost effective non-pharmacological strategy 

Psychosocial factors could be relevant to the course of an illness and the way the individual 

perceives the situation can have significant effect on the prognosis. Struggling with illness 

can evoke myriads of difficult emotional reactions such as fear, anger, sadness, confusion, 

and guilt (Jenkins, 2006). Thus when an individual feels overwhelmed and alone, the family 

feels helpless and at a loss emotionally, the absence of social support is evident and must be 

addressed. In this section, the meaning of social support will be explored to justify the claim 

that this strategy is indeed cost effective. Thus, the preventive, diagnostic and the curative 

actions of social supports will be discussed. The constraints to social supports as revealed by 

the participants’ .i.e. time factors, poor staff strengths and cultural diversity will be presented 

towards the end of the discussions on the second finding of this study. 

According to Anderson (1998) social support is the exact opposite of loneliness (especially in 

a situation in which social isolation is equated with loneliness) and points to the two 

phenomena objectively and subjectively. Treacy et al (2004) affirm that the presence of social 

support has direct buffering effects against that detrimental effect of stressful life events. In 

supports of this concept of social support, O’Leary et al (2004) assert that the most reliable 

social support available to older people comes from other people including their family, 

neighbours, and friends, volunteers, professionals and sometime good Samaritans. 
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5.2.1 Cost effectiveness of social support 

The use of social support strategy in care milieu connotes a paradigm shift from the aged-

long medical model to the social typology. The term indicates a kind of power-sharing in 

which the receiver of care is empowered to contribute and gradually take, some 

responsibility, for his or her care. In other words, care giver and receiver work in partnership 

to reduce inequalities in health by empowering them to jointly address the determinants of 

health and not why the management of ill-health. This is one of the cardinal visions of the 

Irish national health strategy which aims at empowering the individuals, the family and the 

community to achieved full health potentials, have their say, be listened to and be sure their 

views are taken into account (Department of Social and Family Affairs, 2003). 

The use of social support strategy is cost effective because both the clients and the 

professionals have roles to play in health care and none of the two bodies would like to fail in 

their part as both could be liable when things go wrong. Firstly, the client is empowered to be 

involved as well as the responsible family member. The situation in which people are waiting 

for things to go wrong and then file for compensation may soon become difficult and so 

reduce cost of compensations that do chop off a huge part of the health budget. Both the 

clinicians and the individual client and family will share the joy of successful care 

interventions and also have shares when things do not go well. Evidence of large percentage 

of HSE budget spent on legal issues & compensations is a proof. Consequently, it is hoped 

that the use of social support services will facilitate creating the situation in which the lion’s 

share of the HSE budget will be spent on providing quality services rather than paying for 

unnecessary compensations. 

Furthermore, the implementations of social supports could lessen chances of dependency 

syndrome, and help clients with dependant personality to achieve some level of 

independence. Sadock & Sadock (2008) refer to dependent personality disorder as a staff of 

‘folieadeux’ .i.e. ‘madness between two’. In such a situation the victims have a pattern of 

relationships in which they are so submissive, passive, self-doubting, and thus avoid 

responsibility. Such individuals cannot sustain autonomy; want to be taken care of, always 

look for ways to fuse themselves with the identity of other persons (Vervarolis & Halter, 

2010). 
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From the transcripts of both the focus group and the interviews, the clinical importance of 

social supports was indicated. For example, the need to socialize was mentioned as a one of 

the characteristic of a human being.  

“It’s very important no man is an island as they say, everybody needs to interact with 
somebody else, you know, to validate yourself and for you general wellbeing...” (Focg1, lines 
180-182). 

This excerpt is a good summary of what the focus group participants claimed to be the 

relevance of social support in the prevention and management of social isolation. It is 

believed by the participants that social support services cost less, enhance feelings of 

wellbeing to lessen chances of residents developing social isolation and so this strategy is 

cost effective. 

This understanding about social support was similarly but more explicitly expressed by the 

interview participants. For instance, it was re-echoed that social support network is a must 

need; it facilitates feelings of wellbeing, makes one feel accepted, loved, recognized, and 

therefore can rejuvenate, prevent depression and enhance natural sleep pattern. While the first 

interview participant claims that residential care environment is naturally anti-social in nature 

as her justification for the importance of social care model, it is known from the subsequent 

interviews that social support is anti-isolation. The other five interview participants claim that 

social support prevents social isolation, cures social isolation and generally induces natural 

sleep.  

For example,  

“...it gives a person a sense of wellbeing and all people want to feel needed...accepted. It 
stops the depression...to feel wanted and needed and loved...Pyramid off need for 
patients...would improve sleep...improve their feeling of wellbeing...” (Participants 3, lines). 

Similarly, residents living without adequate social support networks are described by 

participant number 5 as being odd.  

