Foreword
I am delighted to present this resource which has been developed to support
continued quality improvement in residential care services for older people. This
resource builds on the principles of the Teaghlach model and the National Person
Centred Care Programme and other national quality initiatives. Its development was
funded by the HSE Innovation Fund and Atlantic Philanthropies and its intention is to
encourage innovation and an improved experience of living and working in all public
and private residential care settings.
The HSE would like to thank Professor Brendan McCormack from Ulster University and
Rodd Bond and Dr. Lucia Carragher from Dundalk Institute of Technology for their
vision, commitment and knowledge in developing this resource and to the Reference
Group for sharing their expertise in reviewing the materials. I would also like to thank
Atlantic Philanthropies and the Hospice Friendly Hospitals programme for their
generous support of this initiative.
I hope this resource will act as a source of inspiration and guidance for those involved
in making residential care a place where older people can continue to grow and
flourish.
Mr Noel Mulvihill
Assistant National Director of Services for Older People
Health Services Executive

"

Introduction
The asking of a question with passionate concern for its answer,
a concern that demands life investment, suggests a door
which will sooner or later be found. . . If a new idea triggers a
passionate enough pursuit to make suspension or abandonment
of previous beliefs or current criteria worth the risk, the new
idea can change the reality structure

"

Joseph Chilton Pearce. The Crack in the Cosmic Egg: Challenging Constructs of Mind and Reality

The Need for Change
The question this
resource sets out
to address is ‘how
can we positively
change the culture
of caring and living
in residential care
settings so that life
for residents and
staff can continue
to grow and
flourish?

There is an urgent need to bring new ideas
into the culture and design of residential care
for older people in Ireland in order to meet
the rights and expectations of our ageing
population and their families. Creating a
person-centred and client-empowered culture,
supported by facilities appropriate to the needs
of current and future generations of older
people requires setting aside older institutional
‘command and control’ approaches to make
space to shape a more desirable place in which
everyone can flourish.

To achieve smooth holistic change while
working through smaller incremental and
piecemeal steps and sequencing, action needs to
be couched within a programme of continuous
quality improvement in a way that is resilient
to internal and external pressures and which is
economically sustainable.
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The vision in the HSE
Innovation Fund Award
is – ‘to create a framework
for changing the culture
of Irish residential care
settings for older people
which respects their right to
home and a meaningful life
connected to their families
and friends’.

Background and Rationale for
‘Places to Flourish’
‘Places to Flourish’ has been prepared to support
organisations embarking on change programmes
in residential care settings. It comprises a rich
knowledge resource providing guidelines, casestudies, scenarios, patterns and developmental
tools and techniques that can be used in-situ to
support residential care organisations on their
change journeys.
The resource is set within the context of a HSEled service innovation programme shaping a
framework for cultural change in residential
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services for older people. The programme
addresses an integrated approach to innovation
and leadership, person-centred practice, resident
empowerment, and spatial reconfiguration.
Together these interwoven strands can provide
a healthier and life-enhancing place for older

It’s a cultural shift from a
task-oriented institutional
model to one which
supports older people
to continue to direct
their own lives ‘at home’
supported by consistent
and valued teams of
healthcare staff.

people and their carers to live and to work – to
flourish.
The need for the programme and the supporting
resource, has grown from several parallel and
reinforcing seams of activity which include:
•

the HIQA National Standards for Residential
Care

•

the MNPDU sponsored ‘person-centred
practice’ project

•

training and practice development for allied
health workers

•

community models such as the Nestling
Project in Dundalk

•

Teaghlach and related household-oriented
initiatives

•

the Hospice Friendly Hospitals programme

•

The National Advocacy Programme

‘Places to Flourish’ provides a unifying entry point to approach, connect and engage with these
related initiatives through pattern-oriented action and growth.

Inputs to the Resource
Several of HIQAs standards enshrine basic rights and expectations that form a foundation to enable
the lives of residents and staff in long tern care to continue to grow and develop. They include:
•

Each resident’s right to privacy and dignity is respected (S.4)

•

Each resident can exercise choice and control over his/her life and is encouraged and enabled to
maximise independence in accordance with his/her wishes. (S.17)

•

Each resident has a lifestyle in the residential care setting that is consistent with his/her previous
routines, expectations and preferences and satisfies his/her social, cultural, language, religious
and recreational interests and needs(S.18)

•

Each resident maintains contact with his/her family, friends and representatives and the local
community according to their wishes.(S.20)

Along with vital learning from the NMPDU’s person-centred practice development project and
informed by examples of international practice focussed on household transformation, ‘Places to
Flourish’ is also informed by on-going cultural change activity in both the public and private sectors
in the Northeast (Ardee) and in West Cork (Clonakilty). In these locations, many of the following
key challenges have emerged:
•

How to achieve adequate leadership capacity to provide sustainable change agency for cultural
transformation?

•

How to maintain momentum in a climate of significant resource constraints?

•

How to achieve and maintain a holistic perspective that harmonises environmental, cultural and
organisational dimensions?

•

How to reduce fear and scepticism by demonstrating that new approaches can be successful for
the most vulnerable and highest dependency residents?

•

How to develop a culture of continuous improvement and shared responsibility?

Together, standards, national practice development projects, international practices, and pilot
project feedback have provided an evidence-informed platform and set of principles to underpin the
development of this resource.
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The set of principles underpinning this
resource are:

Spanning all of the supporting frameworks

•

Privacy

underpin their approaches to quality and action.

•

Choice / freedom

Through alignment and comparative analysis,

•

Autonomy & independence

‘Places to Flourish’ has identified and converged

•

Person-centred & individual

on a small, but inclusive set of principles that

•

Safety & protection

can be applied across the range of patterns – as

•

Social & therapeutic relationships

a focus for their observation, analysis, critical

•

Dignity

reflection, and overall improvement. This

•

Quality of place & environment

convergence to an inclusive set of principles

and models are a range of core principles that

ensures compatibility, integration and
traceability across the supporting frameworks.

"

Quality of Place unfolds to:

6

•

Character

To provide greater richness for the physical

•

Sensory experience

characteristics of ‘places’ , the principle of

•

Flexibility/adaptability

‘quality of place & physical environment’ can be

•

Orientation/way-finding

augmented, or further sub-divided to include:
•

Character – harmony between people and
purpose (homeliness)

If the resource is to embrace
managers and strategic players
then it needs to be seen as ‘helpful’
to facilitate

meaningful critically
reflective conversations
that lead to support for,
and engagement with,
the changes that teams
initiate as a result of the
learning

"

•

Sensory experience (light, colour, sound,
scent, taste, touch, feel, warmth/air)

•

Flexibility/adaptability

•

Orientation/way-finding

Shaping the Resource: Approach to Learning
There are a myriad of issues that enable or hinder culture change in residential care settings. For
transformational change to occur learning needs to be:
•

Meaningful to the practice context of the learner

•

Challenging of taken-for-granted assumptions

•

Adult oriented

•

Soulful - learning that engages the learner emotionally

•

Creative and engaging

•

Targeted on key issues that inspire personal change

Whilst these issues are essential to changing practice, learners need to be helped to ‘see them
through their own eyes’ and not through the judgemental eyes of others. To this end, ‘Places to
Flourish’ uses a framework derived from the work of McCormack, Walsh and Manley (2008) The
unique approach is that of ‘patterns’ in workplaces. It is these patterns that have the greatest
impact on workplace cultures and practice effectiveness.

What are Patterns
Patterns describe problems which occur over and over again in an environment or operational
context and they describe the core of a solution to that problem in such a way that it can be used
a million times over – without ever doing it the same way twice. As such, patterns can be very
generalised at a conceptual level while they are absolutely unique at a local implementation level.

The place-sensitive activity
patterns are:

‘Places to Flourish’ has used a ‘pattern based’
approach to describe a connected and selfreinforcing web of repeating place-sensitive
experiences that are at the heart of everyday
life in long term care settings.

•

The dining experience

•

Entering and leaving

•

Getting up and settling down

These patterns are tied to each other in the

•

Social milieu

form of a language, where the bonds between

•

Personal and therapeutic care

them help to complete the patterns, to fill them

•

Personal and secret spaces and places

out. Together the patterns form an initial,

•

Dying, death and after death care

yet coherent picture of life in a long term care
setting, capable of generating solutions for
unique contexts in an infinite number of forms,
with infinite variety.
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Workplace Organisational
Patterns

Practice development and
leadership patterns include:

Over-lapping these place-sensitive and activity-

•

Decision-making

oriented patterns is the interplay of a set of

•

Relationships

workplace and organisational development

•

Conflict

patterns. Patterns emerging from practice

•

Power use

development and leadership include:

•

Learning

•

Environment

•

Leadership

•

Decision-making: resident/family
participation in decision making, how
decisions are made in teams including
self-managed teams, use of evidence in
practice, collaborative and cooperative

working, effective meetings, facilitation of engagement, high challenge and high support,
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effective communication, roles and role clarification, role sharing competencies needed in
residential care and interdisciplinary working.
•

Relationships: the meaning of community, ‘hope enhancing’ relationships, human flourishing,
family connections, family dynamics and friendships, managing conflict and dealing with
challenging relationships in and among teams.

•

Conflict: ways in which teams embrace innovation, new ideas and culture development, the
power and influence of ‘harmonious teams’, cliques and factions, hierarchical decision-making
and control, horizontal violence and environments that are ‘psychologically unsafe’.

•

Power use: the concepts of collaboration, inclusion and participation in and among teams and
with residents, friends and families. Approaches to equalise power such as residents’ councils,
community engagement, feedback and working with emotional intelligence.

•

Learning: creating learning cultures in workplaces, providing strategies, processes and tools for
facilitating work-based learning, reflective learning, action learning, clinical supervision and 1:1
mentorship and coaching.

•

Environment: looking critically at the practice environment including both the ‘built
environment’ (the physical structure) and the ‘metaphorical environment’ (the meaning of space
and place), how the environment enables and/or hinders effective person-centred practice and
resident empowerment, the meaning of spaces and places for teams and residents and how
these meanings relate to individual behaviours, responses and emotions.

•

Leadership: Transformational leadership is increasingly internationally recognised as the most
effective form of leadership for facilitating sustained culture change in workplaces/homes.
In addition there is a need for strategic leadership to embrace transformational change and
facilitate its location in strategic developments in order to sustain culture change.

Using the Patterns
When exploring any or all of the seven placesensitive patterns within the context of local
change in individual settings, staff and residents
will challenge, and be challenged by, some or all
of the leadership patterns identified.
Each of the seven patterns is set out in a similar
format and provides:
•

A brief introduction to the problem
addressed by the pattern:

•

A description of a typical good example of
the pattern in a real-world situation.

•

A marker to participants about the
challenges and difficulties that may be
encountered

•

A pointer to some reflective activity that
will help gain greater insight

•

A deeper narrative and exploration about
the issues behind the pattern and how they
relate to the core principles that have been
outlined

•

Some suggested areas for place and
practice improvement.

Because of the interconnectedness between the
patterns, and the unique contexts within which
different care setting will be situated, change
teams can start with any pattern that addresses
their most pressing challenge. As a group work
their way through, they will touch connecting
patterns that can guide further incremental
growth along a holistic pathway forward.

The difference between
poetry and prose is not that
different languages are used,
but that the same language
is used, but differently. The
same will be true for ‘pattern
languages’. It will be
possible to shape residential
care settings by stringing
together patterns in a
loose or additive way – an
assembly of patterns that is
neither dense nor profound.
But it will also be possible to
put together patterns in such
a way that many patterns
overlap in the same activity
and space. Here the place
becomes dense, it has many
meanings, and through
its density, it becomes
profound. This rich set of
interlocking connections
can enrich the lives of those
living in the place, creating
the opportunity for everyone
to flourish.
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Entering and Leaving

Secret Spaces
and Places

The Social Milieu

Dying, Death and
After Death Care

Personal and
Therapeutic Care
The Dining
Experience

Getting Up and
Settling Down
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Fig 1 A Pattern Language – Ties Between the Patterns

The pattern approach in ‘Places to Flourish’ should help groups to observe, analyse, reflect and
envisage improvements to the culture of care in their own setting. Patterns point to a broader
set of complementary tools and techniques that can be used to support the detailed planning,
action, adaptation and evaluation of subsequent change initiatives.

A range of these action tools

and techniques will be aggregated on a forth-coming web-site, and several of them are directly
referenced within the pattern descriptions.

Evaluate

Observe

Adapt

Analyse

Tools

Patterns

Act

Reflect

Envisage

Plan

Fig 2 Patterns and Tools
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A pattern-based approach to foster change in residential care

Entering And Leaving
Introduction
People come to live in long-term care facilities
from a variety of situations and for different
reasons but for each person the move to nursing
care is a major transition in their life. Ideally
the decision to move to long-term care should
be taken by the person in a fully informed
manner, but in practice this may not always be
the case. Some people will come direct from
hospital because it has been decided that their
care needs are best served in a continuing
care setting. Others will come as the result
of a crisis and may have been faced with the
decision suddenly, for example after the death
of a spouse, or after they have had a fall, and
some will come as the result of decisions made
by the family, with little or not input from the
person. Not surprisingly then, clinical and other
care issues of residents vary substantially. More
generally, people who leave their homes and
families to move into long-term care experience
a sense of grief and loss, viewing it as a onestop place before dying. Such feelings may not
reflect the care within the facility but rather
the sense of insecurity the person experiences
at leaving behind all that is familiar to them:
family; friends; neighbours; home; possessions;;
and their daily routines, for the unfamiliar: a
new home; communal living with strangers; a
busy often noisy environment; and isolation
from the wider community.
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The more that staff do to create a loving, warm and homely atmosphere, the more likely it is that
residents will make a positive transition. This means getting to know the needs and preferences
of each new resident, learning about their life history, their interests, hobbies, likes and dislikes,
creating a care plan and regularly updating it. It also means appreciating the range of family
emotions that can accompany the move of a loved one to long-term care, providing appropriate
support and a listening ear for the family, helping them to understand the process of long-term
care and ensuring that all staff (day and evening staff)are familiar with residents. In this section we
explore the different patterns associated with ‘entering and leaving’ long-term care.

These include:
•

coming to live in a long-term care facility and the type of approach that comforts and supports
individuals undertaking this major life event
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•

leaving long-term care, supporting good end of life care

•

visitors coming and going, ensuring visiting is not something which is brief and limited to a
few relatives, with children and extended family members reluctant to visit or to risk taking the
nursing home resident out of the setting to participate in community life. Ensuring residents
have access to private space where they can enjoy confidential visits from families and friends if
they wish

•

staff coming and going, modifying staffing patterns to reflect residents’ needs and preferences

•

the kitchen, offering flexibility in how and when residents eat; supporting communal living
whilst also appreciating that people have not chosen the community and therefore not
everyone will want to avail of communal facilitates and their wishes must be respected

•

outdoors, spending time outdoors and facilitating residents’ use of the space

Entering and Leaving: A Typical Example
Mary, an 80 years old woman, came to live in Laurel House two years ago. She is a widow and a
retired art teacher. Mary is frail with scoliosis and arthritis and is unsteady on her feet and at high
risk of falls. She has had two falls within the past years, the first happened when she was walking
in her garden and slipped on the path, and the second happened when she fell down some steps at
church, fracturing her pelvis. Mary has one daughter, one son, five grandchildren and a large circle
of extended family and friends. Mary was not particularly happy about leaving her home to come
to live in Laurel House, but she understood the reasons. In the personalised care assessment carried
out with Mary prior to her coming to live in Laurel House, Mary told staff she enjoyed pressing dried
flowers, painting and playing boards games with her grandchildren, but that she had significantly
curtailed activities that she enjoys such as gardening and shopping because of her fear of falling.

"

Mary has a warm personality but does not like to be addressed by her first name without permission.
She doesn’t like many of the programmes on television, preferring instead to listen to her favourite
arts programmes on the radio.
When Mary lived at home she would often listen to children’s art programmes so that she could try
the same with her grandson at weekends. Sometimes her older granddaughter, Sarah, would stay
over on the Saturday and drive her to Mass on the Sunday morning. Mary’s faith is very important
to her and she has never missed the Sunday morning religious service in her local church since she
got marred 60 years ago. Mary also likes to cook and always bakes cakes and buns for her daughter
and son. When she and her family had decided that she could no longer live in her own home,
they had chosen Laurel House because it had a good reputation for care and it had a homelike
atmosphere.

It’s so homely here, Mum settled in really well. There’s not one
thing in particular that I could point to, it’s all the little things that
make the difference; like knowing Mum gets up and goes to bed
when she wants to, that Sarah can stay over and take her to church,
that the television is not going all day with programmes that Mum
hates, that the staff are aware of what dignity and respect mean to
her in terms of daily living

"
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Laurel House operates from the Teaghlach

enjoy working with dried flower and to begin

model which supports older people to continue

going for walks and building up her stamina.

to direct their own lives ‘at home’ supported

To help alleviate Mary’s fear of falling, a falls

by a consistent and valued team of health

risk assessment was carried out on admission

and social care staff. Under this model, the

by a health care professional with appropriate

residential units become a home in all respects.

skills and experience. Staff worked with Mary

Residents are encouraged to make choices

and her family to educate them about risk

about their daily routines; when to get up,

management and the interventions which

what to wear, what activities they wish to be

work best to minimize the risk of falls and risk

involved in, and how they want to participate

of injuries. Mary liked the suggestion of the

in the management of their own health. The

gentle exercise programme offered by staff

resident’s plan of care includes a description

to develop and improve her sense of balance

of their preferred daily routine, their likes and

and encourage her to participate in the social

dislikes in relation to food and any dietary

activities she previously enjoyed before she fell.

requirements. It includes their preferences in
respect to how they like to be addressed and

The personalised care assessment completed

what dignity, respect and privacy means to them

with Mary and her family meant staff had

in terms of daily behaviour and actions. This

exhaustive details about Mary’s personality and

is important both in relation to any intimate

all her care preferences, including her end of

personal care activities that staff carry out as

life wishes. Mary was adamant that she did not

well as residents’ enjoyment of social activities.

want to die surrounding by strangers but by

The care plan also includes details of residents’

those closest to her and preferably in her own

social interests and activities and how these are

home.

met, and any arrangements to attend religious
services of their choice and for contact with
relatives and friends. The dedicated care team
monitor, review and co-ordinate care plans for
residents and regularly update these to ensure
the information they have reflects the resident’s
physical, social, and emotional needs and their
preferred habits, activities and relationships,
helping them to live comfortably and feel at
home in the facility.

