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Foreword 

The National Council for the Aged recognises the growing contribution 
of private and voluntary nursing homes to the care of the aged in the 
Republic of Ireland today. About one-third of all those aged over 65 
who are in long-stay institutional care in Ireland live in a nursing 
home. The number of nursing 'homes, particularly privately owned and 
commercially run, has risen substantially over the past decade. With 
nearly 50 per cent of these homes being less than ten years old, it is not 
perhaps surprising that no comprehensive, up-to-date data on these 
homes are currently available. 

The Council therefore is glad to be able to present two complementary 
studies on private and voluntary nursing homes and their residents. 

Whilst its sister study "It's Our Home" examines the quality of life in 
nursing homes, the present volume establishes who are the residents of 
private and voluntary nursing homes, (three quarters of them, for 
example, are over seventy-five years and are female) and why they 
became residents. The study also provides quantitative data on the type 
of buildings used as nursing homes, the staffing levels in them and the 
living environment which they afford to their residents. 

The purposes of this study are to provide data which the Council 
hopes will be helpful in evaluating conditions and standards currently 
prevailing in nursing homes and to assist the planning and policy making 
processes in relation to such conditions and standards. ' 

The findings and analysis of the report are offered as a contribution 
to the general debate on the place of nursing homes in the provision of 
care facilities to the elderly. It is hoped that they will be of assistance in 
the promised revision of the Homes for Incapacitated Persons Regu
lations, 1985 and in the formulation of detailed legislation governing 
nursing homes in the Republic of Ireland. In its preface to the report, 
the Council highlights the issues which it considers deserving of especial 
consideration in this context. 
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Comments by the National Council for 
the Aged 

Introduction 

The National Council for the Aged has already focussed attention{)) on 
the role played by housing, hospital and institutional care services in 
supporting the community care services - family, voluntary and statu
tory - in achieving their full potential., It has made a number of 
recommendations which have highlighted the need for a more flexible 
and co-ordinated approach to the care of elderly people. The Council 
has called for the provision of an integrated range of services, from ,the 
provision of simple supports for mainly comfort or preventative reasons 
to acute hospital care and continuing nursing care for those who require 
specialist medical or nursing attention. In particular, the Council has 
called for a more flexible approach to long-term institutional care for 
elderly persons. In this context the role played by sheltered housing, 
active rehabilitation programmes, specialist assessment, day hospitals, 
intermittent/floating beds in hospitals and boarding out schemes was 
emphasised. . 

The Council recognises that despite good rehabilitation programmes 
some elderly persons will fail to make a full functional recovery and will 
require continuing nursing care, some on a 24-hour basis. For some this 
may be for a protracted period of time, while for others it will be terminal 
care and will be for a shorter period. In certain instances it will be 
possible to provide this continuing nursing care in the elderly person's 
own home through the concerted efforts of family, neighbours and 
voluntary and statutory domiciliary services. However, in others this 
may not be possible and the continuing nursing care will need to be 
provided in residential settings, whether health board, voluntary or' 
private. 

It was in this context that the Council decided to carry out two studies 
on private and voluntary nursing homes in the Republic of Ireland which 
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currently accommodate some one-third of all elderly persons in long
term institutional care in the country. The numbers of elderly persons 
in private and voluntary nursing homes is likely to increase in the years 
ahead due to a number of factors which can be summarised as follows: 

(i) Population projections from 1981 to the year 2006 show that 
there will be a 20% increase in the number of people aged 75 
years and over in the country, with an accompanying increase 
in levels of physical and mental incapacity. The rate of increase 
.is likely to be even higher after that date and will affec:t primarily 
the eastern part of the country. 

(ii) Smaller families, greater geographical mobility and grea'ter par
ticipation by women in the workforce may result in a situation 
where it will be more difficult for families to provide com
prehensive and continuing nursing care even with improved 
domiciliary services. 

(iii) The shift in emphasis from "residential" to "community" based 
responses is likely to result in a redeployment of resources from 
the hospital to care in the community. This may encourage 
greater use of subvention schemes for patients in the private 
and voluntary sector which health boards may consider to be 
cheaper than embarking on their own building programmes. 

While the desirability of growth in the non-statutory sector may not 
meet with universal agreement, it is widely accepted that such growth 
must be well thought out and planned and must be sensitive to the 
requirements of older people and their families. It is also necessary to 
ensure that elderly persons in the lower income groups do not lose out 
as a result of the growth of private nursing home care and that such 
growth does not result in any cutting back of public provision. The 
Council endorses the Minister for Health's view that there must be a 
balance between the public and private sectors in the provision of long
term institutional careY) 

Problems of Institutionalisation 

While the studies found a high level of care generally in the homes 
surveyed. they give evidence of a system that is custodial in orientation, 
having a philosophy of care that promotes dependence. They found 
symptoms of institutionalisation among a significant number of nursing 

7 



l 

home residents. The Council recognises that many of the issues raised 
in these studies are also likely to apply to health board hospitals and 
homes for the elderly. 

The problem of institutionalisation is inherent in all residential care 
settings and has been well documented in literature. It is widely accepted 
that there is a high level of trauma associated with moving house or 
residence. This trauma is likely to be compounded when the move is to 
a nursing home where there is, inevitably, some loss of freedom and 
independence and a consequent lessening of choices. It is for this reason 
that the Council believes that only those persons assessed as requiring 
continuing nursing care should be in long-term institutional care and 
that people requiring "welfare" care should be supported at home or 
accommodated in sheltered housing with appropriate domiciliary and 
day care facilities. The Council, however, also recognises that there is a 
dearth of such provision and that elderly persons or their families may 
be forced to seek long-term institutional care, particularly if they are in 
a position to pay and if they can obtain a subvention from a health 
board. 

At present there are approximately one in three residents in private 
and voluntary nursing homes who are there primarily for "social" (that is, 
non-medical) reasons. (3) Thus the issue of institutionalisation of elderly 
persons in long-term care is an important one which needs to be addres
sed. It also needs to be addressed in the context of continuing nursing 
care where it is even more important. 

It is possible to avoid institutionalising the elderly in nursing homes 
and hospitals. Experts have highlighted the importance of privacy and 
private space in the maintenance of the individuality and independence 
of patients. (4) The privacy and autonomy of residents must be respected 
and social interaction with staff and with the outside world encouraged. 
Flexible management can encourage delegation of responsibility and 
decision making to care staff and promote good communication between 
staff and residents. 

Code of Practice for Residential Care 

The authors say that concern is growing on an international front as well 
as in the Republic of Ireland about the provision of care and the right~ 
of elderly residents in institutions. These studies draw attention to the 
need for a code of practice for residential care. 

The Council draws the attention of those who care for the elderly on 
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a long-term basis to the Code of Practice for Residential Care(5) which 
was drawn up in Britain and which sets down guidelines for good care 
in the residential setting. The code was intended: 

To assist registration authorities in carrying out their duties of 
approving and inspecting homes for registration purposes and to 
help registration authorities in their advisory and enabling role in 
relation to proprietors and managers of homes (and) ... to give 
direct help to proprietors and managers. (6) 

The Code refers to the need to foster a sense of partnership between 
those responsible for providing the care in homes and those who have 
a duty to see that high standards and good practice prevail. It emphasises 
the need to foster good practice rather than simply delineate the lowest 
common denominator of minimum standards. Principles of residential 
care are set down which emphasise personal autonomy and privacy, 
options for responsible risk-taking, esteem, choice and individuality. 
Terms and conditions of residence, complaint procedures, admission 
procedures, design and location of building, daily routine and admin
istration procedures should be so organised as to reflect the notion of 
the unique individuality of each person, irrespective of his/her level of 
physical or mental disability. Most nursing home residents will have 
lived for most of their lives in a home where privacy and choice were 
respected. They are also people who have individual life-stories, inter
ests, life styles, likes and dislikes. They have their own level of physical 
and mental health. Very often the only common characteristic between 
nursing home residents is that they are not able to go on living inde
pendently or do not wish to do so. The nursing home environment 
should thus be able to make allowances for individual personal idio
syncrasies which may become exaggerated with advancing years. 

The Council believes that a code of practice similar to that in Britain, 
should be drawn up which would set down basic principles and standards 
for all residential care in the Republic of Ireland. This would be the 
backdrop against which all future legislation governing long-term insti
tutional care for the elderly would be evaluated. 

The Council recommends that the Department of Health. in con
junction with the health boards, should draw up such a code of 
practice. 
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Co-ordination of the Private and Voluntary Sector 

The basic question relating to private and voluntary nursing homes in 
the Republic of Ireland at present is essentially one of how they can be 
used effectively and flexibly within a range of care services for elderly 
people, with guaranteed standards and at a reasonalble cost both to the 
taxpayer and to the individual elderly person and his/her family. It is the 
view of the Council that the co-ordination of continuing nursing care 
services provided by the voluntary, private and statutory sectors is a key 
one which requires careful planning. The provision of an adequate, 
equitable and appropriate system for registration, classification, pricing 
and mechanisms of subvention and grant aid is crucial in this respect. 
The Council is concerned that, due to current cutbacks ins~me parts of 
the public sector coupled with the increasing ability of some sectors of 
the population to meet the cost of private care in old age through pension 
schemes, house sale or house re-mortgaging, care provision for poor 
elderly persons will deteriorate even further. The'Department of Health 
and the health boards must ensure that services for the poor elderly are 
protected and improved. 

In the light of these factors the Council takes the view that develop
ments in private and voluntary nursing home care need to be carefully 
monitored, planned and legislated for, building on experience gained to 
date both in the Republic of Ireland and in other countries where serious 
problems have resulted from an uncontrolled flourishing of private 
nursing homes. Procedures should be adopted to ensure that potential 
problems associated with all forms of institutionalisation are anticipated 
and avoided. 

As Jo/lnson has argued: 

It must be a responsibility of governments at all its levels to set 
the standards of care in homes. This means greatly strengthening 
existing methods of public accountability for the quality and conduct 
of homes, their staffing and safeguarding the rights of residents. 
One way this will come about is for professionals and politicians to 
take the matter much more seriously. (7) 

One of the foremost requirements in the development of effective policy 
in any area is the availability of information. The Council hopes that the 
present study will make a useful contribution in this respect. . 
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Assessment. Rehabilitation and General Health Care 

The results of the study on the quality of life in private and voluntary 
nursing homes highlight the importance of residents assessing their 
residential care setting. It is equally important, the authors say, that a 
comprehensive assessment procedure be established by the care pro
viders. The Council is concerned that some elderly persons may be 
consigned to private or voluntary nursing home accommodation on a 
permanent b~sis without the benefit of specialist assessment and a 
programme of rehabilitation. Indeed it is likely that a significant pro
portion of those admitted to such nursing homes do not undergo any 
form of objective assessment of their needs and suitable forms of care 
prior to admission. It has been pointed out that even where assessments 
are carried out, they are usually conducted in terms of difficulties of 
applicants and hard.1y ever contain any information on an elderly person's 
interests, ambitions and potential - "important items of information if 
life in a home is to be linked to a person's needs, capacities and 
interests. "(8) Though in many instances those admitted to nursing homes 
may not go home again, it is desirable that a full multi-disciplinary 
assessment should be made before admissions occur. 

The Council recommends that such an assessment, and every effort 
at rehabilitation, should be made by nursing homes. In these regards 
it advocates that private and voluntary nursing homes should contract 
the services of professional dieticians, occupational therapists, physio
·therapists, chiropodists, dentists. opticians and social workers. 
Because 60 per cent of residents have medical cards. health boards 
would have an obligation to assist nursing homes in the provision of 
such services. 

It would also seem appropriate that regular consultation should take 
place with key relatives of the nursing home resident (with the consent 
of the latter) with a view to facilitating regular and consistent com
munication and intermittent discharge \:Vhere appropriate. 

Nursing Home Brochure 

The Council endorses the authors' conclusion that before going into 
care, a prospective resident needs to be given a clear and unambiguous 
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statement of all the options available in relation to staying in the com
munity and all the facilities in the home. 

In view of the wide range of facilities and services provided by nursing 
homes and the various types of patients cared for by different nursing 
homes, the Council recommends that each private or voluntary nursing 
home should be required to make available a brochure setting down in 
detail relevant information about the home and the services it offers. Such 
information should include reference to the following: 

-Aims and objectives; 

-Type of resident catered for; 

-Charges and, where relevant, supplementary charges for additional 
services; 

-Type of care offered, for example, convalescent, respite, intensive 
nursing; psychogeriatric, terminal; 

-Staffing levels (day and night) and training; 

-Facilities and amenities relating to: 

bedroom accommodation and access to same, 
bathrooms, toilets, sluice rooms, 
meal provision and heating arrangements, 
safety, 
insurance, 
telephone; 

-Type of accommodation offered. for example. single or shared 
rooms on ground or other floors; 

-Provisions facilitating contact between residents and families, rela-
tives and friends, and facilities provided for entertaining these; 

-Involvement of voluntary organisations; 

-Recreational facilities and opportunities for therapy; 

-Availability of paramedical services; 

-Terms/conditions of residency and contracts of care; 

-Complaints procedures. 

The availability of such a brochure would enable elderly persons and 
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their families to maKe an appraisal of the services provided and to adopt 
a realistic view of what the quality of life in the nursing home is likely 
to be. 

Voluntary Organisations and Nursing Homes 

The need for continuing active stimulation for all nursing home residents 
has been emphasised in the context of promoting a high level quality of 
life for people in nursing homes. For those who have relatives and friends 
who visit on a regular basis such stimulation is more likely than for those 
who do not have such contacts. In this context it is the view of the 
Council that voluntary organisations have a very important role to play. 
The "friendly visitor" has much to offer as has the organisation by 
voluntary groups of outings, day-trips, holidays and visits to theatre for 
nursing home residents. It is, of course, essential that the choice of 
participation in any of these activities remains with the resident. 

The Council is particularly concerned at the practice of a small number 
of nursing homes which refuse access to voluntary organisations or their 
representatives who are prepared to organise such activities. The Council 
believes that there is scope for voluntary organisations to playa more 
active role. in nursing homes than is currently the case. This requires that 
representatives of nursing home proprietors and voluntary agencies 
come together in a forum which would examine ways of more effective 
involvement by voluntary groups in nursing homes, based on a shared 
vision and purpose. 

Adequate insurance cover has been a recurrent problem for voluntary 
organisations who organise activities for nursing home residents, partic
ularly when it is a case of taking them on outings. 

The Council recommends thac the National Social Service Board 
examine the question of providing adequate insurance cover for such 
voluntary organisations. 

Health Board Subventions 

The question of nursing home fees may be an important .one for some 
nursing home residents on relatively low incomes. Indeed some residents 
or their families may experience a degree of hardship in making up the 
shortfall between the fee charged by the nursing home and the total 
income received from pension and health board subvention. In some 
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instances this shortfall may be as high as £40 per week depending on the 
nursing home fee. 

The Council is concerned about this issue, particularly in instances 
where an elderly nursing home resident has no option but to remain in 
the nursing home because of the scarcity of health board accommodation 
and the difficulty in finding a place in a voluntary nursing home or a 
lower cost private nursing home. The situation is further exacerbated by 
the fact that supplementary welfare allowance is not paid to people who 
are "maintained in an institution". (9) The question must be asked if 
health boards are, in each instance where there is a maximum subvention 
paid to nursing home residents, discharging their responsibilities under 
the 1953 Health Act to provide institutional assistance for persons who 
are unable to provide it for themselves ... "such institutional assistance 
as appears ... necessary and proper in each particular case" (Section 
54). 

The Council recommends that the question of health board sub
vention to nursing homes be examined by the Department of Health 
in the context of the provision of a comprehensive and integrated 
range of services and facilities for elderly persons requiring continuing 
nursing care and the role of the private and voluntary sector in 
such a system. The Council recommends that a system of graded 
subventions. based on the types of care provided by nursing homes. 
should be introduced. 

Legislation 

The standards of nursing homes in which persons are maintained for 
private profit are governed by the Homes for Incapacitated Persons 
Regulations. 1985 introduced by the Minister for Health in the exercise 
of powers conferred on him by Section 2 of the Health (Homes for 
Incap'acitated Persons) Act. 1964. It will be clear that the Council c:on
siders that the issue of legislation in relation to private and voluntary 
nursing homes requires further detailed discussion by all relevant bodies 
with a view to the early introduction of more comprehensive and more 
adequate legislation. In particular. questions such as registration. classi
fication. pricing. design and location. contracts of care. levels of sub
vention. need to be covered by new legislation. 

The Council has already pointed to the inadequacy of existing legis
lation governing private and voluntary nursing home care in the Republic 
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of Ireland and wishes to re-iterate this vIew which is based on six 
considerations, as follows: 

(i) The Health (Homes for Incapacitated Persons) Act, 1964 specifi
cally excludes those homes where no person is maintained for 
private profit and, therefore, refers only to homes run for profit. 
i.e., excludes voluntary homes run by religious or charitable 
groups. There is no other legislation which applies to such 
homes. Currently, some 3,000 elderly persons are accom
modated in such homes. 

(ii) The Health (Homes for Incapacitated Persons) Act, 1964 requires 
that a person proposing to set up a nursing home for private 
profit should only notify the relevant health authority of his/her 
intention to set up the home. It does not make provision for 
any system of registration or re-registration of all homes. 

The Council recommends that any new legislation relating to 
nursing homes should include provision for a system of regis
tration for all private and voluntary nursing homes. Refusal or 
cancellation of registration should be possible for stated reasons 
relating to standards in the home or to the person operating the 
home. Health boards should have power to specify the staff 
requirements in a particular home ~t any given time. 

(iii) An anomaly exists in relation to the approval of nursing homes 
under Section 54 of the 1970 Health Act. This entitles patients 
as of right to claim subvention from the health board when they 

·opt to avail of in-patient services in a private or voluntary home 
or hospital. provided such home or hospital has been approved 
by the Minister for this purpose. Since 1980. however. the 
Minister has not approved any additional nursing homes under 
Section 54 of the 1970 Health Act, mainly because of financial 
restraints on health boards .. 

It is not altogether clear what is meant by the term "in-patient 
services". The Health Act, 1970 defines it as "institutional ser
vices provided for persons while maintained in a hospital. con
valescent home and for persons suffering from physical or mental 
disability or iri accommodation ancillary thereto". It is not clear 
whether, for example. elderly patients who require "welfare" or 
"social" care. may be regarded as receiving "in-patient services" 

15 



and hence· eligible for health board subvention. The practice 
would seem to vary from health board to health board and 
should be clarified in legislation. 

(iv) There is no grading of subventions by health boards to persons 
in nursing homes. Patients currently receive the same level 
of subvention irrespective of whether they receive continuing 
nursing care or welfare care. The former may be much more 
expensive to provide. If necessary, legislation should provide 
for a graded subvention. 

(v) There are a variety of private and voluntary residential homes 
in existence - retirement, welfare, nursing. Some effective 
system of classifying these homes, with legal authority, is 

. required based on aims and objectives, facilities and levels of 
care provided. 

(vi) No provision is made for consumer input or for a complaints 
procedure for patients and their families. It may be the case that 
families and patients are reluctant to make a complaint because 
of fear of subsequent victimisation of the patient. New legislation 
should provide for a complaints procedure. 

The Council therefore recommends that the Department of Health 
in consultation with the health boards and with representatives of 
the private and voluntary nursing home sectors and other relevant 
bodies should draft new legislation. 

New legislation should provide for a period of phasing in so as to enable 
existing nursing homes to comply with new regulations and/or to enable 
health boards to provide additional places if some nursing homes are 
unable to comply. 

Homes for Incapacitated Persons Regulations, 1985(10) 

As already stated in these comments and in the Council's publication 
Institutional Care of the Elderly in Ireland< 11) the Homes for Incapacitated 
Persons Regulations, 1985, though a major improvement on the regu
lations that existed up to then, are too vague and general in their 
requirements and too open to subjective interpretation. The Council· 
notes and welcomes the intention of the Minister to carry out a further 
review of these regulations and to proceed with the introduction of new 
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legislation, including the updating of the Health (Homes for Incapacitated 
Persons) Act, 1964. 

The enforcement of any regulations pertaining to nursing homes, 
but particularly ones which are not specific and precise, require the 
deployment by health boards of skilled and trained personnel to oversee 
their enforcement. 

The Council believes that the health boards will require skilled per
sonnel to ensure the implementation of the Regulations particularly as 
the existing maximum fine of £50.00 for a breach of the Regulations 
under the 1964 Act is unlikely of itself to prove an effective deterrent to 
practices in contravention of the regulations. 

The Council is concerned about the following shortcomings· of the 
1985 Regulations: 

(i) The wide usage of terms such as "adequate", "sufficient" are 
problematic. A standard considered "adequate", "suitable", or 
"sufficient" by those providing a facility or a service may not be 
so considered by those using the facility or in receipt of the 
service. Objective minimum standards are required which should 
be enshrined in legislation. 

(ii) Though the Regulations stipulate that the person carrying on a 
home shall "provide for the safekeeping of personal belongings 
which a patient has with him" in a home, they do not require 
that lockers, hanging space and drawers for such possessions 
(which are important for the elderly persons) be provided. 

(iii) The regulations do not cover the question of insurance. 

(iv) It is not clear if the Regulations apply to homes where elderly 
persons are boarded out with the proprietor/carer being 
remunerated by the health board. (12) 

(v) The Regulations do not cover the more extreme practices in 
nursing homes that would appear to occur from time to time, 
for example, the needless locking of people in rooms at night 
or lack of privacy in toiletting. 

The above factors also need to be provided for in revised legislation. 

Registration of Private and Voluntary Nursing Homes 

The Council has already recommended(l3) that any new legislation relat-
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ing to nursing homes should provide for an effective system of registration 
for all private and voluntary nursing homes and has suggested that refusal 
or cancellation of registration should be possible for stated reasons 
relating to standards in the home or to the person operating the home. 

Legislation in Britain(14) provides for the registration of all private 
nursing homes and mental nursing homes (and hospitals), i.e., any 
establishment which provides or is intended to provide, whether ·for 
reward or not, residential accommodation with both board and personal 
care for four or more persons in need of personal care by reason of old 
age, disablement, past or present dependence on alcohol or drugs. or 
past or present mental disorder. Homes providing certain types of care, 
for example nursing care. are also required to be registered with the 
health authority. 

Vnder British legislation local authorities are obliged to make available 
for inspection a list of all private and voluntary residential homes regis
tered in their areas. 