“...if we’re not conversing with people, it isn’t good, I mean...becomes odd...it’s important to 
keep them happy, keep their spirits up. Well it will let people see that they’re not on their 
own, there are other people out there in similar situations...similar difficulties, they may get 
talking to somebody...and that will help...meeting other people you soon realise no, you’re 
not the only one...well our residents will be much happier...have a better quality of life...” 
(Participant 5, lines 144-147, 150-155, 163-164). 

It is evident from the above excerpt that good social supports will prevent the negative 

feelings that do facilitate loneliness and social isolation. Again, it is human to socialise not 
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only with oneself but with others, possibly, others with similar circumstances who can 

provide the best learning experience. 

Interestingly, the opinions of the 6th participant reveal that an adequate social support 

improves the physical, social and mental status of the individual. Social supports prevent 

depression and make an individual much younger-it is anti-ageing. In other words, good 

social network provides quality supports that can enhance healthy ageing. For example, the 

6th interviewee asserts that social intervention is 

“The importance of socialising, well... it keeps them going...keeps them younger, physically, 
mentally and prevents sort of depression which is not good to add to their other medical 
problems...generally socialisation is very good...it promotes good mental health” (participant 
6, lines 56-159,162-163).  

The health promotion, illness prevention and the anti-depressant capabilities of social 

supports are evident. These findings on the cost effectiveness of social support in the 

development of a healthy ageing concur with the World Health Organisation (WHO) policy 

framework on ageing. This framework in conjunction with the United Nation Plan of Action 

on Ageing (1982) has tremendously helped to structure health policies worldwide. According 

to Sanders (2006) whether in an individual, community, public or private, a healthy ageing 

connotes improved physical, emotional and mental wellbeing. This notion probably comes 

from the claim of Andrew (2001) that older people are now living longer, free of disability 

and that people of any age can improve their health` by adopting a healthy lifestyle (British 

Geriatrics Society, 2005). With the use of social care interventions, older people are 

beginning to have increasing expectations on quality length of life and sense of wellbeing 

(Kutner et al 1992. 

Furthermore, Sanders (2006) believes the use of health protection, illness prevention and 

health promotion through education and empowerment would promote optimum levels of 

functioning that will impact on older people’s social and psychological wellbeing. This is a 

follow-up to the projects on promoting healthy ageing: finding effective strategies, carried 

out in Britain by the department of health. In this project, a nurse-led programmed that 

focused on the promotion of healthy ageing and wellbeing in older person was initiated. The 

project reveals that if practitioners can listen to the voices of service users, integrate evidence 

based practice, facilitate user’s involvement then health preservation, illness prevention, and 

health promotion in the older people would be achievable (Department of Health 2004). 
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The finding of this study which claims that adequate social supports can facilitate natural 

sleep was peculiar to this study. Because the aim of this study is not to establish the 

physiology of any phenomenon or cause effectiveness, the researcher did not ask participants 

for a proof of how social support can enhance natural sleep. However, one can infer that since 

establishment of social, mental, physical and spiritual wellbeing, initiated by adequate social 

support system can positively impact on the neurological processes involved in the complex 

interaction between the central nervous system and the individuals environment (Carskaden 

& Dement 2005), one can conclude that sleep could be induced through adequate social 

supports. This becomes significant since sleep efficiency or ratio of deep natural sleep tappers 

off as age advances (Bliwise 2005). 

5.2.2 The role of the nurses in social care support and possible constraints 

Combining all the formulated meanings from the two phases of the data collection, it is 

evident that the nurses at the study site perform their basic and advance roles. For example, 

apart from being able to identify the individuals at risk, they are skilful enough to diagnose 

social isolation and work independently and collaboratively in managing this syndrome. Far 

and beyond their basic role, they advocate for and with their clients and facilitate effective 

family involvement. In their study on the multidisciplinary perceptions of the role of nurses 

and care assistants in the rehabilitation of older adults, Atwal et al (2005) claim healthy 

ageing cannot be enhanced without the skilled and dynamic nurses. Davies et al (2000) assert 

that expert older people’s nurses would use strategies to promote autonomy and 

independence in older adults. The rightful use of this strategy helps the nurses fulfil the role 

of nurses as outlined by the Royal College of Nursing (2000) framework. 

This framework clams that nurses must provide psychosocial and emotional support, enhance 

lifestyles, facilitate self-expression and ensure cultural sensitivity. The document adds that 

nurses must be able to maximise independence and functional ability to promote health 

through educative role, empower older people to participate in their care and enhance their 

general life-enhancing functions. Interestingly, findings of this study spell out the roles of the 

nurses which concur with the ones prescribed by the RCN’s gerontological nursing 

framework. 

The need for the nurses to shift from their natural paternalistic concept of practice to the one 

that emphasises re-enablement, that is person-focused and more of a facilitating and 

innovative role must be embraced (RCN 2007) instead of the stereotypes. According to Mc 
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Cormack (2003) the role of a nurse who believes in person-focused approach is to be there, 

offer personal support practice expertise, always enables the person to design and follow their 

own path. 

