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1. Introduction 

1.1 About the Ten Steps - Healthy Ageing Initiative in Residential Care 

The National Council on Ageing and Older People (NCAOP) has long recognised the particular needs 

of residents in long-term residential care settings (NCAOP, 2000; Murphy et al., 2006) and has been 

concerned with the quality of long-term residential care provided for older people in Ireland. In this 

context, the NCAOP identified residential care as a key setting in relation to its Healthy Ageing 

Programme. The Irish Health Promoting Hospitals Network (IHPHN) has also identified long-term 

residential care as a key focus within its work programme given the growing number of residential 

care facilities for older people included in its membership. In 2003, the NCAOP and the IHPHN 

undertook to explore in partnership the development of a Healthy Ageing Initiative in Residential 

Care (HAIRC). 

This report summarises the research findings generated from the evaluation of HAIRC and presents 

recommendations based on the analysis of these findings. The background documentation, including a 

report on the process review and the qualitative research strands of the evaluation of the Initiative, is 

also available on request. 

1.2 Aims and objectives of HAIRC 

HAIRC aims to promote healthy ageing and the well-being of older people in long-term residential 

care. The Initiative encourages continuing improvement and progress towards supportive practices in 

residential care facilities while recognising that supporting best practice in residential facilities is 

crucial to the promotion of healthy ageing. 

The objectives of HAIRC are: 

• to promote the healthy ageing of residents 

• to support long-term care facilities in realising and acting upon their health-promoting capacity 

• to assist long-term care facilities to incorporate a health promotion element into their daily work. 

These objectives are underpinned by three core values: striving towards person-centred care; creating 

a positive working environment for those involved in care provision; and creating a family-friendly 

environment. 
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The Initiative sets out to achieve its aims and objectives through a framework often steps: 

1. consultation - undertaking a simple consultation with the residents to ensure that a facility's 

health promotion policy best reflects the needs and preferences of its residents 

2. health promotion policy - development of a personalised policy to guide the implementation of 

practices that support healthy ageing 

3. policy to practice - initiation of structures to assist and support best practice towards healthy 

ageing 

4. choice - facilitating the full involvement of residents in relevant decision-making processes and 

daily activity choices 

5. information practices - establishment of simple communication and information processes to 

meet the needs of residents, carers, staff and community 

6. personal space and belongings - ensuring the introduction and development of practices that 

recognise the needs and individuality of all residents 

7. independence - developing support systems that will enable and protect the autonomy of all 

residents 

8. lifestyle - facilitating the development of organisational practices and procedures that promote 

healthy lifestyle choices by residents 

9. healthy staff - establishing practices and procedures that acknowledge and meet staff 

development and training requirements 

10. family-friendliness - creating an organisational environment that actively encourages the 

continued involvement and participation of residents in family and community activities. 

1.3 Overview ofHAIRC 

The partners established an advisory group in 2003 to assist the development of HAIRC. The 

Initiative was then developed over a nine-month period, including the preparation of documentation 

and tools for its implementation. The group considered it important to consult with all residents in 

long-term care facilities, regardless of levels of cognitive impairment and an expert advisory group 

was convened to develop a consultation tool for residents with a cognitive impairment. 

It was agreed that regional stakeholders within the health boards working in the areas of health 

promotion, services for older people, and nursing and midwifery would provide the main support to 

facilities undertaking the Initiative. It was acknowledged that these stakeholders had a shared vision 

and a commitment to achieving similar goals. 
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A full-time National Coordinator was then appointed to support the implementation of the Initiative, 

with several key responsibilities including: 

• to develop a database of public and private residential facilities 

• to enlist the support of the key stakeholders in each health board area to assist the residential 

facilities locally with implementation of the Initiative 

• to work in partnership with key stakeholders, supporting them in their provision of local support 

to facilities 

• to organise a public launch to promote awareness and encourage interested parties to participate 

in the Initiative 

• to act as the point of contact and to provide continuing support for facility representatives 

• to document a review of the implementation of the Initiative to inform the process review. 

The Initiative was launched by Minister Tim O'Malley in January 2005 and attracted widespread 

interest from the health services, statutory bodies and various other organisations, including private 

nursing home associations. A series of workshops and presentations were then delivered to public and 

private facilities to explain the Initiative in greater depth and outline the support structures in each 

health board area. 

An introductory document was then forwarded to all facilities listed on the Initiative's database, 

requesting that facilities register their interest in implementing HAIRC. Seventy-two letters of interest 

were received from a total of 648 private and public residential care facilities listed on the database. 

To be seen as committed to the Initiative, facilities were required to: 

• complete a self-appraisal document detailing the structures and services available in the facility 

• consult with 25-50 per cent of their residents and identify the five priority areas highlighted by 

residents for attention 

• return a letter of commitment and submit an action plan based on one of the top five priorities 

identified by residents in the consultation. 