For Mary, this meant she could have her
granddaughter stay over at weekends if she
wished because Laurel House provided a room
so that families can stay over. All the family
were delighted with this especially as it meant
Mary could continue to attend her local church
on the Sunday. The large garden at Laurel
House also meant that Mary could continue to

But Think . . .
The Challenges:

a home-like, non-institutional, resident-directed model of care promotes

autonomy and choice for residents and for those who work closely with them, but as residents’ age
and their health needs become more complex, meeting those needs requires enhanced personal
skills of staff. Staff must have a good understanding and appreciation of age-related changes such
as the reduction in working memory which often accompanies growing older and in the speed at
which information is processed, the declines in hearing, visual acuity, and/or the ability to process
sensory information.

Staff must be skilful in holistic responses and flexible in the approach they take to situations on the
ground. Care homes are complex systems where people are both working and living and in the
context of resource constraints, professionals trained in a long-accepted medical model may want
to give up on the non-institutional, resident-directed model of care and revert to old habits and
established ways of working (Sylvie et al., 1994). It is important the facility is a place for living, with
good medical and nursing care supporting rather than dominating daily life (Brawley, 2006).

Reflective Activity
Think about an older person within your family, someone with whom you are very familiar and close
to. Identify their likes and dislikes, their care preferences, including end of life wishes. Identify how
they can be supported with regard to each so that they can continue to live their life in the way they
would wish. What special skills do staff need to respond effectively to your loved ones care needs?
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The Teaghlach Model
In the Teaghlach model, the Nursing Home is divided into domestic style units or households of 6-16
residents. The kitchen/dining room becomes the central focus of the household. Every effort is made
to include residents in the rituals of preparing and eating meals. For some this may include assisting
in the preparation of meals, for others it may about the sensory and social experience associated
with family mealtimes.
The nurses’ station no longer exists as the change in culture requires a different approach to
‘observation’; designated space for confidential work is provided in a less overt way. Residents make
most choices about their daily routines, ranging from when to get up, what to wear, what activities
to be involved in, and how they want to participate in managing their health care.
Each household has dedicated staff who work almost exclusively in a single household in order to
develop and foster relationships between staff, residents and residents’ families.
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The household team is non hierarchical and is accountable for all outcomes within the household.
This team is supported by a mentoring group (Senior Managers e.g. Director of Nursing who support
the groups to develop skills such as team decision making, conflict resolution, delegation and other
leadership competencies and provide support through the provision of resources.
The households are the living quarters of the residents and residents receive care services within
the household to support them to live with dignity and optimal independence. Other services are
accessed as they would be if the residents were living in houses in the community.

Entering and Leaving: Patterns of Activity
People who have to leave their homes

important to the person if life is to be good

and families to move into a nursing home

and what good support from their perspective

experience a sense of grief and loss,

looks like. Having quality conversations with

particularly a sense of loss associated with

prospective residents and their families to

their independence. Having independence is

gather initial information about how the person

something that most people have accomplished

wants to live and be supported enables staff to

in their life. The prospect of losing it can be

see things from the resident’s perspective. This

frightening for those contemplating life in a

helps to identify what are the things that really

long-term care setting.

matter when the person is supported to come
to live in a long-term care setting - to have

As already identified in the introduction to

familiar furniture, pictures of family and friends,

this section, the more that staff can help to

to maintain connections to the community,

make the person feel at home, the easier the

to know what way the person likes to start

transition to long-term care will be for the

their day (e.g. Mary likes a cup of black tea, no

person. For this reason, it is vital to develop

sugar), to know they need help with and what

a person-centred care plan based on what is

good support looks like to them.

Over time, a picture emerges of the person’s daily patterns, including mealtime preferences, the
social activities they like and what their ideal bedtime routine looks like. Within the Teaghlach
model, the personalised plan which evolves from this process acts as the main reference point for
the care team who support the residents, with the challenges associated with creating a home-like
environment distributed among nursing and non-nursing staff.
There can be no doubt that working within such a flat structure presents many challenges. Care
plans written from the resident’s point of view may be foreign to nurses not educated to develop
a care plan in the resident’s voice or not having previously worked in a facility with such care plans
(Green et al 2009). Nurses may perceive that giving residents the choice of when to sleep and eat
would conflict with their routines of giving medications according to prescribed schedules or their
responsibility for residents’ adherence to prescribed diets. In practice, while a more hierarchical
structure may be effective when workload is heavy, evidence suggests better outcomes are
associated with smaller hierarchies and non-specific job assignment (Rohrer et al., 1993).
Working in a non-hierarchical structure promotes creative ways of working and improves morale. To
be effective, teams should ideally have clear goals that every member feels committed to and works
collaboratively towards; effective communication of ideas and feelings; appropriate and effective
decision-making procedures; a forum for debate where staff are encouraged to talk openly and
honestly about their view and experience of working and caring for older people; a high level of
trust, acceptance and support among members, and constructive management of power and conflict
(Anantraman, 1984, cited in Singh 2000).
So when thinking about how to support people who come to live in long-term care settings, how to
facilitate people with different care needs to live meaningful lives and to have a dignified death, we
should think about the following issues:

Coming to Live in a Long-term Care Facility
Personalised Care, Choice / Independence
The first impression should be positive, communicating a message that it is a nice place to live. Think
about the facility where you work. What were your first impressions of it when you walked through
the front door? What did it feel like? Was it warm and pleasant and were the staff friendly and
approachable? First impressions can have a lasting impact, so it’s important to have a nice entrance
which conveys a message of warmth and comfort.
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Empowerment, Dignity / Respect
As noted earlier, people experience a wide range of emotions when coming to live in a long-term care
setting. Being friendly and helpful to the resident and their family will help ease the transition for
the person, instilling confidence that you can offer the level of service and attention they are looking
for. Listen with interest to their concerns and be passionate about the work you do? This will reassure
the person and their family and can be inspiring for other members of staff.
Spend time with the person and their loved ones
to develop a person centred care plan. This shifts
the focus from what the nurse thinks should be
delivered to what the resident wants and is most
comfortable with. Prior to admitting a person to

Freedom and
Choice

long-term care, it is important to establish a clear
picture of how the person wants to live and how
they want to be supported in their new home. This means asking them what matters most to them?
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What makes them happy and fulfilled? What they look forward to and enjoy? What is important to
them and how best staff can support them from their perspective?

Autonomy / Independence
This process should gradually take the person thought their day from when they get up in the
morning to when they go to bed at night, identifying all the things that matter to them. . . the cup
of tea in a china cup, the daily newspaper, the morning telephone call to a daughter, which must
be made at a specific time etc., and the events and activities which are a normal part of family life,
such as shopping, enjoying a meal in a favourite restaurant, or, as in Mary’s case, having a grandchild
stay over at the weekend. Encouraging the person to exercise choice and to take calculated risks,
maximises their control over their lives and empowers the resident.
Think about what matters most to you. How would you like to be supported to live in long-term
care? How do you convert this into caring practice with someone who is coming to live in a longterm care setting? Think about a person you care for who is anxious about moving to long-term
care. Can you think of some ways to reassure them? List some reassuring statements that you can
use when you are gathering information for their personalised care plan.
Teamwork is an essential aspect of the Teaghlach approach to care. An effective team with
good communication and an environment which promotes openness, creativity and cooperation
has the ability to improve outcomes for residents. Good teamwork is built on relationships of
trust, relationships between staff, between staff and residents and between staff and families.
Relationships of trust promote communication and enhance continuity of care, facilitating personcentred care, and fostering a sense of community, positive outcomes, and consistently high resident
and family satisfaction.
Can you think of someone you cared for that you established a good relationship with? How did
you do it and what helped this process? Can you think of someone else you cared where this did not
happen and why this was? Could you do something differently which would have changed this for

the better? Completing a personalised care plan for a resident needs input from many sources (e.g.
the resident, the family, care staff, GP, ). This requires care teams to work together and communicate
often regarding the status of residents. Consider how you share information that ensures residents’
wishes and preferences shape how they experience life in long-term care.

Leaving Long-Term Care, Supporting Good End of Life Care
Choice / Autonomy
End of life care is an important part of personalised support for older people living in long-term
facilities. It is important to the person who is dying, it is important to their family and loved ones
and it is important for the well-being of staff. End-of-life care for older people should be integrated
into the everyday life and work of long-stay facilities (O’Shea et al., 2008). Think about the residents
where you work; can you identify those residents who are nearing the end of their lives? Think
about ‘good end-of-life care’ and what it means within the following broad areas—physical comfort,
mental and emotional needs, spiritual issues, and practical tasks.

Respect  / Dignity
The Forum on End of Life in Ireland, by the Irish Hospice Foundation, called for openness and
transparency in the way end-of-life decisions are made and a focus on good communications practice
by staff to deal with often difficult conversations. Do you talk with your residents about where
they would like to live and die? Even something as simple as body language is important, use
body language that shows caring and respect. A gentle touch, holding the person’s hand and just
spending time shows caring. What support do you provide for families before, during and after the
death of a loved one?

Education / Training
Have you received appropriate training to support residents who are dying and their families?
Evidence points to the importance of staff readiness, with better outcomes associated with staff
feeling prepared for the death of a resident and having experience and training (McKeown et al.,
2010)

11

Staff Coming and Going
Teamwork / Consistent Staff Assignments
A long-term care facility is home to people who live there but, to those who provide care in such a
setting, it is a busy working environment. The ‘community’ coming and going in such environments
might include: nurses, health care assistants, housekeeping staff (cleaners, cooks), clergy, recreational
staff, secretaries, physiotherapists, speech therapists, dieticians, GP, residents, family members
and friends of residents. To create a non-institutional, homelike environment in such a setting is
challenging. For staff, the expectation to meet standards of care is compounded by culture change
efforts toward homelike environments which mean they are expected to understand topics in which
they may have received little or not formal training. An important starting point is therefore to
support quality relationships between staff and residents, for example, by avoiding staff rotation.
When staff are rotated it is difficult for them to develop relationships with residents or co-workers.
Where staff are rotated, they have to take the time to understand the needs of residents with whom
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they are unfamiliar and they have to balance this with working with different members of staff.

In the facility where you work, are residents cared for by consistent
teams? If not, what do staff members experience when their work
is routinely changed? How does that affect their relationship to
their work? What do residents experience when they have frequent
changes in staff? How does teamwork help improve care and relations
between staff and residents and between staff? Think about the
preferred schedule of staff. Figure out when the busiest times are
in accordance with the residents’ patterns. Adjust schedules to have
the help that is needed during those times. Encourage teams to
work with each other to provide back-up for when schedules need
to change. Identify who enjoys floating so that the team will not be
destabilised by making everyone float. Provide constructive feedback
on interactions with residents and families and between staff. Foster
a culture of trust among staff by providing opportunities for staff to
communicate with management.

Visitors Coming and Going
Sense of identity
The presence of family and friends in long-tem care facilities is central to residents’ sense of identify.
Regular visits from family and friends can help maintain residents’ personal relationships with others
outside of the facility.

It is important, therefore, to ensure that visiting is not something which

is brief and limited to a few relatives. Based on the wishes of the resident, children and extended
family members should also be encouraged to visit and or to take their loved one of the setting to
participate in the live of the community if the resident so wishes.

Respect
Do you operate a policy of open visiting in the facility were you work? Open visiting results in more
positive relations between families; visits can be spread out over the week and residents are not
overwhelmed with a large crowd at the one time. Residents often enjoy having a guest for a meal?
Do you encourage relatives, children and friends to join residents at mealtimes to make meals more
special? Do you encourage visitors to take the individual outdoors or to go for a walk? Are private,
comfortable spaces available where residents can take their visitors for private conversations or to
discuss personal matters or enjoy reminiscing? Concentrate on the quality of visiting; a visit should
be pleasant and a break in the person’s daily routine.

Privacy
Think about how you enter the private space of residents. When people visit you, they come to
the door and knock or ring the doorbell and wait to be invited in. A resident’s room is their home.
You should always knock, ask permission to enter and wait for a response. If the resident does not
respond, then announce yourself before walking in.
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The Kitchen
Autonomy
The kitchen, is the hearth of the home, the place where people gather to share a meal, have a cup
of tea, read the paper and enjoy a leisurely chat. The kitchen conjures up memories of food. It is
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used to cook, entertain and eat. At home, people come and go to the kitchen when they want.
Residents in long-term facilities who are not confided to the bed should have opportunities to enjoy
the home comforts of access to the kitchen. They should have the opportunity to enjoy a snack
when they feel like it; or to sit and watch staff preparing a meal and to enjoy the smell of foods.

Health and Safety
Think about the facility where you work. Does it feel like home? Is it decorated like home, with
soft colours and personal belongings of the people who live there? Do residents have access to a
kitchen? How can risks associated with the kitchen be eliminated e.g. the risk of a resident getting
burnt? How can residents be made more aware of basic kitchen safety, or how to use the cooker
safely?

Autonomy / Independence  
Older people have the rights to make choices and to take risks in their life even if they can no longer
live in their own home. The need for staff to ensure people are kept safe should therefore be
balanced with residents’ rights to a good quality of life and to take risks.

Privacy / Respect / Dignity
Do you encourage your residents to bring in some of their favorite possessions to help create
a kitchen with feels homely? For example, a favourite cup, or a favourite chair can encourage
fond memories or carry symbolic value of personal and family history. The main point here is that
improving quality of life for this group is often about making simple changes.

Outdoors
Quality of Life / Sensory Experiences
Being outdoors for recreation activities is often considered an important part of leisure to enhance
one’s quality of life. For an older person living in long-term care, spending time outdoors is
influenced by the environment and the ethos of care. To what extent do your residents use outdoor
space? Is the garden safe for people to walk in, for example, no steps and pathways that are
inaccessible for wheelchairs? Are there seats at strategic points with sheltered and shaded areas to
enable residents to spend time outside? Are there raised flowerbeds, herb gardens or a greenhouse
to make it easier for residents to take an active interest in the garden? Is the garden scented to
make it attractive to residents who are visually impaired? Window gardening, small herb gardens
planted in plant pots and hanging baskets are all accessible even for the most vulnerable residents.

Are families encouraged to take their loves one out of the home to enjoy visiting to the local shops,
cafes, theatre etc? Is there a local bus service which residents, families and friends can use and are
they made aware of this facility? What local schools, youth groups, young people´s church groups or
other organizations can you identify which you could contact to organise visits to the home to keep
residents connected to, and interested in, the community.
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Suggested Areas for Place and Practice Improvement
In considering the entering and leaving patterns discussed above, you may have identified some
aspects which would benefit from changes. To promote and facilitate positive experiences, you may
want to consider these as potential areas to address. The following suggestions may be helpful
when you are considering changes:
•

Identify the ‘community’ involved in the facility where you work

•

Identify ways to make sure that everyone is able to obtain information about care and life in
the facility, and are able to contact you in ways that meets their individual needs. Accessible
communications are essential for people to be able to give their views and experiences about
the facility

•

Familiarise the community about the household model of care and develop ways to educate
them on what the model involves. Hold meetings, discussion groups, meet with resident
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committees, family, etc
•

Create a committee to represent the voices of the different members of the community and
discuss possible ways of making changes and how to monitor interventions

•

What are the resource implications?

•

Can some changes be implemented in a shorter timeframe than other?

•

Identify adjustments that can be made to staff rotas to implant consistent assignment using
www.maseniorcarefoundation.org/.../Enhancing_Quality_of_Life_Through_Consistent_
Assignment.aspx

•

Explore the potential to introduce the Teaghlach model using: A Practical Guide to Transform
Institution to Home: A leadership book to assist providers by providing a change framework
based on the Norton/Shields Change Matrix: Self, Leadership, Organizational and Environmental
Transformation
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Personal and
Therapeutic Care
Introduction
I enjoy getting my hair done. I was a brunette when I was
young you know. I don’t bother with colouring my hair as
the grey ones are as easy to carry as the white! I like living
in this house . . .

"

Creating a person-centred environment for living and delivering person-centred care in a residential
setting challenges many assumptions that we may hold about how care is delivered. In the
normalising of residential care environments, one of the biggest challenges is that of creating an
environment that supports the effective delivery of person-centred care whilst at the same time
avoiding the creation of a ‘clinical’ setting. For the majority of older people, the reason why they
are in a residential facility is because of some significant change in their health status that requires
them to have access to 24 hour personal or therapeutic care. In this section we will explore patterns
associated with personal and therapeutic care needs and issues to consider in the giving of effective
person-centred care whilst at the same time operating within an overarching normalised setting.
The goal of person-centred and evidence-informed care in a residential setting is to maximise the
person’s independence, ensure freedom of choice, provide safety and protection in order for them to
realize their potential for physical, social, and mental well-being.