Inspection of Nursing Homes 

The Council considers that the successful implementation of current or 
future regulations in relation to nursing homes requires the availability 
to health boards of a trained and skilled inspectorate. able to command 
the respect of proprietors, staff and patients alike. The focus of the 
inspectorate should be on how nursing homes can be assisted to provide 
high quality care rather than on merely implementing minimum stan
dards. As has already been stated. it is likely to be easier to enforce 
precise and specific minimum standards than ones which are more 
general and vague in their requirements. Such a situation would leave 
more time for the inspectorate to explore with nursing home proprietors 
options for improving the quality of care in the nursing home. 

The Council recommends that each health board,depending on the 
number of homes in its area, should designate a member or members 
of staff to take responsibility for the monitoring and inspection of all 
private and voluntary nursing homes with a view to developing a 
high standard of care over a period of time. It is a fundamental 
necessity that sufficient resources are allocated to enable this objective 
to be achieved. 
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In troduction 

This report is written as a contribution to the debate about the role of 
private and voluntary nursing homes for the elderly. In 1968 The Care 
of the Aged Reporrll highlighted the importance of helping elderly 
persons to live in the community rather than providing for them in 
hospitals or other institutions. In the Republic of Ireland, private and 
voluntary nursing homes play an important part in the provision of long
term care accommodation for the elderly. Many health boards use 
private and voluntary nursing homes as an adjunct to their own services 
for the elderly through the provision of subventions and grant aid. It is 
unclear, however" how many elderly residents of these homes actually 
need to be there and require in-patient services. Available evidence 
suggests that elderly persons are often admitted to nursing homes when 
the social and family support on whch they depend has reached some 
kind of crisis. In this situation, pressure is exerted by relatives or by the 
family doctor to have the elderly person admitted to care at the earliest 
possible date. In some instances the pressure is exerted by the staff of 
an acute hospital where the elderly person may be seen as "blocking a 
bed". In this situation, the elderly person may indicate a desire to go 
into care rather than further contribute to the family crisis which they 
may feel they have caused in the first place. Although 58 per cent ofall 
admissions to nursing homes are from the community it would appear 
that the Directors of Community Care and their teams are very often 
not involved in the admission of elderly persons to homes. 

In order to assess the possibilities and potential demand for com
munity-based accommodatiori and care for the elderly, it is important 
to assess the current situation. In particular, it is important to clarify the 
role of private and voluntary nursing homes in the health care setting 
by providing a profile of residents, facilities, staff and residential admis
sion and discharge procedures. 

This report prc.;ents the findings of a study carried out by the Social 
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Research Centre, N .I.H.E., Limerick on behalf of the National Council 
for the Aged in the Spring of 1985. 

The findings of this study are intended to complement the more 
qualitative focus of the forthcoming study also undertaken by the Social 
Research Centre, N.I.H.E., Limerick entitled "It's Our Home": The 
Quality of Life in Private and Voluntary Nursing Homes. 

The report is organised into seven chapters. Chapter 1 briefly describes 
the background and focus of the study. Chapter 2 provides a profile of 
nursing homes. A description of the residents who are living in residential 
care is outlined in Chapter 3. The type of facilities and services provided 
in nursing homes are examined in Chapter 4. Chapter 5 focuses on the 
level and type of staffing provided in private and voluntary nursing 
homes for the elderly. The final chapter of results, Chapter 6, looks at 
the admission to and discharge process from nursing homes. Chapter 7 
reviews the main findings of the study and raises a number of key issues 
relating to these findings. . 

Five appendices accompany the text, containing additional tables and 
details of the questionnaire design, census and fieldwork organisation. 
A bibliography listing all those books found useful in the preparation 
and writing of the study is also included. 

NOTES 

(I) The Cure of fhe Aged. Reporf of all illler-Depur/lllellllli Commillee. Dublin: Station
ery Office. 1968. 
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CHAPTER 1 

Research Design and Methodology 

1.0 Background and Focus 

The focus of this study is to provide reliable information about nursing 
homes since very little is known about the specific facilities, buildings, 
types of residents, admission and discharge procedures that prevail. 
Anecdotal information exists but little or no systematic research is 
available on this aspect of institutional care. For the purposes of this 
study, the term "nursing home" refers to private and voluntary, but not 
Health Board homes, which offer residential care to the elderly. In the 
Health (Homes for Incapacitated Persons) Act, 1964, the term "home" 
means "any premises in which incapacitated persons are maintained" 
and excludes "premises in which no incapacitated persons are main
tained". (I) In this study the term nursing home is used in a broader 
context to refer to all residential nursing care for the elderly, whether 
the residents are incapacitated or not. 

Private nursing homes, in this study, refer to those which are operated 
on a commercial basis while voluntary nursing homes refer to those 
operated by religious communities or other charitable bodies on a non
commercial basis. In the context of the care of the elderly both types of 
nursing home playa central role in the provision of both short-term and 
long-term care accommodation. A detailed description of institutional 
care is given in Institutional Care of the Elderly in Ireland, a report from 
the National Council for the Aged. (2) 

Growing out of the absence of substantive information on the vol
untary or private sector involved in residential care for the elderly, this 
study has a fact-finding purpose. It is an empirical rather than a theor
etical exercise, which will paint a picture of the residential care facilities 
as well as residents in care .. Its overall aim is to describe residential care 
with a view to raising issues in relation to this area of care for the elderly. 
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1.1 Compilation of List of Residential Homes 

Obtaining the study population was problematic because many sample 
sources were not available. Health boards were unable to provide a 
complete list of all nursing homes in their area or, in the case of the 
Department of Health, the country as a whole. A list of private and 
voluntary homes was compiled with the help of the health boards, 
Department of Health, the classified telephone directory and adver
tisements in newspapers and individual references. A total of 257 nursing 
homes was identified. 

Of the 257 nursing homes contacted, 187 completed the "census" 
forms (i.e., the questionnaire used to collect the basic information for 
the study); 34 did not fill in the form despite several contacts and follow
ups. There were 6 outright refusals. There were 30 homes which had 
gone out of business or were duplicated on the original list. The study 
was carried out in the twenty-six counties of the Republic of Ireland. 

1.2 Planning and Pilot Study 

Table 1.1 below presents the sequence of the various stages in the 
planning and analysis of the study. The preliminary research consisted 
of a series of interviews with service providers, proprietors and staff of 
selected nursing homes. Their interviews helped to structure the context 
of the "census". Pre-testing of the census schedules was undertaken in 
a number of homes. The pilot study was regarded as an integral part of 
the research design and changes were made to the census form on the 
basis of this pre-study. Th~ census form went through many stages of 
revision. During this pilot phase considerable information was obtained 
which helped plan and focus the study. Consultations were held with 
various bodies including the Consultative Working Group established 
by the National Council for the Aged as well as individuals working in 
related fields. These proved of major benefit to the study. 

1.3 Methodology: The Census Schedule 

. The census form was a structured pre-coded interview schedule with a 
fixed sequence of topics to be followed. Details of the design are 
contained in Appendix 5. From the experience gained from the pre-tests 
it was decided to send a census schedule to every private and voluntary 
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Stage 

Planning and 
organisation. 
Literature Review 

Research Design 

Pilots/pre-tests 

Census 

Fieldwork, 
Organisation and 

Training 

Consultative 
Committee 

Main Study: 
Census of all 
Private and 
Voluntary Nursing 
Homes 

Meeting with 
Consultative 
Committee 

Fieldwork 

Preparation of 
data for analysis 

Computer 
Analysis 

Final Report 

TABLE 1.1 

Planning and Time Sequence of Study. 

Objectives 

Definition and focus. Hypothesis 
derivation. Exploration of the 
conceptual arena. 

Structured interviews for pre-test. 

To test and help structure the census 
schedule; provide feedback on 
organisational issues. 

Compilation of list of private and 
voluntary nursing homes. 

To facilitate the quality of the data 
returned. 

Familiarise interviewers with context 
and content of study. 

To raise issues and facilitate policy 
formation. 

Quantitative in nature, to provide 
Information on the personnel, 
physical. social and individual 
circumstances of the nursing 
homes, their organisational 
functioning and the type and quality 
of patient.care. 

Review progress. Outline future plan 
for development of policy issues. 

Collection of data. 
187 Census Forms returned 
6 refusals 
34 unanswered 
30 duplicates or out of business. 

Coding of pre-coded and open-ended 
questions. 
Preparation of data for computer. 

Analyse data. 
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Time 

November 1984 
December 1984 

December 1984 
January 1985 

January 1985 
February 198~ 

January 1985 

January 1985 

March 1985 

February 1985 

21 st March 1985: 
Census day 

April 1985 

April 1985 

May 1985 

June-July 1985 

November· 1985 



nursing home for the elderly. A covering letter* accompanied each 
census form outlining the purpose of the study and explaining the 
importance of filling in the form and returning it by a certain date. The 
proprietor/person in charge of each home was informed that a Social 
Research Centre interviewer would call to collect the form during a 
specific week. In addition to this letter, individual letters were sent by 
the health boards explaining that the study had been approved by the 
Department of Health and that the Social Research Centre, as an 
independent research organisation, ensured the confidentiality of all 
information received. 

It was stated explicitly that no information provided by a specific home 
would be accessible to either the Department of Health or individual 
health boards. After the census form was sent to the nursing homes, 
Social Research Centre interviewers visited the homes and completed 
the following tasks: 

• Contacted the proprietor or person in charge of each of the homes 
to arrange a suitable time to collect the census schedule. 

• Answered any queries that the respondents had on individual 
questions or items on the census form. 

• Checked that all questions had been answered adequately, accu
rately and in sufficient detail. If any questions were not adequately 
answered interviewers were asked to draw attention to this and to 
obtain the relevant information. 

• Returned the completed census form to the Social Research Centre. 

In a limited number of cases (55) census forms were returned by post to 
the Social Research Centre. Where difficulties were reported. follow-up 
letters. telephone calls and visits were made to ensure as high a response 
as possible. 

1.4 Selection of Interviewers 

In all. 15 interviewers worked on the study. Each was an experienced 
interviewer aware of the sensitive nature of the study. Some had been 
involved in the pilot stage of the research. Thorough training was 
provided for ~ach interviewer. The training programme aimed to impart 

'Sc:c Appc:ndix 5 for details. 
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a common approach, an understanding of the study and familiarisation 
with the census schedule. Each interviewer was issued with an ID card 
and instructed to provide respondents with a telephone number if they 
had any doubts about or objections to the study. Several homes objected 
to the use of the word "nursing home" which was contained on the 
census schedule and the letter. They felt that "nursing homes" had a 
"bad name" and that they did not want to be identified with such a 
group. 

After discussions, most of those who objected to the nature of the 
study filled in the form. Four homes referred the census form to their 
solicitors and two of these were advised not to complete the schedule. 
A further two felt that the type of resident in their particular home was 
more "up market and should not be bothered by these forms as they 
[the residents] were entitled to their privacy". These two homes refused 
to be involved in the study. For the study as a whole, however, the 
response was very high and the quality of information showed that the 
careful groundwork was essential for the success of the study. The census 
forms were returned to the Social Research Centre where they were 
checked thoroughly by the Social Research Centre Survey Unit which 
coded and prepared the data for computer analysis. 

The remaining chapters present the findings of the study. The next 
chapter puts the study in context by describing the type and nature of 
the nursing homes under study and provides a profile of their residential 
care facilities. 

NOTES 

1. Health (Homes for Incapacitated Persons) Act, 1964, Dublin: Stationery Office, Section 
I, Subsection 1, p. 8J. . 

2. National Council for the Aged, Institutional Care of the Elderly in Ire/and, Dublin: 
National Council for the Aged, 1985. 
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CHAPTER 2 

The Physical Environment of Private 
and Voluntary Nursing Homes 

2.0 Introduction 
It is generally acknowledged that the physical environment of both 
long-term and short-term care affects older people both physically and 
psychologically. 

Little is known about nursing homes in terms of their age and physical 
characteristics, their facilities, heating arrangements, security pre
cautions and the fees charged. This chapter presents the results derived 
from the census schedules completed by private and voluntary nursing 
homes. It provides a profile and description of nursing homes and of the 
general ethos and environment which affects the lives of the residents. 

2.1 Types of Homes 

The results are based on information from 187 private and voluntary 
homes providing residential care for the elderly. Thirty-eight per cent 
of these homes are classified as voluntary homes, being under the control 
of a religious community or a charitable body. The remainder (62 per 
cent) are private homes which are operated on a commercial, profit
making basis (Table 2.1 (a)). The distribution of these homes by county 
is outlined in Table 2.1 (b)*. 

·Column tOlals in the tables referred to throughout this report may not always equal 
100.0. due to rounding error. The number of cases (N) on which percentages are based is 
highlighted in the last row of eaeh table. The total number of cases is not always equal to 
I X7 due to non-response and non-applicability in certain situations. 
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Status 

Voluntary 
Private 

N= 

Donegal 
Sligo 
Galway 
Mayo 
Clare 
Limerick 
Tipperary NR 
Cork 
Kerry 
Waterford 
Wexford 
Carlow 
Kilkenny 
Tipperary SR 
Wicklow 
Kildare 
Meath· 
Dublin 
Cavan 
Monaghan 
Laois 
Offaly 
Longford 
Westmeath 
Roscommon 

N= 

TABLE 2.1 (a) 

Status of Nursing Home. Q.2 

Total Nursing Homes 

% 
38.0 
62.0 

187 

TABLE 2.1 (b) 

Location of Nursing Home. 

Private Voluntary 
Nursing Homes Nursing Homes 

% % 
0.9 1.4 
0.0 4.2 
5.2 0.0 
2.6 1.4 
2.6 1.4 
6.9 2.8 
2.6 1.4 
5:2 14.1 
4.3 2.8 
0.0 7.0 
2.6 0.0 
0.0 1.4 
0.0 1.4 
7.8 0.0 

17.2 2.8 
2.6 0.0 
0.0 1.4 

30.2 47.9 
0.0 1.4 
0.0 2.8 
1.7 0.0 
1.7 1.4 
1.7 1.4 
1.7 1.4 
2.6 0.0 

116 71 

30 

Total Nursing 
Homes 

% 
1.1 
1.6 
3.2 
2.1 
2.1 
5.3 
2.1 
8.6 
3.7 
2.7 
1.6 
0.5 
0.5 
4.8 

11.8 
1.6 
0.5 

36.9 
0.5 
1.1 
1.1 
1.6 
1.6 
1.6 
1.6 

187 



2.2 Approved and Non-Approved Nursing Homes 

The health boards have a statutory obligation, under Section 54 of the 
1953 Health Act, to provide institutional assistance for-p~rsons who are 

.unable to provide for themselves. Since the 1970s private and voluntary 
nursing homes have tended to be used increasingly by some health 
boards (especially the Eastern Health Board) as an adjunct to their own 
institutional services for the elderly and as a method of discharging their 
obligations under the 1953 Act(1). In 1982, nearly 40 per cent of the 
residents of long-term institutional care in the Republic of Ireland were 
in voluntary (22 per cent) or private (17 per cent) homes, the remainder 
(61 per cent) being in Health Board institutions(2). 

Private and voluntary nursing homes can be approved by the Minister 
for Health for the provision of nursing services under Section 54 of the 
Health Act 1970. The significance of "approved status" for a nursing 
home is that it allows the residents to claim, as of right, a subvention 
from the Minister for Health towards the expenses of living in those 
nursing homes. Residents of approved homes can also claim con
tributions from the Voluntary Health Insurance Board towards their 
nursing expenses. The cost of living in an approved home is also allowable 
against tax and this evidently benefits residents with a taxable income. 

No home is required by statute to seek approval although it is clearly 
an advantage to do so because of the greater financial flexibility which 
it confers on residents. This is reflected in the fact that over lhree
quarters of the homes interviewed in the study have applied for Section 
54 approval. (See Table 2.2.) 

It is noticeable, that private homes are more likely to seek approval 

TABLE 2.2 

Whether Nursing Home Applied for Approval under Section 54 of the Health 
Act (1970,. Q.3 la' 

Category 

Applied for approval 
Not applied for approval 
Don't know 

N= 

Private 
Nursing 
Homes 

% 
87.7 
12.3 
0.0 

114 

31 

Voluntary 
Nursing 
Homes 

% 
60.6 
33.3 

6.1 

66 

Total Nursing 
Homes 

% 
77.8 
20.0 

2.2 

180 



than voluntary homes. This can be explained by the fact that 93 per cent 
of the voluntary homes which did not seek approval do not classify 
themselves as nursing homes but rather as residential or retirement 
homes. The remaining 7 per cent were unaware of the possibility of 
seeking approval. (See Table A.2.l.) Section 54 of the 1970 Act is 
concerned only with those homes providing nursing care. The findings 
of this study indicate that the proprietors and staff of nursing homes· for 
the elderly are quite clear that only those homes which provide nursing 
care should be classified as nursing homes. A signifi<;ant number of those 
who completed census forms highlighted the fact (hat they took exception 
to the home being included under a general category labelled "nursing 
home". 

It is important to note that not all homes which have sought approval 
for the provision of nursing care under Section 54 of the 1970 Act have 
been successful in gaining approval. That is not a direct result of any 
concern about the standard of nursing care in the homes seeking 
approval, but rather a reflection of the State's financial constraints. 

Approval of homes leads to increased demand for state subventions 
which, in the current climate of cutbacks and financial rectitude, cannot 
be met by the health boards. No new approvals have been made by the 
Minister for Health since 1980. AlJ homes which had applied unsuc
cessfulJy for approval under Section 54 of the 1970 Act stated that they 
had been unsuccessful because there were no new approvals being made. 

There is no formal legislation. requiring registration of nursing homes 
for the elderly in the Republic of Ireland. However, the Health (Homes 
for Incapacitated Persons) Act, 1964, requires that persons proposing to 
set up a home notify the relevant health board of the name and address 
of the home and the name of the person in charge. The term incapacitated 
is taken within the meaning of the Act to include persons who are 
incapable of looking after themselves by reason of old age. The Act does 
not, however, extend to homes in which "no incapacitated person is 
maintained for private profit"(3). Many voluntary homes are thereby 
excluded. This is reflected in the evidence provided by Table 2.3. Over 
three-quarters of nursing homes (78 per cent) are included on the list of 
nursing homes compiled by the health board in their area - this list 
being compiled as a result ~f the 1964 Act. While 10 per cent of private 
homes are not included on the lists, 42 per cent of voluntary homes are 
not included. This can be explained by the fact that the Act does not 
extend to voluntary homes which are not run for profit and many 
voluntary homes do not classify themselves as nursing homes. 
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TABLE 2.3 

Whether Nursing Home is Included on List of Homes Provided by Relevant 
Health Board. Q.3101 

Private Voluntary Total 
Inclusion Nursing Homes Nursing Homes Nursing Homes 

0/0 % % 
Included on health board 88.7 57.8 77.7 
list 
Not included on health 9.6 42.2 21.2 
board list 
Don't know 1.7 0.0 1.1 

N= 115 64 179 

In addition to the distinction between private and voluntary homes, 
nursing homes can also be differentiated according to the type of care 
provided. As a preliminary and subjective measure of type of care, 
homes were asked to indicate the type of care mainly provided in their 
home. As Table 2.4 shows, three-quarters of homes (77 per cent) 
indicated that they provide mainly nursing care and just less than one
fifth (17 per cent) indicated that they provide mainly non-nursing care. 
The remaining 5 per cent provide a mixture of nursing and non-nursing 
care. There is an important difference between private and voluntary 
homes in this respect. Private homes were much more likely to report 
that they provide mainly nursing care (90 per cent) while voluntary 
homes were more likely to report that they provide mainly non-nursing 
care (32 per cent) and in some cases a mixture of nursing and non
nursing care (12 per cent). This underlines the earlier finding that 
voluntary homes tend not to see themselves as nursing homes. 

The findings reported up to this point provide a picture of the type of 
care which private and voluntary homes see themselves as providing. 
The type of care provided can ·be measured more accurately by con
sidering the medical and social circumstances of the residents and the 
type of service provided. This will be the concern of a later chapter. But 
to provide the context for such an analysis it is important, first of all, to 
consider the physical characteristics of the homes themselves and the 
type and extent of facilities available in the home. 
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TABLE 2.4 

Type of Care Provided by Nursing Home. 0.4 

Private Voluntary 
Type of Care Nursing Homes Nursing Homes 

% % 
Mainly nursing care 89.7 56.5 
Mainly non-nursing care 8.6 31.9 
Other (mixture of nursing 1.7 11.6 
and non-nursing care) 

N = 116 69 

2.3 Physical Characteristics of Nursing Homes 

2.3 (a) Age of Home 

Total 
Nursing Homes 

% 
77.3 
17.3 
5.4 

185 

Table 2.5 provides details of the length of time the nursing homes have 
been in existence. The evidence indicates that there has been a noticeable 
growth in the number of homes since 1960, as three-quarters of the 

. homes have been in existence for twenty-five years or less. The growth 
has been particularly noticeable over the past decade given that 46 per 
cent of the homes included in the analysis have been in operation for 
less than ten years. Much of this growth is, however, attributable to an 
increase in the number of private homes. Sixty-two per cent of private 
homes have been in existence, for ten years or less and all but 12 per 
cent have been operating for less than twenty-five years. In contrast, 
only 18 per cent of voluntary homes are less than ten years old, while 
one-quarter of them have been in existence for at least seventy-five 
years. 

TABLE 2.5 
Length of Time Nursing Home Has Been in Existence. 0.1 

Private Voluntary Total 
No. of Years Nursing Homes Nursing Homes Nursing Homes 

% % % 
2 years 11.7 3.0 8.4 
3-5 years 26.1 7.5 19.1 
6-10 years 24.3 7.5 18.0 
11-25 years 26.1 35.8 29.8 
26-50 years 9.9 11.9 10.7 
51-75 years 1.8 9.0 4.5 
7,6-100 years 0.0 4.5 1.7 
100 years 0.0 20.9 7.9 

N= 111 67 178 
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2.3 (b) The Building 

Table 2.6 provides details of the age of the buildings in which the nursing 
homes are located. More than half of the homes were built before 1930. 
When compared to the finding in Table 2.5 that just under one half of 
the homes have been in existence for ten years or less, it is clear that 
not all nursing homes were built specifically for the purpose which they 
now fulfil. This is true for both voluntary homes and the more recently 
established private homes. 