For those who committed to the Initiative at this stage, a number of workshops were held by regional 

stakeholders to support facility representatives in designing and implementing their action plans. 

A further recruitment drive for new facilities took place in September 2005. Facilities that had 

expressed an interest in the first recruitment drive were contacted again and encouraged to renew their 

involvement. By the end of November 2006, a total of 86 facilities had indicated an interest in the 

Initiative and of these 42 facilities were committed. The pilot phase of the Initiative commenced in 

November 2004 and was completed in November 2006 
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2. Evaluation Framework 

As part of the pilot phase of the Initiative, an evaluation framework was designed to complement the 

implementation of HAIRC. This framework aimed to review the HAIRC process and to measure the 

effects of changing practices within facilities. It focused on involving care providers in evaluating 

their own practice when implementing the Initiative, and the evaluation process also included inviting 

the views of residents, the staff involved in providing their care and the residents' families. 

The objectives of the evaluation were: 

• to measure the effectiveness of the Initiative, that is the extent to which it has led to an 

improvement in the quality oflife of residents of participating facilities 

• to identify how the Initiative led to any observed change in the circumstance of participants, i.e. 

process evaluation 

• to identify positive aspects of the Initiative, as well as aspects that could be improved to explore 

any unintended outcomes of the Initiative. 

2.1 Methodology 

There were three strands to the evaluation methodology as outlined in Table 2.1. 

Table 2.1. Overview of methodology framework 

Strand Work Timeline Outcomes 

One: a. Process review November Understanding of 

Process review b. Documentary analysis of 2004 to the evaluation 

action plans of participating November process and 

facilities 2006 impacts 

Two: Gathering and collation of November A baseline 

Consultation consultation documents of 2005 to measurement of 

with residents residents in the first year of February residents' views 

operation 2006 and opinions 

Three: a. In-depth interviews with a November Identifying 

Qualitative purposive, representative 2006 to April change in the 

research sample of residents 2007 circumstances of 

b. Focus groups and phone the participants as 

interviews with family a result of the 

members Initiative and 

c. Workshops with staff unintended 

changes 
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2.1.1 Strand one 

The first strand of the evaluation of HAIRC is a process review of the implementation of the Initiative 

during the pilot phase. The process review conducted from November 2004 until November 2006 

gives an informed understanding of the subjective impact of the Initiative. A core component of the 

process review was the continual monitoring of participation and levels of activity of the facilities 

interested and committed to the Initiative. Regional workshops were delivered at different stages 

during the pilot phase to support facilities in implementing the Initiative. Each workshop was 

evaluated and feedback from facility representatives attending these workshops informed the process 

reVIew. 

2.1.2 Strand two 

The second strand of the evaluation focused on the consultation with residents to identify aspects of 

their quality of life that could be improved. Facilities are required to conduct structured interviews 

with 25 to 50 per cent of residents. This involves asking residents to rate how important aspects of 

quality of life are to them and how well they feel their needs are being met in that regard. Three tools 

were designed for the purpose of the consultation process with residents. As indicated in section 1.3, 

the partners agreed on the importance of consulting with all residents on their views, regardless of 

varying levels of cognitive impairment. The tools were designed taking into account three levels of 

cognitive impairment: 

• Tool A: Residents with no cognitive impairment 

• Tool B: Residents with a mild-to-moderate level of cognitive impairment 

• Tool C: Residents with severe cognitive impairment. 

Facility staff are responsible for analysing the consultation data and noting outcomes of the 

consultation process relevant to their facility. In order to avoid additional workload for facilities 

participating in the evaluation process, consultation data from participating facilities was collated and 

analysed centrally by the researchers. This process differs marginally from that of facilities that did 

not participate in the evaluation and efforts were made to ascertain the significance of this aspect of 

the research in the evaluation. 

2.1.3 Strand three 

The third strand of the evaluation focused on a qualitative examination of the Initiative in its first year 

of operation. This involved: 

• in-depth interviews with residents living in facilities where HAIRC had been undertaken 

• focus groups with family members of residents including the family members of residents 

interviewed and also family members of residents not interviewed 



9 

• two staff workshops with staff from all of the facilities who participated in the Initiative, 

including facilities that had not completed the Initiative. 

2.1.3.1 In-depth interviews 

In-depth interviews encourage the capturing of respondents' perceptions in their own words, thus 

allowing the evaluator to present the meaningfulness of the experience from the respondent's 

perspective. This methodology was thought most appropriate when researching the residents' views, 

in order to understand their individual experience and feelings about HAIRC. 