It is evident from the transcripts of this study that the nurses recognised the balance between 

autonomy, staff /family relationship, hospital policies and issues of power. The nurses 

demonstrated their ability to co-ordinate the inter-disciplinary activities and were able to offer 

continuity of care (Luke & Waters 1996). This was why the nurses tailor the care and choices 

of activities to the need and interest of the individual residents. The nurses served as the link 

between their residents and the external world, advocate for and motivate their residents to 

speak their minds. The nurses link-up with professional colleagues, the occupational 

therapist, doctors, family members and other stakeholders. 

Though not a part of the focus of this study, the findings indicate that the nurses have certain 

constraints in the course of performing their roles. It is significant that these constraints were 

similar to what the literature says about this topic. While just one of focus group participants 

mentioned lack of specialist training as constraints, majority of the participants at the 

interviews recognised time factor, poor staff strengths and economic melt-down as 

constraints to the role of nurses. 

For instance at the 5th interview, the participant replied 

 “...staffing would be, a big shortage of staff...we’re in recession...we depend on raising 
money ourselves and holding various events...” (Participant 5, lines 75-78).   

Poor staff level and economic depression were indentified here. The nurses’ busy schedule 

had to incorporate conducting fund raising, just to meet the care need of their clients. 

Similarly, during the last interview session, the participant explained much better 

 “...to avoid this social isolation we are handicapped...some factors like timing...the other 
residents...the care givers will not have sufficient time...on one to one basis...we don’t  have 
this time. I mean the time factor...we are short staff...we can’t meet up with the demands...so 
we just offer the best we can ...” (participant 6, lines 108-116). 

From this extract, lack of time, having to meet the one to one needs of all the residents were 

identified as barriers to delivering quality care at the study site. The issue of time as a 

constraint to delivering quality care has been recognised by other researchers (Kayser-Jones 

1997). In their study on nurses’ role in meal times on nursing home, Pearson et al (2003) 
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assert that nurses do like to spend quality time with residents but the busy professional 

expectations always make this difficult. 

5.3 Educational needs of the nurses 

Having examined the role of the nurses in the provision of a robust care for the older persons 

in long-term care, isolated major constraints to nurses performing this role, the need for 

relevant training will now be discussed to enhance the nurses’ performance of their role. It 

was very clear that none of these hard-working and highly experienced nurses at the study 

site had former gerontological nursing training. The nurses demanded for specialist training 

which they believe will facilitate their early recognition of social isolation, enhance provision 

of necessary social intervention programmes, communicating with the older persons, 

dementia care and general management of challenging behaviours. For example, during the 

focus session, a participant claims that the specialist training will 

“...improve ourselves...if the staffs go for further training, it will help...to be more effective in 
looking after the elderly patients...providing psychosocial care involves listening 
right,...Good communication...go for further training like this would help” (Focg \4, lines 
163-165, 167-169). 

However, during the subsequent interviews, some of the course contents were also mentioned 

by the study participants.  

Authors claim that effective services for the older persons often fail to support their journey 

to independent living, do not always acknowledge the expectations of the individual older 

person, and that this will only change for the better if the nurses are equipped to perform their 

facilitating role (Horne, 1998; Farrell et al. 1999; & Edwards, 2002). In other words, if the 

nurses are to get rid of their paternalistic practice, focus on person-centred approach which 

would empower the service users as well as their family, I believe the need for retraining the 

professionals is non-negotiable. I think these nurses need former education. Education is 

thought to have taken place when there is a relatively permanent change in behaviour, 

manifested through changed actions, reactions, and practice. 

During the interviews, the participants wanted training that will facilitate their understanding 

of the real concepts of social isolation-meaning, clinical features, and effective interventions. 

For instance, while responding to questions under available resources, a participant replies, 

“There isn’t really a lot...you are only making it up yourself...but we have no training in that 
line. We need to be trained up, someone needs to give us advice...be able to pick out these 
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people...because there are different signs...you really to be trained to deal with...”(participant 
4, lines; 126-132). 

This particular extract supports the generalist educational/ background practice experience of 

the study participants as none of them admitted to having gerontological nursing training. All 

were experienced general nurses with some having midwifery as post qualification. The 

speaker agreed with the need to be trained on the meaning of social isolation, how to 

recognise the older persons at risk and how to manage the condition. When responding to 

questions under training needs of the nurses, this participant claims that the further training 

would bring these experienced nurses to-date on the latest genrontological nursing 

interventions. There is no doubt, the nurses have experiences, yet, I believe they need to  be 

equipped with new innovations, especially in the care of older people as their foundation 

education appears ineffective to meeting the changing and complex demands of the modern 

health care rapidly becoming more legalistic (Furze 1999).  

If the interview participant no 2 was right by saying that social isolation is a common issue at 

the study site and in addition another participant could affirm 

“Yes I think...possibly some nurses are not aware of it (social isolation) or don’t see the signs 
or maybe don’t recognise the signs, you know maybe they’re busy...” (Participant 5, lines 
137-140).  