TABLE 2.6 

Year Nursing Home Was Built. 0.8 

Private Voluntary Total 
Year Nursing Homes Nursing Homes Nursing Homes 

% % % 
Pre-1850 11.6 12.5 11.9 
1850-99 17.9 25.0 20.5 
1900-29 23.2 15.6 20.5 
1930-49 13.4 4.7 10.2 . 
1950-69 6.3 7.8 6.8 
i970-79 16.1 20.3 17.6 
Post-1979 4.5 6.3 5.1 
Don't know 7.1 7.8 7.4 

N = 112 64 176 

Although a greater proportion of voluntary homes are located in 
buildings erected during the nineteenth century, private homes are less 
likely than voluntary homes to be located in buildings which are less 
than fifteen years old. There is, therefore, no clear pattern of association 
between the type of home, the length of time it has been in existence 

. and the age of the building in which it is located. 
Given the age distribution of the buildings in which nursing homes 

are located it is· not surprising that only one-quarter of them were 
originally built as nursing homes. (See Table A.2.2.) Of those that were 
not built as nursing homes, the majority (60 per cent) were formerly 
private residences and one-fifth had previously been used· as a hotel or 
guest house. (See Table 2.7.) An equal proportion of voluntary and 
private homes are located in former private residences. The main dif
ferencebetween the two types of homes is that private homes are more 
likely than voluntary homes to be located in buildings previously used 
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TABLE 2.7 

Previous Use of Nursing Home, if not Originally Built as Nursing Home. 
Q.7 (b) 

Private Voluntary Total 
Previous Use Nursing Homes Nursing Homes Nursing Homes 

% % % 
Private residence 60.6 60.0 60.4 
Hotel/guest house 25.3 5.7 20.1 
Commercial 6.1 2.9 5.2 
Institutional 8.1 31.4 14.2 

N= 99 35 134 

as a hoteUguesthouse, while voluntary homes are more likely than private 
homes to be based in what were formerly institutions. 

Fieldworkers were instructed to complete a report on each home from 
which they collected a census form. Since some census forms were 
returned by post, interviewer reports are available for only 132 of the 
187 homes included in the analysis. Nevertheless, analysis of these 
repor:ts provides an indication of the physical condition of buildings. 

Fieldworkers reported that one-third of the homes visited were in 
excellent structural condition, although this was more likely to be the 
case for voluntary than for private homes. (See Table A.2.3.) Most 
homes were reported to be in either very good or fair structural condition. 
Only three homes, all private, were described as being in poor condition 
structurally. 

Reports on the state of decor in the homes are similar to those relating 
to structural condition. The state of decor was considered to be excellent 
in 29 per cent of homes and this was again considered to be more true 
of voluntary than private homes. (See Table A.2.4.) Private homes were 
more likely to be considered in a poor state of decor than voluntary 
homes, although only 8 pc:r cent of all homes were classified as such. 
The level of cleanliness and tidiness of the interior of the homes was 
rated highly given that 93 per cent of them were considered to be quite 
clean and tidy. (See Table A.2.S.) It is noticeable again that voluntary 
homes were more likely to be considered very clean and tidy while the 
homes rated as dirty and untidy were private ones. 

Most homes were well insulated, only S per cent of homes were 
considered to show evidence· of dampness while 8 per cent were reported 
as showing evidence of draughts. (See Tables A.2.6 and A.2.7.) 
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2.3 (e) Setting 

Apart from the building itself, one of the areas to be considered in 
discussing the physical characteristics of nursing homes. is the setting. 
This provides an indication of the ethos of the environment within which 
the residents spent their time on a day-to-day basis. 

Most homes (85 per cent) were reported by fieldworkers to be located 
in or at the edge of a city, town or village. (See Table A.2.8.) Ten per 
cent were located in areas where there was an urban centre within one 
mile. In all then, 95 per cent of homes, if not located in an urban area, 
are within one mile of an urban area. One of the concerns in relation to 
the location of the home is the availability of public transport and ease 
of access for residents to urban centres. Most homes (55 per cent) are 
less than two hundred and fifty yards away from the nearest bus stop 
and just under one third (31 per cent) were reported to be between two 
hundred and fifty yards to half a mile from one. (See Table A.2.9.) 
Overall the findings indicate that voluntary homes are more likely to be 
near a bus stop than private homes. 

Fieldworkers were also asked to provide an indication of the size of 
garden (if any) attached to each horne visited. Ninety-two per cent of 
homes visited had gardens. (See Table A.2.1O.) Private homes were 
more likely than voluntary homes to have a garden. However, the size 
of garden was more likely to be reported as large in voluntary homes 
than in private homes. It should be noted, however, that the measure 
of garden size is subjective and based on the fieldworkers' perception of 
size. 

Although 92 per cent of homes have gardens it is important, if they 
are to be used as an amenity or recreational facility, that they are 
accessible to residents. While a garden may in theory be accessible to 
all residents, there may be particular features, such as steps or slopes, 
which limit the access of elderly residents with impaired mobility. Field
workers were asked to consider such features in reporting on the accessi: 
bility of gardens attached to homes they visited. Fifty-nine per cent of 
homes visited (which had gardens) were found to have gardens which 
were accessible to all residents. (See Table A.2.ll.) The remainder had 
gardens which were considered to be accessible to ambulant residents 
only. 
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2.3 (d) Beds and Rooms 

One of the most immediate factors to be considered in examining the 
characteristics of homes is the way beds are distributed throughout the 
home. Beds may be located in single or multiple rooms, including wards. 
Homes were, therefore, requested to provide details of the total number 
of beds in the home and, in addition, to specify the number of single 
and double rooms, as well as the number of wards. The ratio of beds to 
rooms in each home can be calculated using this information. The size 
and area of single rooms and the space allocated to each bed in double 
or multiple rooms is also important. The Department of Health's stan
dards for private Nursing Homes which are circulated to health boards 
recommend a minimum area of 9.3m2 for single rooms and a minimum 
of 7.4m2 per bed for shared rooms. An accurate measure of area per 
bed in each home would require a detailed me(:lsuring exercise in every 
home. This was beyond the brief of the present study. For this reason 
the number of beds per room is used as an indicator of the type of 
accommodation provided for residents. 

Most nursing homes for the elderly are small. Almost 70 per cent have 
thirty beds or less. (See Table 2.8.) There are, however, clear differences 
between homes in this respect. Private homes are more likely to be 
small, 83 per cent having thirty beds or less. The corresponding figure 
for voluntary homes is 47 per cent. When compared to the distribution 
amongst all homes, it can be seen that a high percentage of voluntary 
homes (44 per cent) have forty beds or more. In terms of bed numbers, 
private homes, therefore, tend to be smaller than voluntary homes. 

Table 2.9 compares the number of beds per room in voluntary and 
private homes. Only 12 per cent of all homes have a one-to-one ratio of 
beds to rooms. t These are more likely to be voluntary than private 
homes. Three-quarters of voluntary homes have a ratio of beds to rooms 
of between 1:1 and 2:1. Most private homes (85 per cent), however, 
have between 1.01 and 2.5 beds per room. A small proportion of homes 
(13 per cent) have more than 2.5 beds per room but it is interesting to 
note that most of the hoines with a ratio of beds to rooms of at least 
3.51:1 are voluntary ones. Overall, the data in Table 2.9 indicate that 
the ratio of beds to rooms tends to be lower in voluntary homes (mean 

tThe two per cent of homes with less than one bed per room is made up of three voluntary 
homes who reported that they have more rooms than beds. 
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TABLE 2.8 

Total Number of Beds in Nursing Home. O.S 

Private Voluntary Total 
Number of Beds Nursing Homes Nursing Homes Nursing Homes 

% % % 
10 or less 10.3 5.7 8.6 
11 to 20 40.5 22.9 33.9 
21 to 30 31.9 18.6 26.9 
31 to 40 11.2 8.6 10.2 
41 to 50 2.6 20.0 9.1 
51 to 100 2.6 15.7 7.5 
100 or more 0.9 8.6 3.8 

N= 116 70 186 

TABLE 2.9 

Number of Beds per Room in Nursing Homes.· 

Private Voluntary Total 
Beds per Room Nursing Homes Nursing Homes Nursing Homes 

% % % 
Less than 1.0 0.0 4.3 1.6** 
1.0 3.4 27.1 12.4 
1.01 to 1.50 27.6 27.1 27.4 
1.51 to 2.00 37.9 20.0 31.2 
2.01 to 2.50 19.8 5.7 14.5 
2.51 to 3.00 5.2 5.7 5.4 
3.01 to 3.50 4.3 0.0 2.7 
3.51 or more 1.7 10.0 4.8 

N = 115 66 181 

*Means and Standard Deviations (in parentheses) for both types of home are: 
Voluntary 1.71 (1.10) 
Private 1.89 (0.73) 
All Homes 1.83 (0.89) 

**The 2 per cent of homes with less than one bed per room is made up of three 
voluntary homes who reported that they had more rooms than beds. 

1.71:1) than private homes (mean = 1.89:1). The spread is broader 
in voluntary homes (standard deviation = 1.10) indicating that, while 
most voluntary homes have a lower ratio of beds to rooms, there are 
some with high ratios. This reflects the fact that the voluntary category 
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includes a number of homes with fifty or more beds, some of which are 
located in open wards. 

In examining the ratio of beds to rooms it is also important to consider 
the level of occupancy of beds. The occupancy rate is measured by 
expressing the number of residents in the homes as a percentage of the 
number of beds. Table 2.10 shows that all beds are occupied in more 
than half (54 per cent) of residential care homes for the elderly. At least 
90 per cent of beds are occupied in 71 per cent of all homes. This 
pattern holds for both voluntary and private homes although the average 
occupancy rate in voluntary homes (0.94) is slightly higher than that in 
private homes (0.91). On average,'92 per cent of all beds in private and 
voluntary homes are occupied by elderly residents. 

TABLE 2.10 

Occupancy Rate- of Beds in Nursing Homes. 

Private Voluntary Total 
% of Beds Occupied Nursing Homes Nursing Homes Nursing Homes 

% % % 
Less than 50 1.7 4.5 2.7 
50 to 59 2.6 3.0 2.7 
60 to 69 4.3 3.0 3.8 
70 to 79 8.7 6.0 7.7 
80 to 89 11.3 13.4 12.1 
90 to 99 15.7 19.4 17.0 
100 55.7 50.7 . 53.8 

N = 115 67 182 

*Calculated by expressing number of elderly residents in homes as a percentage 
of the number of beds available for elderly residents. 

Means and Standard Deviations (in parentheses) for the proportion of beds 
occupied in both types of home are: 

Voluntary 0.94 (0.28) 
Private 0.91 (0.15) 
All Homes 0.92 (0.21) 

2.3 (e) Heating 

Ninety-~jx per cent of homes provide central heating in residents' rooms 
and day spaces. The remaining homes use storage heaters, gas fires, 
open fires and electric and gas heaters. (See Table A.2.12 and A.2.13.) 
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Most homes (83 per cent) reported that temperatures in the home 
are monitored. (See Table A.2.14.) No details were obtained on the 
temperature maintained throughout the home. The Department of 
Health's standards for private nursing homes recommend that patient 
areas should be adequately heated and maintained at a temperature of 
18°C. The recommended temperature for day spaces and sitting areas is 
21°C. It is important, if these standards are to be maintained, that 
temperatures are monitored and the fact that this is not done in 17 per 
cent of homes is a cause for concern. Voluntary homes were found to 
be less likely to monitor temperatures than private homes. . 

2.3 (f) Safety Precautions 

All organisations, whether schools, companies or nursing homes are 
required to take adequate precautions to ensure the safety and well 
being of their members. All homes were asked to provide details of fire 
precautions and any emergency/alarm systems provided. 

More than three-quarters of nursing homes reported that a fire escape 
is provided in the homes. (See Table A.2.15.) Those homes without a 
fire escape gave a number of reasons for this. (See Table 2.11.) An equal 
percentage of these homes (29 per cent) reported that a fire escape was 
unnecessary because the home is located in a single storey residence or 
because there are sufficient exits without the addition of a fire escape. 
One-fifth of the homes without fire escapes indicated that none was 

TABLE 2.11 

Reasons Given for Not Having a Fire Escape in Nursing Home. Q.53 (bl 

Private Voluntary Total 
Reasons Nursing Homes Nursing Homes Nursing Homes 

% % % 
Ground floor residence 32.1 20.0 28.9 
Sufficient access to 25.0 40.0 28.9 
outside 
Not required by fire 25.0 10.0 21.1 
regulations 
To be installed 10.7 30.0 15.8 
Finance 3.6 0.0 2.6 
"Patients" couldn't use a 3.6 0.0 2.6 
fire escape 

N= 28 10 38 
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required by the fire regulations. Of the 38 homes without fire escapes, 
5 have three or more floors. Reasons given for the absence of a fire 
escape in these homes include sufficient access to existing exits, no 
requirement by fire regulations and finance. 

While a fire escape may not be required, other fire precautions may 
be necessary. These include the provision of alarm and safety devices 
and the holding of fire drills for residents and staff. All homes but one 
(a private home) have fire extinguishers. (See Table 2.12.) Smoke 
detectors are instalIed in 80 per cent of homes although most of these 
are in private homes. Fireproof doors are also present in 79 per cent of 
homes with a greater probability of being found in private than voluntary 
homes. In addition, 78 per cent of homes have alarm bells. The fire 
extinguisher is, therefore, the only anti-fire device in use in virtually all 
the homes for the elderly. 

TABLE 2.12 
Whether Selected Anti-Fire Safety Devices are Installed in the Nursing 

Home. Q.54 

Private Voluntary Total 
Safety Measures Nursing Homes Nursing Homes Nursing Homes 

0/0 % % 
Yes No Yes No Yes No 

Fire extinguisher 99.1 0.9 100.0 0.0 99.5 0.5 
Smoke detector 88.8 11.2 65.2 34.8 80.0 20.0 
Fire-proof door 81.9 18.1 73.9 26.1 78.9 21.1 
Alarm bell 75.9 24.1 80.9 19.1 77.7 22.3 

N= 116 68 184 

An additional indication of the level of preparation made by homes 
in case of fire is the frequency of fire drills. The findings here indicate 
that, while approximately 80 per cent of homes possess certain fire safety 
devices, less than two-thirds prepare their residents and staff for a 
possible outbreak of fire through the conduct of fire drills. (See Table 
2.13.) The data in Table 2.13 also indicate that private homes were more 
likely to report that they conduct fire drilIs than voluntary homes. 
The frequency of fire drills varies amongst homes: Approximately one
quarter of those that conduct fire drills do so every month. (See Table 
A.2.16.) Most, however, reported that drills are held every six months 
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(33 per cent) or annually (24 per cent). A further indicator of the level 
of preparation in Case of fire is the length of time elapsed since the 
previous fire drill. 

TABLE 2.13 
Whether Fire Drills are Conducted in Nursing Home. 0.55 (a) 

Private Voluntary Total 
Category Nursing Homes Nursing Homes Nursing Homes 

% % a/a 

Fire drills conducted 72.4 48.5 63.7 
Fire drills not conducted 27.6 51.5 36.5 

N = 116 66 182 

Just less than half of the homes which reported that they conduct fire 
drills (47 per cent) stated that a drill had been held within the three 
month period prior to the study. (See Table A.2.17.) Overall, the 
findings indicate that private homes are more likely to conduct fire drills 
after shorter intervals of time than voluntary homes. 

Fire is only one of many possible factors which 'can lead to an emerg
ency in a nursing home. Emergency call systems provide a means by 
which elderly residents can alert a member of staff in case of a medical 
alert or other difficulty such as a fall. Emergency call systems are installed 
in 87 per cent of all homes and in 89 per cent of private homes and 83 
per cent of voluntary homes. (See Table A.2.18.) Push button bell 
systems are by far the most common, being installed in 87 per cent of 
homes which reported that they have an emergency call system for use 
by residents. These systems are more likely to be found in private 
than voluntary homes. (See Table A.2.19.) Other systems used in the 
remaining homes include hand-bells and intercoms. The location of 
emergency call systems is important since accidents may occur in a range 
of locations including residents' rooms, bathrooms and corridors. For 
this reason, homes with emergency call systems were asked to indicate 
whether the system was installed in specific locations throughout the 
home. The most common location in which emergency call systems are 
installed is residents' rooms (94 per cent). (See Table 2.14.) Less than 
two-fifths of homes have emergency call systems. in other specified 
locations which are frequently used by residents. Sixty-two per cent of 
homes with emergency call systems do not have any system in the 
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TABLE 2.14 (al 

Whether Nursing Home Has Emergency Call System in Residents' Rooms. 
a.59 (cl 

Private Voluntary Total 
Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
Call system in residents' 95.1 91.1 93.7 
rooms 
No call system in resi- 4.9 8.9 6.3 
dents' rooms 

N = 103 56 159 

TABLE 2.14 (bl 

Whether Nursing Home Has Emergency Call System in Bathrooms. 
a.59 (cl 

Private Voluntary Total 
Category Nursing Homes Nursing Homes Nursing Homes 

% 0/0 % 
Call system in bathrooms 31.1 51.8 38.4 
No call system in bath- 68.9 48.2 61.6 
rooms 

N = 103 56 159 

TABLE 2.14 (cl 

Whether Nursing Home Has Emergency Call System in WCs. a.59 (cl 

Category 

Call system in WCs 
No call system in WCs 

N= 

Private 
Nursing Homes 

% 
20.4 
79.5 

103 

44 

Voluntary Total 
Nursing Homes Nursing Homes 

% % 
39.3 27.0 
60.7 73.0 

56 159 



bathrooms. This may, in part, be explained by the practice of ensuring 
that a member of the staff is present when an elderly person who is 
dependent in terms of personal care takes a bath. However, in cases 
where elderly residents are unaccompanied in the bathrooms the ques
tion of how to alert a member of staff in case of accident or other 
difficulty does arise. It is interesting to note here that voluntary homes 
(52 per cent) are more likely than private homes (31 per cent) to have 
an emergency call system in the bathroom. Voluntary homes are also 
more likely to have emergency call systems for residents in WCs and 
corridors. In contrast, the proportion of private homes with emergency 
call systems in dining and other day rooms is high (88 per .cent) when 
compared to the corresponding figure for all homes (73 per cent). (See 
Table 2.14 (e).) The findings indicate, therefore, that while a high 
proportion of residential care homes for the elderly do have emergency 
call systems for use by residents, these tend' to be concentrated in one 
location (usually the resident's room) rather than distributed throughout 
various locations in the home. 

TABLE 2.14 (d, 
Whether Nursing Home Has Emergency Call System in Corridors. 0.59 (c, 

Private Voluntary Total 
Category Nursing Homes Nursing Homes Nursing Homes 

% % 0/0 

Call system in corridors 29.1 42.9 34.0 
No call system in cor- 70.9 57.1 66.0 
ridors 

N= 103 56 159 

TABLE 2.14 (e' 
Other Locations of Emergency Call System in Nursing Home. Q.59 (c' 

Private Voluntary Total 
Locations Nursing Homes Nursing Homes Nursing Homes 

% 0/0 0/0 

Dining and other day- 87.5 33.3 72.7 
rooms 
Lift 0.0 11.1 3.0 
Chapel 4.2 11.1 6.1 
Staff rooms 8.3 44.4 18.2 

N = 24 9 33 
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Apart from fire and emergency precautions there are other indicators of 
safety consciousness in the homes. One such indicator is the type of 
precaution taken in the storage of drugs. Most homes reported that 
drugs are located in the staff office (56 per cent) while one-third reported 
that drugs are stored in a specially designated drug safe or locked 
cupboard. (See Table 2.15.) The proportion of homes allowing residents 
to keep their own drugs and medicine is small (4 per cent). In general, 
their drug-related precautions tend to centre on the use of the staff office 
or other locked room in voluntary homes or a drug safe or locked 
cupboard in private homes. 
The need for sanitary precautions suggests that a specially designated 
sluice room for storage of soiled or dirty linen should be provided. The 
Department of Health's standards provide for a sluice room with a 
minimum area of 9m2

• The census returns indicate that a little more than 
one half of all homes (57 per cent) provide a specially designated sluice 
room. (See Table 2.16.) Voluntary homes (67 per cent) are, however, 
more likely to provide one than private homes (52 per cent). The 
recommended standard is, therefore, not met in one-third of voluntary 
homes and half of all private homes. 

2.4 Insurance 

All but 12 per cent of homes gave details of the type of insurance cover 
provided by the home. (See Table 2.17.) The most common categories 
of insurance cover are fully comprehensive (32 per cent) and fire and 
theft/public liability (28 per cent). Private homes are more likely than 

TABLE 2.15 

Location of Drugs and Medicine in Nursing Home. Q.14 

Private Voluntary Total 
Location NursiQg Homes Nursing Homes Nursing Homes 

% % % 
Staff office 53.4 60.0 55.9 
Locked room 4.3 11.4 7.0 
Drug safe or other locked 41.4 20.0 33.3 
cupboard 
Residents keep own 0.9 8.6 3.8 
drugs/medicine 

N= 116 70 186 
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TABLE 2.16 
Whether a Specially Designated Sluice Room is Provided in Nursing Home. 

0.13 

Private Voluntary Total 
Provision Nursing Homes Nursing Homes Nursing Homes 

% % 0/0 

Specially designated 51.7 66.2 57.2 
sluice room 
No specially designated 48.3 33.8 42.8 
room 

N= 116 71 187 

TABLE 2.17 
Type of Insurance Cover Provided by Nursing Home. 0.56 

Private Voluntary Total 
Type Nursing Homes Nursing Homes Nursing Homes 

% % 0/0 

Fully comprehensive 30.2 35.2 32.1 
Fire and theft/public and 19.8 7.0 15.0 
employers' liability 
Fire and theft/public 32.8 21.1 28.3 
liability 
Custodian religious 0.0 7.0 2.7 
protection 
Nursing home and 8.6 12.7 10.2 
contents 
Don't know 2.6 4.2 3.2 
No reply 6.0 12.7 8.6 

N= 116 71 187 

voluntary to have fire and theft coverage while, not surprisingly, all 
homes with custodian religious protection are voluntary. What type of 
cover does this provide for residents and their property? Ninety-two per 
cent of homes indicated that residents are covered against accidental 
injury. (See Table A.2.20.) However, three-quarters of homes provide 
coverage for residents' property. (See Table A.2.21.) Such coverage is 
more likely to be provided by private (81 per cent) than voluntary homes 
(64 per cent). So, while most homes provide insurance cover, the type 
of coverage provided varies from home to home and, significantly, there 
are some persons in charge of homes who are unaware of the type of 
coverage provided by the home. 
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2.5 Fees 

Apart from physical and other characteristics nursing homes may also 
be distinguished and compared according to the fees charged for resi
dence in the home. As Table 2.18 shows, fees range from less than £50 
per week to £200 or more per week. Not surprisingly, fees tend to be 
lower in voluntary than private homes. Almost one-third of voluntary 
homes (32 per cent) charge less than £80 per week for residence in the 
home and more than one-fifth (22 per cent) charge a range of fees 
depending on the means of the resident and his/her nursing needs. The 
modal category for private homes is £120 to £139 (28 per cent) with only 
two per cent charging less than £50 per week. The average fee in all 
homes is £106.80 per week while that for private homes is £118.58, 
voluntary homes charging the lowest average of £83.48 per week. 