A total of 31 in-depth interviews were undertaken at five residential facilities across the country: two 

private and three public (see Table 2.2). The patients to be interviewed were selected by the director 

of nursing or similar person in each of the facilities. Of those interviewed, 21 were female and ten 

were male. The patients' age range was between 52 and 100 with an average age of 84. Four of the 

patients interviewed had severe cognitive impairment, 13 had mild-to-moderate cognitive impairment 

and 14 had no cognitive impairment. 

Table 2.2. Numbers of interviews per type offacility 

Residential PubliclPrivate Urban/Rural Number of 

Facility ID Facility Interviews 

1 Public Urban 5 

2 Private Rural 8 

3 Public Urban 5 

4 Public Rural 8 

5 Private Urban 5 

2.1.3.2 Focus groups 

As little was known about family members' attitudes towards the Initiative, it was decided to establish 

focus groups to gain greater understanding of their opinions. While originally six focus groups were 

due to be conducted with family members, this proved difficult as a result of industrial action by the 

nursing unions. The methodology was amended taking this into account. Three focus groups were 

successfully held and phone interviews were also conducted based on the same questions asked at the 

focus groups. 
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2.1.3.3 StajJworkshops 

The staff workshops were designed to provide staff with an opportunity to communicate their views 

on the Initiative in a structured but interactive and relaxed environment. While originally two 

workshops were planned in Dublin and Portlaoise, owing to the industrial action by the nursing 

unions only one of these workshops took place. The workshop began with staff being provided with a 

brief overview from the results of the in-depth interviews with residents. Following this, staff were 

asked to participate in group work to discuss the findings of the residents' evaluation, how they felt 

the Initiative worked or had not worked, barriers to implementation of the Initiative and suggestions 

for the development of the Initiative for the future. As was the case with the focus groups, phone 

interviews were conducted based on the same questions asked at the staff workshop. 

2.2 Challenges to the evaluation of HA/RC 

There were a number of challenges to the evaluation, some of which are intrinsic to healthy ageing 

Initiatives and others which were unforeseen. These included: 

• the difficulty in determining outcomes specifically related to the Initiative. It has been shown that 

'outcome measurement is more difficult in the field of healthy ageing than in the general health 

field given the eclectic source and range of interventions, the community orientation of many of 

these interventions and the time lag sometimes involved between the intervention and the 

potential outcomes' (O'Shea, 2003: 142) 

• the long-term residential care setting is characterised by its pressurised work environment and it 

was important when carrying out the evaluation to design a methodology that would complement 

staff work practices without adding to staff workloads. This limited the range of methods 

appropriate for the evaluation. 
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3. Evaluation Findings 

3.1 Adoption of the Initiative 

By the end of 2006, 51 per cent of facilities showing an interest in the Initiative had committed to it. 

The region with the highest level of committed facilities was Dublin Mid-Leinster. Thirty-nine per 

cent of facilities that agreed to participate in the Initiative were from the Dublin Mid-Leinster region; 

the Southern region accounted for 28 per cent, followed by the Western region, which accounted for 

19 per cent, and the remaining 14 per cent were located in the Dublin North Eastern region (Figure 

3.1 ). 

Figure 3.1. Adoption of the Initiative by region 

Western DML DHE Southern 

Further analysis of the data identified significant differences in participation between the public and 

private facilities. The majority of facilities that committed to the Initiative were public residential care 

facilities (71.4 per cent), nearly a quarter (23.8 per cent) were private facilities, 2.4 per cent were 

welfare homes and a further 2.4 per cent were public psychiatric units (Figure 3.2). 

Figure 3.2. Adoption of the Initiative by facility type 

Public Private Welfare Public Psychiatric Unit 
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The number of actions agreed by the project groups in each facility were as follows: over half (52%) 

of the facilities that committed to participate in the Initiative agreed to undertake action in one area, 

22 per cent agreed to undertake action in two areas, 13 per cent stated they would take action in three 

areas, followed by 9 per cent and 4 per cent who agreed to take action in four and five areas 

respectively (Figure 3.3). 

Figure 3.3. Number of actions planned by the facilities 

One Two Three Four Five 

In the initial consultation process with residents, residents identified the following as being most 

important aspects of quality of life and requiring improvement: 'time with their family' and 

'independence, exercise and choice'. However, the areas the facilities decided to action, for the most 

part, were 'religious services', 'activities', 'advocacy' and 'outings' (Figure 3.4). This may have 

occurred for a variety of reasons: facilities involved in another Initiative may have decided to align 

their actions; some areas identified by residents could not perhaps be actioned at that particular time; 

and some areas may have been too difficult to action. 
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Figure 3.4 details the types of actions that facilities agreed to work on as a result of the findings of the 

consultation process with their residents. 