Then, these nurses were right to have advocated for further specialist training if high 

standards of care are to be maintained (Ward & Wood 2000). Combining the formulated 

meanings of the significant statements from both transcripts together, it is evident the nurses 

need further specialist training on communicating with older people especially as their sense 

organs begin to degenerate and so may affect communication. The nurses wanted to know 

how best to empower the older person in care, involve their family and manage challenging 

behaviours among many other things. 

It is not surprising to discover that it was pure motivation to improve the professional 

knowledge and skill that was the main reason for these nurses’ demand for a form of 

continuing education. Wodder (1993) conducted a meta-analysis on why nurses engage in 

continuing education. The author claims that motivational orientation was the largest factor. 

If O’Connor (1979) was right with her definition of motivational orientation as the 

dimensions underlying reason for participating in such a programme, then, this educational 

need of the nurses must be adequately addressed.  
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As most of the education programmes given to qualified healthcare staff whether in hospitals, 

hospices, nursing homes are usually in form of an ad hoc and fragmented.  Artkins et al 

(1994) and Ross et al (1994) suggest a more co-ordinated training and educational 

programme. From the extracts of this study, only one participant suggested a study day 

model. This study did not explore the model of training requested by the participants. 

Whatever the case, looking at the shift/roster system of the nursing job, the present economic 

situation in Ireland, and yet the demands on the HSE to provide a seamless quality health 

care, these nurses would benefit from continuing education capable of reinforcing the nursing 

role in health promotion, health protection and illness prevention in gerontological care 

(National Council on Ageing and Older People 1998; Sanders 2006). 

5.4 Conclusion 

The three main findings of this study have been highlighted. The findings portrayed a 

progression of problem solving from problem identification, which is social isolation, to 

planning on how to solve it which is social interventions, nurses’ implications in this role and 

again, the need for the nurses to undergo further, former training to enhance quality 

performance of their role.  
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Chapter 6 

6.0 Introduction 

At this juncture, I intend to round up this study with my personal reflection on the whole 

exercise. This chapter will also present the study strengths and limitations, implications, 

recommendations and my plans of disseminating the findings. 

6.1 Study strength and Limitation 

Considering the relevance of this topic, the aim and objectives with the study, some amounts 

of limitations were evident. For example, the study was limited to the opinions of the nurses 

as a single professional body among the interdisciplinary health care team. The opinions of 

the other stakeholders might possibly be different. The meaning of social isolation was 

formulated purely on the perception of the nurses without considering what the residents 

themselves feel about the situation. 

However, since the focus of the researcher is to purposefully explore the minds of the nurses, 

the real custodian of gerontological nursing practice at the study site, talking to the nurses 

was all that was required to generate the rich data needed for this study. Notwithstanding, 

obtaining the opinions of the other team members could have possibly provided a more 

divergent opinion. 

 6.2 Implications of the study 

According to the oral historical account given to the researcher while deliberating on 

choosing this topic, there has never been any previous attempts at the study site to research 

on this phenomenon. Thus, the choice of this topic, the design adopted, together with the 

study findings, has significant implications. Though amount of previous studies on a topic is 

not a barometer to decide its relevance (Polit & Beck 2005), the valuable contributions of the 

findings of this study on nursing practice, education and management make the study a 

worth-wile venture based on the findings I have highlighted. 
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6.2.1 Implications on nursing practice 

The study has helped to bring to limelight the fact that social isolation is occurring at the 

study site. The findings also helped to discover that none of the residents came into the 

facility socially isolated. 

In addition, the study findings pointed-out that there are staff members who found it difficult 

to recognise social isolation at its onset. The study thus came-up with cues to look for to 

facilitate early recognition and prompt intervention that will stop social isolation. The study 

findings also show the expansive roles of the nurses beyond the clinical area.  

Not only that, the findings of this study demonstrated the need to establish family education 

interventions for interested family members who might want to participate in the care. For 

example, it was shown that some individual family members who were visiting regularly 

before suddenly decided to give-up because of the deteriorating health conditions of their 

members in care. Evidently, such family carers were burdened and so need respite which 

could come from family education. Again, family education will make family carer informed 

and knowledgeable about ageing processes as well as the co-morbidities. When they are well 

informed, they are more likely able to meaningfully and effectively participate in the care. 

According to one of the participants, her involvement in the interview study facilitated her 

reflecting over her own practice. The participant said “...it has raised awareness for me...so 

having had this conversation, I am going to go back down and think about the social 

inclusion of all our residents” (participant 3). This is a form of reflection on action, capable of 

creating a learning experience which could positively improve her practice. 

 6.2.2 Educational Implications 

For the nurses to give the best up-to-date, evidence-base care of their residents, retraining in 

form of relevant, up-to-date scientifically based education would be mandatory. To start with, 

the study findings revealed that none of the study participants had specialist gerontological 

nursing training. They were all generalists with only two having post qualification in 

midwifery; none has mental health nursing which is more relevant to healthy ageing. 