Personal and Therapeutic Care: A Typical Example
Tess is 96 years old and lives in Hillside residential care facility. It is a large multi-level facility ranging
from independent living bungalows through to nursing home care. Tess has lived in Longacres
Hillside for 12 years when she originally lived in one of the assisted living houses. She has dementia
which has been progressing rapidly and reached a stage last year where Tess was no longer able to
remain in her assisted living house. She became increasingly disorientated, highly anxious, distressed
and with increasingly unsteady mobility. She had been found on a number of occasions wandering
in the grounds searching for the toilet, she had fallen whilst getting out of her chair on other
occasions and was showing increasing signs of being anxious on her own. Tess had been struggling
to attend to her hygiene needs and had developed a fungal sore beneath her breasts. Following

3

discussion with her family, it was agreed that
Tess would move to the nursing home facility
on site where she would have access to 24 hour
care.
During the first week of her stay in the nursing
home facility, Tess had a thorough re-assessment
of her care needs. Although she had a care plan
to support her in her assisted living house, this
largely focused on supporting her with personal
care in the morning and evening and with
ensuring that aspects of her home were ‘safe’
for her to continue living there. Her assessment
revealed a significant deterioration in her
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memory functioning, a reduced independence
in attending to ADLs (Activities of Daily Living),
weight loss and significant reduction in her
mobility (unsteady in transferring from sitting
to standing, shuffling gait and loss of balance).
As part of her assessment and care planning
process a multidisciplinary case conference was
held as well as a care planning meeting with
Tess, and her son and daughter who lived in
the area. A care programme was agreed that
ensured the following:
•

However possible, Tess’ potential for
independence would be maintained.

•

Her usual patterns of living would be
protected wherever possible – such as her
morning and evening routine, her food
preferences, her hygiene patterns and
routines, her social engagement patterns.

•

Tess would be involved in decisions about
her care and the care team would draw
upon their knowledge gained from
the development programme they had
undertaken in ‘person-centred dementia
care’ to observe her levels of ‘well-being’,
as an indicator of satisfaction with her care.

A care plan was devised that identified the aspects of the care plan that required different kinds of
inputs from the care team and that integrated the personal, social and therapeutic aspects of Tess’
care needs:
1

Tess would only be directly helped with those aspects of her personal care that she could not do
for herself – specific aspects of personal hygiene, putting on incontinence wear and underwear,
fastening cardigan buttons, tying shoe laces and putting on her makeup. For other aspects of
her care she would be supervised, following a plan of care devised by the care team with Tess
and her family.

2

The registered nurse would administer Tess’ medications and would treat the sores on Tess’
breasts prior to her leaving her bedroom in the mornings and when she retired to her room at
night. This would be done when most appropriate in Tess’ morning routine.

3

Tess had a specialist physiotherapy assessment for her mobility and as a result had her bed and
chair height adjusted and was equipped with a walking aid. Her care plan included supervised
walking from her bedroom to the kitchen/dining room and between the kitchen/dining room
and lounge area. Every other week, the registered nurse reassessed her walking by observing
one or more of these activities and made adjustments to the care plan as necessary.

4

As a part of the social and therapeutic activity programme of her care plan, Tess would be
invited to prepare part of her own meals in the kitchenette, with supervision.

5

Once weekly, Tess had a leisurely bath in the afternoon and was helped by the care assistant and
the registered nurse (as this was a time for the nurse to reassess her physical and psycho-social
functioning as well as attend to particular care needs, such as skin integrity, nails and care of the
breast sores). Tess loved this part of her week and visibly relaxed when she entered the bath of
water bubbling with her own bath foam (a brand she had used all her life). The bathroom was
well heated, had adjustable lighting and was decorated to create a relaxing ambience.

6

After her bath, Tess had a shoulders, hands and foot massage in the ‘complementary
treatments room’ and afterwards she liked to spend the rest of the evening in her bathrobe in
her own bedroom.

7

Tess went to her daughter for lunch most Sundays after mass. Her son would collect her, take
her to the church and then on to her daughters for lunch. She usually returned in the early
evening when she enjoyed a dry sherry by the fire in the lounge and happily chatted about the
events of the day.

5

But Think . . .
The Challenges:

Tess is one of 10 residents in the section of the nursing home facility where

you work. All the residents have different types of care needs and all require different amounts of
inputs in order to meet their care needs whilst at the same time maximising their self-care potential.
A couple of residents’ need all their care needs to be met and are unable to mobilise. Not all
residents are as amenable to the devised plan of care as Tess and some are reluctant to cooperate
with planned care – the care team have tried to work out reasons for this but as yet have not found
a solution. Usually there is only one registered nurse on duty in your section of the nursing home
and it is challenging to meet the individual requirements of residents when care assistants call for
their particular input – this sometimes leads to friction in the team. Despite having a process in place
to discuss and agree the care plan for individual residents with their family members, sometimes
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family members make demands that are not consistent with the plan of care. The team worries
about how they meet HIQA standards and get concerned that an unannounced inspection would
suggest they are disorganised because there is no apparent routine. The kitchenette is a fantastic
resource but it requires the care team to be hyper-vigilant about health and safety and for risk
assessments to be in place. Not all members of the team are committed to these ways of working,
despite the leadership shown by the care group managers, and sometimes they revert to task-based
and routined care, such as doing all the residents’ medications at the same time, not negotiating
when specific treatments are undertaken and treating meals as a task rather than an individualised
and social occasion. When challenged they argue that the residents don’t notice as they are
confused – this cause friction in the team.

Reflective Activity
Consider your immediate response to the ‘typical example’ above – do you think it is idealistic and
unachievable in your particular setting? Is it the kind of care you would want to give but don’t feel
you can? Why not? Consider the challenges identified above. Do any of them sound familiar to
you? What can you do within your ‘sphere of influence’ to address some of these challenges and
move towards a more person-centred approach?

Personal and Therapeutic Care: Patterns of Activity
There is little doubt that attending to personal and therapeutic aspects of residents’ care is a
dominant part of the role of a care team in residential care settings. As already identified in the
introduction to this section, if residents didn’t have such care needs then it is unlikely that they
would be in a nursing care facility in the first place. However, the challenges associated with
creating a normalised/homely environment whilst at the same time providing for high levels of care
need to people with chronic physical and mental disabilities need careful consideration.
Fundamentally, the challenges raise issues about
the roles of different members of the care team

Therapeutic Care:

and the delivery of health care in a household

care that is aimed at minimising the symptoms of deterioration

model of care. The argument usually focuses on

in health statues and on advancing the best interest and

‘dependency’ levels of residents in care homes

outcome for the resident.

is evidence-informed goal directed

that operate from a household/social model of
care and the reality of meeting complex health

Personal Care:

and social care needs with such environments.

maintain health, such as eating or drinking, toileting, washing

There is little evidence to suggest that the

or bathing, dressing, oral care, the care of skin, hair and nails,

meeting of high levels of care is not possible

or the prompting and supervision of a person to undertake

within such models and indeed, evidence would

these activities.

is physical assistance with activities that

suggest that the ‘dependency levels’ in care
homes that work in this way is no different to
those with a more traditional/clinical mode of
operating.

Nursing is at the heart of health care delivery in nursing care facilities. They provide the 24-hour
delivery of therapeutic care usually in liaison with other multidisciplinary colleagues (such as, general
practitioners, occupational therapists, physiotherapists, podiatrists) and in collaboration with care
team colleagues in the setting itself. However, the role of the nurse in residential care settings is
hotly debated and the remodelling of residential care for older people brings with it an associated
fear of the loss of the registered nurse input.

However, recent research highlighted the key role of the registered nurse in the delivery of
therapeutic care (AIGNA/Heath 2010)*. In a review of the international literature pertaining to the
role of the registered nurse in residential care, Heath (2010) suggested that “the literature generally
highlights a lack of clarity in how, in practice, the roles of registered nurses and care assistants are
distinguished. Importantly, most of the studies observing the work of registered nurses and support
staff in residential care, including research across Ireland, categorise their contribution according
to the ‘tasks’, ‘activities’ or ‘interventions’ they undertake”. Heath further suggested that because
these activities ‘seem’ to be the same when carried out by either a registered nurse and a care
*AIGNA: The All-Ireland Registered Nurses Association is dedicated to supporting nurses who work with older people in Ireland. Its focus in
on being a leading national association set within an international context, demonstrating tangible influences on Gerontological nursing policy,
strategy, research, education and practice
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I hated when I became
incontinent. I knew it was
happening but I didn’t want to
admit it. Eventually it became
unbearable and the public
health nurse assessed me and
provided me with really good
incontinence pads. Changed
my life it did. So I was really
worried when I came in
here that I wouldn’t be able
to continue with the pads.
However the girls have been
fantastic – they did another
assessment, agreed with me a
routine for going to the toilet
that means I am dry all day and
I only need the pads at night.
It’s fantastic

"

assistant then there is scope to reduce the
numbers of nurses in such settings. The research
undertaken by Heath (2010) on behalf of AIGNA
highlighted the contribution that registered
nurses make to the lives of older people in
residential care and the importance of this role
in ensuring therapeutic care for older people.
However, we are at the forefront of service
change, redesign and the development of new
ways of practicing. The WHO Policy Framework
on Active Ageing (WHO 2002) emphasises the
need for people to be enabled “to realize
their potential for physical, social, and mental
well-being throughout the life course and to
participate in society according to their needs,
desires and capacities, while providing them
with adequate protection, security and care
when they require assistance”. Ensuring that
older people who are ‘frail’ and who have
care needs have the same right of access to
opportunities that enhance their physical, social
and mental wellbeing is critical.
Whilst the need for nurses to provide
therapeutic care is indisputable, the model
within which this is done is important.
Therapeutic care set within a social model
integrates the therapeutic and personal
aspects of care. It doesn’t privilege the ‘health
care intervention/task’ as the central focus
of practice, but instead views these tasks as
essential elements of an overall approach that
focuses on realizing the potential of older
people for physical, social and mental wellbeing whilst at the same time assuring their
protection, safety and security. So the example
of ‘Tess’ provided earlier is a typical example of
how a care team that is not focused on ‘roles
and tasks’, but instead focuses on realising the
person’s potential can work together in an
integrated way.

So when thinking about how to deliver high quality person-centred evidence informed therapeutic
and personal care to residents in a care setting we should think about the following issues:

Person-Centred / Individual
Providing personal and therapeutic aspects of care probably constitutes the significant focus of work
in a residential setting for older people. However, for the resident this should just be one part of
their life experience and indeed should be the part that enables them to live a fulfilled life. In what
ways do you or can you make personal and therapeutic care more person-centred in your setting?
What happens in the morning? What happens at night?

Autonomy / Independence
Do the established ways of working constitute a ‘typical institutionalised’ approach, i.e. morning
time focuses on washing and dressing; afternoon on social activities, treatments or care routines
and evening on getting ready for bed/settling down for the night? Do you know the patterns of
individual residents? Does their individualised pattern follow this institutionalised pattern or are
there differences?

Freedom and Choice
What are residents able to make? For example can they choose what time they have their breakfast?
Can they choose what activities they participate in? Are these choices limited by the established
routine of the care setting – ideally, the routines of the care setting should reflect the individual
patterns of the residents.

Flexibility and Adaptability
Think about how you work as a team and how much flexibility and adaptability there is in the team.
Ideally, whilst everyone in the team will have a designated role as set out by the individual job
descriptions, in an effective team, these roles become ‘blended’ in the interest of ensuring flexibility
of care delivery and adaptability of roles. Whilst some tasks can only be done by a person with
the correct knowledge, skill and expertise and some may be governed by statutory regulations and
professional codes of conduct, there remain many aspects of care delivery that can be undertaken
by all members of the team. Further, statutory regulations and professional codes of conduct usually
allow for the ‘delegation of duties’ to others once an assessment has been undertaken, a care
plan put in place and a plan of supervised practice agreed. How do you and the team work? Are
you focused on who does particular tasks or are you focused on blending roles according to the
individual resident care needs as set out in their care plan?
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Safety and Protection
Do you work with a particular group of residents over a long period of time, or are you allocated different
residents each day or allocated work according to particular tasks? The most effective way of delivering
person-centred care is through a model that ensures a team work with a group of residents over a long
period of time. In this way, you get to know the residents intimately, you form relationships as ‘people’
rather than ‘care giver and care receiver’ and you develop effective adaptable, flexible and integrated
ways of working.
The use of life-review documents are really helpful in enabling you and the team to discuss individual
patterns that residents have for their personal and therapeutic care and in planning individualised
programmes of care. Care reviews with residents and families are important structures for reassessing
the effectiveness of care programmes, ensuring freedom of choice and a flexible approach. What
communication structures and processes do you have in place?
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Privacy and Dignity
It should not need to be said that care provided to residents should be dignified and should respect
their need for privacy. Dignity is a human concept and is directly linked to concepts of caring and holistic
care. Being treated with dignity is a human right. Whilst as a concept, dignity is hard to define, we
all know it intuitively and we tend to define it according to its presence or absence in our experiences.
Indeed, not paying attention to dignity in care is one of the main reasons for families to complain about
standards of care (Yalden & McCormack 2010). Privacy tends to go hand in hand with dignity – making
a resident use a commode in a public space would show a lack of respect for privacy but would also
constitute a loss of dignity.
How do you ensure that privacy and dignity are respected in the provision of personal and therapeutic
care? Do you know what values the person holds about things such as privacy? Do you know how the
person feels about being seen naked for example? These are important aspects of ensuring privacy and
respecting dignity. In what other ways do you ensure privacy and protect dignity?

Character – Harmony Between People and Purpose
So far we have focused on dignified care for residents, but what about the dignity of team members? It is
increasingly recognised that team members have to be treated with dignity, treat each other with dignity
and respect each other’s dignity if a person-centred culture is to be maintained (McCormack & McCance
2010). Helping team members to develop professionally and personally is a key part of this. Is your role
defined by the tasks you do in your job or is it ‘blended’ with other roles, with each person working in
harmony with the other in order to provide person-centred care? Are there opportunities for you to

develop new skills and take on new roles? A person-centred culture is one in which, there is the right
mix of staff in place to do the job effectively; where the whole care team share power by participating
in decisions that impact on how everyone experiences the care home; where there are effective staff
relationships, enabled through team meetings, supervision, support, challenge and reflection; where
the organisation is supportive of the team, demonstrated through a commitment to learning and

development, change, innovation, risk taking and a high quality of experience for residents and

"

teams. How does your setting reflect these values? What can you do to enable (more of) these
values to be realised?

Social or Therapeutic Relationships
Therapeutic and social relationships are key parts of the relationships between a care team and
residents. Whilst there is a body of literature that defines therapeutic relationships, the distinction
between therapeutic and social relationships is ‘fuzzy’ and it would be wrong to view these as
separate things when working with older people. However there is a large body of international
literature in nursing that demonstrates the importance of therapeutic relationships to effective care
with older people, where a therapeutic relationship is viewed as one that:
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. . . is grounded in an interpersonal process that
occurs between the nurse and the client(s).
Therapeutic relationship is a purposeful, goal
directed relationship that is directed at advancing
the best interest and outcome of the client

"

RNAO, 2002

Having a model of care in place that maximises continuity of care, where staff are supported with
education, opportunities for learning and professional development, where reflective practice is in
place and where there are opportunities to advance clinical and therapeutic expertise are all key
elements of an effective therapeutic relationship. Providing therapeutic and personal care offer
essential opportunities for nurses to build therapeutic relationships with residents and indeed

providing personal care is a way in to the formation of therapeutic relationships between nurses and
patients/residents. How do you value therapeutic care? Do you see these aspects of care as necessary
tasks or as key opportunities to engage with residents as ‘persons’?

It is becoming increasingly common for residential care settings to employ staff who have a specific
focus on facilitating social relationships among residents, sometimes referred to as ‘activities

helpers’. Whilst these are valuable opportunities for residents to engage in meaningful activity that
can enhance their relationships with other residents, stimulate cognitive activity, retain essential skill
and expertise, and reduce boredom, these should not be viewed as the only opportunities available
for meaningful social relationships.

The provision of personal and therapeutic care provides ample opportunities for social relationships
to be developed, maintained and enhanced. For example, most of us would agree that preparing
and sharing food with others is a wonderful opportunity for social engagement, conversation,
laughter, fun and ‘chat’. Tidying/washing up after meals continues this engagement. What
opportunities are there for you to ‘normalise’ activities with residents that otherwise may be seen as
‘staff tasks’?

Quality of Place and the Physical Environment
Having the facilities to support quality provision of personal and therapeutic care is important.
Institutionalised environments with for example, dormitory-type bedrooms, few bathrooms and
toilet facilities, large ‘day-rooms’ and long corridors do little to enable continuity of personal and
therapeutic care or the quality of the care experience. However, there is much that can be done to
enhance these environments and minimise the feeling of ‘institution’. For example, sub-dividing
large spaces through the use of dividing panels, clever use of furniture and the change of use of
spaces can enhance the care environment. The

Sensory experience (light,
colour sound, scent, taste,
touch, feel, warmth/air)

use of colour, light and heat can enable spaces
to become ones that enhance the quality for the
care experience. What opportunities are there
for you to enhance the environment where you
work? Can you identify some simple changes that
could be made and that would make the setting
more ‘homely’?

Suggested Areas for Place and Practice Improvement
In considering the patterns in the previous section, you may have identified some aspects of practice
that could be changed or developed or changes to the environment that may enhance the care
experience or indeed team developments that could improve the overall quality of care. So you may
want to consider these as some potential areas to address in order to enhance the experience of
personal and therapeutic care for residents and the care team. These ideas are in no way exhaustive,
but they may provide you with some options for consideration:
•

Discuss with your colleagues the definitions of personal and therapeutic care offered in this
resource – what do they mean to you as a team? In considering these definitions, do they raise
issues about how you work as a team? Consider how you might address these issues?

•

Do you have a shared set of values about ‘care’ in place? If you don’t have a shared set of
values, consider using the process set out in the ‘Values and Beliefs Template’ to develop a
values statement. When you have these values developed, consider what adjustments you may
need to make to your ways of working in order to operationalise these values.