Figure 3.4. Types of actions undertaken by the facilities 

Types of Action Agreed 

Privacy 

Money 

Family visits / play area 

Policies & procedures, Health 
promotion for staff, signs 

Personal space & belonging / Personal 
possessions 

Independence, Exercise, Choice 

Companionship 

Ad\{)cacy / Residents Association 

Outings 

13 

13 

Religious services / pastoral care ••••••••• 

Activities _ ••• 11 13 

o 5 10 15 

3.2 Consultation with residents 

20 

A total of 222 consultation questionnaires were analysed between November 2005 and February 2006 

(Table 3.1). 

Table 3.1. Breakdown of consultation questionnaires analysed 

Consultation Tool A 82 (37%) 

Consultation Tool B 90 (40.5%) 

Consultation Tool C 50 (22.5%) 

Total 222 (100%) 
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3.2.1 Consultation with residents with no cognitive impairment 

Residents were asked to rate the truth of a series of statements relating to aspects of their quality of 

life. They were then asked to rate, on a scale of one to four, how well their needs were being met in 

that regard. Table 3.2 shows the number of people who rated each statement as being 'not true' and 

'very true' and the number who said their need was being met very well. 

Table 3.2. Respondents' views regarding aspects of their quality of life 

Need 
Not Very 

Aspects of quality of life 
very 

true true 
well 

(%) (%) 
met (%) 

Having company is very important to me 9 66 62 

Being independent in my daily activities is very important to me 1 75 64 

Privacy is very important to me 7 65 62 

Being involved in decisions about my care is very important to me 4 75 56 

Having my own personal things around is very important to me 4 81 65 

Understanding my health and tablets is very important to me 2 78 70 

Having plenty of choice in my daily routine is very important to me 10 63 53 

Practicing my religion is very important to me 6 84 65 

Getting out of the building now and then is very important to me 10 60 46 

Having my own money is very important to me 12 68 65 

Spending time with family is very important to me 6 80 60 

My personal appearance and being well groomed is very important 
0 90 84 

to me 

Residents were then asked to state which of the 12 aspects of quality of life was most important to 

them. Figure 3.5 illustrates the variation in levels of importance of the 12 aspects of quality of life 

reported by respondents. The five aspects of quality of life identified by respondents as most 

important were: time with family (22%) their independence (15%), their personal appearance (12%) 

practising religion (8%) and having their own personal things around them (8%). Ten per cent of 

respondents felt that all of the twelve aspects of quality oflife referred to in the consultation 

questionnaire were equally important to them. 
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Figure 3.5. Rating of importance of different aspects of quality of life by respondents 

25~------------------------------------------------------------------, 

22 

20+----------------------------------------------------

15+----

10+----

5+----

o 

.~o<:- ,:> .... ~40 .~40 ,,~ ~40 
0 o~ ... ~~ ~~ ,:>'bi .~O) .~<>J ~ ~ ~~ ~« q: ~ ,:i><:- .~'<:- ~Il) ~ ~Il) o .:j. ~q 

+40 ~~ ~ 
A,," o~ 

~~ 
~ 

A number of gender-specific issues were identified in the analysis. Women were found to be 

significantly more likely to rank 'having personal things around me' and 'being able to practice my 

religion' as important and were also more likely to rate 'personal appearance and being well 

groomed' as being important to them. 

3.2.2 Consultation with residents with mild-to-moderate cognitive impairment 

Simple yes/no questions in response to a series of statements were used as part of Tool B. For 

example, residents were asked three questions in relation to having more company: 

• Do you spend much time alone? 

• How do you feel about that? 

• Would you like more company? 

They were also invited to comment further. 

Table 3.3 shows the rating of importance of different aspects of quality of life for residents with a 

mild to moderate level of cognitive impairment. 

Gender differences also arose in relation to these respondents. Women were found to be significantly 

more likely than men to rate having their own personal items with them. Being able to get out more 

was more important for men than women. Ninety-two per cent of women said they saw their family as 

often as they wished, compared to only 52 per cent of the men interviewed. 
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Table 3.3. Aspects of quality of life important to residents 

Yes No 
Aspect of quality of life 

(%) (%) 

Would you like to have more company? 29 71 

Would you like to be able to do more for yourself? 69 31 

Do you feel safe and secure? 96 4 

Could your privacy be improved? 22 78 

Do staff talk to you about your care? 70 23 

Would you like your family to be more involved? 27 73 

Would you like to have more personal belongings with you? 18 82 

Are health problems you have and your tablets explained to you? 74 25 

Would you like to have more activities organised for you? 40 60 

Are you happy with how often you get to practice your religion? 76 24 

Would you like to get out and about more often? 56 44 

Are you happy with getting your money if you need it? 79 21 

Do you see your family as often as you would like? . 80 20 

Can you get help with a shavelhairlmake-up if you need it? 98 2 

Respondents were then asked to identify the aspect of quality of life they felt was most important to 

them. Respondents identified 'getting out' (17%), religion (16%), spending time with family (12%), 

privacy (10%) and independence (8%) as being their top five most important aspects of quality oflife 

(figure 3.6). 