The need for training need analysis was made manifest by the study findings. This exercise 

will help to map skills and knowledge against current and future work trends in relation to the 

needs of the resident (Nash, 2009). I believe the study findings show the knowledge gap 
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among the participants, thus the use of training needs analysis will further establish the gaps, 

indentify appropriate actions needed and required to meet the educational needs of the nurses. 

Consequently, this would facilitate developing evidence-based courses relevant to local needs 

and delivered on modus relevant and convenient for the organisation. 

The study findings pointed out that the nurses wanted specialist training on caring for the 

older persons, managing challenging behaviours, dementia care, and working in collaboration 

with the family. Since most, if not all the study participants were generalists though with 

quality elderly care experience, they should be credited for using their limited general 

training to providing substantial care to the residents. However, while it is encouraging to see 

these nurses extending their practice, they must remember that their role must be within the 

clinical governance framework where they have legal and appropriate knowledge, skills and 

support to deliver safely and competently (ABA 2000). 

6.2.3 Implications for nursing management 

As the principal custodian of nursing practice, education and management, the study findings 

have valuable implications for the nurse managers. Firstly, the hospital management has an 

effective visiting policy which the participants describe as open, involving and empowering. 

This policy goes a long way to making the study site home-like to both the residents as well 

as their careers. However, the study indicates the need to up-date the initial admission 

assessment tool to incorporate pre-morbid history. This account will give a vivid picture of 

who each resident before ageing sets in. Such an account will help the nurses to detect the 

sudden change in behaviour even before social isolation begins. 

Though more clarification may be required on the nature of the nurse participation in fund 

raising activities to foot social isolation programmes, the management needs to consider the 

overall implications of this role on their core assignments. Not only that, the need to support 

the nurses to add appropriate level of educational qualifications to their wealth of experience, 

create more clinical nurse specialist posts in gerontology, employ nurses with mental health 

qualifications and experience were evident. 

Since long-term-care setting has been described as naturally antisocial by one of the 

participants, management needs to take notice of this comment and intensify efforts the 

setting more home-like. The entire organisation with the wards must have home ‘culture’. 

Though this study did not explore in detail what the participants meant by home culture, it is 
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generally known that a home is where one is relatively free and autonomous. Most activities 

are done at ones convenience, the arrangement of items, articles; objects, are according to 

one’s choice. Where possible, individual bedrooms, or otherwise, enough bed spaces and 

choice of personal items may be considered in the hospital policy that is formulated or 

reviewed in relation to the opinions and aspirations of the residents. 

One participant at the focus group said there was no policy statement on preventive measures 

of social isolation. While this statement may be further explored, management needs to 

design or improve on preventing social isolation experience which has been described as 

rampant at the study site.  

6.3 Recommendations 

1) This topic could be further explored in a wider perspective beyond the opinions of the 

nurses. Such an attempt may possibly produce a wholesome debate and more robust findings 

as incorporating opinions from other health professions and the family may provide 

opportunity to compare and contrast, and definitely produce more quality findings that could 

be more generalisable to similar setting with less caution. 

2) The nurses working in the clinical and education areas need to realise that the older 

persons are becoming the main users of health and social services, thus nurses require 

education that will recognise the fundamental and citizenship rights of the older people. 

3) There is a need to conduct institutionally sponsored educational need analysis of the nurses 

working at the study site. 

4) Nurses want further training on communicating with the older people, understanding social 

isolation, providing effective social intervention care, working in partnership with the family, 

engaging the older person in care and managing challenging behaviours. 

5) The type of training required may need to be flexible, convenient, accessible and adapted 

to the local needs.  
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6.4 Dissemination of findings 

Keeping this valuable work on the shelf without the utilisation of the unique findings and 

contributions to seamless older peoples care is a disservice. Efforts would be directed to share 

the study findings first among the professional colleagues and then with the other members of 

the interdisciplinary team. 

A copy of this study will be given to the chief medical director of the institution, the office of 

the director of nursing as well as the training and educational unit of the hospital. The 

researcher is aiming at presenting the findings starting with the clinical unit where the 

researcher works and then through the help of the hospital clinical facilitator, present the 

study at a wider nursing forum. Again it is the intention of the researcher to publish the 

findings and do presentations at the national and international conferences of gerontological 

nurses.  

6.5 Personal Reflection 

My deliberate use of convenience sampling, sometime referred to as volunteer sampling is 

both a strength and limitation. Though, the method is not very common, it is appropriate and 

sometime used when researchers want participants to come forward to identify themselves 

(Polit & Beck, 2006). The principal aim of qualitative studies is to extract the greatest 

possible information from the smallest possible number of informants believed to be rich 

with the information needed. Thus, the preferred and selected sample, size and the technique 

of recruitment contribute to the richness of this study. 

On the negative side, purposeful sampling method could have been a better alternative. It is 

apparent that during the focus group meeting, it is only two of the participants who supplied 

vital information while one participant gave very little information. There was no evidence of 

any of the participants dominating but the less active participants appear in want of what to 

say on the topic. However, the benefits of group dynamism took proper care of this 

deficiency as the less active participants later became facilitated. 