Table 2.19 details the type of meal provision provided as part of the 
weekly fee in each type of home. Most homes (93 per cent) include 
breakfast and breakfast in bed in the fee. This is more likely to be true 
of private than voluntary homes, however. A similar pattern holds for 
morning tea/coffee, midday meal and midday meal in bed. It is noticeable 
that 9 per cent of voluntary homes do not provide a midday meal as part 
of the weekly fee in the home. A higher percentage of voluntary homes 
(15 per cent) do not include evening meals in the fee. The most striking 
factor about this is that 8 per cent of voluntary homes do not provide a 

TABLE 2.18 

Weekly Fee in Private and Voluntary Nursing Homes for the Elderly Classi
fied by Type of Home. 

Private Voluntary Total 
Nursing Nursing Nursing 

Weekly Fee Homes Homes Homes 

0/0 % % 
Less than £50 1.9 14.3 6.6 
£50 to £79 7.7 17.5 11.4 
£80 to £99 19.2 11.1 16.2 
£100 to £119 15.4 11.1 13.8 
£120 to £139 27.9 4.8 19.2 
£140 to £159 10.6 7.9 9.6 
£160 to £199 7.7 1.6 5.4 
£200 or more 3.8 4.8 4.2 
Range of fees 5.8 22.2 12.0 
No fee 0.0 4.8 1.8 

N= 104 63 167 
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TABLE 2.19 

Type olMeal Provision Provided as Part of Weekly Fee. Q.30 (b) 

Private Nursing Homes 
% 

Service In Fee Extra 

Breakfast 97.4 0.0 
Breakfast in bed 100.0 0.0 
Morning tea 98.3 0.9 
Midday meal 100.0 0.0 
Midday meal in bed 98.3 0.9 
Afternoon tea 93.9 0.9 
Evening meal 100.0 0.0 
Evening meal in bed 97.4 0.9 
Supper 99.1 0.0 

Total number varies therefore no N figures are given. 

The mean weekly fee in each type of home is as follows: 

Not 
Provided 

2.6 
0.0 
0.9 
0.0 
0.9 
5.2 
0.0 
1.7 
0.9 

Voluntary Nursing Homes 
% 

In Fee Extra Not 
Provided 

84.8 3.0 12.1 
80.3 4.5 15.2 
80.3 1.5 18.2 
90.9 1.5 7.6 
75.8 4.5 19.7 
70.8 1.5 27.7 
84.8 1.5 13.6 
72.7 3.0 24.2 
77.3 0.0 22.7 

All Homes (£106.80); Private Homes (£118.58); Voluntary Homes (£83.48). 

Total Nursing Homes 
% 

In Fee Extra Not 
Provided 

92.8 1.1 6.1 
92.8 1.7 5.5 
91.7 1.1 7.2 
96.7 0.6 2.8 
90.1 2.2 7.7 
85.6 1.1 13.3 
94.5 0.6 5.0 
88.4 1.7 9.9 
91.2 0.0 8.8 



midday meal and 14 per cent provide no evening meal, even at an extra 
charge to the resident. 

2.6 Summary 

This chapter presents a profile of the 187 private and voluntary nursing 
homes in the study. It draws a clear picture of the physical environment 
in nursing homes in the Republic of Ireland. The results raise some key 
issues that will be addressed in Chapter 7. The focus of the following 
chapters is on the residents as described by the proprietors or persons 
in charge of the nursing home. 

NOTES 

1. National Council for the Aged, Institutional Care of the Elderly in Ireland, Dublin, 
National Council for the Aged, 1985. 

2. Ibid . 
. 3. Health (Homesfor Incapacitated Persons) Act, 1964, Op. Cit. p. 81. 
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CHAPTER 3 

The Residents 

3.0 Introduction 

In analysing the role of nursing homes for the elderly it is important to 
consider the people whose needs they are intended to meet. Who are 
the residents of these homes? How long do they stay in care? What is 
their level of independence and mobility, their capacity for self-care? 
The analysis outlined in this chapter is designed to answer these questions 
in order to provide the context for the subsequent analysis of the extent 
to which e~isting homes are equipped to meet the needs of their residents. 

3.1 Profile of the Residents 

Evidence from the United States indicates that 70 per cent of nursing 
home residents there are female and 75 per cent are aged seventy-five 
years and over. Nursing home residents in the USA are more likely 
to be female, over seventy-five, white, widowed or never married(1). 
Research findings in Britain also indicate that the elderly in residential 
care are more likely to be female and aged seventy five years or more(2). 
The most up to date information provided by the Department of Health 
shows a similar pattern for Ireland(3). Twenty-six per cent of residents 
of voluntary and private hospitals/homes are male, while 74 per cent are 
female. Four per· cent of residents in private and voluntary long-stay 
geriatric units are under sixty-five years of age, 18 per cent are between 
sixty-five and seventy-four years and 65 per cent are aged seventy-five 
years or more. (There is no information available on thel;lge of 13 per 
cent of residents). Most residents of private and voluntary homes are, 
therefore, female and over seventy-five. 

It is possible to calculate the number of residents in private and 
voluntary nursing homes for the elderly from the data collected during 
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this study. Before examining the data it is important to note the method 
of obtaining information used in the census of homes. Ideally, detailed 
returns for each individual resident are required to provide an absolutely 
accurate figure for the total number of residents and the numbers in 
various groupings, such as age, sex and length of stay. This was not 
possible because of the scale of the exercise needed to accomplish. this. 
The person completing the census form for each home was, therefore, 
asked to provide details of the number of residents staying in the home 
on the night of 25th March, 1985 and, in,addition, to indicate the number 
of male and female residents and the number in selected age groups and 
other categories. This required a good deal of painstaking work on the 
part of each respondent, particularly for larger homes and, because of 
this, details were missing or incomplete for some categories. For this 
reason the data relating to the number of residents as reported here 
should be taken as an indicator of general orders of magnitude and not 
of absolute numbers. 

3.1 (a) Ag~ and Sex of Residents 

Tables 3.1 and 3.2 provide details of the distribution by age and sex of 
the residents in those homes which completed census returns for this 
study. There are approximately 5,500 residents in Irish nursing homes 
{or the elderly. More than three-quarters (78 per cent) are female. It is 
useful to compare the age and sex distribution of these residents with 
that of the general population aged sixty years or more. * Given the 
percentage of females in the general population aged sixty and over (54 
per cent) it is clear that females are much more likely than males to 
enter residential care homes. Males account for 46 per cent of those 
aged sixty or more but only 21 per cent of those in nursing homes for 
the elderly. 

The 5,500 residents of these homes constitute 1 per cent of the total 
population of Ireland aged sixty and over. However, as Table 3.1 shows 
the likelihood of entering a residential care home increases from age 
seventy-five onwards. Only 17 per cent of the residents of private and 
voluntary nursing homes are under seventy-five years old compared with 
74 per cent of the general population over sixty. Conversely, 83 per cent 

'Sixty years was taken as the threshold instead of sixty-five years since not all residents 
of nursing homes for the elderly have reached what has become the popularly recognised 
retirement age of sixty-five. 
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of the residents of these homes are at least seventy-five years of age, 
though the over seventy-five represent 26 per cent of the elderly popu
lation (see Table 3.2). 

TABLE 3.1 and 3.2 

Number and Percentage of Elderly Residents of Nursing Homes Compared 
with Population of Ireland Aged 65 Years and Over by Sex and Age Group. 

All Elderly 
Private Voluntary Nursing Population 
Nursing Nursing Homes of Ireland* 

Characteristic Homes Homes 1981 
% % % % 

Sex 
Male 19.7 22.5 21.2 45.9 
Female 80.2 75.9 77.8 54.1 
No information provided 0.1 1.6 1.0 

Age Group 
Under 65* 2.7 4.6 3.8 27.4* 
65 to 69 4.1 3.4 3.7 26.4 
70 to 74 11.4 8.1 9.6 20.3 
75 to 79 21.4 18.1 19.6 13.5 
80 to 84 28.7 30.0 29.4 8.0 
85 or more 28.8 27.7 28.2 4.5 
No information provided 2.9 8.1 5.8 

Total 2,413 3,051 5,464 508,220 

*To facilitate comparison with census data it is assumed that the lower limit of 
this age group is 60 years. The equivalent category for the census data is, therefore, 
60 to 64 years. 

Table 3.1 also outlines the distribution by age and sex of residents in 
private and voluntary homes, separately. There is a slightly higher 
percentage of females (80 per cent) in private than voluntary homes (76 
per cent). In general, however, the age and sex distribution of residents 
in both types of home is broadly similar. 

3. 1 (b) Length of Stay 

As one means of distinguishing between long-term and short-term resi
dents, persons completing the census form were asked to classify the 
number of residents in their home by category of reason for being in the 
home. Table 3.3 outlines the information provided by this question. The 
great majority of residents in private and voluntary homes (92 per cent) 
were reported to be there on a long-term or permanent basis. The 
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remainder are in homes for short-term periods, mainly to overcome 
illness (6 per cent) with a small proportion (1 per cent) staying in the 
homes for the winter only. The fact that 6 per cent of residents are 
staying in a nursing home in order to overcome illness reflects the 
inclusion of a number of convalescent homes in the study. There are no 
major differences between private and voluntary homes evident from 
these data. Differences are, however, more apparent when the dis
tinction between long-term and short-term care is measured more objec
tively by recording the numbers of residents in different length of stay 
categories. (See Table 3.4.) 

Less than 10 per cent of residents in nursing homes for the elderly 
have been there for under three months. In all, 21 per cent have been 
in a home for less than a year. Most of the individuals concerned have 
been living in nursing homes for the elderly for at least one year (64 per 
cent) and almost half (49 percent) have been in the home for two years 
or more. Differences between voluntary and private homes are evident. 
At the time of the study the length of stay of residents in private homes 
was more likely to be shorter than the length of stay of residents in 
voluntary homes. While 28 per cent of residents in private homes had 
been in the home for less than a year the corresponding figure for 
voluntary homes is 16 per cent. In contrast, 36 per cent of voluntary 
home residents had been in the home for at least five years compared 
with 15 per cent of those in private homes. 

TABLE 3.3 

Number of Residents in Selected Residence Categories Classified by Type 
of Home. Q. 25 

Private Voluntary Total 
Residence Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
Long-term/Permanent 90.6 92.5 91.7 
Short-term: 

Holiday relief for 
relatives 0.5 0.4 0.5 

Period of home crisis 0.8 0.2 0.4 
Winter period 2.3 0.6 1.4 
Trial period 0.8 0.3 0.5 
Overcome illness 4.8 6.1 5.5 

Other 0.1 0.1 

Total 2.413 3,051 5.464 
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TABLE 3.4 

Distribution, by Length of Stay in Home, of Elderly Residents in Nursing 
Homes, Classified by Type of Home. Q. 27. 

Private Voluntary Total 
Length of Stay Nursing Homes Nursing Homes Nursing Homes 

% % % 
Less than 3 months 12.0 6.8 9.1 
3 to 11.9 months 15.7 9.6 12.3 
1 to 1.9 years 20.5 10.4 15.0 
2 to 4.9 years 26.5 19.1 22.1 
5 to 9.9 years 12.2 21.0 17.1 
10 years or more 2.4 14.8 9.4 
No information provided 10.7 18.4 15.0 

Total 2,413 3.051 5,464 

3.2 Capacity for Self-Care 
Residents of nursing homes for the elderly are more likely to be female 
than male, or more than seventy-five years of age rather than less, or to 
be long-term rather than short-term residents. It is important however 
to realise that they are not a homogenous group. One source of het
erogeneity amongst the elderly in residental care is individual capacity 
for self-care. Capacity for self-care is defined in this context as a concept 
with three dimensions. First there is an individual's capacity for personal 
care in the areas of washing, feeding and continence. Second is individual 
physical mobility. The third dimension is .mental state - this refers to 
dementia only and not to functional mental illness such as schizophrenia 
or. severe depression. 

In measuring individual capacity along each of these dimensions it was 
decided that overall performance in relation to a number of functions 
should be measured. Two limitations were, however, identified during 
the design of the study. First, the most precise method of measuring 
capacity for self-care is to obtain detailed returns from each and every 
individual elderly person in nursing homes for the elderly. However, as 
mentioned earlier, such an exercise was beyond the scope of this study. 
The second limitation was identified when an alternative aggregate 
approach was used in the pilot study. The person in charge of homes 
participating in the pilot study was asked to provide details of the number 
of residents able to perform certain functions or falling into certain states 
under each of the three dimensions. These functions and states were as 
follows: 
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.Personal Care 
- Able to wash hands and face unaided. 
- Able to have a bath or all over wash unaided. 
- Able to dress unaided. 
- Able to use toilet unaided. 
- Able to feed oneself unaided. 
- Able to cut own toe-nails unaided. 
- Incontinent. 

.Mobility 
- Able to walk about the home unaided. 
- Able to walk up and down steps unaided. 
- Only able to walk with aids or personal assistance. 
--..:. Able to go outdoors unaided. 
- Chairfast. 
- Bedfast. 

.Mental State. 
- Mentally alert. 
- Confused. 
- Severe dementia. 

This level of detail was sought in order to provide some understanding 
of the underlying structure of dependency among the elderly. For 
example, which dimension of self-care, and which functions or states 
within each dimension are likely to deteriorate first? The findings from 
the pilot study indicated, however, that the respondents in the nursing 
homes visited were unwilling to provide "this level of detail. Provision of 
this information required a level of commitment and time in checking 
details on individual residents which persons in charge of nursing homes 
found themselves unable to meet. For this reason, persons completing 
the census form in the main study were asked to provide details of the 
number of residents in three mutually exclusive categories within each 
of the three dimensions of personal care. These three categories are as 
follows: 

.Personal Care (washing, feeding and continence) 
- Self reliant. 
- Need help with some tasks. 
- Dependent (incapable of getting to and using WC, washing hands 

and face and feeding self). 
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·Mobility (walking) 
- Ambulant without assistance. 
- Ambulant only with aids or personal assistance. 
- BedfastiChairfast . 

• Mental State (Dementia only and not functional mental illness such 
as schizophrenia or severe depression) 
- Mentally alert 
- Confused 
- Severe dementia 

These findings provide a general picture of the level of dependency 
among the elderly in residential care. 

Before examining the results in relation to dependency it is important 
to make certain notes concerning the definition of each dimension of 
care. The three dimensions of self-care are measured in order to provide 
a comprehensive picture of capacity for self-care and in order to provide 
the level of information required in deciding on the sufficiency of the 
type of care provided in nursing homes. Personal care was explicitly 
defined to cover the areas of washing, feeding and continence. The more 
detailed list of functions used in the pilot study included, under the 
heading of personal care, the ability to dress. In order to make the 
definition used on the census form as simple as possible, however, no 
explicit reference to dressing as a category of personal care was made 
on the form. This should not affect results, since research by Luck and 
Wiseman has shown that dressing and washing show similar levels of 
precedence in relation to self-care amongst the elderly(4). The elderly 
who are unable to wash themselves were found to be unable to dress 
themselves and vice versa, while everyone who could wash himlherself 
could dress him/herself. A similar argument is applied to the definition of 
mobility used in fieldwork which referred only to ambulatory capability . 

. Previous research has shown that the elderly tend .to lose their ability to 
travel and to negotiate stairs before losing their ability to walk(5). It is 
assumed that those who are not ambulant are also unable to negotiate . 
stairs or to travel by themselves. 

3.2 (a) Personal Care 

Table 3.5 provides details of the number of residents of private and 
voiuntary nursing homes in each of the three categories of personal care. 
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TABLE 3.5 

Distribution by Personal Care Category of Elderly Residents, in Nursing 
Homes for the Elderly, Clessified by Type of Home. Q. 27 

Private Voluntary Total 
Personal Care" Nursing Homes Nursing Homes Nursing Homes 

% % % 
Self Reliant 26.9 45.9 37.5 
Need help with some 34.0 21.7 27.1 
tasks 
Dependent*" 38.0 28.9 32.9 
No information provided 1.1 3.5 2.5 

Total 2.413 3,051 5.464 

"Personal care refers here to washing, feeding and continence. 
"*Incapable of getting to and using the WC, washing hands and face and feeding 

self. 

Thirty-eight per cent are self-reliant in terms of washing, feeding and 
continence. Thirty-three per cent, however, are dependent while 27 per 
cent need help with some tasks in these areas of personal care. The most 
striking finding here is the difference between the level of capacity for 
personal care reported in private and voluntary homes. Only 27 per cent 
of elderly residents in private homes were reported to be self-reliant in 
personal care while the corresponding figure for voluntary homes is 46 
per cent. Seventy-two per cent of those in private homes require, at 
least, help with some tasks related to personal care compared with 
51 per cent of residents in voluntary homes. This evidence indicates, 
therefore, that the capacity for personal care is greater amongst residents 
of voluntary than private nursing homes for the aged. 

3.2 (b) Mobility 

The elderly in voluntary and private nursing homes appear to be less 
dependent in terms of mobility than in personal care. (See Table 3.6.) 
Fifty per cent of those in such care were reported to be ambulant without 
assistance and 28 per cent were categorised as being ambulant only with 
aids or personal assistance. Eighteen per cent are bedfast/chairfast. 
Differences between residents of private and volu,ntary homes are again 
evident. Residents of voluntary homes are more likely to be capable of 
walking about unaided than residents of private homes. Fifty-six per 
cent of the residents of voluntary homes were reported to be ambulant 
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TABLE 3.8 

Distribution by Mobility Category of Elderly Residents in Nursing Homes 
for the Elderly, Classified by Type of Home. Q. 35 

Private Voluntary Total 
Mobility Nursing Homes Nursing Homes Nursing Homes 

% % % 
Ambulant without 

assistance 42.6 55.5 49.8 
Ambulant only with aids 

or personal assistance 34.4 22.2 27.6 
Bedfast/Chairfast 20.2 15.5 17.6 
No information provided 2.7 6.9 5.1 

Total 2,413 3,051 5,464 

without assistance as opposed to 43 per cent of private homes. A higher 
percentage of residents in private homes (20 per cent) are 
bedfast/chairfast than in voluntary homes (16 per cent). 

3.2 (e) Mental State 

When measured along the dimension of mental state the level of inde
pendence amongst elderly residents of nursing homes can be seen to be 
higher than in the case of personal care and physical mobility. (See Table 
3.7.) Sixty-three per cent of residents in all homes were reported to be 
mentally alert. Twenty-four per cent were reported to be confused and 

TABLE 3.7 

Distribution by Mental State of Elderly Residents in Nursing Homes for the 
Elderly, Classified by Type of Home. Q.35 

Private Voluntary Total 
Mental State* Nursing Homes Nursing Homes Nursing Homes 

% % % 
Mentally Alert 60.5 64.7 62.8 
Confused 26.4 21.2 23.5 
Severe Dementia 10.4 4.9 7.4 
No information provided 2.7 9.1 6.3 

Total 2,413 3,051. 5,464 

*Refers to dementia only and not to functional mental illness such as schizo
phrenia or severe depression. 
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7 per cent were reported as suffering from severe dementia. Differences 
between residents of private and voluntary homes are not as marked 
here as in Tables 3.5 and 3.6. Ten per cent of those in private homes 
were classified in the severe dementia category as opposed to 5 per cent 
of those in voluntary homes. However, no information was provided on 
this dimension for 9 per cent of residents of voluntary homes and since 
it is possible that some of these may be suffering from severe dementia 
the apparent difference between voluntary and private homes in this 
respect should be interpreted with care. 

3.3 Summary 

The findings of this chapter provide a general picture of the character
istics of the residents of private and voluntary homes as presented by 
the proprietors or person in charge of the nursing homes. The description 
of the residents provides a context against which to consider their living 
environment in the home. This is the concern of the next chapter. 

NOTES. 

1. Kane, R. and Kane, R., "Long-Term Care: Can Our Society Meet the Needs of its 
Elderly?" Annual Review of Public Health. 1 (1980): 227-253. See also Annual Report 
of the Council of Economic Advisors. Washington, D.C. 1985. 

2. See, for example, Townsend, P., The Last Refuge: A Survey of Residential Institutions 
and Homes for the Aged in England and Wales, London: Routledge and Kegan Paul, 
1962. 

3. Department of Health, Statistical Information Relevant to the Health Services 1984, 
Prepared by the Planning Unit, Department of Health. 

·4. Luck, G. and Wiseman, C., "Care of the Elderly", Unpublished Paper, Institute for 
Operational Research, 1972. 

5. Ibid. 
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CHAPTER 4 

Facilities and Services in Nursing 
Homes 

The Living Environment 

4.0 Introduction 

The previous chapter has provided a profile of residents of private and 
voluntary nursing homes for the elderly in Ireland. What type offacilities 
and services are provided in the homes? This chapter focuses on this 
question aQd the analysis examines how these facilities and services 
combine to form a suitable environment in which the elderly in residential 
care spend their day-to-day lives. 