Figure 3.6 Top five aspects of quality of life as rated by respondents 
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3.2.3 Consultation with residents with severe cognitive impairment 

Tool C was used with residents with a severe cognitive impairment or a relevant third party. A direct 

questioning method was used if the tool was being used with the resident. Observation and third-party 

questioning was used for those residents where a relevant third party responded on the resident's 

behalf. Where third-party questioning was used, the third-party respondents were asked to rate on a 

scale of one to four how well they felt the residents' needs were being met with regard to each aspect 

of their quality of life. Table 3.4 summarises the responses on how well the residents' needs are being 

met. 

Table 3.4. Perceived meeting ofresidents' needs with regard to aspects of their quality of life 

Poor Very 

Aspect of quality of life 
good 

1 2 3 4 

(%) (%) (%) (%) 

Having company is very important to me 0 15 29 56 

Being independent in my daily activities is very important 
2 4 30 63 

to me 

Being involved in decisions about my care is 'very important 
7 2 44 46 

to me 

Having my own personal things around is very important to 
8 6 29 56 

me 

Understanding my health and tablets is very important to 
16 19 19 46 

me 

Having plenty of choice in my daily routine is very 
11 22 35 33 

important to me 

Practicing my religion is very important to me 8 10 33 49 

Getting out of the building now and then is very important 
16 8 41 35 

to me 

Having my own money is very important to me 11 11 17 61 

Spending time with family is very important to me 10 10 13 67 

My personal appearance and being well groomed is very 
2 4 29 65 

important to me 
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3.3 Key findings 

3.3.1 Working with key stakeholders 

The process review found that rolling out HAIRC using key stakeholders within the different regional 

areas of the HSE to support the facilities was a good strategy. These key stakeholders were identified 

as managers of services for older people, health promotion officers and nursing and midwifery 

professional development officers. However, the restructuring of the health services provided a 

challenge for the Initiative during its roll-out phase. The evaluation highlighted an uncertainty on 

behalf of key stakeholders as to their roles and responsibilities in relation to the Initiative during the 

HSE restructuring process. The review also found that where the roles of the stakeholders were 

secure, key stakeholders became more interested in rolling out the Initiative as they felt in a stronger 

position to provide the facilities with the required support. 

It should be noted, however, that varying levels of support were provided to public and private 

facilities. In some regions the key stakeholders already had a good relationship with the private 

facilities and in these areas the support was provided and worked well. In other regions the key 

stakeholders felt it was not their role or they did not have the time to support these facilities. For 

others the issue of payment was raised. This area requires attention for the future so key stakeholders 

in all areas are aware of their role. 

3.3.2 Championing the Initiative 

The process review also highlighted that the Initiative needs a 'driver' within the residential care 

facility. This may be the contact person for HAIRC or the manager of the facility. If the individual is 

a good communicator with enthusiasm for the Initiative, it can have a very positive effect on the 

quality of life of the residents and the job satisfaction of the staff. 

3.3.3 Initiatives in residential care 

A number of initiatives for improving the lives of older people in long-stay residential care emerged 

in 2004. The process review found that staff were unprepared for change and were ill-equipped to roll 

out a number of initiatives contemporaneously. This was also highlighted in the qualitative 

evaluation, with staff reporting confusion regarding which actions had taken place in response to 

HAIRC and which were in response to the Essence of Care 
1 

Initiative. Some nurses reported that they 

I The Essence of Care framework has been designed to support measures to improve quality of care and 
contributes to the introduction of clinical governance of residential care facilities at a local level. The 
benchmarking process outlined in The Essence of Care helps practitioners to take a structured approach to 
sharing and comparing care practice, enabling them to identify best practice and to develop action plans to 
remedy poor practice. The objectives of the framework are: to improve the quality of care within Older Person 
Services by setting best practice standards; to involve the clients, service users, carers and their representatives 
and to provide a structured approach to sharing and comparing best practice. 
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were able to select the best parts from each and put them together. However, many also reported that 

having two quite similar initiatives under way at the same time was not a good idea as it was difficult 

to know which to work from. 

Addressing the concept of quality of life issues was difficult for many who had previously focused 

solely on providing quality of care. However, given support, encouragement and training, many of the 

staff involved in HAIRC appreciated the fundamental benefits of changing practice to improve the 

quality of life of residents. Facilities that adopted HAIRC reported benefits to the residents and staff, 

found the facility a happier workplace and said job satisfaction had increased. 

3.3.4 Rolling out the Initiative: documentation and knowledge gaps 

It was noted in the process review that some of the HAIRC documentation was not very user-friendly. 

In particular the invitation document led to some confusion. 

It was also noted that there were difficulties in progressing facilities from the initial consultation 

phase to developing action plans. One of the reasons cited in this regard was a knowledge deficit, with 

some facilities waiting until the Initiative workshops had taken place to progress to the next stage. 