The democratic process of recruiting the participants indicates that the participants were not 

coerced to participating. This will correct the negative impression that the use of non-

probability sampling technique can make study findings more vulnerable to bias and 

contamination and so reduce credibility and generalisability. It is important to emphasize here 

that the researcher never focused at producing unnecessary wider generalisation. I believe 
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that the research trails are clear evidence of how the study was conducted from stage to stage. 

Again, the use of the Colaizzi (1978) framework for data analysis, which enabled the 

researcher to return to the participants to vet the findings, could have possibly added to the 

credibility of the study. 

6.6 Conclusion 

This descriptive qualitative phenomenological study has been used to explore the minds of 

the custodians of care at the study site. Among many other things, this study has successfully 

diagnosed incidence of social isolation at the study site. It was revealed that some of the 

nurses could not recognise the existence of social isolation among their residents. Not only 

that, the study exposed some of the possible causes of social isolation among the older 

persons at the study site.  The findings of this study also contain evidence-based social 

intervention programmes to cater for the individuals experiencing social isolation. It is 

interesting to note that the study findings acknowledge the role of the nurses in the provision 

of social care supports to the older people in care. The richness of these findings exposes the 

possible constraints to the nurse’s performance of their role. The study reveals the need to 

conduct educational needs analysis at the study site and to retrain the nurses, equip them with 

the latest skills, knowledge and attitudes required to providing safe and competent older 

peoples care. 
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Appendix 2 

Letter to the Medical Director, Director of Nursing, and the Hospital Management 

 

                                                                                                                   63, Liffey Terrace 

                                                                                                                   Ballyowen lane  

                                                                                                                   Lucan. 

                                                                                                                   Co. Dublin, 

       04.10.10 

Dear Sir/Madam                                                                                         

                          Notification of Research Studies and Seeking for Permission 

I am undertaking a Masters Degree in Gerontological Nursing at the Royal College of 
Surgeons in Ireland.  In partial fulfilment of the award, I am expected to carry out a research 
study. My proposed topic is;   ‘Nurses’ Perception about older persons experiencing Social 
Isolation in Residential Care’. 

My focus is on the Nurses currently working with older person in residential unit. I am 
hereby seeking permission of the Medical Director, Director of Nursing, and the Hospital 
Management.  

Confidentiality will be maintained. Copy of the findings of the study will be made available 
to the office of the Director Nursing of this Hospital. If you have any further queries 
regarding this proposal please do not hesitate to contact me in the above address. 

Thank you, 

Yours   sincerely  

  

Iyabo Olaniyan 

Copy                          The Director of Nursing Services, 

                                   The Hospital Manager 
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Appendix 3 

Information Leaflet 

Research Title:  Nurses perception about older persons experiencing social isolation in 
residential care 

Supervisor`s Name: Prof Marie Carney (Director of undergraduate studies RCSI) 

Investigator’s Name: Mrs. Iyabo Olaniyan 

Telephone number: 0876777248 

This is to invite you to participate in a clinical study to be carried out in this residential 
facility very shortly. Before you decide whether to participate or not, I would be glad you 
read this information leaflet very carefully, discuss it with your family, friends or GP if you 
wish to do so. Kindly take time to clarify any questions you may have and do not feel rushed 
in making your decision. It is essential that you obtain satisfactory answers to whatever 
questions you may have on this inquiry and then make a decision that is best for you- this 
process is known as Informed Consent.  

The study is in partial fulfilment of an award of a Masters degree in nursing at the Royal 
College of Surgeons in Ireland. Upon receiving the research approval from the Research 
Ethics Committee of the College, data collection process is expected to begin early February 
2011, and the entire study may be completed within the next three months. 

For your information, your participation is voluntary; you are not under any obligation to take 
part and that your decision not to participate will have no negative impact on you in any 
form. The proposed topic is Nurses Perception about older persons experiencing social 
isolation in residential area. 

My focus is to investigate Nurses understanding of social isolation, its recognition, types, 
causes and prevention.  Fifteen participants will be recruited for the study out of which six 
will be expected to attend a focus group meeting while the rest will be expected to participate 
in the semi-structured interviews. Each interview session, which may not last for more than 
an hour, will take place at a venue and time to be agreed upon by each participant. 
Participants will be encouraged to decide on which phase of the data collection process they 
intend to participate 

Interviews will be tape-recorded. Data will be transcribed by the investigator after which 
participants would be expected to vet or edit the data if they so wish. Identities of the 
participants will be protected as pseudonyms will be used. While the study is in progress, 
data will be password protected and both the hard and software versions of the data will be 
destroyed as soon as the study is completed. 

You are free to change your mind at any stage of the study for whatever reason without 
having to justify your decision and yet without any negative consequences on you. 