4.1 Different Types of Living Environments 

A living environment has been defined as "a setting in which groups 
of individuals who are homogeneous along some socially important 
dimensions, such as age, education, or health status, spend major por
tions of each day". (1) In analysing the place of private and voluntary 
nursing homes in the provision of long-term care for the elderly it is 
important to consider the type of living environment provided by each 
home. In doing so it is useful to consider the concept of therapeutic and 
prosthetic components of the living enviroriment. As highlighted by 
McClannahan: 

therapeutic components generate desired behaviour that is main
tained by other processes when the patient is returned to a normal 
non-institutional setting ... Prosthetic components, however, must 
operate continuously in order to decrease the debilitation resulting 
from behavioural deficits ... (2) 
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Therapeutic components, therefore, promote the acquisition of new 
behaviour (occupational therapy, for example) while prosthetic devices 
reduce the debilitating effects of functional or behavioural deficiencies 
(canes or crutches, for example). This distinction between therapy and 
prosthesis is used in the following sections to examine the type of living 
environment provided for the elderly in private and v.oluntary residential 
care. 

4.2 The Prosthetic Component 

The findings outlined in Chapter 2 indicate that only one-quarter of the 
buildings used by private and voluntary homes were built specifically as 
nursing homes for the elderly. It is important, therefore, to consider the 
extent to which the buildings, and the facilities included in them, have 
been adapted to accommodate the needs of the elderly. 

4.2(a) Number of floors 

One factor to consider in the analysis of the living environment is the 
layout of the building. A detailed analysis of layout would require 
consideration of plans and maps. In the present context, however, a 
more manageable indicator of layout is the number of floors in the home. 
Tbis provides some indication of the extent to which elderly residents 
with impaired mobility may have to negotiate what for them are difficult 
obstacles. As Table 4.1 shows, the percentage of homes with one floor 
only is small (15 per cent). Most homes have two floors (56 per cent) 
while a little 'Iess than one-quarter have three. A small percentage (6 
per cent) have four or more floors. These are more likely to be voluntary 
than private homes - possibly a reflection of the fact that some VOluntary 
homes are located in former institutions. 

Homes with more than one floor were asked to indicate how many of 
these have beds. Only 9 per cent were found to have beds on only one 
floor. (See Table 4.2.) Most homes with more than one floor (63 per 
cent) have beds on two floors and one-quarter have beds on three floors. 
Comparing these findings with the data in Table 4.1 it is clear that homes 
with two or more floors tend to have beds on each floor. Further analysis 
shows that 89 per cent of homes wi~h two floors have beds on both floors 
and that 79 per cent of homes with three floors have beds on all three 
floors. In almost three-quarters of these homes residents are required to 
use the stairs while a lift is provided in the remainder. (See Tables A.4.1 
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and A.4.2.) This may not ap-.rear-ta-create_<i..p,articular .pwblenf!9; I 
cases where homes accept ambulant residents only:Jf~1iow~r;-these~_-1 
residents stay on a long-term basis the need to negotiate stairs may 
create problems in the future in cases where motor capacity tends to 
decrease with increased age. . 

TABLE 4.1 

Number of Floors in Nursing Home. Q. 9 (a) 

Number 

One 
Two 
Three 
Four 
Five 
Six 

N= 

Private 
Nursing 
Homes 

% 
15.7 
58.3 
23.5 

2.6 
0.0 
0.0 

115 

TABLE 4.2 

Voluntary 
Nursing 
Homes 

% 
14.1 
52.1 
22.5 
8.5 
1.4 
1.4 

71 

Total 
Nursing 
Homes 

% 
15.1 
55.9 
23.1 
4.8 
0.5 
0.5 

186 

Number of Floors with Beds (if more than one Floor in Building). Q. 9 (b) 

Private Voluntary Total 
Nursing Nursing Nursing 

Number Homes Homes Homes 

% % % 
One 9.1 7.4 8.5 
Two 62.5 63.0 62.7 
Three 27.3 24.1 26.1 
Four 1.1 3.7 2.1 
Five 0.0 1.9 0.7 

N= 88 54 142 

4.2(b) Bathroom Facilities 

One area of concern in relation to the living environment is bathroom 
facilities. Two issues are of interest here. Firstly, are adequate facilities 
provided when consideration is taken of the number of residents in each 
home? Secondly. to what extent do these facilities meet the special needs 
of the elderly? 
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The person in charge of each home was asked to provide details, on 
the census form, of the number of bathroom facilities available for 
elderly residents in the home. This included the provision of precise 
details on the exact number of W.c.s, baths, commodes, showers and 
wash-handbasins. It is necessary to introduce some control for the size 
of the home if the level of provision of facilities in different homes is to 
be compared. There are two possibilities here. One is to calculate the 
number of individual bathroom facilities per bed and the other is to 
report the number of facilities per resident. Both are reported, here since 
all beds in nursing homes for the elderly are not fully occupied. The first 
measure provides an indication of residents' level of access to facilities 
if the home is full, while the second indicates the number of facilities 
actually available to residents at the time of the study. 

Table 43 outlines the mean number of individual bathroom facilities 
per bed and per resident in private and voluntary. nursing homes. * 
Looking first at W.c.s it can be seen that when all homes are taken 
together the mean number of W.c.s per resident is 0.47. Given the 
occupancy rate prevailing at the time of the study this means that there 
is, on average, almost one w.e. for every two residents. The number 
of W .c.s per resident in voluntary homes (0.59) is, however, higher than 
the corresponding number for private homes (0.39). Nevertheless, the 
average in both types of home does exceed the ratio of one W.c. 
per eight residents recommended for private nursing homes by the 
Department of Health. 

To what extent have the W.c.s provided in nursing homes been 
adapted to meet the needs of the elderly? One recognised method of 
prosthesis is to provide W.c.s with grab rails. As can be seen from Table 
4.3, most homes tend to provide more standard W.c.s than W.c.s with 
grab rails, the respective numbers per resident being 0.22 and 0.17. In 
addition, the number of W.c.s with grab rails per resident is, on average, 
higher in voluntary (0.21) than in private homes (0.15). The number of 
wheelchair W.c.s provided is low, the average number per resident in 
all homes being 0.05. There is little difference between the corresponding 
figures for voluntary (0.05) and private (0.04) homes. 

*In commenting on table 4.3, reference will only be made to the number of 
facilities per resident. This is intended to clarify the findings for the reader. Since 
the mean number of facilities per resident is always greater than or equal to the 
mean number of facilities per bed this will tend to overstate the true leval of 
provision if all homes were to be fully occupied. 
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How does this level of provision compare with recommended stan
dards? The Department of Health's 1985 Regulationst recommend that 
all W.c.s in private nursing homes should have grab rails. Given the 
evidence provided in Table 4.3, it is clear that not all 'nursing homes for 
the elderly meet this standard. In fact, further analysis shows that one
quarter of all homes do not have any W.c.s with grab rails. The 
percentage of private and voluntary homes not providing W.C.s with 
grab rails (25 per cent) is the same. In addition, 91 per cent of homes 
fail to meet the standard that all W.c.s should be fitted with grab rails. 
The Department of Health's standards also recommend that at least 
one W.c. should provide access for residents who are confined to 
wheelchairs. More than, half of the homes (52 per cent) do not provide 
wheelchair W.c.s: 59 per cent of voluntary homes do not provide 
wheelchair W.c.s while the corresponding figure for private homes is 50 
per cent. It is possible, of course, that the dimensions of other W.C.s, 
in homes without special wheelchair W.c.s, are such that they could 
permit easy access to wheelchair residents. In the absence of detailed 
measurements for each home it is not possible to test this. 

tThe Homes for Incapacitated Persons Regulations, 1985, issued by the Depart
ment of Health are taken as the base against which to judge the level of provision 
of facilities in nursing homes for the elderly, whether private or voluntary, whether 
primarily oriented to nursing or to non-nursing care. 
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TABLE 4.3 

Means and Standard Deviations of Numbers of Bathroom Facilities per Bed and per Resident in Private and 
Voluntary Nursing Homes. Q.12. 

Private Voluntary Total 
Facility Homes Homes Homes 

No. No. No. No. No. No. 
per per per per per per 
Bed Resident Bed Resident Bed Resident 
X S.D. X S.D. X S.D. X S.D. X S.D. X S.D. 

0\ 
W.C.s with grab 

0\ rails 0.13 0.12 0.15 0.14 0.20 0.31 0.21 0.32 0.15 0.21 0.17 0.23 
Wheelchair W.c.s 0.04 0.05 0.04 0.06 0.05 0.10 0.05 0.10 0.04 0.07 0.05 0.07 
Standard w.c.s 0.17 0.14 0.20 0.18 0.23 0.33 0.25 0.35 0.19 0.23 0.22 0.26 
Total w.c.s 0.34 0.17 0.39 0.21 0.54 0.85 0.59 0.82 0.41 0.54 0.47 0.54 

Special baths 0.02 0.04 0.02 0.05 0.03 0.05 0.03 0.05 0.02 0.04 0.03 0.05 
Standard baths '0.12 0.09 0.14 0.12 0.15 0.16 0.17 0.21 0.13 0.12 0.15 0.16 
Total baths 0.14 0.08 0.15 0.12 0.17 0.15 0.20 0.20 0.15 0.11 0.18 0.15 

Commodes 0.53 0.30 0.59 0.33 ~ 0.43 0.32 0.45 0.32 . 0.49 0.31 0.53 0.33 
Showers 0.08 0.10 0.09 0.11 0.07 0.14 0.07 0.14 0.08 0.12 0.08 0.12 
Wash-handbasins 0.64 0.34 0.74 0.46 0.79 0.42 0.85 0.44 0.70 0.38 0.78 0.45 