•

Do you know what model of care is used in your care setting? Does the model of care reflect
the espoused values of the team/setting? For example, is the model one that is based on
person-centred principles where care inputs from different team members are organised
around the needs of residents and their particular patterns? Do you work with the same group
of residents over an extended period of time? Do you have ‘named residents’ that you are
responsible for? Do you use a ‘buddy’ system, i.e. where you work with another care worker
as a critical friend and colleague? Consider what adjustments could be made to your model of
care to maximise person-centredness.

•

Identify from life review documents residents’ usual care patterns and adjust individual care
plans to reflect these patterns.

•

Set up a meeting with other care team members to discuss residents’ personal care patterns
and identify areas of similarity and difference. Consider ways in which you can adjust the way
personal care is organised to take account of these patterns and ways in which therapeutic care
can be integrated into these patterns.

•

Initiate ‘on the job’ training to develop knowledge and skill in doing key aspects of care in a
person-centred way, e.g. helping with transfer, assisting with meals, using hoist etc.

13

References
All-Ireland Gerontological Nurses Association [AIGNA] (2010) The Role and Contribution of the
Registered Nurse in Residential Care Settings for Older People in Ireland: A National Study. Final
Report of research undertaken by Hazel Heath. AIGNA, Cork
Heath H (2010) Outcomes from the work of Registered Nurses working with older people in UK care
homes. International Journal of Older People Nursing, 5(2): 116-127
McCormack B and McCance T (2010) Person-centred Nursing: Theory, models and methods. Blackwell
Publishing, Oxford
Registered Nurses Association of Ontario [RNAO] (2002) Establishing Therapeutic Relationships.
RNAO Best-Practice Guideline. RNAO, Toronto

14

World Health Organization [WHO] (2002) Active Ageing: A Policy Framework. WHO, Geneva.
Yalden J and McCormack B (2010) Constructions of dignity: a pre-requisite for flourishing in the
workplace? International Journal of Older People Nursing 5, 137–147

15

design by element design t 042 9327943

"

Social Milieu
Introduction
I want to invite you in. The door has not house,
It stands in a field, with a mirror hanging from the sky.
Birds fly in from nowhere.
You can see a mirage of song dance,
You can hear their wings, Quench the seven starts
As dawn begins

"

Monaghan, 2000

Improving the quality of life for older people is a central objective of long-term care services. While
debates about what constitutes ‘quality of life’ for residents in long-term care continue, the general
consensus is that quality of life is shaped by factors to do with the physical environment, health and
socioeconomic status, as well as subjective factors to do with psychological well-being, autonomy,
independence, purposeful activity, meaningful social relationships, spirituality and identity/
sense of self (Murphy et al., 2007). Of these, engaging in meaningful social relationship has been
identified as having a significant impact on the older person’s self-perceived quality of life, their life
satisfaction and well-being.

As human beings we are social creatures with emotional needs for companionship and positive
connections to others. We are not meant to live in isolation from others. We crave company—even
when we our old and our eyesight or hearing is failing or we can no longer walk, most (but not all)
want to enjoy the company. Within long-term care settings, positive social interactions between
residents and with staff underpin the development of meaningful positive relationships (Cook et al.,
2009), adding quality of life to years lived.
In this section we explore patterns associated with the social milieu within and around long-term
care settings (the social interactions and relationships) which are the ‘essence of ageing well because
they can meet older people’s needs for intimacy, comfort, support, companionship and fun’ (Godfrey
et al., 2004).
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Social Milieu: A Typical Example
Consider the following story retold by a resident in a nursing home which provides care based on the
household model and where operational approaches have been realigned to provide relationshipbased assistance and support in an empowering and nurturing home environment:
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Every night I visit my friend Kathleen in her room to
have a chat about the day’s events and what’s going on
in the county. She likes to talk about politics . . . I enjoy
it too. They [staff] leave the paper in Kathleen’s room
you know, they leave it there every afternoon come rain
or shine, and Kathleen reads it out to me. Only for her, I
couldn’t see it and I wouldn’t know what’s going on
– the wireless is not the same as the paper, you can’t beat
the news from the paper. That’s how we finish the day,
catching up on the events – it keeps you in touch with
what’s going on, you know that’s important

"

Maggie, resident

Consider how friendships between residents are identified and supported in your care home and the
social activities which residents engage in. What quality of life activities are available for residents?

But Think …
The Challenges:

The capacity of older people to engage meaningfully in social activities

can be affected by a range of impairments, for example, hearing and visual impairments, speech
problems, restricted mobility and diminished cognitive ability. Participating in social activities can be
very difficult for someone who has a degenerative disease such as Alzheimer’s, or Parkinson’s. They
have reduced opportunities to mix with other residents and engage in group activities, but they may
want to be involved and may, understandably, become frustrated when their needs go unmet. So
when it comes to communication, the challenge for staff is to find imaginative ways to engage with
residents, particularly those with communication problems, to help them, to help staff understand
their wants and needs and to help them communicate with other residents. This can serve to avoid
vulnerable residents spending much of their time in social isolation – this applies to both those with
communication difficulties as well as others who withdraw from social situations because they find
the behaviour of residents with communication difficulties disturbing.
From the staff perspective, workers can feel constrained by a lack of resources to meet the personal
care needs of residents. As a result, they may concentrate on the task of care to enable them to get
the job done and limit the time that they socialise with residents (Cook et al., 2009). This in turn
limits the opportunities for staff to get to know the residents on a personal level.
The challenges of working in a long-term care environment require the development of meaningful
relationships between staff and residents in order to create a social milieu which fosters and supports
a sense of purpose and well-being for residents as well as good morale among staff.
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Long-term care settings are home to

Meanings of Social Milieu:
Patterns of Activity

older people with a range of health

In creating the social milieu for long-term care

and social care needs, people who have

settings, meaning social relationship between

not chosen to live together but have

staff and residents are fundamental. Vulnerable

typically been thrown together out of

older people with physical or health related

their need for care rather than a desire

decline cannot readily interact with others

for new friendships in later-life (Cook et

and they often cannot readily adapt to their

al., 2009). Reflect on the ways residents

new environment. The social milieu, including

interact with each other, both positively

interdependent relationships is important in

and negatively.

encouraging proactive social behaviour.

Reflective Activity

Identify the factors which contributed
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to positive interactions. Identify the
factors which contributed to negative
interactions. What specifically are
the main barriers for developing and

There are a variety of factors that can impact
on the social milieu of long-term care settings
and consequently on the quality of the life of
residents. These factors include:
•

hearing / visual impairment

such activities as painting, listening to

•

speech problems

music, walking, the development of IT

•

restricted mobility

•

diminished cognitive ability

•

environmental issues, such as lack of

sustaining a social milieu which supports

skills etc) in a typical long-term care
setting? What kinds of changes (to
work practices, relationships, activities,
communications etc or physical changes

communal areas, lack of private spaces,

to the environment) might lead to an

excessive background noise etc

increase in these activities?

•

inadequate staffing levels

•

inadequate training and support for staff

•

staff attitudes

•

absence of proactive policies designed to
engage families and communities

Long-term care settings make constraints on
normal patterns of social interaction. Some
residents live alongside each other without
engaging in any meaningful interaction (Cook et
al., 2009). Others develop warm friendships, such
as Maggie and Kathleen. Equally, you may have
conflicts, dislike and even animosity between
some residents. These very different types of
interactions provide the most challenging social

problems for staff in long-term care settings. Without lots of positive social interaction, including
in group settings, such as dining with the other people in the nursing home, and in task related
activities, such as artistic task-related stimuli, e.g. flower arranging, residents can become withdrawn
and depressed, having no real ‘sense of identity’ or ‘sense of purpose’ to their life.
People generally want to retain their independence, and at the heart of older people’s sense of
independence is their capacity to make choices and to exercise control over their lives. Choice and
control are fundament to our sense of identify and our quality of life. This is not something which
changes with old age or with the move to a long-term care facility, but it is something which needs
to be facilitated by those who provide care when we are old. So when thinking about how to
manage interactions between residents, with family and the wider community, in order to create
positive social relationships, we should think about the following issues:

Autonomy / Independence
Residents in long-term care facilities value the connection to their family, friends and community.
Think about the setting where you work? How do residents keep in touch with their relatives and
friends? Think about how you can help residents to maintain social roles e.g. grandparent sending
birthday card to grandchild. Consider how long-term friendships are supported and how visits
from family and friends are made special. Are visitors welcomed at any time? Is there more than
one room where residents can sit or where they can be quiet or see visitors? Are there quiet areas
where relatives can spend time with residents? Are children made to feel at home? Are visitors
encouraged to take residents out or join them for a meal?
Social relationships between residents can be fostered and developed by getting to know residents
and the mutual interests some residents share. For example, Maggie and Kathleen’s interest in
currents affairs and politics was recognised by staff and facilitated by ensuring the newspaper was
left in Kathleen’s room each evening.

Person-Centred Social Support
Staff in long-term care settings can build up a rich picture of how residents would like to live
their lives using approaches such as the use of photo albums, life-story or life-review to compile
information about individuals that can be used as a focus for interaction. Has a life-story or lifereview been developed with residents and their families in the setting where you work and does
this also include compiling information on any activities that residents like doing as well as those
they have expressed an interest in? Are activities available each day or are residents left to sit
in front of the TV? How do people with no verbal communication choose activities? How do
you make information accessible to all residents? Are trips and outings organised and special
events celebrated? Have you a dedicated activities coordinator to promote and facilitate social
interactions? What links do you have with the local community which could widen the scope of
activities?
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Relationships Between Residents and Staff
The main thing is to build a relationship with the resident and for the resident to know someone
has expectations for them. Older people in long-term care settings can withdraw from the social
environment out of personal preference (Cook et al., 2009). However, some may be apathetic and
many may have sensory impairments, such as hearing and vision loss, speech and mobility problems,
or limited cognitive abilities, all of which make interacting with others challenging.
The key message is to ensure that you establish a relationship with the resident, that you know how
the resident would like to live their live and the activities they are interested in. In this way, staff are
aware and can recognise the underlying factors which inhibit interaction or prompt the resident to
isolate themselves (Cook et al., 2009).

Relationships Between Residents

8

Conversation is our most basic verbal interaction. The everyday conversations we engage in help
us to fulfil a human need to interact and connect with others. Evidence suggest that residents in
long-term care settings actively seek opportunities to talk to other people and gain much satisfaction
from such interactions (Cook et al., 2009). Think about how you support residents to connect to
each other and how something as simple as the seating arrangements can make a real difference to
interactions. For example, placing a comfortable assortment of chairs in groups encourages small
group interactions – chairs should never be placed in a circle around the outside of the room. A
reminiscence box with artefacts, books and other materials can help stimulate discussion in a group
setting.

Barriers to Social Interaction
Sensory decline, such as hearing problems are associated with low levels of social engagement and
participation in social activities. For example, hearing impairment hampers residents’ ability to join
in activities and to engage in conversations, especially in rooms where there is a lot of background
noise (Cook et al., 2009). Think about the residents where you work. How many have hearing
problems? Is there a TV or radio left on when no one is watching or listening? Are residents given
regular hearing tests? What other sensory impairments have you noticed in your residents? How did
you become aware of these problems in your residents? What did you do about it?

Empowerment
The key issue is to put policies in place to ensure residents are not unnecessarily being prevented
from engaging in meaningful social interactions. Consider how residents can be empowered to have
more choice and control in their lives. For example, think about how effectively staff communicate
with residents. Chronic conditions, such as hearing and speech impairment, dementia and the effects

of medication can make it is difficult for some
residents to communicate and make their feelings
known to others. This can be frustrating not just
for the person but also for those with whom they
come into contact.

Advocacy
What techniques does the facility where you
work employ to help facilitate interaction with
residents and to create a communication-friendly

What communication
methods does the facility
where you work employ to
create a communicationfriendly environment for
residents and their families?

environment?
Are residents, families, friends and the general public encouraged to provide feedback about any
social activities the home organises? Do residents have easy access to advocacy services and if so,
how can you be sure that they remain aware of this? An independent advocate can work with
the resident and be there as a supporter, a listener, and encourager. However, while independent
advocacy is also important, it is important for staff to see themselves as advocates and to speak up
for those in their care when necessary.

Therapeutic Relationships
Some people find it easier to bond with an animal than with people. Most pet owners are aware of
the joy and comfort that an animal can provide. In many families, pets are considered part of the
family. The therapeutic use of pets as companions has gained increasing attention in recent years,
providing a constant source of comfort and focus for attention for many older people in long-term
care settings. Can your residents keep pets in their rooms, or in other areas of the home? If not,
have you considered using volunteers to bring in pets or access to Peata and similar organisations?

Environment and Quality of Life
Good design directly impacts quality of life (Callaghan et al 2009) and it is likely that the design
of long-term care facilities will have an effect on the well-being of residents through its effect on
social aspects of living. For example, a facility that has communal areas which are welcoming and
accessible by all encourages social interaction; people can meet or have group activities. Equally,
quiet spaces are an important component of quality of life, providing for reflection and stillness. A
room with a calming atmosphere, using music, lighting, and soft furnishings, facilitates reading or
reflection. The key point to remember is that for residents it is not just a long-term care facility, but
indeed their ‘home’. Most residents are frail, but are not bedridden and they can get around using
walking frames or wheelchairs if the environment is accessible and inviting. The challenge is to
ensure facilities are sensitive and responsive to well-being, both physical and emotional.
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Well designed external environments can also have a positive impact on levels of social interaction and
quality of life. Being outdoors can increase physical activity and appetite as well as enhancing mental
health and inducing a good night’s sleep. Consider the outdoor facilities where you work. Do residents
typically make use of outdoor facilities? Are they encouraged to take exercise or is there a reluctance to
encourage trips outdoors due to time constraints or for safety reasons, such as fear of the person falling?

Way-finding
The main issues to consider are: residents should have access to a garden in which they can move around,
and feel comfortable. They should be able to find their way around using environmental cues such as
flowering plants or garden ornaments. Seating areas should be spaced along a walking path to provide
opportunities for rest, quiet contemplation or conversations between residents or with friends and family.

Purposeful Activities
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All residents should be encouraged to be as independent as possible and to take part in daily life of the
home. This can take a variety of forms from group activities and social outings to assisting with activities,
such as watering plants, which provide opportunities for meaning social interactions for residents with
different support needs.

Suggested areas for Place and Practice Improvement
Social connections and communications with others fulfil our basic human need for companionship.
In considering the patterns in the previous section, you may have identified some aspects of the care
environment that could be improved/changed. So you may want to consider these as some potential
areas to address in order to promote a social milieu in your place of work. These ideas are in no way
exhaustive, but they may provide you with some options for consideration:
•

Undertake a full care review of residents using the life-review or life story approach. Identify
hobbies and social interests as well as things which each resident dislikes

•

Identify similar interests among residents and develop social activities around these.

•

Undertake an observation of practice activity and focus specifically on the ways residents interact
with each other, both positive and negative.

•

Present your findings from the observations and identify changes which will facilitate positive
interactions.

•

Can some of these changes be introduced relatively easily and with minimum resources?

•

Set up a meeting with other care team members to discuss how different changes would affect
residents. Consider ways in which you can adjust the way care and practice is organised to take
account of these patterns.

•

How do you ‘see’ residents?

•

How do you ‘talk’ to residents?

•

How do you enable residents with communication difficulties to ‘talk’ to you and others?

•

Is your information accessible? Use of photos/images/flash cards/talking mats/technology made.
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Getting Up and
Settling Down
Introduction
You can’t turn the clock back. I have retired but I would
still rather be working. I am happy here. I have been
here almost a year now. I get plenty to eat and enough
cigarettes. I would like to get outdoors more. The staff are
alright. They have rules and you have to abide by them, but
I get on ok with all of them. I spend a lot of time on my bed
but I don’t sleep well at night. I miss my family

"

Sleeping and waking are normal and essential patterns of life. Sleep is an essential physiological

need and without it we would die! However, throughout our lives our need for sleep changes as do
our sleep patterns. In addition, we all have rituals associated with sleeping and waking that have

probably been built up over many years and do not change significantly. In this section we explore
patterns associated with ‘getting up and settling down’, two factors associated with successful
beginning and ending of the day.

Getting Up and Settling Down: A Typical Example

It is 19.30 in Bayview nursing home which operates from a philosophy of resident-centredness

articulated through the ‘household model’. In this block, 8 residents live – 5 women and 3 men. The
evening meal has been served and some members of the care team are clearing away the dishes

from the tables. Three residents have already gone to their bedrooms and are getting themselves
settled for the night – one has changed into his pyjamas and is watching television and having a

beer. Another is having an early night and is already asleep (she previously worked as a Post-mistress
and was used to going to bed early so that she could be ready to receive the early morning post
for sorting at 5am). The other resident is with her family in her bedroom, sorting through clothes
and planning her outfits for the weekend – she won’t go to bed until later as today her daughter
has offered to help her have a shower and set her hair before settling for the night. Rose House
have supported her to continue to do so. Maureen likes to finish her day out with a small whiskey
before returning to Rose House for supper. The staff know that she can become argumentative and
uncooperative should something delay or disrupt her plans. They also know that some less mobile
residents, such as Brigid, need assistance to use the bathroom at this time. Brigid is confined to a
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wheelchair but is a very active member of the home, enjoying painting, gardening, reading and
discussion politics Ann who live in the room next to her.
Meg is still in the kitchen/dining room chatting with Gary who is having his post-dinner scotch
whisky. Meg has moderate dementia and whilst her level of orientation is poor, she manages to
hold a conversation with others – not always a coherent conversation, but one that on this occasion
Gary is enjoying engaging in. When Meg moved into Bayview she spent some weeks completing a
life-review document with members of the care team – the nurse coordinated it, but various care
workers completed aspects of it with Meg and members of her family, until they reached a stage
where they felt they knew her daily patterns fairly well. They know that Meg rarely goes to bed
before 10.30pm.
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They also know that:
Before going to bed, Meg likes to…

To be able to go to sleep, Meg likes to …

•

•

•

have time to sit and read the daily paper

only sleeps with one pillow – she says “I

doing this

can’t stand sleeping sitting up, I need to

have a mug of hot chocolate or

be flat!”