Please feel free to contact me on my private mobile indicated above at any time of the day for 
further clarifications on this information leaflet. 

Attached to this leaflet is a copy of the informed consent which willing participants will be 
expected to sign to show their willingness to participate and forward the endorsed copy to me 
through the hospital internal post on or before the 15th March 2011.  
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Appendix 5 

Interview Guide 

The following are the proposed areas to be fully explored with the participants; 

 Meaning of Social Isolation in your own perception. 
 Instances of social isolation that you witnessed. 
 Recognition i.e. what gave you the impression that it was a social isolation. 
 Contributing factors of social isolation among the older people in long-term 

care. 
 Social intervention programmes or resources available at the moment. 
 Preventive measures of Social Isolation among the older persons in residential 

care. 
 Need for psychosocial intervention skills or retraining for the nurses. 
 Importance of socializing. 
 Specific role of the nurse in the management and prevention of Social 

Isolation. 
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Appendix 6 

Transcripts Sample 

Please in your own words can you tell me what you feel or you think social isolation is? 

A I think its when a person is removed from their own family, their own surroundings 

and are put into a home and this is more than likely where they’ll be for the rest of 

their days until they die.   And suddenly it dawns on them my god I'm here I’ve 

nothing familiar around me, in maybe a sterile setting with complete strangers. In the 

beginning it might be a novelty or that you know seeing all these things, people 

coming and going but at the end of the day you really want your own family around 

you and you really want to be in your own environment, your own home where you 

lived and reared a family maybe all your life and have your neighbours around you 

and now you are in this sterile maybe environment with total strangers looking after 

you and you don’t have an awful lot of control.  You know routine is a great thing in 

homes and hospitals which in a way we have to stick to, to cover everything.  

Q Thank you very much, would you be able to say social isolation and loneliness, 

feeling of loneliness are the same? 

A No, I social isolation is different, in that you might be lonely within your own family 

and you know you might want to be isolated from them but its different being taken 

out of your own environment and your own home and placed somewhere else in 

among complete strangers. It’s a different scene.   That’s about all. 

Q Thank you very much, can you remember out of your experience any incidents 

of social isolation that you witnessed during the course of your practice? 

A In every ward I’ve worked in there’s always been someone who hasn’t had maybe a 

relative visit them, in the beginning its fine they’ll come and it’s a regular thing but 

then it tappers off for some reason. And every ward I’ve worked in there’s always 

been people you know one or two residents luckily enough it isn’t too many but 

there’ll always be someone who has no one visiting them at all whether it is relatives 

lose interest or its the same old thing every time they come or what I don’t know.  I 

don’t know why people decide or you know maybe life is travelling so fast with them 

on the outside that they really haven’t time and they look at their relative as being ah 

Removed 

from their 

own 

family, 

surroundin

gs, are put 

into a 

home, for 

the rest of 

their days 

until they 

die. 

 

I’ve 

nothing 

familiar 

around, a 

sterile 

setting, 

complete 

strangers 

 

Really 

want your 

family 

around, 

your own 

environme

nt, own 

home, 

lived and 

reared a 

family 

maybe all
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he’s being looked after anyway and he’s okay.  You know, he’s fine.  There's no need 

to travel up, or maybe they are living far away but most of our hospitals, community 

hospitals now are within the community its never too far away.  But people just don’t 

make an effort sometimes.   

Q Thank you very much, introducing strategies for social isolation what would you 

say you saw in them that gave you the impression that it was social isolation that 

the individual residents were suffering from? 

A One of the things like they complain about a lot of noise when maybe the patient 

beside them has five or six visitors, you know and you can see it.   

Q (pause) The impression that those residents are suffering from social isolation, 

you know you have mentioned incidents of social isolation you witnessed but for 

these people what did you see, how did you realise the conclusion that the 

individual is suffering from social isolation? 

A Well first of all you'd see that they haven’t had visitors in a while, you do cop on after 

a while that during the day that they never have anyone calling.  You can see that 

yourself.  And then they might be withdrawn, irritable at times, and there’s a huge 

difference in that patient when a visitor will come.  They are pleasant, nice, a huge 

difference in the patient, just their reaction to normal things are different.  

Q Thank you, would you say for such residents that you know before they come 

into the residential care would you say you explore from the family members or 

whoever brought them in during their admission you know their social history 

before they come? So you know their normal behaviour before you take them 

into context they are suffering from social isolation? 

relative as 

being 

 

No need 

to travel 

up, living 

far away 

 

People 

just don’t 

make an 

effort 

sometime
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Complain 

about a lot 

of noise 

when 

maybe the 

patient 

beside 

them has 

five or six 

visitors 

A I suppose you would, you'd know from the way the relatives would speak.  And how 

they have been caring for that person and they know, some will know every detail 

about the person and they will hang around and come back and make sure that they’ve 

settled in and everything is okay. Whereas others then its different.   They leave them 

there and they leave it to you to settle them in and do all the things. 
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Appendix 7 