N= 116 115 69 70 180 185 

X = Mean S.D. = Standard Deviation 'N = number of cases 

~~~~----------~~~~~~~==========~~~~~--------------------------



Turning now to baths, it can be seen from Table 4.3 that the ratio of 
baths to residents in all homes is, on average, 0.18:1 (or 1 bath for every 
6 residents). The number of baths per resident is higher in voluntary 
homes (0.20) than in private homes (0.15), although both exceed the 
Department of Health's recommended standard of 1 bath per 15 resi
dents. Most baths are of the standard type with an average of 1 standard 
bath being provided for every 7 residents in all homes. The number of 
special baths designed to suit elderly individuals is small with one such 
bath being provided, on average, to every 33 residents in all homes. 
There is little difference between voluntary and private homes in this 
respect. 

The Department of Health recommends that showers, if provided, 
should not be additional to the recommended number of baths. This 
standard appears to be met in most homes as the average number of 
baths provided per resident exceeds the recommended standard without 
the addition of showers to the -total. The average number of showers per 
resident in all homes is 0.08. Interestingly the ratio of showers to residents 
in private homes (0.09: 1) exceeds the corresponding ratio in voluntary 
homes (0.07:1). 

The level of provision of commodes is high. The average number of 
commodes per resident (0.53) exceeds the number of W.c.s per resident 
(0.47). Private homes also have a higher ratio of commodes to residents 
(0.59:1) than voluntary homes (0.45:1). Wash-handbasins are the most 
common bathroom facility throughout all homes, the number per resi
dent being 0.78. The level of provision per resident is, however, higher 
in voluntary (0.85) than in private homes (0.74). The Department of 
Health does not recommend any standard on the number of wash
handbasins to be provided in nursing homes. 

The evidence provided by Table 4.3 indicates that nursing homes tend 
to rely on standard rather than prosthetic bathroom facilities for the 
elderly. In addition some homes fail to provide any prosthetic devices 
to facilitate the use of w.e.s and baths by elderly residents with impaired 
mobility. 

4.2(cJ Other Prosthetic Strategies 

In addition to numbers of bathroom facilities, homes were also asked to 
indicate whether or not certain prosthetic devices were provided in the 
home. These included walking aids, wheelchairs, handrails and other 
items. Table 4.4 provides details of the proportion of homes reporting 
that such devices are provided. 
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TABLE 4.4 

Percentage of Nursing Homes providing Selected Prosthetic Devices and 
other Items. Q.17 

Private Voluntary Total 
Device Homes Homes Homes 

% % % 
Walking Aids 92.2 78.9 87.2 
Wheelchairs 82.8 80.3 81.8 
Handrails in corridors 37.1 63.4 47.1 
Handrails on dining/sitting 

room walls 14.8 14.1 14.5 
Ramps 43.1 46.5 44.4 
Elevator/lift 11.2 45.1 24.1 
Automatic doors 11.2 11.3 11.2 
Grab rails in 

showers/baths 71.6 78.9 74.3 
Grab rails in w.c.s 75.0 76.1 75.4 
Special eating utensils 65.5 28.2 51.3 
Special writing utensils 7.8 5.6 7.0 
Stripes on floor to 

indicate location 7.8 1.4 5.3 

N= 116 71 187 

. The most common prosthetic devices provided by nursing homes for 
the elderly are walking aids and wheelchairs. These are provided by 87 
per cent and 82 per cent of all homes, respectively. Private homes are, 
however, more likely to provide such aids than voluntary homes. This 
is particularly true of walking aids, which are supplied by 92 per cent of 
private homes but only 79 per cent of voluntary homes. This may reflect 
the fact that a higher percentage of residents of voluntary homes are 
ambulant without assistance than in private homes. Grab rails are also 
popular. These are provided in W.c.s and showers or baths by about 
three-quarters of nursing homes for the elderly. The percentage of 
voluntary and private homes providing such devices is similar (about 74 
per cent) although private homes are less likely to have grab rails 
installed in baths or showers. 

Less than half of the homes (47 per cent), provide handrails along 
corridors. There is a significant difference between voluntary and private 
homes in this respect - 63 per cent of voluntary homes provide handrails 
in corridors as opposed to 37 per cent of private homes. The provision 
of handrails in corridors can be used to facilitate mobility of residents 
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throughout the home but it is also important to consider mobility in 
locations other than corridors. Dining rooms and sitting rooms are, apart 
from the resident's bedroom, perhaps the most commonly used location 
on a day-to-day basis. Yet only 15 per cent of homes provide handrails 
along the walls in these locations. There is no difference between 
voluntary and private homes in this regard. Ramps, as an alternative to 
steps, provide another aid to mobility. These are provided by 43 per 
cent of private homes and 47 per cent of voluntary homes. An elevator 
or lift is available in just less than one-quarter of homes (24 per cent). 
Voluntary homes are, however, much more likely to have lifts (45 per 
cent) than private homes (11 per cent). This is probably a reflection of 
the fact that voluntary homes tend to be larger and therefore more 
suitable, from the point of view of cost-effectiveness, for the installation 
of a lift. Automatic doors are provided in 11 per cent of homes. This is 
not surprising given that few of the buildings in which the homes are 
located are purpose built for residential care for the elderly. 

The use of brightly coloured stripes on floors to indicate the location 
of toilets, recreational areas and other parts of the building has been 
highlighted as another prosthetic technique which could encourage 
mobility(3). The evidence provided by Table 4.4 suggests that this 
possibility has not been explored in the context of Irish residential care. 
Only 5 per cent of all homes, and nearly all of these are private, use 
stripes on floors to indicate various locations to confused residents. 

Prosthetic techniques may also be used to promote functional activities 
other than physical mobility. Special eating utensils are provided by half 
of all residential care homes. These devices, which are designed to help 
people who have difficulty eating with normal utensils, are more likely 
to be found in private homes (66 per cent) than in voluntary homes (28 
per cent). Only 7 per cent of homes provide special writing utensils. 
There is little difference between private and voluntary homes in this 
respect. 

It could be argued that a prosthetic environment is unnecessary in 
some homes since every elderly resident does not suffer from impaired 
mobility. One way of controlling for this is to compare the level of 
provision of prosthetic techniques and devices with the incidence of 
dependency amongst residents in the home. 

Table 4.5 compares the percentage of homes with prosthetic devices, 
designed to improve mobility, with the percentage of residents in the 
home who are ambulant without aids or assistance. If the level of 

69 



dependency amongst residents is the main factor influencing the pro
vision of prosthetic devices in the home then one would expect that the 
proportion of homes with devices would decrease as the proportion of 
independent residents in the home increases. This relationship does in 
fact exist where walking aids and wheelchairs are concerned. As can be 
seen from Table 4.5, 96 per cent of homes with less than 20 per cent of 
residents ambulant without assistance have walking aids, while this is 
true of only 41 per cent of homes where all residents are ambulant 
without aids or assistance. Similarly all homes with less than 20 per cent 
of residents ambulant have wheelchairs as opposed to 36 per cent of 
homes where all residents are ambulant. This pattern does not, however, 
hold for handrails in corridors. When compared to the distribution of 
ambulant residents in all homes, a disproportionately high percentage 
of homes with less than 20 per cent of residents ambulant (56 per cent), 
and with 60 to 99 per cent of residents ambulant (57 per cent), have 
handrails in corridors. This suggests that the level of dependency amongst 
residents is not the main influence on the installation of handrails in the 
home. The incidence of handrails in dining rooms and sitting rooms is 
low but in this case homes with less than 20 per cent of residents ambulant 
are more likely to have them installed than those with a higher percentage 
of ambulant residents. 

TABLE 4.5 

Percentage of Nursing Homes for the Elderly with Selected Prosthetic 
Devices by Proportion of Residents in Home who are Ambulant without 

Assistance. Os. 7. 35 

Device 

Walking aids 
Wheelchairs 
Handrails in corridors 
Handrails in dining 

room/sitting room 
Ramps 
Elevator/lift 
Automatic doors 
Grab rails near 

showers/baths 
Grab rails in w.c.s 

All Homes 
N= 

Percentage of Ambulant Residents in the Home. 
0.0 - 0.19 0.20 - 0.59 0.60 - 0.99 1.00 

% of homes with device 
96.0 95.0 89.1 40.9 

100.0 87.5 82.6 36.4 
56.0 45.0 56.5 22.7 

20.0 16.3 15.6 4.5 
52.0 46.3 52.2 18.2 
20.0 22.5 34.8 13.6 

8.0 15.0 10.9 0.0 

68.0 17.5 76.1 68.2 
76.0 81.3 73.9 54.5 

14.5 96.2 26.6 12.7 
25 80 46 22 
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There is no direct relationship evident between the presence of ramps, 
elevators/lifts or automatic doors and the percentage of ambulant resi
dents in the home. The homes most likely to have ramps are those with 
60 to 99 per cent of residents ambulant (52 per cent) and those with less 
than 20 per cent of residents ambulant (52 per cent). A similar pattern 
holds for elevatorsllifts while the percentage of homes with automatic 
doors is low, regardless of the level of dependency of residents. The 
proportion of homes with grab rails near showers or baths and in 
W.c.s tends to be relatively high when compared to the distribution of 
dependent residents in all homes, suggesting again that their provision 
is not influenced solely by the percentage of ambulant residents in the 
home. 

When examining the incidence of special eating and writing utensils 
the percentage of residents who require no assistance in personal care 
is a more appropriate variable for purposes of comparison than the 
percentage who are ambulant. (See Table A.4.3.) In this case there is a 
clear association between the percentage of homes providing special 
eating utensils and the percentage of residents who are independent in 
personal care. Sixty-seven per cent of homes with less than 20 per cent 
of residents independent in personal care provide special eating utensils 
compared to none of the homes where all residents are independent, 
Special writing utensils are provided in few homes and there is no 
association visible. This is also true of the comparison between the 
incidence of stripes on floors to indicate location and the percentage of 
mentally alert residents in the home. (See Table A.4.4.) 

This evidence suggests, therefore, that apart from the more common 
prosthetic devices (walking aids and wheelchairs) and special eating 
utensils there is no clearly defined relationship between the provision of 
prosthetic techniques and the percentage of dependent residents in the 
home. It is clear that there are homes with residents who have limited 
levels of independence but which do not provide prosthetic devices to 
aid mobility. Even if it were true that prosthetic devices are only provided 
in homes with high levels of dependency amongst residents it is important 
to note that long-term care. residents who are currently independent may 
benefit from the use of such devices at a later date. 

4.3 The Therapeutic Comp9nent 

Having considered the incidence of prosthetic techniques in nursing 
homes for the elderly, the focus in this section turns to therapy. Thera-
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peutic components of the living environment generate desired behaviour 
and can be used in the context of residential care asa means of promoting 
social interaction and activity amongst residents. Therapeutic techniques 
are defined here as any facility or service provided, or type of activity 
promoted, which contributes to a day-to-day life for the resident which 
approximates as closely as possible to the life led by the resident outside 
the home. 

One indicator of the presence of a therapeutic component in the living 
environment is the level of independence afforded to elderly residents 
in the home. The findings from a number of questions asked during the 
census of nursing homes provides information on the level of inde
pendence amongst residents in private and voluntary homes. 

4.3(a) Sitting/Reception Areas 

Residents of nursing homes require a living environment which facilitates 
the carrying out of day-to-day activities. One measure of the extent to 
which the physical characteristics of the home permit this is the level of 
provision of sitting and reception areas. Homes were asked therefore, 
to indicate whether a sitting room (or rooms) is provided for residents' 
use. The definition used of sitting room excludes day areas in bedrooms 
and wards and sitting areas in corridors. 

All but 2 per cent of homes provide a sitting room for use by residents. 
(See Table A.4.5.) One-quarter of these rooms are, however, combined 
with the residents' dining room. (See Table A.4.6.) Combined sitting 
and dining rooms are more likely to be found in private than voluntary 
homes. Most homes (86 per cent) also provide a reception area in which 
residents can entertain visitors although in a little more than one-third 
of the homes the reception and sitting room are combined. (See Tables 
A.4.7 and A.4.8.) 

4.3(b) Involvement in the Home 

Table 4.6 shows that residents regularly participate in the running of the 
home in a little more than one-quarter (28 per cent) of all nursing homes. 
However, residents of voluntary homes are more likely to be involved 
in running the home than their counterparts in private homes. Nearly 
half of all voluntary homes (46 per cent) reported that residents are 
involved in the running of the home, the corresponding figure for private 
homes being 17 per cent. Homes were also asked to indicate the number 
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of residents involved in the running of the home. The findings here 
provide a much clearer picture of the level of participation. Only 262 (5 
per cent) of the 5,464 elderly residents in residential care participate in 
the running of the home. (See Table 4.7.) It could be argued that perhaps 
elderly residents are unable to participate incthe running of the home 
due' to their poor physical condition. This argument is not substantiated 
when consideration is taken of the capacity for self-care amongst the 
elderly in residential care. As Table 4.7 shows, 38 per cent of residents 
are independent in personal care, 50 per cent are ambulant without 
assistance and 63 per cent are mentally alert. The level of participation 
in the running of the home can also be seen to be particularly low in 
private homes where only 1 per cent of all residents take part in the 
running of the home as opposed to 8 per cent of residents in voIimtary 
homes. 

TABLE 4.6 

Whether Residents Assist in the Running of Nursing Home. Q. 39 (a) 

Private Voluntary Total 
Nursing Nursing Nursing 

Assistance Homes Homes Homes 

% % % 
Regular help by 17.2 45.6 27.7 

residents in running of 
home 

No regular help by 82.8 54.4 72.3 
residents in running 
of home 

N= 116 68 184 

One possible response to the data outlined in Table 4.7 is that residents 
of nursing homes should not be expected to participate in the running 
of the home, particularly when that care is being provided on a fee 
paying basis. Perhaps the elderly residents themselves do not wish to 
participate. There is also the question of safety and the possible need 
for supervision. The key question to consider, therefore, is whether the 
effort involved in promoting attitudinal change to participation and in 
taking the necessary precautions is balanced by the therapeutic effect of 
increased activity for the elderly resident. It is important to remember 
in this context that low levels of activity can lead to less efficient 
respiratory and circulatory systems and atrophy of muscles. (4) 
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TABLE 4.7 

Number of Residents of Nursing Homes for the Elderly involved in the 
Running of the Home compared with the Number of Independent (Personal 

Care), Ambulant and Mentally Alert Residents, Classified by Type of 
Home. Os 35, 3gb 

Private Voluntary Total 
Category Homes Homes Homes 

No. % of all No. % of all No. % of all 
residents residents residents 

Involved in running of 
home 32 1.3 230 7.5 262 4.8 

Independent in personal 
care* 650 26.9 1.399 45.9 2.049 37.5 

Ambulant without 
assistance* 1.028 42.6 1.693 55.5 2.721 49.8 

Mentally alert* 1,460 60.5 1.974 64.7 3,434 62.8 

Total Residents 2.413 100.0 3.051 100.0 5.464 100.0 

*These figures were reported initially in Tables 3.5. 3.6 and 3.7. 

Now, focussing attention on the homes where some residents regularly 
participate in the running of the home, it is useful to look at the kind of 
activity in which they are involved. (See Table 4.8). The most common 
activities are those of washing and drying dishes (78 per cent of homes 
where residents help) and laying tables (69 per cent of homes where 
residents help). These tasks are, however, more likely to be carried out 
in voluntary homes than private homes - a reflection of the higher rate of 
participation in the running of the home amongst residents of voluntary 
homes. Other activities include gardening (39 per cent), making beds 
(37 per cent) and cleaning rooms (28 per cent), particularly in voluntary 
homes. Residents are less likely to be involved in the serving of food 
(18 per cent of homes) and cooking (14 per cent of homes). Residents are 
involved in activities such as decorating, self-catering, other household 
duties and other activities (shopping and running a library), but in less 
than 10 per cent of the homes where residents were reported to be 
regularly involved in the running of the home. 

4.3(c) Control over Day-to-day Life 

Apart from their involvement in the running of the home an additional 
indicator of the level of independence afforded to residents is the extent 
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to which they control their own day-to-day activities in the home. This 
issue is explored here through the examination of a number of variables 
on which information was collected during the census of homes. This 
includes, privacy, facilities for keeping personal possessions, freedom of 
movement, and facilities for entertaining visitors. 

TABLE 4.8 

Activities of the Residents Who Help in the Running of the Nursing 
Home. Q.39 (b) 

Private Voluntary Total 
Activities Nursing Homes Nursing Homes Nursing Homes 

% % % 
Yes No Yes No Yes No 

Washing/drying dishes 65.0 35.0 87.1 12.9 78.4 21.4 
Laying tables 60.0 40.0 74.2 25.8 68.6 31.4 
Serving food 10.0 90.0 22.5 77.4 17.6 82.4 
Cooking 10.0 90.0 16.1 83.9 13.7 86.3 
Cleaning rooms 20.0 80.0 32.2 67.7 27.5 72.5 
Making beds 25.0 75.0 45.2 54.8 37.3 62.7 
Gardening 30.0 70.0 45.2 54.8 39.2 60.8 
Decorating/brightening 20.0 80.0 3.2 96.8 9.8 91.2 
up of home 
Self-catering 0.0 100.0 12.9 87.1 7.8 92.2 
Other household duties 5.0 95.0 12.9 87.1 9.8 91.2 
Other 5.0 95.0 6.5 93.5 5.9 94.1 

N= 20 31 51 

Table 4.9 provides details of a number of variables which, together, act 
as an indicator of the extent to which residents are in control of their 
immediate living environment - their room or bed area. Seventy per 
cent of .homes with multiple rooms provide curtains around beds in 
multiple rooms. Voluntary homes are more likely to do so (83 per cent) 
than private homes (65 per cent). The Department of Health's standards 
recommend that portable screens or screening curtains should be avail
able in shared rooms. In cases where these are not provided it is clear 
that the residents' level of privacy is limited. A further indicator of the 
extent to which residents can maintain their own privacy is whether or 
not they are provided with the facility to lock their oWn cupboard. Sixty" 
four per cent of homes provide this facility but there is a wide gap 
between the percentage of voluntary (81 per cent) and private homes 
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(53 per cent) in this respect. In most cases (98 per cent), however, 
residents are permitted to keep personal possessions in the home. Not 
surprisingly, all voluntary and private homes permit residents to keep 
their own clothes in the home. (See Table A.4. 9.) Personal furniture is 
permitted by 62 per cent of all homes, but by three-quarters of voluntary 
homes and a little more than half (54 per cent) of private homes. More 
than half of the homes (54 per cent) highlighted additional items which 
may be kept by residents in the home, the most frequently mentioned 
being radios or televisions, mementoes or other medium-sized items. 
(See Table A.4.1O.) 

Just over one half of all homes (56 per cent) mik;; provisions for the 
residence of married couples in the home. (See Table A.4.11.) In this 
case, however, private homes (67 per cent) are more likely to make such 
provisions than voluntary homes (37 per cent). In most cases (84 per 
cent) a double room is provided, the remainder (16 per cent) providing 
a double room with bathroom or kitchenette. (See Table A.4.12.) Most 
private homes (92 per cent) provide a double room for married couples 
but voluntary homes (42 per cent) are more likely to provide the 
bathroom or kitchenette. 

The returns from a number of questiorisprovide details of respondents' 
freedom of movement and activity within the home. A high proportion 
of homes (86 per cent) permit ambulant residents to leave the home 
unaccompanied. (See Table A.4.3.) Homes were also asked to indicate 
any conditions which must be met before residents can leave the home. 
Of those who answered, approximately one-quarter (24 per cent) stated 
that there are no conditions. (See Table 4.10.) The most common· 
condition reported was that residents notify staff before they leave (41 
per cent). Feedback from the fieldwork team indicates that the main 
concern of those in charge of the home in requesting notification is to 
ensure that they know where residents are if a relative or visitor calls, 
and also to cancel catering arrangements if the resident is to be away 
during meal times. One-fifth of the homes would only permit inde
pendent residents to leave the home unaccompanied. This condition is 
more common in private (23 per cent) than in voluntary homes (16 per 
cent). Other less common conditions (less than 10 per cent of homes) 
which apply are that the resident must be visiting relatives or that 
relatives must give prior permission before a resident is allowed to leave 
the home unaccompanied. 
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TABLE 4.9 

Proportion of Nursing Homes for the Elderly Providing Selected 
Facilities for Residents, Classified by Type of Home. 05.41,42,43 la) 

Private. Voluntary . Total 
Facility Nursing Homes Nursing Homes Nursing Homes 

Yes (N) No Yes (N) No Yes (N) No 
Curtains around beds in 64.7 (102) 35.3 83.7 (43) 16.3 70.3 (145) 29.7 
multiple rooms* 
Facility to lock own 53.4 (116) 46.6 80.9 (68) 19.1 63.6 (184) 36.4 
cupboard 
Permined to keep 98.3 (115) 1.7 98.6 (70) 1.4 98.4 (185) 1.6 
personal property 

*Refers only to homes with one or more mUltiple rooms. 

TABLE 4.10 

Conditions Under Which Ambulant Residents May Leave the Nursing 
Home Unaccompanied. 0.46 Ib) 

Private Voluntary Total 
Conditions Nursing Homes Nursing Homes Nursing Homes 

% % % 
Resident independent 23.1 15.5 20.1 
Notify staff 31.9 55.2 40.9 
Visiting relatives 13.2 3.4 9.4 
Relatives permission 9.9 0.0 6.0 
No conditions 22.0 25.9 23.5 

N = 91 58 149 

TABLE 4.11 

Decisions on Times of Going to Bed/Getting Up. 0.44 

Category 

Set by the home 
Up to residents 
Times set for some 
residents -

N = 

Private 
Nursing Homes 

% 
13.8 
56.9 
29.3 

116 

77 

Voluntary 
Nursing Homes 

% 
11.8 
66.2 
22.1 

68 

Total 
Nursing Homes 

% 
13.0 
60.3 
26.6 

184 



Looking further at residents' control over their day-to-day activities 
the results show that in 60 per cent of homes times of going to bed and 
getting up are set by residents themselves. (See Table 4.11.) Times are 
set for some residents in just over one-quarter of all homes (27 per cent). 
In all, only 13 per cent of homes have total control over times of going 
to bed and rising for residents in the home. Almost all homes (99 per 
cent) allow residents to entertain visitors in the home. (See Table 
A.4.14.) Nearly all of these (91 per cent) reported that visiting times in 
the home are flexible. (See Table A.4.15.) A slightly higher percentage 
of voluntary (11 per cent) than private homes (8 per cent) indicated that 
visiting times are restricted. However, less than 10 per cent of homes 
restrict visiting hours to certain times. 

4.3 (d) Service Provision 

Residents' level of involvement in the running of the home and their 
degree of control over their own day-to-day life provides an indication 
of the therapeutic content of the living environment in the home. The 
type of services and facilities provided by the home may also have 
therapeutic value. This section outlines the type of services provided in 
nursing homes for the elderly. 

Table 4.12 documents the percentage of homes providing selected 
.personal services for residents. The most common services are hair
dressing and chiropody which are provided by 87 per cent and 86 per 
cent of homes, respectively: There are, however, important differences 
between private and voluntary homes. While 94 per cent of private 
homes provide these services they are available in approximately three
quarters of voluntary homes. Dentists' and opticians' services are pro
vided by 42 per cent and 50 per cent of homes, respectively. The gap in 
provision between private and voluntary homes is also noticeable here. 
These services are provided by at least half of all private homes but 
less than one-third of voluntary homes. The more obvious therapeutic 
services of physiotherapy and occupational therapy are provided by 58 
per cent and 37 per cent of all homes, respectively. Again, private homes 
are more likely to provide a physiotherapy (72 per cent) and occupational 
therapy (41 per cent) service than voluntary homes (33 per cent and 29 
per cent, respectively). Some homes provided details of other services 
available to residents. These include religious services (15 per cent), 
shopping (10 per cent) and visits by local groups (4 per cent). (See Table 
A.4.16.) . 
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TABLE 4.12 

Whether Selected Personal Services Are Provided for Residents in 
Nursing Homes. Q.36 (a' . 

Personal Services 

Hairdressing 
Chiropody 
Dentistry 
Optician 
Physiotherapy 
Occupational therapy 

N= 

Private Voluntary Total 
Nursing·Homes Nursing Homes Nursing Homes 

% % % 
Provided Not 'Provided Not Provided Not 

Provided . Provided Provided 
94.0 6.0 73.9 26.1 86.5 13.5 
94.0 6.0 72.5 27.5 85.9 14.1 
51.7 48.3 24.5 75.4 41.6 58.4 
60.0 40.0 31.9 68.1 49.5 50.5 
72.2 27.8 33.3 66.7 57.6 42.4 
40.9 59.1 29.4 70.9 36.6 63.4 

115 68 183 

The frequency of provision of these services provides a more detailed 
picture of the extent to which they are available to residents. (See Table 
4.13.) Dentists' and opticians' services are only provided on request in 
both voluntary and private homes. Hairdressing and chiropody services 
are provided on a request basis by 39 per cent and 45 per cent of private 
homes, respectively, the corresponding proportions for voluntary homes 
being 31 per cent and 41 per cent. A similar percentage of voluntary (26 
per cent) and private .homes (26 per cent) provide a weekly hairdressing 
service and a little less than one-fifth of each of the two types of home 
provides the service on a fortnightly basis. Chiropody services, when 
provided on a regular basis, tend to be less frequent, being provided 
monthly or every two to three months. Physiotherapy, when provided, 
is more likely to be available on request or as needed than on a regular 
basis. However, private homes (70 per cent) are more likely to offer the 
service on this basis than voluntary homes, half of which offer it at least 
once a week. Occupational therapy, although provided by a smaller 
percentage of homes than the other services, is, when offered, more 
likely to be available on at least a weekly basis than on request. Overall 
then, the evidence available in Tables 4."12 and 4.13 suggests that 
therapeutic services such as physiotherapy and occupational therapy are 
not provided by many nursing homes for the elderly. It is possible, 
however, that services such as hairdressing may have a therapeutic 
effect in increasing contact between residents and outsiders, encouraging 
residents to consider their personal appearance, and in increasing feelings 
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TABLE 4.13 

Frequency of Provision of Personal Services for Residents in Nursing Homes. Q. 36 (a) 

Frequency Private Nursing Homes Voluntary Nursing Homes Total Nursing Homes 
% % % 

H CH D OP PH OCC H CH D OP PH OCC H CH D OP PH OCC 