In relation to knowledge gaps and knowledge-sharing, the qualitative evaluation also reported that 

several of the nursing staff interviewed felt that they would like HAIRC to have featured more sharing 

of information and ideas between facilities. 

3.3.5 Rolling out the Initiative: staffing considerations 

Through the process review, the partners identified that many facilities felt they could not roll out the 

Initiative due to staffing constraints. In some instances, having started the Initiative, they were forced 

to put it on hold due to difficulties in this regard. This was also an issue with regard to attendance at 

workshops and training sessions. Emphasis needs to be put on ensuring sufficient staffing levels in 

facilities to enable staff to deliver optimum quality of care and quality of life outcomes for residents. 

Emphasis should also be placed on supporting staff who are enthusiastic about affecting change. They 

require management support to enable them to roll out these changes and attend the necessary training 

sessions. 

The process review highlighted the importance of choosing the right person to be the facility 

representative for the Initiative. It was found that often the person chosen as the representative was 

working on a part-time basis. Because their working time is shorter than full-time staff, they ended up 

doing a lot of the work on the Initiative at home. The review also found that they were often 

unavailable to communicate with the rest of the staff to bring them up to date on how the Initiative 
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was progressing and that arranging meetings with their manager in work-time was often difficult, 

consequently delaying progress. 

The review found that it was assumed by facility management that night-shift staff had the time to 

carry out the administrative duties related to the Initiative. While this, in some ways, was a good idea 

as staff often had more time for administrative work, if they were asked to carry out a consultation 

with a resident at night, it did on occasion lead to an inaccurate result. 

The review also noted that staff prefer to 'do things' rather than document and report about them. 

Many of the facilities are effecting excellent changes based on the results of the consultation, for 

which they are not receiving recognition, and their good practices are not shared with others due to 

the difficulties around documenting their work. 

3.3.6 Consulting with residents 

The process review found that the development of the HAIRC consultation tools and guidelines 

enhanced the possibility of consultation with facility residents. However, the review also found that 

there was a need to up-skill staff with the appropriate competencies to undertake this process. 

The level of interest in developing skills in interviewing residents with cognitive impairment was 

explored. While only explored with selected individuals, the level of interest was high; it was seen as 

a key skill to develop for the future as the number of residents with some degree of cognitive 

impairment is set to increase. 

The review also found that some older people do not sleep well and would welcome someone to chat 

to at night and something to chat about. However others did not appreciate being kept awake to be 

interviewed or being interviewed when they had just woken up, which could lead to imprecise 

responses. 

3.3.7 Implementing the Initiative 

The qualitative evaluation found that the most frequently reported success of the Initiative, from the 

residents' perspective, was a significant increase in daily activities. This view was echoed by staff, 

although it should be noted that in some facilities activities had not increased a great deal according to 

the residents. It is interesting to note also that some of the new activities reported by staff were not 

reported by residents. This may have been as a result of the 'newness' of the activities; perhaps given 

a chance to grow, they could become more popular with residents. However, there is also the 

possibility that some of the new activities introduced were not delivering what the residents had asked 

for in their consultation. If facilities are not responding directly to the requested actions of the 
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residents, this will become evident in the next consultation process. Consultation is required to take 

place every two years. 

The evaluation also found that many male residents reported lower levels of activity in the facilities. 

There was a general feeling among male respondents that, since finishing work, they found it difficult 

to know what to do with their time. There were many traditionally female activities reported in the 

facilities, such as knitting, cookery and embroidery, but not many traditionally male pursuits. In this 

regard, some form of meaningful employment or activity for males in long-stay residential care would 

seem to be a necessary point for investigation. 

There was also some divergence of opinion about the success of some of the actions resulting from 

the Initiative. In one facility where a family diary2 had been introduced, both staff and family 

members reported this to be very successful. In fact, participants from other facilities on hearing about 

this expressed an interest in beginning a family diary for the residents at their facility. However, 

residents' opinions of the diary were mixed, as some felt that it did not represent them from their own 

point of view. 

Family members on the whole were satisfied with the standards of care provided in the facility in 

which their relative lived. A number offamily members suggested that they would like to know more 

about what happens on a daily basis and many of them seemed genuinely interested in this. This was 

contrary to reports from some staff that it was extremely difficult to secure family involvement or 

interest in the activities of the facility. However, one family member reported that the factor that made 

their relative's facility so successful was the spirit of community in the home. 