‘Horlicks’ – she usually alternates these

•

Have a low level light illuminated in the
room – makes her feel ‘secure’ and also

the night

helps her to find her way to the toilet in

have her nightdress warmed on the

the night if she needs to
•

have her fluffy covered hot water bottle
at the bottom of her bed near her feet

•

•

and will say which she prefers on

radiator before putting it on
•

Have one of her pillows taken away as she

– she can sometimes spend 1-2 hours

Have the duvet tucked in around her “cocoon like” she describes it

•

Have her favourite doll to cuddle – Meg

Wash her hands and face and remove

has been married for 48 years and found it

her makeup

very challenging to sleep on her own when

•

Put her hair in a net

she moved to Roselawns. In discussion

•

Pass urine and have an incontinence pad

with Meg and her family, the care team

and pants put on

discovered that a doll (that she chose)
helped her relax and to go to sleep
•

Have the door to her room ‘slightly ajar’
(neither fully closed nor completely open)

Meg rarely gets up before 9am. She usually manages to get herself up from bed, but not before she
has had a cup of tea and a read of her bible. She likes to be given her morning medications before
she gets up and this is clearly stated in her care plan.

When getting up, Meg likes to …
•

Remover her own incontinence wear and dispose of it in a special bin in her bathroom.

•

Put on her dressing gown and slippers, remove her hair net and comb her hair

•

Wash her face and put on her lipstick

Sometimes Meg needs assistance with these activities, but mostly she is able to attend to them
independently. She likes to do these things before coming to the kitchen/dining room for breakfast.
She is not very ‘chatty’ in the morning and can be a bit grumpy if her routine gets altered for any
reason. Even Gary (who she enjoys chatting with) knows this and he usually avoids her in the
morning!
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But Think …
The Challenges:

at the same time as Meg wants to go to bed, there may be 2 or 3 others

who also want to go to bed, each with their own particular routine. It is often a time when there
is fewer staff on duty. The registered nurse(s) on duty may be tied up with other tasks such as the
administration of medications and particular treatments or in completing necessary documentation
for the shift. There is usually few if any administrative staff around to answer phone calls. It is often
a time when families visit and want to speak with care team members about their family member
and particular care issues/compliments/complaints. It is the end of the day; everyone is feeling a
bit ‘jaded’ and for residents who have a dementia their tiredness can cause them to be increasingly
anxious (shown in ways of being such as calling out, wandering, requesting attention etc) and care
team members are keen to get home.
At the same time as Meg is getting up, all of the other residents are awake and in various stages
of getting up. Other residents may have various therapeutic care needs that require the specific
attention of the registered nurse(s) on duty. A team member may have called in ‘sick’ leaving you
short of staff to do everything planned.
Whilst all of these individual care needs require careful planning of how the day is organised and
how individual residents’ settling down and getting up patterns are to be planned for, sometimes
the temptation to return to a more ‘routinised’ way of working can be very attractive in order
to ‘get the work done’. These individualised ways of working and avoidance of institutionalised
routines require care team members to be flexible and adaptable and to have effective means of
communication in order to be able to adjust plans as the day progresses.

Some Helpful Tips
•

Plan your work with team members

Getting Up and Settling Down :
Patterns of Activity

at the beginning of the shift and

•

don’t just start ‘doing’ without that

As we have stated at the outset, sleep is a

plan.

physiological requirement and a necessary part of

Be attentive to how residents’
moods and behaviours change
during the day as this may indicate
degrees of tiredness and so may
need to go to bed at a different
time than usual.

•
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•

•

being healthy. Without sleep we would die – not
just from physical and mental exhaustion, but
from a range of physical and mental conditions
associated with a lack of sleep. As we age, good
quality sleep is especially important as it helps
with concentration and the storing of memories
(Siegel 2001), as well as helping with repairing

If you are feeling pressurised

cells, boosting the immune system and generally

with work demands, talk to your

preventing disease. A person normally goes

manager or a colleague who can

through 4-6 sleep cycles which begin with a

help you to adjust priorities.

‘pre-sleep’ period during which time the person

Include relatives and family

is conscious of ‘feeling sleepy. Once asleep the

members where possible as many

stages of cycles that help the person move from

are willing to help with some

light sleep to deep sleep and it is thought that

of the routines associated with

these occur in 90-minute cycles (Kryger et al

helping their family member to get

2000). The final stage known as ‘REM [Rapid Eye

ready for bed.

Movement’ Sleep] is when the person dreams

Be realistic in what you can achieve
– each day will be different and so
what worked yesterday may not
work today – be flexible!

and is the deepest level of sleep. These cycles
may occur for different durations and are also
dependent on the total time the person is asleep.
As we age, what we know to be our ‘typical’
sleep pattern may change and we may notice
differences emerging in our need for sleep,
the number of hours we actually sleep and in
our waking and sleeping pattern. It is thought
that the area of the brain that controls sleep,
changes as we age and causes variability in the
older person’s sleep pattern. The quality of
sleep deteriorates as we age. Most older people
do not have difficulty with ‘falling asleep’ but
do have difficulties associated with ‘staying
asleep’. Episodes of REM sleep tend to shorten.
Sometimes when asked, the older person may
state that they “have hardly slept” and this is
thought to be associated with a lack of REM
sleep. Older people sometimes wake earlier
and take naps in the daytime to compensate for

these changes. How ‘good’ and ‘poor’ sleep
are defined is a highly subjective issue and can
only ever be based on how the person judges
the quality of their sleep set against what
they consider to be a usual pattern – the often
used phrase of ‘slept well’ by care workers is
completely meaningless unless it can be verified
by the resident. Just because the person has

I hate the twitchy legs
syndrome as I call it! I know
I need to get myself ready
for bed when my legs twitch
and I can’t get comfortable
no matter how hard I try.
That’s the time I ask the staff
to get me my decaf-coffee
and I head off to bed

their eyes closed and are not moving in or out
of bed, does not mean that they have had a
good sleep.

"

It is also the case that we each have particular

If an older resident seems to be asleep a lot

rituals associated with settling down to sleep

in the day, or appears to take multiple naps,

and with getting up. It is sometimes thought

then it is likely to be caused by disturbed

that ageing is associated with ‘disturbed sleep’

sleep at night, boredom, inactivity, sedation

but there is no evidence to suggest that ageing

or symptoms of disease. Sleep patterns can be

alone causes sleep disturbances. Older people

severely disturbed when REM sleep is interfered

tend to have more fragmented sleep and can

with or stopped through the administration of

be awake for long periods in the night. Some

sedatives or hypnotics or by repeated wakening

people think that older people sleep much more

(for example checking to see if the resident is

than younger people, in fact the opposite is true

‘dry’. Ironically the administration of sedatives

and older people seem to sleep less overall. It

and hypnotics can cause increased wakefulness

is acknowledged however, that older people

and thus have the opposite effect of that

have to sleep for longer periods to get the same

intended. Long periods of sedation can reverse

quality of sleep as a younger person and thus

sleep patterns and cause residents to sleep for

may spend longer periods in bed.

long periods in the day. It is widely recognised
that the administration of such medications
should be minimised as much as possible and
instead, sleep should be facilitated by lifestyle
changes, activity levels and comfort measures
(Hughes et al 2008).
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I can’t believe how much my sleep has changed over the years.
There was a time when I could sleep for Ireland, I loved my bed and
by 9 at night I usually could think of nothing else but going to my
bed and being all nice and snug and secure. I was never a reader
in bed and would be asleep before my head would hit the pillow!
Jack and me always went to bed at the same time and I loved
waking up in his arms. That’s all changed now since I came here
and I don’t think about my bed in the same way. I miss waking up
with Jack and I’m such a light sleeper now – anything at all wakes
me up. They want me to move to a room on my own but I would
be lonely and having someone else in the room helps …
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"

There are a variety of factors that can impact

activity. Having an activity programme in

on the quality of sleep that an older person

place that involves a variety of activities both

experiences. These factors can be internal (to

individual and group not just enhances the

the person) or external (mostly environmental).

person’s social connections but also impacts

Many older people may complain about sleep

greatly on the person’s quality of sleep. When

issues such as:

a resident is requesting to go to bed early

(before 6pm) [unless it has been their usual

•

difficulty falling asleep

•

frequent waking during the night, and

boredom, loneliness or dissatisfaction with the

lighter sleep

environment (e.g. too hot, too cold, too noisy

lifestyle pattern] then this can be an indicator of

and needs to be addressed through activities,
•

waking up early and not feeling rested

•

a desire to go to bed in early evening

•

being tired in the daytime

•

needing naps during the day

social connection and environmental changes
rather than sleep itself.
Paying attention to the environment is critical
to the facilitation of sleep and ensuring that
sleep is less fragmented. Adjusting lighting in
the evenings, changing the pace of activities

For many older people, disturbed sleep

and reducing sensory stimulation are known to

becomes a part of life, but many of these can

help with preparing for sleep and bringing the

be addressed by thinking about lifestyle and

day to a close.

Reflective Activity
Have you ever thought about your sleep pattern? – when do you like to go to bed (usually)?; what
time do you usually like to get up?; what are your settling down to sleep and getting up routines?;
how does light/darkness, heat/cold, and sound effect your sleep pattern? What helps you to relax?

Freedom of Choice
Think about the residents in setting where you work. Do you know their settling down and waking
up patterns? Have the residents in your care setting got a life-review document? Have the residents’
families and friends contributed to its completion? Have you been able to establish insights into
the residents’ settling down and getting up patterns? Are there similarities between some of their
patterns – if there are then this may help you work out how you can plan their care in a way that
works best for those residents but also for you as a care team. For example, it might be the case that
there are a number of residents who have a particular choice of drink before going to bed – these
can be prepared together and the residents could drink them together to form a social gathering
before they go to bed.
Consider how you plan for the settling of residents in the evening according to their routines.
Start to plan for these in advance and agree as a team how you will work together to ensure that
individual residents’ choices can be met. Discuss with residents how these choices will be met and
any issues that might prevent the choice being fully met and what compromises are needed.

Autonomy and independence
Consider ways in which the independence of residents can be maximised. For example, John-Joe
(another resident in Bayview) rarely goes to bed before midnight. John-Joe has some evidence
of memory loss but you know that he always likes to be ‘busy’. In the evening John-Joe plays a
significant role in helping the care team out. He washes up crockery after the evening meal, folds
laundry and puts it in the store cupboard and he tidies the main lounge area. When ready and with
some prompting, John-Joe will take himself to his bedroom where he sits listening to the radio until
the care staff are ready to help him into bed.

Safety and Protection
When settling residents, it is important to consider issues of safety. Have you thought about ways
to prepare their room or bed area to enable them to be safe and maximise independence? For
example, it may be ‘tempting’ to raise bed-rails on a resident’s bed in case the fall when you are busy
with another resident – however, have you assessed the need for the bed-rails? Is there a greater risk
from having bed-rails in place than not having them? Are you aware of the guidance on the use of
bed-rails, see for example.
Whilst we will consider environment issues elsewhere, you need to think about these too in the
context of safety. The use of lighting to help residents remain orientated in the night is important;
having call bells ready to hand for residents; being conscious of those residents who might wander
in the night and regularly attending to/observing them; planning aspects of work (such as record
keeping) that can be done alongside residents who might be more anxious at night.
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Safety issues are particularly important when residents are getting up as they may be more
disorientated than at other times of the day. So for example, if a resident does use bed-rails, they
may try to get out of bed whilst they are still raised; residents can get their feet caught in bed-sheets
or trip over slippers and shoes on the floor. Remember too that for many residents their mobility
may be reduced in the mornings so they may be less flexible and move more slowly.
The key point made is that you need to think about how you get to know the abilities of individual
residents at different times of the day as their potential to be independent and remain safe can vary.
Thus continuity of care giving and good care-team communication is important.

Social or Therapeutic Relationships
As identified earlier, helping older people to remain active is a key consideration in sleep and rest.
Ensuring that residents have an individualised social programme that includes ‘active’ activities is
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important. Such activities can also have a therapeutic effect in terms of mobility, agility, flexibility,
concentration, as well as enhanced sleep and rest. Do your residents have an individualised activity
programme? Does the programme include a variety of activities that require different types of
activity levels? Remember, just because the person has a disability, doesn’t mean that they can’t be
active – consider discussing with team members the different ways that you can develop activities
with your residents that maintain their activity levels.
Activities are also an opportunity for enhancing social relationships between residents and between
you as care workers with residents. In doing the residents’ life-review work, have you identified a
range of activities that residents like to engage in? Consider how these activities can be used to
enhance social relationships in the care setting. Have you thought about how you can involve family
and friends in helping a resident get settled? For example, Phyllis struggles to settle at night as she
has always slept with her husband prior to moving to the care home after her stroke. She gets upset
going to bed and the care team think it is because she misses her husband. Twice weekly Phyllis’
daughter takes her husband to visit later in the evening and he helps Phyllis to bed. He lies with her
and holds her until she falls asleep. On these nights, Phyllis sleeps through the night and is so much
more settled and contented.

Flexibility and Adaptability
Remember though that it is important to be flexible and adaptable – whilst you may know the
particular times when a resident usually likes to go to bed and when they like to get up, there are
always exceptions to these patterns. All of us occasionally like to stay in bed a bit longer than usual,
so you need to be alert to that and to offer the resident options about the time to get up.

Privacy and Dignity
For most people, the bedroom is one of the most private and intimate spaces in a home. It holds
memories of relaxation, sexual fulfilment, comfort, safety and personal space. For an older person
moving to residential care this can be a huge change in their life. For others they may have reached
a stage in their life where the privacy of the bedroom is less important to them and they place
greater value on the company of others. Having options for completely privacy or shared space is
important. How do you ensure that residents’ bedrooms are kept private? Do you have a policy
about asking permission to enter a resident’s bedroom? (for example). How is the space in the
bedroom respected in terms of taking care of the person’s belongings, tidiness, cleanliness, comfort,
smell etc?
The activities of settling down and getting up should also be attended to in a dignified way. For
example, asking in a loud voice “who wants to go to bed next?” is not very dignified! Do you pay
attention to dignity when getting residents dressed and undressed, ensuring complete privacy? Do
you pay attention to the ‘small but important details’ – for example, many older women do not want
to be seen by others without their hair sorted and their makeup put on, so do you know these things
about your residents and how do you attend to these for those who are unable to express choice?
Further, respecting the person’s need for privacy, respect and dignity means that there should NEVER
be a need for a resident to have parts of their bodies exposed unnecessarily and without their
permission/consent.

Quality of Place and the Physical Environment
As identified earlier, evidence demonstrates that environmental factors have a significant impact on
the quality of sleep and rest that an older person experiences. All of us have particular tolerance
levels for light, heat, cold and sound and these
levels of tolerance play a significant role in the
quality of our sleep and rest. In the earlier
reflective activity, did you identify particular issues
associated with light, heat, cold and/or sound
that effect the way you sleep? Do you know how

Sensory Experience (light,
colour sound, scent, taste,
touch, feel, warmth / air)

these factors affect the residents’ with whom you
work? In addition, knowing how many pillows
a resident likes to have, whether they have
been used to a duvet or blankets/sheets and the kind of bed they have slept in are all important
considerations. For example, getting used to sleeping in a single bed can be hard if you have only
ever slept in a double bed – can invoke a fear of falling out of bed, for example.
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Suggested areas for Place and Practice Improvement
In considering the patterns in the previous section, you may have identified some environmental
aspects of the care setting that could be improved/changed as well as some aspects of practice.
So you may want to consider these as some potential areas to address in order to enhance the
experience of settling down and getting up for residents and the care team. These ideas are in no
way exhaustive, but they may provide you with some options for consideration:
•

implement a process for developing ‘life review’ with residents and their families and include
aspects of ‘sleep’ in the review?

•

Identify from life review documents residents’ settling down and getting up patterns and adjust
individual care plans to reflect these patterns.

•

Set up a meeting with other care team members to discuss residents’ individual settling down
and getting up patterns and identify areas of similarity and difference. Consider ways in which
you can adjust the way care and practice is organised to take account of these patterns.
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•

Do an assessment of the environment using the ‘Workplace observations: walkabout guide’ and
identify adjustments that can be made to the environment that could enhance settling down
and getting up activities.

•

Undertake an observation of practice activity using the Workplace observations: guide’ and
focus specifically on a ‘settling down’ period for a group of residents.

•

Undertake an observation of practice activity using the Workplace observations: guide’ and
focus specifically on a getting up’ period for a group of residents.

•

Present your findings from the observations of the settling down and getting up periods to the
home managers/leaders and identify changes to the environment and practice that could be
made.
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Personal and
Secret Spaces and Places
Introduction
Home is essentially a private space . . . a place of intimacy
. . . a place where we are in control, where we can permit
or deny access. It is a defensible space . . . home has
associations with family and related memories, particularly
true for older women for whom home is very much their
domain; they feel competent in a familiar environment
where disability may appear unremarkable

"

Peace, 2006

There is no doubt that most people want to continue to live in their own home as they age and for
the rest of their lives. For most people, the place we call ‘home’ is special. For an older person, who
may have lived all their life in the same place, there is an affection and bond which values routine
and familiarity, the personal stamp of identity, the privacy and sanctuary of home and the social
relationships built there (Carroll et al., 2009). Not surprisingly then, for those older adults who have
to move to a long-term care facility, it is typically as a last resort when they can no longer live an
independent life in their own home.