On request 39.1 44.7 100.0 100.0 70.3 40.0 31.1 40.9 100.0 100.0 50.0 27.8 36.5 43.5 100.0 100.0 65.6 35.8 
More than once 

a week 1.1 1.1 0.0 0.0 14.9 37.1 11.1 2.3 0.0 0.0 18.2 50.0 4.4 1.4 0.0 0:0 15.6 41.5 
Once a week 26.1 2.1 0.0 0.0 14.9 22.9 26.7 4.5 0.0 0.0 31.8 16.7 26.3 2.9 0.0 0.0 18:8 20.8 
Fortnightly 18.5 1.1 0.0 0.0 0.0 0.0 17.8 2.3 0.0 0.0 0.0 5.6 18.2 1.4 0.0 0.0 0.0 .1.9 
Monthly 15.2 21.3 0.0 0.0 0.0 0.0 8.9 20.5 0.0 0.0 0.0 0.0 13.1 21.0 0.0 0.0 0.0 0.0 
Every 2·3 months 0.0 27.7 0.0 0.0 0.0 0.0 4.4 27.3 0.0 0.0 0.0 0.0 1.5 27.5 0.0 0.0 0.0 0.0 
Every 4·6 months 0.0 2.1 0.0 0.0 0.0 0.0 0.0 2.3 0.0 0.0 0.0 0.0 0.0 2.2 0.0 0.0 0.0 0.0 

N = 92 94 54 64 74 35 45 44 16 21 22 18 137 138 ~O 85 96 56 

Abbreviations: H = Hairdressing, CH = Chiropody, D = Dentistry, OP = Optician, PH = Physiotherapy, OCC = Occupational therapy. 



of self-esteem resulting from changed or improved appearance. Whether 
. such a service has effects such as this cannot be determined here but it 
may be an issue which is worth exploring in future research. 

4.3 (e) Recreational Facilities 

Table 4.14 outlines the percentage of homes providing selected rec
reational facilities for elderly residents. The most commonly provided 
facility is a television which is available for use by residents in all homes, 
but one. Newspapers are provided in 86 per cent of homes but are more 
likely to be available to residents in private homes (96 per cent) than 
voluntary homes (70 per cent). A public telephone is provided in all but 
10 per cent of homes with a similar incidence of provision in both private 
and voluntary homes. Tea/coffee was reported to be available on request 
in 94 per cent of private homes but only 70 per cent of voluntary homes. 
This may reflect the greater size and consequent difficulty of meeting 
every such request in voluntary homes. Of the other less commonly 
provided facilities, a library/book lending service appears to be the most 
popular being provided in 67 per cent of private and voluntary homes. 
Games are supplied for residents in about half of all private (54 per cent) 

TABLE 4.14 

Whether Selected Recreational Facilities are Provided for Residents in 
Nursing Homes. Q. 37 (al 

Private Voluntary Total 
Facilities Nursing Homes Nursing Homes Nursing Homes 

% % % 
Pro- Not Pro- Not Pro- Not 
vided Pro- vided Pro- vided Pro-

vided vided vided 
T.V. 100.0 0.0 98.5 1.4 99.5 0.5 
Newspapers 95.7 4.3 70.0 30.0 86.0 14.0 
library/book 

lending 67.0 33.0 67.1 32.9 67.0 33.0 
Games 53.5 46.5 55.7 44.3 54.3 45.7 
Musical 

instruments 28.4 71.6 64.3 35.7 41.9 58.1 
Shop 15.5 84.5 34.3 65.7 22.6 77.4 
Public telephone 89.6 10.4 91.4 8.5 90.3 9.7 
Tea/coffee when 

requested 94.0 6.0 70.0 30.0 84.9 15.1 

N= 116 70 186 
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and voluntary homes (56 per cent). Residents have access to musical 
instruments in two-fifths (42 per cerit) of all homes but they are more 
likely to be provided in voluntary (64 per cent) than private homes (28 
per cent). Similarly a shop service is available in just over one-fifth of 
all homes (23 per cent), but in a higher percentage of voluntary (34 per 
cent) than private homes (16 per cent). Other recreational facilities such 
as in-house entertainment (15 per cent) and outings (9 per cent) were 
reported to be provided by a small percentage of homes. (See Table A. 
4.17.) 

Almost three-quarters of all homes (72 per cent) are visited by groups 
which provide entertainment for elderly ~esidents. (See Table A. 4.18.) 
These are mainly voluntary groups (55 per cent) such as the Society of 
S1. Vincent de Paul and the Lions Club, and youth groups or school 
children (33 per cent). (See Table A. 4.19.) A small number of houses 
are also visited by prayer groups and members of the Charismatic 
Renewal (4 per cent). Almost one-third of the homes (31 per cent) are 
visited by these groups on holidays and other special occasions. (See 
Table A. 4.20.) Two-fifths are visited at least once a month. 

4.4 Summary 

This chapter considered the living environment provided for residents 
of private and voluntary nursing homes for the elderly and made a 
distinction between therapeutic and prosthetic components of care. 
Having considered the residents and the living environment provided 
for them in nursing homes the central theme for the next chapter is the 
staffing arrangements in the home. 

NOTES 

I. McClannahan, L., 'Therapeutic and Prosthetic Living Environments for Nursing Home 
Residents,' The Gerontologist, 13(4): Winter (1973); 424-429, p. 424. 

2. Ibid., p. 425. 
3. Ibid., p. 428. 
4. Comstock, R., Mayers, R. and Folsom, J., 'Simple Physical Activities for the Elderly,' 

Hospital and Community Psychiatry, 20 (1969), 377-380. See also Muir Gray, J., Beller 
Health in Retirement. London: Age Concern, 1982. 

82 



CHAPTER 5 

Staff 

5.0 Introduction 
This chapter focuses on the level and type of staffing provided in private 
and voluntary nursing homes for the elderly. Given that some of the 
elderly in residential care have a reduced capacity for self-care it is clear 
that an understanding of the circumstances and needs of the elderly is 
required if an effective and meaningful service is to be provided. The 
analysis of the quality of care lies outside the scope of this study. * The 
analysis outlined here provides a more quantitative picture of the nursing 
and non-nursing staff in nursing homes for the elderly. 

5.1 Persons in Charge 

The Department of Health's 1985 Regulations on nursing homes state 
that: 

In every home the person carrying on the home shall ensure that 
the person in charge in a home at any given time is a nurse. (1) 

The findings from the census of homes conducted in this study indicate 
that the head of the home in four-fifths of all homes (79 per cent) is on 
the nursing register, with little difference between voluntary (80 per 
cent) and private hpmes (79 per cent) in this respect. (See Table 5.1.) 
In addition, 70 per cent of homes with joint heads reported that the joint 
head is also on the nursing register. The percentage of private homes 
with joint heads on the register (63 per cent) is, however, lower than 
the corresponding percentage for voluntary homes (79 percent). The 

"Those who are interested in an analysis of the quality of care are referred to O·Connor. 
J. and Walsh, M .... ,t's Our Home": The Qua/ily of Life in Privale and Vo/wi/ory Nursing 
Homes. National Council for the Aged, Report No. 14, Dublin: Stationery Office. 1986. 
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findings indicate that one-fifth of private and voluntary care homes for 
the elderly do not have a registered nurse as head of the home. It is 
possible that the head of the home may delegate the day-to-day running 
of the home to a registered nurse. The data required to check this was 
not collected during the census of homes. 

TABLE 5.1 

Whether Head/Joint Heads of Nursing Homes are on the Nursing 
Register. Q.23 

Category 

Head 
Joint head 

Private Voluntary Total 
Nursing Homes Nursing Homes Nursing Homes 

% 
On Not on 

Register Register 
78.6 21.4 
62.5 37.5 

% % 
Not on On On 

Register 
79.7 
78.8 

Register Register 
Not on 
Register 

20.3 78.9 
21.2 69.9 

21.1 
30.1 

5.2 Full-Time and Part-Time Staff 

In completing the census forms, homes were asked to provide details of 
the number of full-time and part-time employees in certain specified 
categories, together with the average hours worked and the numbers 
n9rmally on duty at one time in each category. Table 5.2 outlines the 
mean number of full-time employees in specified categories in private 
and voluntary homes. 

As one would expect, registered nurses (RGNs) are the largest group 
of employees. The average number of full-time nurses in all homes is 
3.5. However, the mean number of nursing aides is also high at 3.2 for 
all homes. Differences are evident between voluntary and private homes. 
The number of registered nurses employed in voluntary homes tends to 
be higher (mean = 4.0) than the number in private homes (mean = 3.2). 
Voluntary homes also have, on average, a higher number of state 
enrolled nurses (SENs) (1.7) and nursing aides (4.8) than private homes 
(1.0 and 2.3, respectively). Apart from nursing staff, cleaners/house
keepers and cooks are the largest employment categories, the mean 
numbers employed in all homes being 2.0 and 1.2, respectively. Again, 
voluntary homes are more likely to employ a greater number of indi
viduals in these categories on a full-time basis. Amongst the remaining 
categories, the average number of full-time employees in all homes is 
administration (1.0), porters/attendants (0.3) and other categories (0.5). 

84 



Table 5.2 is useful for providing a general picture of the type of staff 
employed in nursing homes. However, it takes no account of the size of 
home. Clearly, staff requirements will vary according to the number of 
residents in the home. It is more realistic, therefore, to analyse the staff 
complement having controlled for the number of residents in the home. 
In addition to this, the number of staff on duty at anyone time provides 
a more accurate reflection on staff provision than the numbers employed. 
However, in examining the number of staff on duty, it is also important 
to. take note of the average number of hours worked by each staff 
member. Ten full-time RGNs on duty represents a different level of 
provision to ten part-time RGNs on duty. The number of part-time staff 
in each category was, therefore, converted into a full-time equivalent 
for that category on the basis of the number of hours worked part-time. t 
Table 5.3 outlines the average number of full time equivalent staff on 
duty in each category in private and voluntary homes. 

TABLE 5.2 

Average Number of Full-Time Employees in Selected Categories in 
Private and Voluntary Nursing Homes for the Elderly Classified by 

Type of Home. Q.1 8 

Private Voluntary Total 
Staff Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
X (N) S.D. X (N) S.D. X (N) S.D. 

Registered Nurses 3.2 (116) 2.8 4.0 (69) 4.7 3.5 (185) 3.6 
(RGN) 
Enrolled Nurses (SEN) 1.0 (116) 1.4 1.7 (69) 6.1 1.3 (185) 3.9 
Nursing Aides 2.3 (116) 2.3 4.8 (69) 8.6 3.2 (185) 5.7 
Porters/Attendants 0.1 (116) 0.5 0.5 (69) 1.2 0.3 (185) 0.9 
Cleaners/housekeepers 0.9 (116) 1.5 4.0 (69) 6.1 2.0 (185) 4.2 
Cooks 0.9 (116) 0.8 1.8 (68) 2.0 1.2 (184) 1.5 
Administration 0.8 (116) 0.9 1.5 (68) 1.7 1.0 (184) 1.3 
Other 0.3 (116) 0.8 0.8 (69) 2.3 0.5 (185) 1.6 

X = Mean, S.D. = Standard Deviation, N = Number of Homes. 

tThe modal category for average hours worked by each group of full-time employees 
was 40 hours per week. A full time equivalent was defined for each category as: 

HOurSA 
FTEA = X NA 

40 

Where HoursA = the average hours worked by part-time workers in category A and NA 
= the number of part-time workers in category A. 
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The average number of full-time equivalent (FIE) registered nurses 
on duty at one time in all homes is 1.8. The equivalent figures for private 
and voluntary homes are 1.7 and 1.9, respectively. Nursing aides are, 
after registered nurses, the category with most FIEs on duty (1.6). It is 
noticeable, however, that the average number of FIE nursing aides on 
duty in voluntary homes (2.2) is larger than the average for private 
homes (1.3) and also exceeds the average FIE registered nurses on duty 
in voluntary homes. The average number of FIE state enrolled nurses 
normally on duty is less than one in both private (0.7) and voluntary 
(0.6) homes. Amongst the ancillary staff, cleaners/housekeepers have 
the highest number of FIE staff on duty at one time (1.5), particularly 
in voluntary homes where the average figure is 2.8. The same pattern 
holds true for cooks with an average of 1.0 FIE on duty at a time. The 
other categories of administration (0.8), porters/attendants (0.2) and 
other (0.4) have less than one FIE on duty at one time. 

TABLE 5.3 
Average Number of Full-Time Equivalent Employaes in Selected 

Categories on Duty at One Time in Private and Voluntary Nursing Homes 
for the Elderly Classified by Type of Home. Q.18 

Private , Voluntary Total 
FTE Staff Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
X (N) S.D. X (N) S.D. X (N) S.D. 

Registered Nurses 1.7 (97) 1.0 1.9 (58) 1.7 1.8 (155) 1.3 
(RGN) 
Enrolled Nurses (SEN) 0.7 (109) 0.0 0.6 (63) 1.0 0.6 (172) 0.9 
Nursing Aides 1.3 (103) 1.1 2.2 (56) 4.1 1.6 (159) 2.6 
Porters/ Attendants 0.1 (114) 0.4 0.4 (66) 0.8 0.2 (180) 0.6 
Cleaners/housekeepers 0.9 (106) 1.0 2.8 (51) 3.0 1.5 (157) 2.1 
Cooks 0.8 (111 ) 0.6 1.4 (55) 1.4 1.0 (166) 1.0 
Administration 0.7 (112) 0.7 1.0 (56) 1.0 0.8 (168) 0.8 
Other 0.2 (108) 0.5 0.8 (60) 2.5 0.4 (168) 1.6 

X = Mean, S.D. = Standard Deviation, N = Number of Homes. 

How do voluntary and private homes compare in terms of staff 
provision when account is taken of the number of residents in the home? 
Table 5.4 provides details of the number of FIEs per resident in each 
category. Differences here are not as marked as those indicated in Table 
5.2. When they do occur, private homes are more likely to have a higher 
level of provision of FIEs per resident than voluntary homes. The data 
in Table 5.4 indicate that, on average, the number of FIE registered 
nurses per resident on duty at one time is 0.09. The corresponding figures 
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TABLE 5.4 

Average Number of Full-Time Equivalent Employees per Resident in 
Selected Categories on Duty at One Time in Private and Voluntary Nursing 

Homes for the Elderly Classified by Type of Home. Q.18 

Private Voluntary Total 
Staff Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
X (N) S.D. X (N) S.D. X (N) S.D. 

Registered Nurses 0.11 (96) 0.08 0.06 (58) 0.04 0.09 (154) 0.07 
(RGN) 
Enrolled Nurses (SEN) 0.03 (108) 0.05 0.02 (63) 0.03 0.03 (171) 0.04 
Nursing Aides 0.07 (102) 0.06 0.05 (56) 0.06 0.06 (158) 0.06 
Porters/ Attendants 0,01 (113) 0.02 0.01 (66) 0.02 0.01 '(179) 0.02 
Cleaners/housekeepers 0.05 (lOS) 0.04 0.08 (51) 0.08 0.06 (156), 0.06 
Cooks 0.05 (110) 0.04 0.04 (55) 0.03 0.04 (165) 0.04 
Administration 0.03 (111 ) 0.04 0.03 (56) 0.05 0.03 (167) 0.04 
Other 0.01 (107) 0.02 0.02 (60) 0.05 0.01 (167) 0.04 

X = Mean. S.D. = Standard Deviation. N = Number of Homes. 

for private and voluntary homes are 0.11 and 0.06. This translates into 
one FIE registered nurse on duty for every 9 residents in private homes 
as against one FfE registered nurse on duty for every 17 residents in 
voluntary homes. The number of FIE nursing aides (0.06) and FIE 
enrolled nurses per resident (0.03) is lower than the equivalent measure 
of registered nurse provision but the level of provision per resident is 
higher in private (0.07 and 0.03, respectively) than in voluntary homes 
(0.05 and 0.02, respectively). It is noticeable that the average number 
of FfE cleaners/housekeepers on duty per resident in voluntary homes 
(0.08) actually exceeds the average level of provision of FIE registered 
nurses on duty in these homes. Differences between private and vol
untary homes in the ratio of other FIE ancillary staff on duty to the 
number of residents are less marked. 

The data outlined in the preceding paragraphs provide an indication 
of the level of staff provision in private and voluntary nursing homes for 
the elderly. Although the analysis takes account of the number of 
residents in the home it does not provide any indication of the extent to 
which the level of provision is sufficient to meet the needs of the elderly 
residents. One method of doing this is to compare the level of staff 
provision per resident with official recommended standards. There is, 
however, no recognised standard in the I rish context. The Department 
of Health's (1985) Regulations for Private Nursing Homes recommend 
that: 
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A sufficient number of competent staff including nursing staff, 
are on duty at all times having regard to the number of patients 
maintained therein and the nature and extent of their incapacityyl 

No definition of "sufficient number" is provided. The question posed by 
the analysis, therefore, is whether an average level of provision of one 
FIE registered nurse on duty per 11 residents is adequate within the 
context of long-term care for the elderly. 

5.3 Night Staffing 

Ninety-two per cent of private and voluntary nursing homes for the 
elderly have staff on duty at night (See Table 5.5). Voluntary homes (13 
per cent) are more likely than private homes (4 per cent) not to provide 
night staffing. All of these homes are homes where more than 80 per 
cent of residents are independent in terms of personal care and level of 
mental alertness. The night staffing requirements in these homes may, 
therefore, be less than those of other homes. It is important, never
theless, that the situation in such homes should be assessed regularly as 
the capacity for self-care amongst residents may deteriorate as the length 
of stay of long-term residents increases. 

TABLE 5.5 

Whether Staff are on Duty at Night in Nursing Homes for the Elderly. 
Q. 20 (al 

Private Voluntary Total 
Nursing Nursing Nursing 

Provision Homes Homes Homes 

% % % 
Staff on duty at night 95.7 87.0 92.4 
No staff on duty at night 4.3 13.0 7.6 

N= 116 69 185 

Table 5.6 provides details of the number of night staff on duty at one 
time in homes where a night staffing service is provided. Half of the 
homes provide 1 member of staff on night duty while more than one
third (40 per cent) have 2. Less than 10 per cent· of homes (9 per cent) 
have 3 night staff. The percentage of voluntary homes with 3 night staff 
(14 per cent) is high when compared to this figure and probably reflects 
the larger size of voluntary homes. Only 4 homes provide 4 or more 
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TABLE 5.6 

Number of Night Staff on Duty at One Time. Q. 20 (bl 

Private Voluntary Total 
Nursing Nursing Nursing 

Number Homes Homes Homes 

% % % 
One 51.4 44.9 49.1 
Two 42.3 34.5 39.6 
Three 6.3 13.8 8.9 
Four 0.0 1.7 0.6 
Five 0.0 1.7 0.6 
Seven 0.0 1.7 0.6 
Ten 0.0 1.7 0.6 

N 111 58 169 

TABLE 5.7 

Number of RGNS Among those Night Staff Normally on duty at one Time. 
Q.20(c' 

Private Voluntary Total 
Nursing Nursing Nursing 

Number Homes Homes Homes 

% % % 
None 6.3 31.7 15.2 
One 82.9 50.0 71.3 
Two 10.8 13.3 11.7 
Three 0.0 1.7 0.6 
Four 0.0 1.7 0.6 
Five 0.0 1.7 0.6 

N 111 60 171 

night staff, the maximum number provided being 10 by a voluntary home 
with 150 residents. 

Table 5.7 provides details of the number of registered nurses amongst 
the night staffing complement. Eighty-five per cent of homes provide at 
least one RGN on night duty. Almost one-third of voluntary homes do 
not have an RGN on night duty, compared to 6 per cent of private 
homes. Ninety-four per cent of private homes, in contrast, have 1 or 2 
registered nurses on night duty. 
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An additional measure of staff provision in case of emergency at 
. night timeis'lhe presence of a'staff member in the same place of 

accommodation as the residents. A little more than one-half of the 
homes (56 per cent) which completed census forms indicated that there 
is at least one full-time member of staff living in the same building as 
the residents. (See Table A.5.2.) Almost two-thirds of homes with no 
member of staff living in the same building as the residents provide an 
on-call/paging system linking staff members to the residents' building 
(63 per cent). (See Table A.5.3.) More than one-third (37 per cent) have 
no such link. All of these, however, have staff on night duty. These 
findings, together with those of Table 5.6 indicate, therefore, that all 
homes have made provisions for maintaining contact with residents at 
night time, whether through night staffing, residence of staff in residents' 
building or on-call/paging systems. 

5.4 Medical Staffing 

The Department of Health's 1985 Regulations for private nursing homes 
recommend that: 

In every home the person carrying on the home shall ensure that a 
medical practitioner is available to attend patients maintained in the 
home and for a medical practitioner to be on-call for emergencies. (3) 

Less than half (45 per cent) of the nursing homes for the elderly have 
their own doctor. (See Table A.5.4.) The percentage of private homes 
without their own doctor (62 per cent) is noticeably high when compared 
to the corresponding percentage for voluntary homes (44 per cent). 
Almost all of the homes with their own doctor have a general practitioner 
(98 per cent). (See Table A.5.5.) One private home has a consultant 
whose area of specialisation was not indicated. 

Table 5.8 summarises the data on the frequency of visits to each 
resident by the doctor attached to the home. Almost half of the homes 
(45 per cent) stated that residents are visited by the home's doctor on a 
weekly basis. This pattern of one visit a week holds for 50 per cent of 
voluntary homes but 41 per cent of private homes. Residents are visited 
by the doctor more than once a week in about one-fifth of alI homes (21 
per cent) and only as needed in 15 per cent of homes. The percentage 

90 



PSYCi-iIATRIC L/BRAR~'l 
ABLJ)1aJBLIN N E. ,A,REA. 

Frequency of Doctor's Visits to Each Resident.· O. 22 (cl 

Frequency 

As needed 
More than once a week 
Once a week 
Once a fortnight 
Monthly basis 

N= 

Private 
Nursing Homes 

% 
9.1 

·22.7 
40.9 

2.3 
25.0 

44 

Voluntary Total 
Nursing Homes Nursing Homes 

% % 
21.1 14.6 
18.4 20.7 
50.0 45.1 
~3 3~ 
5.3 15.9 

38 82 . 

*Based on responses of homes with their own doctors. 

of voluntary homes where the doctor visits only as needed (21 per cent) 
is high when compared to the corresponding figure for all homes (15 per 
cent) and private homes (9 per cent). Private homes are more likely to 
have doctors who visit on a monthly basis (25 per cent) than voluntary 
homes (5 per cent). 

Homes without a doctor do permit residents to be visited by their own 
doctor. The freque~cy of such visits is outlined in Table 5.9. Residents 
are visited by their own doctor as circumstances require in one-third of 
all homes (34 per cent). However, this is particularly true of voluntary 
homes (48 per cent) but less so of private homes (28 per cent). In private 
homes residents are more likely to be visited by their own doctor on a 
weekly basis (29 per cent) while this is true of only 10 per cent of 
voluntary homes. Monthly visits are the norm in a little less than one-

TABLE 5.9 

Frequency of Visits by Residents' Own Doctor in Nursing Homes Which do 
Not Have Their Own Doctor. O. 22 

Frequency 

As needed 
More than once a week 
Once a week 
Once a fortnight 
Monthly basis 

N= 

Private 
Nursing Homes 

% 
27.8 

5.6 
29.2 

6.9 
30.6 

72 

91 

Voluntary Total 
NLirsing Homes Nursing Homes 

% % 
48.3 33.7 

6.9 5.9 
10.3 23.8 
3.4 5.9 

31.0 30.7 

29 101 



third of homes (31 per cent) with little difference between private and 
voluntary homes in this respect. More than one visit a week or fortnightly 
visits are unusual and take place in only 6 per cent of homes without 
their own doctor, respectively. ~ 

The findings indicate that a general practitioner is available for resi
dents of all homes. It is unclear, however, whether the method of 
provision meets the standard laid down by the Department of Health. 
If availability of a general practitioner means that a doctor should be 
attached to the home, then more than one-half of private and voluntary 
nursing homes for the elderly do not meet the standard. If the term 
availability also includes a provision for residents being visited by their 
own doctor then all homes meet the standard. 

5.5 Summary 

These findings provide a quantitative picture of the level and type of 
staffing in private and voluntary nursing homes for the elderly. The final 
chapter of results, Chapter 6, looks at the reasons given by the pro
prietors or persons in charge of nursing homes as to why people come 
to stay in nursing homes. The circumstances that lead to their discharge 
from nursing homes in the private and voluntary sector is also d~tailed. 

NOTES 

J. Homes/or Incapacitated Persons Regulations, 1985, Op. Cit., Section 12, (1), (b). 
2. Ibid, Section 12 (1). (c). 
3. Ibid, Section 12 (1). (a). 
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CHAPTER 6 

Admission and Discharge 

6.0 Introduction 

Why do some elderly people enter nursing homes? What circumstances 
lead to their admission to the home? A detailed analysis of the answers 
to these questions requires an in-depth examination of the case histories 
of a sample of residents. Such an analysis lies outside the brief of this 
study. Nevertheless, those responsible for the completion of census 
forms were asked to indicate the main reason for admission of residents 
to the hqme. Analysis of the findings from this question provides a 
general picture of the reasons for entry into residential care. It examines 
the way in which residents enter residential care. In addition itconsiders 
those who leave the home, some through death, others through dis
charge. * 

6.1 ADMISSION 

6.1 (a) Reasons for Admission 

Table 6.1 outlines the main reasons provided by respondents for the 
admission of elderly residents into their home. The most commonly 
reported reason for admission amongst the homes that provided returns 
was that the prospective resident is no longer able to look after 
him/herself. However this was reported as the main reason by less than 
half of all homes (42 per cent), a fact which reflects the finding reported 

'The level of information obtained from the census of nursing homes permits a descrip
tive analysis of some aspects of the process of entry and discharge. A more informative 
and qualitative discussion of the factors related to the decision to enter a home and the 
process of admission is contained in the study, "ll's Our Home"; The Quality of Life in 
Private and Voluntary Nursing Homes. another report prepared by the Social Research 
Centre on behalf of the National Council for the Aged. . 
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in Chapter 3 that a significant proportion of respondents are independent 
in terms of their capacity for self-care. One-third of an homes reported 
that the main reason for admission of elderly residents to the home is 
that they are in need of nursing care. There is, however, a noticeable 
difference between private and voluntary homes in this regard. Vol
untary homes were more likely to report inability to look after self as 
the main reason for admission to the home (47 per cent) while private 
homes were more likely to report the elderly individuals' need for nursing 
care as the primary reason (41 per cent). This is probably a reflection of 
the earlier finding that voluntary homes consider themselves to be less 
oriented to nursing care than private homes. One of the other reasons 
given by homes for the admission of elderly people into care in the home 
is fear of living alone or loneliness (12 per cent). The important finding 
here is that this was reported as the main reason for admission by 23 per 
cent of voluntary homes but only 5 per cent of private homes. This could 
help to explain the finding reported in Chapter 3 that residents of 
voluntary homes are more likely to have a higher capacity for self-care 
than residents of private homes. Other reasons for admission to the 
home are the inability of the resident's family to look after him/her (8 
per cent) and the need for the elderly person to convalesce after a period 
of hospitalisation (5 per cent). Both of these reasons were cited by a 
higher percentage of private than voluntary homes. 

TABLE 6.1 

Main Reason for Admission of Residents to Nursing Home for the Elderly 
Q.31 

. Reasons 

Unable to look after self 
Family unable to look 
after resident 
In need of nursing care 
Convalescence 
Fear of living 
alonelloneliness 

N= 

Private 
Nursing Homes 

% 
38.3 

9.6 

40.9 
6.1 
5.2 

115 

94 

Voluntary Total 
Nursing Homes Nursing Homes 

% % 
47.1 41.6 

4.3 7.6 

21.4 33.5 
4.3 5.4 

22.9 11.9 

70 185 



6.1 (b) Conditions of Entry: Assessment Criteria 

In planning the study it was clear that some nursing homes for the elderly 
stipulate certain conditions which must be met before an elderly person 
can become a resident of the home. These conditions may include 
requirements that the individual is ambulant, mentally alert, or of a 
particular religion. All homes in the study were asked to outline any 
special conditions which must be met by prospective residents in the 
home. Table 6.2 details the results of this question. 

Fifteen per cent of homes did not provide any response to this question. 
However, amongst those that did provide the information requested, 
the most common response was that no conditions apply (30 per cent). 
This response was more likely to come from private (41 per cent) than 
voluntary homes (10 per cent). In contrast, 45 per cent of voluntary 
homes reported that they would only admit ambulant residents, while 
this was true of only 7 per cent of private homes. This adds to the 
understanding of the higher incidence of independence amongst resi
dents of voluntary homes. It is interesting to note in this context that 
private homes were more likely to stipulate absence of senility as a 
condition for entry to the home. 

Thirteen per cent of homes require potential residents to be approved 
by a doctor or social worker before they can enter the home. Approval 

TABLE 6.2 

Conditions for Taking up Residence in Nursing Home. Q. 33 