2 A family diary was prepared for each resident and was placed at their bedside for family members to view and 
to add comments. 
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4. Conclusion and Recommendations 

4.1 Introduction 

The qualitative evaluation found that 'Where a facility undertook the Initiative and received the 

support required, it was reported as very successful. Many positive things have come out of the 

Initiative for the residents of the residential care facilities, the staff involved in their care and their 

family members. The simple act of asking the residents what they wanted seems to have focused 

many staff on the things they can do to improve the happiness, healthiness and independence of the 

residents they care for. For the most part, the family members interviewed appreciated their views 

being taken into consideration and this has made for a happier, homelier environment in the 

residential facility for all concerned. The vast majority of staff in the facilities involved in the 

evaluation were dedicated to improving the quality of life of their clients and were eager to participate 

in the Initiative'. 

In summary the evauation found that: 

• where HAlRC has been implemented properly, it has been beneficial to all concerned 

• where activity in relation to HAIRC has been allowed to tail off, there had been a disimprovement 

in the daily lives of residents in some cases 

• the principal barriers to the implementation of HAIRC include time constraints, staff levels and 

workload, lack of family involvement and lack of information-sharing and ideas 

• the principal benefits of the Initiative include consulting with residents and family members, 

providing activities and services which make residents happier and in turn increase positive 

relations between staff, residents and family members 

• where family members and/or the community are more involved in the facility, residents appear 

to be happier 

• more shared information and network support would improve the staff view of the Initiative 

• residents require more meaningful daily activities and pursuits. 
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4.2 Recommendations 

The partnership acknowledges the focus in current health policy on quality of care as a core outcome 

of long-stay residential care service delivery, but it also believes that long-stay residential care 

facilities should enable all residents to maximise their potential. Therefore the partnership advocates 

that any measures and standards designed to enhance the quality of long-stay residential care services 

must place a central focus on enhancing the quality of life of residents. The findings and conclusions 

of the evaluation of HAlRC are timely in this regard. In the context of the draft National Quality 

Standards for Residential Care Settings for Older People and A Fair Deal- The Nursing Home Care 

Support Scheme 2008 it is important that improving residents' quality of life is supported and that 

practices to achieve this are facilitated within both public and private long-stay facilities. 

4.2.1 Policy considerations 

4.2.1.1 Quality of life 

In order to optimise the well-being of older people in long-term residential care settings and maximise 

the potential of the individual, the partnership recommends that quality of life should be the defining 

principle underpinning all aspects of care. In this context, the partners propose that HAlRC supports 

not only Section 4 and Standard 12 of the draft National Quality Standards for Residential Care· 

Settings for Older People, but the implementation of the standards as a whole. HAIRC provides a 

framework tool for incorporating a quality of life dimension into long-stay care policy and practice. 

4.2.1.2 Partnership working 

The partnership approach taken by the IHPHN and the NCAOP emerged as a model of good practice, 

playing a positive role in the development and implementation of the Initiative. This was due to a 

shared common vision and a clear understanding of the contribution that each partner would bring to 

the Initiative. As the lead agencies, they recognised the need to involve other key stakeholders and 

experts at critical stages in the process. The partners propose that such an approach is essential in 

continuing efforts to improve long-stay residential care services for older people. 

4.2.1.3 Consultation with residents 

Consultation with residents is a core component of the Initiative. The partners propose that a 

consultation process should be maintained as a crucial component of efforts to improve quality of life 

of residents in long-stay residential care in Ireland and also be incorporated into the assessment 

process for new residents. In this regard, the partners greatly welcome the emphasis placed on 

consultation with and participation by residents in the residential care setting, as outlined in Standard 

2 of the draft National Quality Standards for Residential Care Settings for Older People. 
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The partnership recommends that all consultation and assessment processes should incorporate tools 

designed to obtain the views of all residents, including those with varying levels of cognitive 

impairment, and notes that in relation to HAIRC, that the consultation process has emerged as a 

model of good practice in providing person-centred care and has led to improvement in the quality of 

life of residents and has also led to improvements in the working experiences of staff. 

4.2.2 Developing the Initiative 

4.2.2.l Recognition of the Initiative 

For the Initiative to be sustained and progressed, the partnership advises that recognition and support 

are essential at both policy and implementation levels. 

4.2.2.2 Other long-stay residential care initiatives 

The development of a number of initiatives in the long-stay residential care setting demonstrates a 

renewed interest in improving the quality of care and quality of life of residents. However, the 

partners note that a lack of integration of these initiatives may be causing difficulties for the staff 

tasked with implementing them. While the Essence of Care is an excellent model of best practice in 

regards to care provision it does not address the broader elements of quality of life for residents. In the 

context of the draft National Quality Standards for Residential Care Settings for Older People, the 

partnership proposes a more holistic and comprehensive approach to care provision in the long-stay 

residential care setting be adopted through developing the complementary elements of HAIRC and 

the Essence of Care initiatives. 