For providers and health care professionals, creating an environment to replace the home, in a longterm care facility for people who have not chosen to live together, is difficult but not impossible.
The home is associated with a positive ‘sense of place’, usually premised on close relationships with
loved ones, as well as the home’s associated symbolism of security, privacy, autonomy, and familiarity,
which can prove to be important factors in the healing process and in the maintenance of wellbeing.
The decision of an older person to remain in the home even when it is clear to others that it is an
unsuitable environment (e.g. damp, difficult to heat, too large) can be seen as directly related to the
concept of the home as a ‘safe’ place. For the person, the home allows for control and individual
decision-making, further strengthening the sense of place inherent in the home (Williams, 1998).
The quality of a nursing home depends on how it creates an appropriate use of spaces and the
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social environment that supports the development of healthy relationships between staff, family and
residents. A great nursing home makes the quality of life and well-being better for the resident, but its
construction must draw upon the existing positive patterns of residents.
A great nursing home emerges without pretence and from residents’ patterns and preferences
associated with a positive sense of space and the concept of ‘home’. For some, communal living will be
totally alien to them, especially if they have lived alone all their adult life. For others, the communal
and social aspect of e.g. the kitchen as the hub will be particularly appealing. The challenge therefore
is to meet individual preference within shared space, to capture the positive patterns people associate
with their home and to use these to inspire the use of space to create a landscape where the physical
and built environments and the social conditions combine to produce an atmosphere which is conductive
to healing (Gesler, 1996:95-96). In this section we will contrast patterns associated with the traditional
model of long-term care with those associated with the more recent ‘household model’.
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Two patterns: The Traditional Model and the Household Model
The Traditional Model

The Household Model

The traditional model of care in nursing homes

Under the household model, the spatial

is typically defined by characteristics such as

environment is similar to a house. The

long, straight corridors designed to maximize

characteristics of a home-like environment

staffs’ ability to monitor residents from the

include the availability of single rooms; facilities

nursing station which sits in the middle of

for family members; natural light; design that

a highly polished tiled floor in the hallway;

incorporates elements of nature; soothing

residents often live in multi-occupancy wards

colours and artwork; windows with views;

designed to house the maximum number of

opportunities to enjoy pleasant sounds; and to

patients; beds have poorly screed spaces; a

have access to outside space and gardens.

‘rushed culture’ is evident among staff; rigid

The household model has small, domestic-

schedules of care dictate the daily routine of

style care settings which have a homelike

residents; the medication trolley is a common

environment; features such as a kitchen, dining

feature, the interior design of the environment

room, living room, common area, and private

is dreary and clinical. Call buttons regularly

spaces. Each household has approximately

buzz at the nurses’ station – a whole array

10-16 residents. Each household has its own

of features and noises that are unfamiliar

entrance and doorbell. Residents dictate their

to a person’s home and their living patterns.

daily routines and schedules. Each household

Residents typically spend long periods slumped

has a dedicated care team with a ‘home maker’

in chairs, or awake and staring into space.

who has overall responsibility for coordinating

Traditional nursing homes don’t look, feel, or

the daily routines of care based on residents’

smell much like ‘home’.

needs.

"

Home starts by bringing some space under control

Douglas 1991

The Resident: A Typical Example

Brigid, an 85 year old woman with early stage dementia, has been living in Hill Hall for the past
six months. Hill Hall is a purpose built long-term care facility which provides care based on the

household model. She is self-ambulatory, with hypertension, and age-related macular degeneration
(AMD), glaucoma and cataracts. Prior to coming to Hill Hall, Brigid lived alone for 10 years after her
husband passed away. She has one daughter who is married and lives abroad, but she speaks to her

every week. Brigid is a quiet person who ‘likes her own company’’. She likes to read the newspaper
each day and doing the crossword, although lately this has become more difficult for her as she

sometimes forgets the word or phrase she is looking for. Brigid loves to cook and bake and for years
supplied the local tea shop with homemade cakes and buns.

Jimmy is 89 years old man who has lived in Hill Hall for the past four years. He has vascular dementia
and suffers from orientation and word-finding difficulties. Jimmy was a dairy farmer and had
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managed his own farm for over 40 years with the support of his wife, Doreen and his three sons.
Jimmy has retained his love of the outdoors since coming to Hill Hall and is regularly seen pottering
about in the garden with plants, herbs and flowers.
Collette is a very chatty 90 year old resident of Hill Hall. She is confined to a wheelchair but is quite
active in social activities in Hill Hall, particularly the weekly art classes. She likes to take photographs
for use in the art class, and does not like to miss her favourite radio and television programmes.

Like

the majority of residents, Brigid, Jimmy or Collette did not know each other before coming to live in
Hill Hall.
The change of environment that accompanies the move to long-term care can be emotionally
and physically disruptive for an older person, so it is crucial that long-term care facilities should
feel welcoming and home-like, with symbols and features that normalize and familiarize the
environment, offering a therapeutic rather than stressful environment.

But Think . . .

"
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The Challenges:

The long-term care environment accommodates people with diverse

support needs (of a physical, psychological, psychosocial, spiritual and cultural nature), as well as
the people who care for them (nurses, care assistants, cleaners, etc) within the physical confines of
the environment and according to organisational and policy framework. Because so many factors
must align, even a simple walk outside is a challenge in many long-term care facilities’ (Chalfont,
2008:112). In addition, the urge to rely on bigger residential care facilities is constantly driven by the
economics of care provision which favours economies of scale.

Meanings of Space and Place: Patterns of Activity
As we have stated above, most people want to continue to live in their own home as they age. The
sense of attachment to the home and the social, cultural and historical significance that most people
associate with their home are of profound importance in shaping identity. The meanings associated
with the figurative nature of the home as a
private space with which there is an attachment
and a sharing with loved one, contains fond

Therapeutic landscapes play a
pivotal role in understanding
how health and place interact,
and how landscapes can affect
health and wellbeing

"

Arbury, 2008

memories and evokes feelings of warmth and
security. This can be particularly strong for an
older person who may have lived all their life in
the one residence, making it difficult for them
to adjust to the unfamiliar surroundings of a
long-term care setting.

Reflective Activity
Think about your home, either your
current home, or a favored one of the
past. Think about the rooms and spaces
in your home, the colour of the décor in

There are a variety of factors that can impact
positively on the quality of the environment
that an older person experiences in long-term
care. These include:
•

the availability of single rooms

and smells you associate with home. Do

•

facilities for family members

you have a favourite room, a favorite

•

natural light

•

design that incorporates elements of

each room, the furnishings, the sounds

photograph, or memento from someone
special to you? Is there a favorite chair,

nature

where you like to sit or where, perhaps,
in? Spend a few moments reflecting on
this and consider your feelings. What
features do you think are important
in making a place feel like home for
residents? Are there residents in your
care that you believe do not experience
the qualities they would rate as
important? Is there well-being lower
than those who do?

•

soothing colours and artwork

•

windows with views

•

opportunities to enjoy pleasant sounds

•

access to outside spaces and gardens

•

private space – quite versus active

"

your mother or father used to like to sit
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if we accept that death
is a part of life, and
that life continues until
death, then we need
to change our thinking
and visualize nursing
homes as places to live

"

Calkins , 2009

In the context of new national standards of care governing all nursing services, public, private and
voluntary nursing homes (HIQA, 2009), the redevelopment of some facilities (particularly those with
multi-occupancy rooms, and out-dated facilities) seems inevitable. There is therefore an opportunity
to pay greater attention to the environment and how it can be designed to promote more homelike
settings. So when thinking about how to create a homelike environment for residents in a care
setting, we should think about the following issues:

Privacy and Dignity
The environmental factors that contribute to the maintenance of privacy and dignity such as
curtains, screens and doors.
Is the resident’s privacy protected during care and treatment (are room doors and privacy curtains
used)? Do staff members stop and knock on room doors and wait for permission to enter prior to
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entering patient rooms? Is resident care and information being discussed within hearing range of
others? What happens when someone has a complaint or problem? How is it handled? Is space for
private conversations and telephone calls provided? Access to personal space is an important feature
of privacy and encourages social interaction, e.g. areas where residents have the opportunity to have
friends and family. Consider how issues of privacy and dignity can become a fundamental part of
staff induction and training.

Autonomy / Independence
Autonomy, privacy and independence are central
to the provision of quality of life. Older people
in long-term care facilities need, as much as any
other adults, to be masters of their own destiny.
The environment should support, rather than
inhibit their independence and self control. It
should be designed from an understanding of
the way in which quality of life of residents
is influenced by their interaction with the
environment. It is described in terms of personal
control that can be exerted by the individual over
the environment.
Think about the types of spaces that are provided
for in the long-term care facility where you work
and the implication for life-long patterns of
residents. For example, the absence of a kitchen
would have a significant negative impact on the
life of Brigid and any individual who previously
enjoyed cooking for family and friends.

Similarly, individuals who performed outdoor work often enjoy doing outdoor chores in the
residential care setting. Jimmy grows vegetable, herbs and flowers. Removing the opportunity to
engage in these familiar activities would deprive Brigid and Jimmy of important parts of their sense
of identity.
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In order to strengthen the social relations between residents, use different kinds of spaces for various
activities, such as common spaces where residents can meet. An important part of Hill Hall is the
social centre; a hairdresser, a bar, a cafeteria, and restaurant are organized in this centre.
Equally, to give a group a chance to be together, as a group, a room must also give them the chance
to be alone, in ones and twos in the same space. Make small places at the edge of any common room
to provide alcoves large enough to contain a desk or a table.

Safety and Protection
Buildings with transition between the street and the inside are more restful than those which open
directly off the street. They also provide more safety for residents as they do not have to step onto
the street immediately.
Lighting has an important role to play in the care environment. Natural light can improve physical
wellbeing and as such should be a key feature in the design of healthy buildings. Think about the
care setting where you work and the rooms which enjoy the most natural lighting. Which spaces
would benefit most from changes in the care facility where you work? Remember, the best lighting
method always brings natural light in so where possible place the most important rooms along the
south edge of the building, to enjoy the nourishing benefits from the sunlight.

Exposed bright light sources can add to eyestrain, cause headaches and reduce the ability of residents
to interact with their environment. Most glare from light in a room can be controlled so that light is
evenly distributed around a room and your eyes aren’t continually trying to adjust as they shift from
one area to the next. Ideally a room should be light by illuminating the ceiling and the tops of the
walls so that light reflects around the room without glare. Avoid using strip ceiling lights which are
often harsh and cannot be adjusted. Light sources also be effectively shielded by the use of curtains
where necessary.

Sensory Experience
Sensory experiences can be promoted in a variety of different ways, including sound, sight and touch,
promoting quality of life and a more homelike environment. Pets can be particularly beneficial
in nursing homes because they help residents feel needed and contribute to a variety of sensory
experiences. The therapeutic use of pets as companions in nursing homes has gained increasing
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attention in recent years, providing a constant source of comfort and focus for attention for many
older people in long-term care settings.
Studies have shown that there are many benefits from having a resident dog in a nursing home
including reduced tension and confusion and significant increases in vigour (Crowley-Robinson et al.,
1996). Think about the residents where you work. Can they keep pets in their rooms, or in other areas
of the home? If not, could the facility accommodate a resident pet or alternatively organise for pets to
be brought in on set days e.g. volunteers could bring in pets. Access to Peata and similar organistions.

.

Orientation and Way-finding
A consistent and well thought out system of
way-finding helps to maintain residents’ dignity
and avoid disorientation. Use multiple cues such
as colours, texture, pattern, and artwork, as well
as signage, to help residents’ orientation. In
Hill Hall, the use of colour, choice of the floor
material and the furniture are used to reflect a
desire to create a homelike space. Changes in
materials, changes and contrasts in colors, and
changes in textures are all important features
which are used to support the perception of
residents, enabling them identify and distinguish
spaces easily.
Corridors, doorways and other spaces should be
accessible for residents with mobility disabilities.
Resting spaces on routes (e.g. to dining room,
toilet and bathroom and outdoors to garden)
reduce the physical effort needed for residents to
maintain their independence.
Hill Hall was selected close to the village facilities
and located in a retirement village to promote
interaction with the community and also to
provide easy access to public spaces and services
in the village. Consider the care setting where
you work. What does it say to the residents
about what their life is going to be like? If the
environment has a cold institutional feel such
as white walls with institutional equipment
visible, a therapeutic experience is unlikely.
What occupies most of the field of vision of a
person as they eat their meals, take a bath or
lay in bed? Is it artwork, plants, soft carpets,
soft colour and natural light? What would
make these spaces more attractive for you? Is
equipment left in view or stored away when not
in use? An environment should not confront the
resident or visitor; they should not be able to see
anything that would not be on view in ordinary
household.
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Suggested Areas for Place and Practice Improvement
In considering the patterns in the previous section, you may have identified some aspects of the
care environment that could be improved/changed. So you may want to consider these as some
potential areas to address in order to foster a therapeutic, homelike environment for residents and
the care team. These ideas are in no way exhaustive, but they may provide you with some options
for consideration:
•

Consider the environment where you work and the changes that that could help make it more
homelike.

•

Undertake an observation of practice activities, focusing specifically on privacy, autonomy,
dignity and independence of residents. The Social Care Institute for Excellence provides
information, including training materials, for providers of residential and nursing care (see
www.scie.org.uk/topic/careservices/residentialornursingcare).

•

Present your findings from the observations and identify changes to the environment and
practice that could be made.

•

Can some of the things you have observed be changed relatively easily and with minimum
resources?

•

Set up a meeting with other care team members to discuss how different changes would affect
residents. Consider ways in which you can adjust the way care and practice is organised to take
account of these patterns.
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A pattern-based approach to foster change in residential care
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The Dining Experience
Introduction

"

. . . A good dining experience involves not just the
food, but also its presentation and the environment in
which it is served
Ruigrok and Sheridan 2006:420

The dining experience is an opportunity for residents to practice the independence they once
knew and daily living skills they still desire. With due consideration for the dietary requirements
of residents, meal ambiance, and the coordination of the care team, these desires can be reached.
Residents benefit from a positive dining experience, while care staff gain more insight into the
individual needs of residents. In this section we explore patterns associated with the dining
experience and its impact on the clinical care and quality of life of residents.

The Dining Experience: A Typical Example

Rose House, a Georgian building that is over 150 years old, is a large three storey building with
a basement and has been converted and modified over the years for use as a nursing home. The
building benefits from an abundance of natural light, muted tones and light wood and is set in
spacious grounds with large garden areas. Care is provided for a total of 31 long-stay residents,
with three places allocated for respite beds. Accommodation for residents is provided in single and
multi-occupancy rooms. Men are accommodated on the ground floor in two five-bedded rooms and
a single room. Women live on the first floor in two multi-occupancy rooms ranging in size from three
to six beds, and a single room. There is also an area known as ‘the unit’ that contains two multiple
occupancy rooms housing ten residents alongside an additional five single rooms.
The unit has been the focus of ‘culture change’ efforts towards a more homelike environment based
on the ‘household model’; the unit contains its own kitchen, sitting/dining room, and a quiet area.
Residents and staff/relatives use the kitchen to make tea and for cooking and baking. The area is
bright and spacious and opens onto an enclosed garden. The unit has a dedicated staff, including
a homemaker, working almost exclusively in the unit in order to foster meaningful relationships
between residents, staff, and residents’ families. Cross-training of staff means persons in existing
occupations or grades acquire additional skills or an extended roles in housekeeping, nursing, food
service and activities) to support a variety of resident needs. Cross-training also makes the facility
less hierarchical and empowers individual team members ensuring everyone has the ability and
opportunity to directly care for residents in a diverse and meaningful way. For example, in the
household model, it is not uncommon for a clinical nurse manager to prepare an evening snack, or
for health care assistant to be actively involved in a group or individual activity.
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It is 8am in the morning; the more mobile residents [Maureen, Kathleen and Margaret] make their
way down to the kitchen for breakfast. The kitchen is warm, bright and inviting. An oil-burning
stove gives the room a welcoming feel. The large windows provide good views of the garden and
of the raised beds where residents grow flowers and herbs for the kitchen. The kitchen units, fridge
and cooker fill one comer of the room, enabling household staff to prepare breakfast for everyone.
Boiled eggs, porridge and toast are all cooked by household staff in the kitchen.
Maureen is looking forward to going out for the day and is busy chatting to a nurse while at the
same time looking at the breakfast menu; she decides to have a bowl of porridge and a cup of tea.
Prior to coming to live in the home, Maureen enjoyed going to town once a week and the staff
in Rose House have supported her to continue to do so. Maureen likes to finish her day out with
a small whiskey before returning to Rose House for supper. The staff know that she can become
argumentative and uncooperative should something delay or disrupt her plans. They also know that
some less mobile residents, such as Brigid, need assistance to use the bathroom at this time. Brigid
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is confined to a wheelchair but is a very active member of the home, enjoying painting, gardening,
reading and discussing politics with Ann who lives in the room next to her.

When she wakes up Brigid likes to…

Brigid wakes up at 7.30am. She is not able to
get into her wheelchair, go to the bathroom or
to dress without assistance. Brigid likes to wash

1

Go to the bathroom.

2

Wash her face and comb her hair before

breakfast. She always has breakfast in bed. She

having breakfast.

is a very chatty person and when the health care

3

assistant comes to take her to the toilet she likes
Have two cups of tea, a slice of toast

to talk about how well, or not, she slept the

and, sometimes she also likes a soft-

night before and about what sort of a night the

boiled egg. She usually alternates

little dog had and if he slept in his basket or at

between toast, eggs and porridge.

the foot of Brigid’s bed. This pleasant exchange

4

Take her medication with her breakfast

5

Check her ‘smalls’ are warming on the
radiator and that the dog has not run
off with them!