Interview 

Topic/Issue Significant phrases/statement Formulated 

meaning 

Simple coding Sub-themes 

Meaning/understanding 

of social isolation 

...when a person is removed from 

their own family, their own 

surroundings and are put into a 

home...where they’ll be for the rest 

of their...they die. I’ve nothing 

familiar around...a sterile setting 

with complete strangers...in this 

sterile maybe environment with total 

strangers looking after you and you 

don’t have...control...routine is a 

great thing in homes and 

hospitals...we have to stick 

to...social isolation is 

difference...might be lonely within 

your own family...taken out of your 

own environment...and placed 

somewhere else among complete 

strangers. No one visiting them 

Removed and put 

suggest forceful 

ejection 

powerlessness on 

the part of the older 

person. They are 

sentenced like a 

criminal to live in 

an environment 

forced on them like 

a prison yard .i.e. 

no choice. 

Institutional 

routines for 

dehumanises and 

de-empower the 

residents who must 

comply. Not visited 

by another 

.Powerlessness 

.Environmental 

restriction in the 

institution 

.No choice 

.No contact 

.Powerlessness 

.Loss of 

autonomy 

.Loss of integrity 

.Dehumanization 

.No contact 

Specific incident In every ward I’ve worked in their 

always been someone who hasn’t 

had maybe a relative visit them 

Incident confirmed Incident 

Confirmed 

Incident 

Confirmed 

Features of social 

isolation (Diagnostic 

category) 

...hasn’t had maybe a relative visit 

them...relative lose interest...they 

complain about a lot of noise 

when...patient beside them 

has...visitors...ever have anyone 

calling...might be withdrawn, 

irritable at time...their reaction to 

normal things are different 

.No contact from 

family 

.Grumpy and full of 

complaints 

.Behavioural issues 

are very easily 

irritable 

.Withdrawn 

.Abnormal 

.Behavioural 

problem 

.They grumbled 

and moan 

.Depressed 

looking 
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reactions events 

and situations 

Contributory factors ...relatives...living...distance...transp

ort to the hospital. Some families 

just haven’t it in them to maintain 

link...And if you haven’t a son or 

daughter...the routine we get 

into...we forget to give them that 

extra time 

.Problems of 

distance and 

transport 

.Individual family 

went to severe link 

.Bareness 

.Tight institutional 

routines causing 

lack of time by the 

nurses. 

.Distance from 

natural home 

.Transport issue 

.Bareness 

.Hospital routine 

takes nurses 

away from 

having time to 

closely work 

with the 

residents 
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Focus Group Data Analysis 

Topic/Issues Significant 

phrases/Statement 

Formulated 

meanings 

Simple coding Sub-themes 

Meaning ...being away from 

what I’ve done before 

your family, 

neighbours, you tend to 

be on your own 

Aloneness, 

separated 

O contact 

loneliness 

Aloneness. No 

contact 

Specific incidence ‘I’ve seen...she’s on her 

own she won’t 

talk...won’t 

interact...won’t 

engage...won’t 

respond...just sitting on 

her own 

Aloofness, 

loneliness and 

depression 

Loneliness, 

Depression, 

Lethargic 

Depression 

Incidence 

Prevalence 

confirmed 

Diagnostic category Angry, always angry, 

refuse to talk socially 

isolated from people, 

no friends. No 

willingness, just 

doesn’t want to go 

anywhere, aggression, 

angry no food, no talk, 

nothing 

Socially 

isolated 

residents do 

manifest 

features of 

psychotic 

depression or 

reactionary 

depression. 

Psychotic 

depression 

Psychotic 

depression 

Possible causes ...are ignored because 

of their age (age 

discrimination) not 

among their age group 

(social 

misplacement)...have 

known before, they 

grow up 

together...that’s what 

made them to 

withdraw...an 

environment...different 

Age 

discrimination, 

social-

misplacement, 

loss of contact 

with known 

place, person 

and things, 

bereavement, 

marital  

. Discrimination 

. Unfriendly 

environment or 

non-homely 

milieu 

disenabling 

metal status can 

lead to 

development of 

social isolation 

 

.social factors 

.environmental 

.divorce 

.bereavement 

.inherent 

compromised 

mental health 

status can 

contribute to 

social isolation 
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from where they were 

brought up...maybe 

divorce or death of a 

loved one and so they 

are withdrawn from the 

society. Or...this can be 

from personality 

disorder...psychotic 

disorder...sort of 

depression isolating 

from society. 

Available resources ...they go out, we take 

them out...profile 

assessment we know 

what they want...give 

them activities...assist 

them...they can go out 

for shopping...for 

exercise...find 

somebody to talk to 

them, just to bring that 

person out...find a 

volunteer to visit, bring 

them out...to the park, 

for any social activities 

outside 

From 

assessment 

residents were 

exposed to 

choices of 

therapeutic 

social activities 

Lots of social 

activities are 

within the reach 

of the residents 

Social 

interventions 

can prevent 

social isolation 

 

 