4.2.2.3 Resourcing the Initiative 

An adequate support framework is vital to the success of HAIRC and, in this regard, the partners note 

that the evaluation reported the support structure as being ad hoc, and dependent on individual and 

local factors. The partnership therefore proposes that the HAIRC support framework be standardised, 

in order to ensure all facilities benefit from equal levels of support, regardless of geographical 

location and of public/private status. 

In addition, the HAIRC partnership has identified the following as necessary to facilitate the 

development of a more comprehensive and supportive framework for the Initiative: 

Dedicated personnel 

The findings demonstrated the difficulty of implementing best practice and addressing quality of life 

issues for residents without providing sufficient staffing within the facilities and dedicated personnel 

in the health services to provide a quality support structure to facilities. With the forthcoming 

introduction of A Fair Deal- The Nursing Home Care Support Scheme, the partners recommend that 

relevant HSE personnel should have a designated responsibility to provide support to local facilities 
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and this responsibility should extend to private facilities. In this context, the partners note that while 

the HAIRC National Coordinator provided support by phone and e-mail to the facilities, local-level 

support is necessary to enable the Initiative to reach its full potential. This is most evident within 

private facilities. 

Ongoing review and monitoring 

There is a need to provide continuous support regarding the monitoring and review of the quality of 

life aspects of service delivery to older people within long-stay residential facilities. 

Guidance documentation 

As indicated in Section 3.3.4 the partners note that some of the HAIRC documentation was not very 

user-friendly and also that staff expressed a desire for greater sharing of information and knowledge. 

In this context, the partners have identified the need for comprehensive guidance documentation and 

training on the implementation of all aspects of HAIRC in order to facilitate optimum outcomes for 

the Initiative. In relation to the documentation, the partners recommend that it will be necessary to 

review and update the relevant documentation in keeping with the evaluation findings. 

Training 

Staff training on the preparation and implementation of action plans is required to ensure the plans are 

sustainable and achievable, with tangible, measurable outcomes. In keeping with a quality of life 

focus and to ensure that consultation is a meaningful reality for all residents, the partners also note the 

need for training in relation to generic communication skills and communicating with people with a 

cognitive impairment, and propose that such training might be considered in the context of Standard 

24 of the draft National Quality Standards for Residential Care Settings for Older People. The 

partners would also recommend that age awareness training be considered in this regard to ensure all 

residents are treated with dignity and respect. 

Dedicated network 

The partners note that staff members stressed the value of being given the opportunity to share ideas 

and to network with other facilities undertaking the Initiative and propose that a dedicated network for 

the exchange of knowledge and experience would provide significant support to facilities. 

Financial support 

The partners recommend that appropriate financial resources should be made available to provide a 

standardised support framework for the Initiative in order to enable facilities to commit to HAIRC. 
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4.2.3 Implementing the Initiative 

4.2.3.1 Providing meaningful activities for residents 

The partners welcome Standard 18 of the draft National Quality Standards for Residential Care 

Settings for Older People in relation to providing opportunities for residents to engage in meaningful 

and purposeful activity, both inside and outside the residential care setting, and reviewing routines of 

daily life and activities on a regular basis in consultation with the residents as part of their care plan 

review. The partners propose that the consultation tools and processes developed as part of HAIRC 

may be of assistance in this regard. 

The partners also propose the development of an activity database or reference library which would 

be accessible to all facilities undertaking the Initiative; this could be incorporated into the dedicated 

network identified under Section 4.2.2.3 above. 

4.2.3.2 Increasing awareness in the community 

The partners note the emphasis in the draft National Quality Standards for Residential Care Settings 

for Older People on the maintenance of social contacts with family and community (Standard 20). 

The findings of the HAIRC evaluation highlight the importance of the maintenance of these contacts 

and suggest that the Initiative would benefit from greater promotion in the wider community as this 

would assist in forging links between the facility and community, as well as generating more ideas 

and greater support from outside of the facility. 

4.2.3.3 Increasing family involvement 

In keeping with Standard 20, as noted in Section 4.2.3.2, the partners recommend that an increased 

effort should be made to ensure that the long-stay residential care facility is a family-friendly place, 

welcoming to visitors and open and informative to the community. In the context of the HAIRC 

evaluation, the partners note that family members suggested a representative group could assist in 

communicating family and community suggestions to the facility. A noticeboard to inform family 

members of events and activities in the facility was also suggested by a number of respondents in 

terms of developing family involvement in the facility. 

4.2.4 Further research 

The evaluation of HAIRC highlighted the need for a systematic investigation of activities for males 

within residential care facilities, their levels of participation in such activities and ways to increase 

participation levels. 
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4.3 Conclusion 

The partnership hopes that this Initiative becomes a resource that enables long-stay residential care 

facilities, both public and private, to achieve their potential for promoting quality of life among 

residents, and within the current context of development and regulation, the partners would anticipate 

that this report and its recommendations may assist in informing future policy and planning in the area 

of long-stay residential care. 
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