6

Take the dog’s food from the fridge so
that it is not too cold.

7

her face and comb her hair before she has her

Check that the dog has been let out
for a run so that he does not have ‘an
accident’ in the house.

of conversation is an important start to the day
for Brigid.

But Think . . .
The Challenges:

at the same time as Brigid wants to go to the toilet and Maureen wants

to have her breakfast as quickly as possible so that she can go to town, there are at least four or
five others who want to go to the toilet and one or two who are ‘light sleepers’ and like to doze to
about 9.30 or 10am before they have their breakfast. Staff try to be as quiet as possible so as not
to disturb the ‘light sleepers’; Sheila, Mary and Patricia, otherwise they will be drowsy all morning
and may miss out on their favourite activities. Sheila, Mary and Patricia, have been instrumental
in establishing the herb garden which provides a regular supply of herbs to the kitchen. At the
same time, several members of staff are busy helping out with breakfast, one staff member is busy
preparing cups of ‘thickened water’ for residents who are losing their ability to swallow, and a nurse
is busy preparing medications for those residents who prefer to take their medicines with their
breakfast. It is the start of the day and the residents who are awake are anxious to have their care
needs attended to so that they can get on with their day.

Meeting the challenges of a positive dining experience means residents have choices (about what to
eat, when to eat, where to eat, whom to eat with, how leisurely to eat), that they enjoy appropriate
meal ambiance, and are supported by responsive and sensitive staff. Positive dining experiences
are fostered when staff and residents work collaboratively within meaningful relationships based
on trust and mutual respect and when the design features of the environment are conducive to a
positive experience.

5

"

The social significance of
mealtimes….

6

The Dining Experience:
Patterns of Activity
From infancy, food and dining experiences are
at the core of a rich set of fundamental sensory

Mealtimes are
about much more
than just food;
they are social
events. It matters
where we eat,
where we sit and
who we sit with;
I just love sitting
with my friends.

"

and emotional memories about our world
(Ronch, 2009). Many of our favourite memories
and experiences—preparing and sharing a meal
with family members, celebrating birthdays,
anniversaries and other life events with a special
meal, and getting together with friends for
dinner—all involve food and dining experiences.
Such dining experiences may be well entrenched
in an individual’s daily routine. So forcing
changes to this routine may be emotionally and
functionally disruptive. Thinking back on your
life, how many memorable occasions involved
a meal?

Residents of long-term care facilities miss their
own homes and the control over their own
diets and the dining ambiance to which they
were accustomed. They wish for attractive
meal service and the food rituals and traditions
associated with family meals and social
occasions (Evans et al., 2004). Their quality
of life is linked to meal time experiences and
social interactions; having food that supports
nutritional health and well-being while
taking account of individual food preferences,
lifelong eating habits and cultural traditions
(Rosenzweig, 2003, cited in Ruigrok, &
Sheridan, 2006).
As we age, it is natural that we eat less because
we are less physically active. However, because
older adults need fewer calories, they are at risk
of developing a deficiency in essential minerals
or vitamins unless there is a corresponding
increase in the quality of the food they consume
(Miller, 2009). A poor diet may also lead to
muscle wasting and bone loss and a weakened

immune system. So mealtimes are also central to the nutritional care of residents in long-term care
facilities. To make the most of dinning opportunities, dining experiences for residents necessitate
individualized care that reflects interdisciplinary, multi-level interventions (Gibbs-Ward & Keller,
2005, cited in Aldridge, 2007).

Non physiological factors, such as the number of other people present at meals, the palatability of
meals, and the time of day and location of meals, can all play an important role in food intake and
the dining experiences of residents. It is important that resident preferences are recognised and the
dining experience is made as pleasant and as home-like as possible.

Reflective Activity
Think about your dining patterns and the way you like to eat; the foods you like and dislike, the
portions you like, the people you like to eat with, where and when you like to eat, how leisurely you
like to eat, what ambiance do you prefer – e.g. lighting, visual stimulation, background music (or
silence), furniture? Creating of an environment conducive to eating necessitates asking people what
they like, what they are used to, and how did they do it at home?

There are a variety of factors that can impact on food intake and the dining experience of older
people. These factors can be internal (to the person) or external (environmental), including:
•

Physical e.g. vision impairment, chewing or swallowing problems, tremors etc.

•

Sensory decreased sense of taste and/or smell

•

Cognitive e.g. difficulty concentrating or paying attention

•

Linked to the food or menu e.g. unappealing food presentation

•

Psychosocial e.g. depression, anxiety

•

Environmental e.g. extraneous noise, size of room, poor visual stimulation, poor lighting, glare,
unpleasant odours, and uncomfortable room temperature. Environmental factors also include
how appetising meals are e.g. in amount, colour, freshness, taste and smell, how attractively
food is arranged on the plate, and appropriate drinks to accompany the food as well as the
amount of time people have to eat

•

Health Related e.g. chronic diseases that decrease appetite, such as diabetes, or food-medication
interactions
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The Social Significance of Mealtimes . . .

As I got older, my appetite and my whole approach to food
changed. I used to have a great appetite and had no problem
eating three meals a day. Now I struggle with to finish one . . .
food just doesn’t taste and smell the same as it used to . . . I just
don’t have the same interest in food that I used to have

8

"

As we age, it is common for our appetite to get

Other aspects of care that can help the dining

smaller. Often, we are less physically active in our

experience of people in long-term care include

later years, so our energy requirements are less.

observing, offering encouragement and support,

Also, as we age our bodies lose some muscle and

putting the person in a suitable sitting position,

burn fewer calories. However, if an older person’s

ensuring the mealtime environment is appropriate.

appetite has diminished, it is still important that

Paying attention to the environment is central

they get all the energy and nutrients that their body

to a positive dining experience. Lawton’s (1982)

needs. Older people who have a poor diet are at

Person-Environment Fit Theory (P-E Fit) holds

increased risk of malnutrition. Malnutrition adversely

that environmental factors (e.g. staff behaviors/

affects well-being and quality of life; it is related

attitudes such as lack of sensitivity to individual

to increased apathy and depression, weakness and

food preferences, regimented mealtimes, lack of

fatigue (Corish, 2006). Research by University

staff, food service policies, excessive noise, lighting,

College Dublin) estimates that 70,000 people aged

colours etc) impact less on competent people and

65 and over may be either malnourished or at

that the lower the person’s competence, the more

significant risk of malnourishment in Ireland, thought

likely his or her behaviour will be influenced by

to affect over 10% of people over the age of 65

environmental factors. This suggests that the most

(UCD 2010).

frail older people with compromised competence
or abilities (e.g. difficulty swallowing, or inability

There are a number of ways in which the nutritional
status of older people can be improved, including
food fortification, nutritional supplements, offering
small portion sizes, food presentation e.g. adding
a sprig of parsley, rosemary, tarragon or thyme can
make the difference between a boring plate of food
and an edible, appetising main course. Fruit also
makes an attractive garnish for desserts; some of the
most beautiful garnishes for desserts are
edible flowers!

to eat independently) require more supportive
environments (Bronwynee, 2004), but it may also
mean that over-supportive environments exert too
few demands on the person, resulting in apathy,
submissiveness and boredom (Redfern, 1999).

So when thinking about how to create a positive dining experience for all residents you should think
about the following issues:

Quality of Place and the Physical Environment
The environment is a critical part of a positive dining experience, shaped by a range of factors such
as the acoustics, the lighting, the furniture, the food, staff attitudes etc. Think about the impact of
these on residents and staff.
Long-term care environments can be noisy places filled with sounds from voices as well as mechanical
noises, such as cleaning equipment; and people doing things, such as serving food, setting tables,
pushing trolleys. Poor acoustic conditions can have a negative impact of residents’ quality of life
e.g. excessive background noise can increase resident agitation and stress (O’Keeffe, 2004).
Some noise problems are easier to address than others. For example, carpet can help absorb noise
but dining rooms seldom are carpeted. It is necessary to look for alternative solutions e.g. in the
in the Georgian building discussed above, curtain were used to absorb noise that bounced of the
large bay windows. The folds of the fabric around the bay window help absorb. This is supported by
fabric covered acoustic panels which hang several feet for the high ceiling, helping to absorb noise
and keep it from reverberating around the room. Where ceilings are of an average height, acoustic
panels can hang from the walls. They can be given an old-fashioned, elegant paneled effect if they
are framed with a little wood trim (Calkins, & Brush, 2002).

.
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Lighting / Visual Environment
Lighting is another issue which needs careful consideration to ensure a positive dining environment.
Older people require three times the amount of light than younger people (Calkins, & Brush, 2002).
Therefore a dining room that is well lit may seem overly bright to younger members of the care
team, but corners of the room are often not as well lit as the center of the room. Try adding lights
and directing the light so it bounces off the walls and does not create glare for residents with visual
or cognitive problems.
In the earlier reflective activity, did you identify particular issues associated with light, heat, cold and/
or sound that effect how you enjoy a meal? Do you know how these factors affect the residents’ in
your care?

Choice and Control
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Expressing the self through patterns of daily activities is linked to the issue of choice
and control.
Think about the residents in the setting where you work. Do you know their food preferences?
How much choice and control does the resident have over the personal day-to-day decisions which
affect their meals and dining experiences: what they eat, when they eat, where they eat and with
whom they eat? Have you asked residents how did they do it at home? Are records of the food and
eating preferences of each person kept?
Are you aware of the nutritional requirements and dietary guidelines to assist health professionals
and those caring for older people, see ‘Recommendations for a national food and nutrition policy for
older people’ by the Food Safety Authority of Ireland available at
www.fsai.ie/WorkArea/DownloadAsset.aspx?id=1428

Autonomy and Independence
Is there an emphasis on enabling residents to be as independent as they can be, for example, access
to aids and equipment to enhance independence – adapted cutlery, plates, cups, plateguards, nonslip mats, table height? Have all care staff, including catering staff, received training on the use
of visual aids such as pictorial menus that could facilitate choice for residents with communication
difficulties. Are records on dietary needs and preferences of residents and any assistance they may
need at mealtimes updated regularly to inform all care staff? Are residents’ families aware that
you regularly update food records and that you would welcome information on residents’ favourite
foods and recipes from people who know them well?
Meals are a ritual with stable patterns generally followed on a day-to-day basis. Can you identify the
dining patterns of the resident in the facility where you work? As noted earlier, special occasions,
such as birthdays and anniversaries often revolve around meals as a centerpiece to the celebration.

The where, when, what, and with whom we eat may also be accompanied by other established
patterns such as a read through a favourite newspaper or by listening to a favourite radio
programme. Patterns can be entrenched in an individual’s daily routine but varying greatly from
person-to-person. Any changes to this routine can be both emotionally and functionally disruptive.

Think about your residents, and enquire about their preferences. Find creative ways to help them
continue to find meals more than just about eating food.

How can you plan meals in a way that

works best for all residents and staff? For example, celebrate special events with meals cooked in
the kitchen, using residents’ recipes. This can help personalise the care for the resident and foster
cooperation and a sense of home/family.
Consider how you plan for each meal and the patterns associated with each meal time. Start to
plan for these in advance and agree as a team how you will work together to ensure that residents’
choices can be met. Discuss with residents how these choices will be met and any issues that might
prevent choice being fully met and what compromises are needed.
Consider ways in which the independence of residents can be maximised. For example, Brigid
likes growing plants and aromatic herbs for add to flavour food. Although she is confined to a
wheelchair she is very capable. Staff created a raised flower bed in the garden where she can plant
seeds and tend to them.

For Brigid, this activity helps foster a sense of
identify; she plays an important role in the
home, providing fresh herbs for the kitchen and
fresh flowers for the dining room.
Connection to nature has multiple human
benefits which can be gained. Walking and
gardening provide the benefits of physical
exercise, fresh air, sunshine and social
interaction. Being outside may also help to
stimulate appetite by providing exercise and
fresh air. Studies have also investigated passive
interactions of connection to nature, such as
viewing a garden. Simply viewing a landscape
has been found to produce positive health and
well-being in older women, with lowered blood
pressure and heart rate the main outcome (Tang
& Brown, 2005).
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Privacy and Dignity
While some older people may prefer to eat alone, for others the thought of eating meals alone
makes it seem more like an obligation than a pleasurable activity, and can result in a lack of interest
in food and meal times.
Have you noticed a change in the appetite of any residents in your care? For example whether a
person is eating or drinking more or less than usual or visible signs, for example loose clothing which
can be a sign of weight loss.
Potential solutions could be as simple as ensuring that dining companions are compatible or that
the food is presented in a more appetizing way. Many older people have small appetites, therefore
it is important not to present residents with too much food at a time, but to provide frequent
opportunities for eating. The point is not to make assumptions about people’s preferences – people
should be asked what their preferences are. The language you use can also be an important factor
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in dignity of care and can impact on the individual resident’s sense of self and well-being e.g.
people eat, they do not ‘feed’ and adults use napkins or serviettes not ‘bibs’ so words like ‘feeding’
and ‘bids’ should never be used.
Food and meal times play an important part in our social life, holding sensory and emotional
memories of special celebratory events with family and friends. For an older person moving to a
nursing home forces changes to entrenched patterns which can be not only emotionally but also
functionally disruptive. Having options is important e.g. the option of privacy or sharing ones dining
space. Accommodating different patterns associated with food and meal times through the provision
of options which personalize dining in different ways helps to foster homelike environments.
Building on special occasions to celebrate a resident’s anniversary or birthday can help encourage
eating, release memories, and stimulate conversation among older people.
Consider how you can help residents’ to experience positive memories linked to food? Think about
the atmosphere in the dining room, the presentation of meals, the way the food looks on the plate,
the attitude of the staff. Consider how these factors can influence whether or not the food
gets eaten.

Suggested Areas for Place and Practice Improvement
In considering the dining patterns discussed above, you may have identified some aspects which
would benefit from changes. To promote and facilitate positive dining experiences, you may want
to consider these as potential areas to address. These ideas are in no way exhaustive, but they may
provide you with some options for consideration:
•

Develop a food preferences record with residents and their families?

•

Identify from food preference records residents’ food and dining preferences and adjust
individual meals to reflect these patterns.

•

Set up a meeting with all members of the care team to discuss residents’ individual dining
preferences and pattern and identify areas of similarity and difference. Consider ways in which
you can adjust the way care and practice is organised to take account of these patterns.

•

Use Lawton’s four dimensions of the environment: the supra personal, personal, social and
physical to explore residents’ experiences and coping strategies.

•

Undertake an observation of a meal time and focus specifically on the social interaction and
food intake of residents.

•

Undertake an observation of practice activity and focus specifically on how staff engage and
support residents during meal times.

•

Present your findings from the observations of meal time and identify changes that could
be made.

Additional Links and Reading
Royal College of Nursing ‘Nutrition Now’ is a clinical campaign designed to raise standards of nutrition and hydration
in hospitals and the community. It provides practical tools, support and evidence to make to nutrition a priority area for
action. See: www.rcn.org.uk/newsevents/campaigns/nutritionnow/tools_and_resources/older_people

Publications Associated with the Nutrition Now campaign
RCN Principles for Nutrition and Hydration, plus Hospital Hydration Best Practice Toolkit and a series of
factsheets based on the ten key characteristics for good nutritional care in hospitals.
Enhancing nutritional care booklet, containing a summary of focus sites across the UK. These sites reviewed,
implemented and evaluated nutritional care in their clinical setting and it contains their achievements and tips for
implementing sustainable changes.
Improving nutritional care workshop designed to be used by anyone working in a team who want to enhance
nutritional care. It contains a practical structure for delivering a workshop and ideas to enhance nutritional care and
initiate change.
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Dying, Death and
After Death Care
Introduction
Dying, death and bereavement can be the most troubling aspects
of our human existence. They can also be sources of wisdom,
fortitude and, indeed, peace. For those who care for and support
us as we leave this life, and for those who live on, the end of life
is something deeply profound but it is also something with very
practical consequences

"

Mary McAleese, President of Ireland

These words by The President of Ireland reflect the complexity of feelings, emotions and issues raised
through death and dying. In a residential care setting, dying and death should reflect the values
of ‘dying at home’ with friends and family rather than how it can be experienced in a more clinical/
hospital setting. For many residents who die in a residential setting, the home they leave may
have been a significant part of their life and they leave behind friends who they have lived with or
received care from over many years. In this section we explore patters associated with dying, death
and after death care. The way that care is given and received during the dying period itself, at the
time of death and after death influences the way in which life is reflected upon by those left behind,
as such, it is a critical part of a quality care experience.

3

"
4

Dying, Death and After Death
Care: A Typical Example
Padraig had lived in Lough View Nursing Home
for 4 years. He is a member of a large extended

I am so grateful for
the time that Padraig
had at Lough View.
I can’t say that we
are the easiest of
families to be with
and Padraig didn’t
deserve to have these
troubles continue in
his dying days. The
care, love, attention
and dedication he was
shown by Gill, Moll
and other people at
the home helped us
to put these things to
one side and focus on
him – I will be forever
grateful for that

"

farming family, with 7 brothers, 2 sisters, 16
grandchildren and 4 great-grandchildren.
Padraig has been single all his life and lived
and worked on the family farm until he moved
into Lough View. The year before moving
into the nursing home Padraig had a stroke
and was found slumped in his chair by a
neighbour. Padraig made a good recovery and
spent 4 months in a rehabilitation unit prior
to moving to Lough View. However, despite
intensive rehabilitation, he continued to have a
right-sided weakness, poor/unsteady mobility,
incontinence of urine and slurred speech.
Padraig was very determined and independent,
and as he said “I’ve survived much worse than
this!” Padraig liked the company of other men
and so his family specifically chose Lough View
because it had a number of other male residents
from the same local area that they thought
Padraig could relate with. He enjoyed a daily
Guinness (bottled) and listening to the radio
(he never watched TV). When he lived at home
his social life revolved around the local cattle
market (every fortnight) and a trip to his local
pub every Thursday and Friday night where he
played poker. Padraig didn’t have a very strong
connection with his brothers and sisters (except
for 2 of his sisters) as there had been trouble
when their father died over the family ‘Will’
and Padraig was left the farm. This caused a
significant family feud that had never been
resolved properly.

Padraig made the transition to Lough View
very well. He said “I’m glad to be here as don’t
think I could have gone back to that farm
and survived”. However he also missed the

farm hugely (which was now being managed

Padraig lived like this for over 3 years until

by his brother and grandsons) and hated the

one morning he was found unconscious in his

idea of giving it up. The home had agreed

bedroom. The GP was called and suggested

that his sisters could bring his dogs (2 Border

Padraig be transferred to the local hospital as

Collies) into visit whenever they wanted and

he had an extension of his stroke. Gill and the

he was delighted about that. Lough View

care home manager advocated on Padraig’s

also operated from a ‘Teaghlach model’ which

behalf as he had made an expressed wish

meant that they took considerable care to

(written in his care records) that he didn’t

ensure that Padraig had a plan of care that

want to be transferred to hospital if anything

reflected his usual life pattern. Part of his

happened to him but to have whatever care he

assessment included a life review and the

could have in the Lough View Nursing Home.

development of a care plan that reflected his

His sisters were contacted (his formal next of

usual patterns. This meant that Padraig was

kin) and they supported this decision.

able to get his breakfast when he woke at
4am, listen to the radio for a few hours before

Padraig was cared for by Gill, Moll and his

getting up. During the spring and summer

sisters for 3 days during which time he didn’t

months he would tend to the vegetable garden

regain consciousness. This involved attending

and in the winter he swept the paths (with

to Padraig’s personal care needs, his need

assistance). Each night he had a bottle of

for comfort (including fluids and pain relief),

Guinness after his tea and he would sit in the

spiritual needs and continued connection with

kitchen chatting with John-Joe and Eamonn

his family through touch, chat, laughter and

(2 residents who came from the same Parish

gentle massage. His dogs were brought to the

as him). On a Friday night the home had an

home where they lay beside his bed for most of

arrangement with the owner of the local pub

the day. At 5.30pm on the 3rd day, Padraig died

who sent a taxi to take the men there where

peacefully.

they drank Guinness and played poker. Padraig
had a good relationship with the care staff

Gill and Moll worked to create a space that

who worked with him. He particularly liked

enabled Padraig’s family members, friends from

his ‘primary care workers’ (Gill the registered

his parish and friends from Lough View to spend

nurse and Moll the Care Attendant), one of

time with him, pay their respects and reminisce

whom worked with him every day at least. He

about their lives together. Throughout that

needed a lot of supervision with his personal

time, the household staff provided teas/coffees

care needs and Gill ensured that he remained

and the local pub donated light refreshments,

active through maximising opportunities for

beer and Guinness for family and friends.

Padraig to be active. Gill had also managed to

Padraig’s funeral was a ‘family and friends’

get his incontinence under better control – she

event. The week after the funeral, Gill and

did this by detailed assessment over a week, the

Moll facilitated a ‘remembering Padraig’ session

planning of a fluid intake and toileting plan

with his friends in the home. As a part of that

and the use of more appropriate pads at night.

process, a framed photograph of Padraig, with

Padraig was particularly pleased with this as it

a message from each of his friends in the home

enabled him to be more independent, go to the

was hung on the wall of the kitchen – a ritual

pub and sleep through the night.

the home had developed over time.
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But Think . .
The Challenges: Padraig has complicated family connections, so it is not just a case of
providing his care but also remembering the family dynamics and how they play out. Padraig’s GP
was supportive of his expressed wishes for no active treatment, but this may not be the case for
other residents with different GPs. This can pose complex ethical dilemmas for families and for
staff working with the resident. In addition, families may not want to go along with the resident’s
expressed wishes in the way that Padraig’s sisters did, thus causing further potential conflict and
ethical challenges. Gill and Moll were able to manage their shifts as they worked in a ‘self-managed
team’ where they had the autonomy to adjust their hours according to Padraig’s needs. However
they also had other residents to think about, so they had to negotiate these changes with other
colleagues too. Some staff may struggle with these values of flexibility and adaptability that Gill and
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Moll demonstrated and may feel it is ‘unhealthy’ to get so involved and they may be less-willing to
cooperate with the changes required. The care home may not have been as connected with the local
community as Lough View and so it may have been more challenging to organise for the community
to be as involved in his after-death care as they were.

Reflective Activity
Think about what ‘dying and death’ mean to
you – you may want to do this by doodling
images, drawing, writing a short poem or
a creative story/account, as one of these
processes may be easier than trying to find
the ‘right words’. What kinds of feelings
and emotions do your images/words reflect?
Consider how these feelings and emotions
relate to how you provide care at times of
dying, death and after-death. Make 2 lists1) ‘What would I want when I am dying?’ 2)
What would I not want when I am dying?’ *
Consider your lists in the context of how care
is currently provided in your care setting.

Exercise adopted from the Hospice Friendly Hospitals ‘Final Journeys’ training
programme. Reproduced with permission of the Hospice Friendly Hospitals
Programme http://www.hospicefriendlyhospitals.net/

Dying, Death and After Death Care: Patterns of Activity
There is little doubt that the topics of dying and death are some of the most difficult to address.
Care workers generally find the topics of death and dying difficult to communicate with others
about and difficult to find the best approach to decision making. It is further complicated in
residential care facilities for older people where the process of dying can be prolonged over a long
period of time and can be confused with or complicated by the multiple pathologies associated with
ageing.
Unlike a more acute care setting, it is usually the case that death is rarely ‘sudden’ but instead the

"

period of decline can take place over many months or even years and so there is not a defined point
when a resident becomes ‘palliative’. Palliative care refers to care that is no longer curative in intent,
but instead is focused on the relief of symptoms associated with disease processes that are no longer
curable, and where the primary intent is one of comfort and maintaining quality of life. However,
when we consider many residents in care homes, it can be the case that these symptoms are
associated with a prolonged period of decline, are part of the person’s usual way of life and so the
point when a resident is considered to be ‘dying’ is difficult to identify. For some commentators, this
issue complicates the division between palliative care and care of older people in a residential setting
(Froggatt & Payne 2006) and so in some countries the term a ‘palliative approach’ has been adopted
(Department of Health & Ageing Australia 2006).

When the resident’s condition is not amenable to cure
and the symptoms of the disease require effective
symptom management, a palliative approach is
appropriate. Providing active treatment for the resident’s
disease may also still be important and may be provided
concurrently with a palliative approach. However, the
primary goal of a palliative approach is to improve the
resident’s level of comfort and function, and to address
their psychological, spiritual and social needs

"

Department of Health & Ageing Australia 2006, p37
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So this approach to care focuses on alleviating
symptoms of disease whilst at the same time

Walk with me on my journey
I need to know you’re there
To listen, guide and comfort me
My wounded self-repair
Walk with me on my journey
Be it to health or death
Work with me at my
chosen pace
Show me that caring is love
and grace
Walk with me on my journey
A difference you can make
A smile, your presence,
a gentle touch
Can mean so very much
Walk with me on my journey
A companion for me be
Be a therapeutic carer
Make this bearable for me
Walk with me

"

Disley & McCormack, 2002

providing active treatment in managing the
disease. In many ways this is the essence of
excellent care for older people in residential
care generally and so is something that needs to
be considered in the way that care is organised
and managed. The use of the phrase ‘palliative
approach’ does not suggest that care is not active,
that residents do not lead full and meaningful
lives, or that residents and staff do not flourish
as people through meaningful relationships. The
opposite is true in fact, as the approach suggests
that living and dying are normal parts of life and
every opportunity is availed of to ensure that the
older person lives their life with dignity, respect
and fulfilment.
Residential care settings can provide an ethos that
values life whilst at the same time recognising
that dying and death are aspects of the life of
the home. It has been suggested that in Western
cultures, death is managed by the careful
management of the boundary between life and
death. In hospital wards for example this boundary
is maintained by (for example) the drawing of
curtains/closing of doors so that patients don’t
observe the removal of the deceased person from
the ward. Unfortunately the same practices have
existed in residential care facilities. However,
in a household oriented approach then the
opportunities to erode the boundary between
life and death are important to accommodate.
Residents develop friendships, relationships and
belong to a community of others that connect
them as persons. They live with and through each
other’s lives and so are as much a part of the other
person’s death as they are their life. So developing
ways of working that honour death and celebrate
life are critical to effective care practices. Just like
in any family, the residential care setting can foster
the same dimensions and characteristics and these
can influence the responses to death from other
residents and staff.

Residents in residential care facilities have the same needs for palliation and symptom management
as those in other settings. However the evidence highlights that older people in residential facilities
experience much poorer levels of pain management than in other settings (Hanlon et al 2010). Pain
is particularly problematic for older people as they age and for carers who work with older people,
knowing when to intervene can be challenging. This is further complicated by confusion and
dementia where the verbal expression of pain may be difficult or impossible. Care teams need to be
highly sensitive to behavioural and emotional responses that may be associated with pain, to assess
these appropriately and ensure that effective management plans are in place. We have highlighted
pain as a particular focus of symptom management, however attention also needs to be paid to a
variety of needs that a person who is dying has. Goff (1999) suggests a hierarchy of needs (Figure 1)

To Share and come to terms with the unavoidable future
To perceive meaning in death

To maintain respect in the face of increasing weakness
To maintain independence
To feel like a normal person, a part of life right to the end
To preserve personality

To talk
To be listened to with understanding
To be loved and to share love
To be with a caring person when dying

To be given the opportunity to voice hidden fears
To trust those who care for him/her
To feel that he/she is being told the truth
To be secure

To obtain relief from physical symptoms
To conserve energy
To be free from pain

Fig 1 Hierarchy of the Dying Person’s Needs (Goff 1999)
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Like all ‘hierarchies’ there is a danger of seeing this framework as a prescription – it is certainly not
that. Your starting point in the framework should be that of ‘what matters most to the person’
and so you need to ensure that you know or try to find out what it is that the person ‘wants’. The
hierarchy as described by Goff (1999) identifies the importance of paying attention to physical
needs and symptom management as the foundation for enabling a fulfilled and meaningful life
towards death. The hierarchy of issues is not as important as the issues themselves, and together
they provide a useful framework for considering the holistic needs of a person who is dying in a
residential care setting.
So in the context of dying, death and after death, when thinking about how to deliver high quality
person-centred evidence informed care we should think about the following issues:

Privacy and Dignity
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For most people, dying and death are highly personal experiences. Therefore in a residential care
setting, ensuring that the dying person and their families have the kind of privacy they want is a key
consideration. How do you afford privacy for residents and their families during the dying period?
Many residents will want their family and friends around them whilst others want to be alone ‘with
themselves’. Do you know what residents in your setting want and need? Have the resident’s wishes
been included in the assessment or included as part of their life review? Have family members
participated in the process Some family members may ‘struggle’ with the wishes of their family
member and this can lead to conflict, or family members may have different needs to those of the
resident. It is therefore important to consider these as separate yet connected needs. For people
with dementia, expressing their needs may not be possible. Additionally, family members may not
know or may not want to think about these needs. Being sensitive in these situations is important,
but it is also important not to avoid such conversations. How does the care setting in which you
work have these conversations with residents and their families? No matter how ‘hard’ these
conversations are, it is important to have them before the person loses capacity and the ability to
express preferences.
‘Death with dignity’ is a well-trodden phrase and one that is central to excellence in care for a
person who is dying, at the time of death and after-death. Dignity means many different things to
different people. Being treated with dignity is a human right. Whilst as a concept, dignity is hard
to define, we all know it intuitively and we tend to define it according to its presence or absence in
our experiences. What values does your care setting hold about ‘dying with dignity’? Goff’s (1999)
hierarchy of care needs provides a useful framework for considering the different needs of a person
and together they can help to consider the different dimensions of a dignified death. How can you
use these dimensions to help consider issues of dignity? A holistic approach to dying, death and
after-death care incorporates all aspects of the person’s well-being, the well-being of their family
and friends, and of care workers

Autonomy and Independence
Being person-centred requires us to ensure that a person’s autonomy is respected, that they can
exercise freedom of choice and that we are flexible in our ways of working. Person-centred care
extends to care in death and after-death and the same values of respecting the person apply here also.

Freedom and Choice
Many people hold strong view about dying and death. These views may be influenced by a variety of
values and beliefs that are shaped by social, societal, religious and spiritual perspectives. The idea of
preserving autonomy at the time of death and in after-death care is a challenging issue and requires a
deep understanding of autonomy as a concept. McCormack (2001) argued that in decision-making with
older people an understanding of autonomy as ‘independence’ is unhelpful, but instead we need to
think about ‘connected autonomy’

Person-Centred
The argument being that in working with older people, a connected relationship between care
workers and the older person is the essence of an effective relationship and thus decision-making is
also connected. Therefore the decisions made by the older person or me will impact on the other and
indeed are integrated with the other with the intent of nurturing, growth and development. So the
choices the person makes about their death will impact on the care worker too and can cause conflict
if there is a clash of values and or views. Do you know what views you hold about dying and death?
Do you know how you would feel and react if a person expressed views and wishes that are contrary
to yours? For example you may hold strong religious beliefs about ‘cremation’ – how would you feel
about a resident requesting cremation? How would you work with these feelings?

Flexibility and Adaptability
Sometimes an older person might be ‘resigned to death’ in a way that younger person might not be.
For some people their view of life may be influenced by the view that life is a passage of time and
that death comes with and is a natural part of ageing. For others, their experiences of illness, their
connection with God and the coping resources they use can shape the way they view death and the
way they deal with it. However we should never assume that all older people feel a particular way
about their death and we need to be flexible and adaptable in the way we provide choices, options and
services. A residential care setting that is truly person-centred will have no difficulty in accommodating
the various perspectives, views and needs held by residents and care workers.

11

The poem below reflects on woman’s perspective:

Come to me death with all your mystery
Hold me in your arms of contentment
Take me forward like champagne bubbling
Flowing over my lips to your light filled space
Bring forward my friends to surround me with love
Stay with me as life transcends

"

To ensure that death is managed as the ‘final transition’ then having care plans in place that
respond to often dynamic and unpredictable changes and circumstances is important. How do you
adjust care plans to take account of these changing circumstances? How do you involve family
and friends where ever appropriate? Paying attention to the care of family/friends, team members
and other residents after a death is an important consideration in breaking down the boundaries
between ‘life and death’. Helping families/friends to celebrate the person’s life, mourn the loss
and to say ‘goodbye’ to the setting that had become the person’s home are important areas of
practice. Constructing oral histories with those who are grieving can help with celebrating life,
reminiscing on important events and thus providing import memories and foci of conversation, as
well as providing closure on a life. Families and friends can be encouraged to remain part of the
community of the care setting, as volunteers, visitors to other residents and in participating in social
events. Does your care setting engage in such activities? If not, then how could you integrate
these into practice? The care team are also members of the person’s extended ‘family’ and need to
time to grieve – these same practices can help, as well as using supported discussion groups to talk
about the person in the context of being a resident in the care facility.

Quality of Place and the Physical Environment
The quality of the environment plays an important part in the quality of the dying experience. It
is not surprising that the quality of the place of death plays a significant role in how people view
the quality of care at the time of death. Facilities that ensure privacy, comfort and safety are highly
valued by family and friends of a dying person as it enables the challenges and contradictions of
death to be lived through with privacy and dignity. Recent development work by Yalden (Yalden
& McCormack 2010) focused on creating a sense of ‘community’ for family and friends of people
who were dying in a residential facility. Care workers developed resources that ‘normalised’ the
dying process and ensured that facilities were available to ensure comfort, dignity and care. For
example, a chest of drawers with personal care resources, spiritual needs resources and resources
for family and friends (such as books and play equipment for children) were developed. The ‘chest
of drawers’ became symbolic of a dignified death and a commitment to person-centred care. How
does your care setting facilitate a dignified death and promote comfort, dignity and care? What
resources do you have in place?

Suggested Areas for Place and Practice Improvement
In considering the patterns in the previous section, you may have identified some aspects of practice
that could be changed or developed or changes to the environment that may enhance the care
experience or indeed team developments that could improve the overall quality of care. So you may
want to consider these as some potential areas to address in order to enhance the experience of
dying, death and after-death care for residents, families/friends and the care team. These ideas are
in no way exhaustive, but they may provide you with some options for consideration:
•

Consider the reflection you undertook earlier about what dying and death mean to you and
share this with your immediate colleagues. Use the reflection to initiate discussion about their
views and how these are similar or contrast with yours. Are you able to develop some shared
values about dying and death?

•

Use the work you did in the previous exercise to begin the process of developing shared
values. Involve others in the team/care setting generally by using the process set out in Values
and Beliefs Template to develop a values statement. When you have these values developed,
consider what adjustments you may need to make to your ways of working in order to
operationalise these.

•

Review the care plans of residents you work with and observe how/if views and choices about
dying and death are recorded. Discuss your findings with team members and identify simple
changes that could be made to improve resident’s records regarding this aspect of care.

•

Identify from life review documents residents’ views about dying and death and adjust
individual care plans to reflect these views.

•

Discuss with colleagues (such as ‘activities helper’) how you could collect oral histories from
residents as a means of celebrating the person’s life and gaining insights into what they want
when they are dying.

•

Consider the environment you work in and identify adjustments that could be made to the
environment that could enhance dying and death experiences.
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