Private Voluntary Total 
Conditions Nursing Homes Nursing Homes Nursing Homes 

% % % 
Resident is mobile 7.1 45.0 21.4 
Resident is not 

senile 13.1 1.7 B.B 
Resident is not ill 9.1 5.0 7.5 
Approval by doctor 

or social worker 12.1 15.0 13.2 
Resident able to pay 16.2 6.7 12.7 
Resident over a 

certain age 1.0 5.0 2.5 
Resident is of 

limited means 0.0 11.7 4.4 
No conditions 

apply 41.4 10.0 29.6 

N= 99 60 159 
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in this context usually refers to satisfaction that the resident meets the 
conditions for entry set by the home. Ability to pay was also reported 
as a condition of entry by 13 per cent of homes although such a condition 
was more likely to be reported by private (16 per cent) than by voluntary 
homes (7 per cent). In contrast, 12 per cent of voluntary homes will only 
admit individuals of limited means, a condition which, not surprisingly, 
is not applied in any private homes. Other conditions of entry referred 
to are that the prospective resident is not ill (8 per cent) and over a 
certain age (3 per cent). 

More than half of the homes (58 per cent) have a waiting list for entry 
to the home (See Table 6.3.) In practice, therefore, a person's position 
on the waiting list may serve as an additional determinant of his/her 
eligibility for entry to the home. This is particularly true for prospective 
entrants to voluntary·homes, 69 per cent of which have a waiting list 
compared to 51 per cent of private homes. 

TABLE 6.3 

Whether Nursing Homes Have a Waiting List for Admissions. Q. 34 (a) 

Private Voluntary Total 
Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
Waiting list 50.9 69.0 57.8 
No waiting list 49.1 31.0 42.2 

N= 116 71 187 

Table 6.4 provides details of the number of individuals reported to be 
on the waiting list by homes with such lists. In all, the findings indicate 
that there are 1,807 indivi.duals waiting to enter residential care, three
quarters of these being on the lists of voluntary homes. The size of the 
waiting list is likely to be higher in voluntary than in private homes. 

The average number on the list per home is 36 in voluntary homes 
compared to 8 in private homes. Care must, however, be taken in 
interpreting these results. Not all homes with waiting lists provided 

. details of the number on the list. Thus the number waiting to enter a 
home may be higher than that suggested by Table 6.4. In addition, it is 
possible that the total number on the waiting list reported in Table 6.4 
may be over-estimated due to possible double counting. In other words, 
some individuals may be on the waiting list in more than one home and, 
indeed, some may have secured a place in one home without removing 
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their name from the waiting list in another. Despite these qualifications, 
the overall pattern which is evident from Table 6.4 is unlikely to change 
even if some adjustment was made for these factors. It is clear that 
voluntary homes are more likely to have a waiting list than private homes 
and that the size of the waiting list tends to be larger in voluntary homes. 

TABLE 6.4 

Number of People Reported to be on Waiting List in Nursing Homes for the 
Elderly·. Classified by Type of Home. Q. 34 (b) 

Category Private Voluntary Total 
Nursing Homes Nursing Homes Nursing Homes 

Number on waiting 
list 460 1.347 1,807 

Number of homes** 55 37 92 
Average number 

Waiting per home 8 36 20 

*Based on responses of homes with waiting lists. 
**No information was provided on the numbers on the waiting list by 16 homes 

(4 private and 12 voluntary). . 

6.1 (c) Application for Entry 

As an indication of residents' involvement in the process of entry into 
residential care all homes were asked to specify who, in most cases, is 
responsible for making the application for entry into the home. A pre
coded question with the following categories of response was used for 
this purpose: 

• The resident himself/herself. 
• The spouse. 
• Other relatives. 
• Family doctor. 
• Hospital consultant. 
• Hospital social worker. 

• Other. 

The findings indicate that it is rarely one person who makes the 
application. The person completing the census form indicated, in most 
cases, that a combination of the above categories more accurately reflects 

97 



the true situation. Table 6.5 outlines the main categories referred to by 
respondents. 

About half of the homes in the study indicated that the application 
for entry to the home is, in most cases, made by a combination of 
relatives of the elderly individual and others (51 per cent). In addition, 
approximately one-quarter of applications (27 per cent) are made by a 
combination of individuals which includes the resident and others. The 
findings here indicate that the elderly person is more likely to be involved 
in the application process in voluntary than in private homes. Sixteen 
per cent of voluntary homes stated that in most cases the application 
for entry into the home is made by the prospective resident. The 
corresponding figure for private homes is 3 per cent. Similarly, 44 per 
cent Of voluntary homes indicated that a combination of the elderly 
person and others generally make the application, the corresponding 
figure in private homes being 16 per cent. The prospective resident and 
his/her relatives are not involved in the application process in 14 per 
cent of homes with little difference between voluntary and private homes 
·in this respect. 

TABLE 6.5 

Person Responsible for Application for Entry to Nursing Home. Q. 32 

Private Voluntary Total 
Applicant Nursing Homes Nursing Homes Nursing Homes 

% % % 
Resident only 2.5 . 15.5 7.5 
Combination of resident 

and others 16.4 43.7 26.7 
Combination of relatives 

and others 66.6 26.8 51.3 
Combination of 

others 14.7 14.1 14.4 

N= 116 71 187 

6.2 Discharge 

An examination of discharge patterns in a study of residential care may 
appear to be redundant given the high proportion of residents in long
term care. It is clear, however, that discharge procedures are needed, 
particularly in cases where homes place conditions on the elderly person's 
stay in the home or where residents decide to leave the home. The next 

98 



section considers the rate of discharge in nursing homes, the main 
reasons for leaving, the destinations of residents after they leave and 
also examines the number of deaths in residential care. 

6.2 (a) Deaths 

Table 6.6 provides details of the number of deaths that occurred amongst 
resiflents of private and voluntary nursing homes for the elderly during 
the preceding twelve month period up to March 21, 1985. In all, a total 
of 1,161 residents are reported to have died, 56 per cent of these being 
residents of private homes. If it is assumed that the number of elderly 
people in private and voluntary residential care on March 21, 1984, is 
of the same general order of magnitude as the number in residential care 
at the time of this study, March 21 1985, then an estimate of the 
proportion of residents who died since then can be derived. This indicator 
of the death rate is obtained by expressing the number of deaths that 

TABLE 6.6 

Number and Percentage of Long-Term and Short-Term Residents of Private 
and Voluntary Nursing Homes for the Elderly Who Died During the Twelve 
Months Prior to March 21. 1985. Classified by Location at TIme of Death 

Location 

Long-term residents 
Died in the home 
Died elsewhere 
Short-term residents 
Died in the home 
Died elsewhere 

Total deaths 

Total deaths as a 
% of total number of 
residents in 
residential care* 

and Type of Home. Q. 50 

Private Voluntary 
Nursing Nursing 
Homes Homes 

N % N % 

447 68.9 414 80.9 
67 10.3 54 10.5 

119 18.3 40 7.8 
16 2.5 4 0.8 

649 100.0 512 100.0 

26.9 16.8 

Total 
Nursing 
Homes 

N % 

861 74.2 
121 10.4 

159 13.7 
20 1.7 

1,161 100.0 

21.2 

*For number of residents in private and voluntary homes see Table 3.1. 
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occurred as a proportion of the total number of residents in care on 
March 21, 1985. As can be seen from Table 6.7 this measure suggests 
that approximately one-fifth (21 per cent) of those in care in March 1984 
died during the following year. Deaths were, however, more likely to 
occur amongst residents of private (27 per cent) than voluntary homes 
(17 per cent). . 

The great majority of those who died were long-term residents (85 
per cent) and most deaths occurred in the home (74 per cent). Deaths 
in voluntary homes are more likely to have occurred amongst long-term 
residents (91 per cent), the corresponding figure for private homes being. 
79 per cent. When compared to the distribution of deaths amongst all 
homes it can be seen that a high percentage of deaths in private homes 
were those of short-term residents (21 per cent). 

6.2 (b) Leaving Residential Care 

Respondents were asked to indicate the number of residents who had 
left the home during the previous twelve month period. Departures were 
defined here to exclude deaths and temporary absences. Table 6.7 details 
the findings. A total of 2,580 residents was reported to have left the 
home over the twelve months prior to March 21, 1985, three quarters 
of .these (74 per cent) being residents of voluntary homes. It must be 
noted, however, that the magnitude of this figure is due largely to the 
high turnover amongst one large voluntary home with a high percentage 
of short-term convalescent residents. t The data indicate that short-term 
residents are more likely to have left the home than long-term residents. 
The percentage of long-term residents of private homes who left the 
home (23 per cent) appears disproportionately high when compared to 
the corresponding percentage (10 per cent) for all homes. The difference 
is, however, less significant when the home referred to above is excluded 
from the analysis. 

Where do those who leave private and voluntary residential care go 
after they leave the home? Table 6.8 provides some indication of the 
answer to this question. No information was provided on the destination 
of 63 per cent of those who left the home during the twelve months prior 

t A total of 1,593 individuals were reported to have entered and left this home over the 
twelve months period prior to fieldwork. 
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to fieldwork. Almost all of these (98 per cent) were residents of the large 
voluntary home referred to in the previous paragraph. Because of the 
numbers involved, the person in charge of the home was unable to 

TABLE 6.7 

Number of Long-Term and Short-Term Residents of Private and Voluntary 
Nursing Homes forthe Elderly who Left the Home During the Twelve Months 

Prior to March 21, 1985, Classified by Type of Home. Q. 50 (al· 

Private Voluntary Total 
Nursing Nursing Nursing 

Category Homes Homes Homes 

N % N % N % 
Long-term residents 151 22.8 93 4.9 244 9.5 
Short·term residents 512 77.2 1,824 95.1 2,336 90.5 

Total 663 100.0 1,917 100.0 2,580 100.0 

*Excludes deaths and temporary absences .. 

TABLE 6.8 

Destination of Residents of Private and Voluntary Nursing Homes for the 
Elderly Who Left the Home During the Twelve Months Prior to March 21, 

1985, Classified by Type of Home. Q. 50 (cl 

Private Voluntary Total 
Nursing Nursing Nursing 

Location Homes Homes Homes 

N % N % N % 
Home (living alone) 91 13.7 23 1.2 114 4.4 
Home (living with 

relatives or 
friends) 381 57.5 191 10.0 572 22.2 

Another nursing 
home 62 9.4 44 2.3 106 4.1 

Mental hospital 14 2.1 14 0.7 28 1.1 
Other hospital 66 10.0 37 1.9 103 4.0 
Elsewhere 6 0.9 1 0.1 7 0.3 
Destination unknown 10 1.5 16 0.8 26 1.0 
No information 

provided 33 5.0 1,591 83.0 1,624 62.9 

Total 633 100 1,917 100 2,580 100 
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provide the detailed breakdown of destinations required on the census 
form. The only indication of destination provided was that most of them 
return home to live with relatives. Apart from this category, most 
residents who left were stated to have gone to live with relatives or 
friends (22 per cent). More than half of those who left private homes 
(58 per cent) fall into this category. The other most common destinations 
are home/living alone (4 per cent), another nursing home (4 per cent) 
and a hospital other than a psychiatric one (4 per cent). Overall, the 
findings indicate that the presence of relatives or friends who are willing 
to share their accommodation with the elderly person is an important 
influence on whether or not the resident will remain in the home. 

6.2 (e) Reasons for Leaving the Home 

Given the findings on the number of residents leaving nursing homes 
over a twelve month period it is useful to look at the reasons for leaving. 
In doing so the distinction between long-term and short-term residents 
is retained. 

Table 6.9 outlines the main reason for leaving amongst short-term 
residents. Two-thirds of homes with short-term residents reported that 
the main reason why short-term residents leave the home is that they 
are fit to leave (35 per cent) and were only resident for convalescence 
in the first place (30 per cent). Convalescence or the need for a rest is, 
therefore, the main reason for admission of elderly people into short
term residential care. Other homes stated that those who left were only 
resident for the winter period (6 per cent) or only resident while their 
family was on holiday (q per cent). There is little diffference between 
voluntary and private homes in this respect. Eleven per cent of homes 
gave the resident's inability to settle in the home as a reason for leaving, 
but voluntary homes (28 per cent) were more likely to do so than private 
homes (5 per cent). Other less common reasons are finance (3 per cent) 
and the fact that the resident wanted to move to another nursing home 
nearer his/her family (3 per cent). 

Only half of the nursing homes with long-term residents reported that 
one or more long-term residents had left the home in the twelve month 
period up to 21 March, 1985. Amongst these the most common reason 
given for long-term residents leaving the home was the need for nursing 
care (44 per cent), particularly by voluntary homes (60 per cent). (See 
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TABLE 6.9 

Main Reason why S~ort-Term Residents Left the Nursing Home·. Q. 51 (b) 
) 

Private Voluntary Total 
Reason Nursing Homes Nursing Homes Nursing Homes 

% % % 
Only resident 

for convalescence 29.7 32.0 30.3 
Only resident for 

winter period 6.8 4.0 6.1 
Only resident while 

family on holiday 10.8 12.0 11.2 
Didn't settle 5.4 28.0 11.2 
Fit to go 41.9 16.0 35.0 
Finance 4.1 0.0 3.0 
Moved to home 

nearer family 1.4 8.0 3.0 

N= 74 25 99 

*Based on those homes which reported that one or more short-term residents 
had left the home during the twelve month period prior to fieldwork. 

Table 6.10.) A little more than one-quarter of all homes (27 per cent) 
indicated that the main reason for leaving was that the resident had gone 
to live with his/her family. Financial reasons were cited by 19 per cent 
of private homes but by no voluntary homes. Other reasons given include 
the resident's inability to settle down in the home (12 per cent) and the 
need for psychiatric care (5 per cent). 

Overall then, the findings indicate that short-term residents tend to 
leave residential care once they are fit to go, having entered the home 
for a period of convalescence. Long-term residents are, by definition, 
less likely to leave nursing homes but when they do it is mainly to receive 
nursing care (mainly in the case of voluntary homes) and because they 
have an opportunity to live with their family. 

6.2 (d) Conditions for Discharge 

Persons completing the census form were asked to specify any conditions 
under which residents are discharged from the home. Respondents were 
asked to distinguish between conditions applying to short-term and long-
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TABLE 6.10 

Main Reason Why Long-Term Residents Left the Nursing Home-. Q. 51 (bl 

Private Voluntary Total 
Reason Nursing Homes Nursing Homes Nursing Homes 

% % % 
To live with family 29.8 23.3 27.3 
Needed nursing care 34.0 60.0 44.4 
Financial reason 19.1 0.0 11.7 
Didn't settle 12.8 10.0 11.7 
Needed psychiatric 

care 4.3 6.7 5.2 

N= 47 30 77 

*8ased on those homes which reported that one or more long-term residents left 
the home during the twelve months prior to fieldwork. 

term residents in the home. The findings are outlined in Tables A. 6.l. 
and A. 6.2.:j: 

A little less than one-half of homes with long-term residents (45 per 
cent) indicated that they have no special conditions for discharge of 
residents. A similar percentage of homes with short-term residents (43 
per cent) provided the same response. Apart from these, the main reason 
cited for discharge of long-term residents is the need for nursing care 
(23 per cent) and psychiatric care (14 per cent). These conditions are 
more likely to apply in voluntary homes (37 per cent and 19 per cent, 
respectively) than private homes (16 per cent and 12 per cent, respect
ively). Voluntary homes are also more likely than private homes to 
discharge short-term residents for these reasons. This reflects the earlier 
finding that voluntary homes consider themselves to be oriented more 
to non-nursing than nursing care. Seventeen per cent of homes reported 
that residents are discharged by a doctor - this, however, applies only 
t9 short-term residents. Disruptive behaviour is cited as a condition for 
discharge of residents in 12 per cent of homes with short-term residents 
and 9 per cent of homes with long-term residents. Less than 10 per cent 
of homes indicated that patients are discharged at their own request, 
most of these being voluntary homes. Financial considerations were also 
reported as a reason for discharging residents, but by less than 2 per 

:j:The total number of homes providing details of discharge conditions for long·term and 
short-term residents is less than the total number of homes which completed census forms 
since not all homes have both long-term and short-term residents. 
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cent of homes with long-term or short-term residents, all of these being 
private homes. , 

6.3 Summary 

This chapter"documented the reasons why and under what circumstances 
elderly people became residents of nursing homes. Proprietors and or 
persons in charge also detailed the reasons surrounding discharge from 
their care. The final chapter, Chapter 7, summarises the main findings 
of the study and raises key issues for policy makers and all involved in 
the care of the elderly. 
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CHAPTER 7 

Main Findings 

7.0 Introduction 

The data presented in the preceding chapters describe the type of 
residential care that is available in both private and voluntary nursing 
homes in the Republic of Ireland. Based on a census of private and 
voluntary nursing homes, this study highlights some of the relevant issues 
for policy makers, service providers and the general public who have to 
deal with the area of both short- and long-term care. 

Studies have shown that there is little evidence that the elderly are a 
homogeneous group. This study looks at one segment of the elderly 
population, those in residential-type care. It provides systematic back
ground information on the quality of buildings, facilities, staff, admission 
and discharge procedures. These data and the report "It's Our Home": 
The Quality of Life in Private and VoLuntary Nursing Homes enable 
detailed comments on the overall quality of life of elderly people In 
residential care to be made. 

The following sections of this chapter highlight the main findings of 
the study and some of the relevant policy issues are discussed in the 
conclusion. 

7.1 The Physical Environment of Private and Voluntary 
Nursing Homes 

The findings of this report indicate that almost half of the homes in 
existence today have been in operation for less than ten years. Much of 
this growth can be traced to an increase in the number of private homes. 
When the age of the buildings in which these homes are located is 
compared with the age of the home it is clear that most buildings were 
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not originally erected for the purposes of residential care. Most of the 
buildings were formerly used as private residences or hotels/guesthouses. 
This has important implications for the suitability of these homes for 
elderly residents. 

The analysis of the physical characteristics indicates that few homes 
are in poor structural condition. Ninety per cent are located either in or 
within one mile of an urban area and most are within one mile of a bus 
stop. Gardens are attached to most homes but it appears that as many 
as two-fifths of these may not be accessible to residents with limited 
mobility. 

In terms of bed numbers private homes tend to be smaller than 
voluntary homes. However, a higher proportion of voluntary homes 
have a lower ratio of beds to rooms than private homes although there 
are some voluntary homes with high bed to room ratios. Occupancy 
rates are high, the average for all homes being 92 per cent. 

While most homes provide central heating there is evidence that 
temperatures are not monitored in about one-fifth of homes. Given that 
there are recommended temperatures for different parts of the home 
this issue is worthy of exploration. 

Consideration of safety precautions indicates that three-quarters of 
homes have fire escapes. Most of those without such facilities consider 
that the number of exit routes provided by the home, in relation to 
the number of residents, make a fire escape unnecessary. Other fire 
precautions include the provision of alarm and safety devices; the only 
device provided throughout all homes (except one) is a fire extinguisher. 
The fact that less than two-thirds of all homes conduct fire drills is a 
cause for concern. 

Emergency call or medical alert systems are provided by most homes. 
These tend to be located in residents' bedrooms. The findings indicate, 
however, that more attention could be given to considering the location 
of alert/alarm systems in other commonly used areas throughout the 
home. 

Precautions relating to storage of drugs appear to be adequate given 
that they are generally stored in the staff office or locked in a safe or 
drugs cupboard. Almost half of the homes do not provide a sluice room. 
Given that the provision of at least one such room, of specified minimum 
size, is the standard recommendation by the Department of Health there 
is cause for concern in this area. 

A range of different types of insurance cover is provided by the homes. 

107 



The main issues here are the low level of coverage of residents' property 
and the less than satisfactory situation where persons in charge of some 
homes are unsure of the type of coverage provided by their home. 

7.2 The Residents 

This study has shown that more than three-quarters of the residents of 
nursing homes are female. In addition, more than three-quarters are 

. aged at least seventy-five years compared with 26 per cent in this age 
group in the elderly population as a whole. The odds of entering a 
nursing home are also found to increase once a person passes the age of 
seventy-five and to increase even further thereafter. 

Once in a nursing home most residents remain there on a long-term 
basis. While one-fifth of all those in private and voluntary residential 
care have been in a home for less than a year, half have been there for 
at least two years. 

Contrary to the popular stereotype, most of the elderly in residential 
care are not totally dependent in terms of their capacity for self-care. 
The findings indicate that 38 per cent are independent in personal care, 
half are ambulant without aids or assistance and almost two-thirds are 
mentally alert. There are, however, significant percentages of residents 
who are dependent along one or more of these dimensions of capacity 
for self-care. The likelihood of dependency is greater among residents 
of private than voluntary homes. 

While the findings provide a general picture of the characteristics of 
the residents of private and voluntary homes, it is important to remember 
that the picture is largely influenced by the accuracy of the data reported 
by the home. The description of the residents does, however, provide a 
context against which to consider their living environment in the home. 

7.3 Facilities and Services in Nursing Homes: The Living 
Environment 

In considering the living environment provided for residents of private 
and voluntary nursing homes for the elderly, a distinction was made 
between it's prosthetic and therapeutic components. 

One of the first factors examined in the consideration of the prosthetic 
component of the living environment was the number of floors in the 
home. This is of particular importance given that few homes were 
purpose-built for residential care. The evidence here indicates that 90 
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per cent of homes have beds on more than one floor and that three
quarters of those residents are required to use the stairs. This may not 
create particular problems if the home has a high population of ambulant 
residents but given that most residents are there on a long-term basis it 
could become problematic in cases where mobility deteriorates with 
increased age. 

The findings indicate that most homes tend to rely on standard rather 
than prosthetic bathroom facilities. One-quarter of all homes do not 
have any W.c.s with grab rails. Furthermore, over 90 per cent of homes 
fail to meet the Department of Health's recommended standard that all 
W.c.s should be fitted with grab rails. In addition, half of the homes do 
not provide wheelchair W.c.s. The absence of grab rails may not appear 
to cause great concern, particularly for ambulant residents. Nevertheless, 
the provision of such prosthetic devices may serve to promote greater 
usage of these facilities by more dependent residents thereby increasing 
their level of motor behaviour and overall independence. 

The most common prosthetic devices provided are the standard walk
ing aids and wheelchairs. Handrails when provided tend to be confined 
to corridors but are rarely installed in other frequently used locations 
such as dining rooms or sitting rooms. Ramps are. provided as an 
alternative to steps by less than half of all homes as are special eating 
utensils. Special writing utensils, automatic doors and other devices such 
as stripes on floors to indicate locations are rarely provided. The analysis 
shows that, apart from the common prosthetic devices (walking aids and 
wheelchairs) and special eating utensils, there is no clearly defined 
relationship between the provision of prosthetic tech~iques and the 
proportion of dependent residents in the home. This suggests that greater 
usage of prosthetic devices in homes could promote independence 
amongst residents with reduced capacity for self-care. 

One indicator of the presence of a therapeutic component in the living 
environment is the level of independence afforded to elderly residents 
in the home. 

A sitting room is provided for use by residents in almost all homes. 
One-quarter of these are combined with the dining room. A reception 
area in which residents can entertain visitors is also provided in the 
majority of homes. While this would appear to allow residents a certain 
level of independence in terms of where to entertain visitors, it is 
important to note that in one-third of the homes the reception area and 
sitting room are combined. Privacy is therefore limited and more so in 
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cases where residents may not have a choice of entertaining visitors in 
their rooms because they are resident in a multiple room. 

A number of indicators suggest that residents have a certain level of 
control over their day-to-day activities. Most homes permit ambulant 
residents to leave. The main conditions, when they apply, are that 
residents are seen to be independent and that they notify staff before 
they leave. Visiting hours also tend to be flexible rather than restricted 
to certain hours. Residents' level of privacy may, however, be limited 
by the absence of screens around beds in multiple rooms - mainly in 
the case of private homes. In addition, residents of private homes are 
less likely to have the facility for locking their own cupboard. 

The most commonly provided personal services are hairdressing and 
chiropody. The level of service provision is, however, generally lower 
in voluntary than in private hO.mes. Recognised therapeutic services such 
as physiotherapy and occupational therapy are less common, particularly 
in voluntary homes. Recreational facilities are also provided, the most 
popular being television and newspapers. Three-quarters of homes are 
also visited by groups which provide entertainment for the residents. The 
level of involvement of the residents themselves in such entertainment is, 
however, unclear. 
. Involvement of the residents in the day-to-day running of the home is 
the exception rather than the norm. One-quarter of all homes, most of 
these being voluntary homes, reported that residents participate in the 
running of the home. The number of residents involved accounts for 
only 5 per cent of the total number of residents in nursing homes, 1 per 
cent of residents in private homes and 8 per cent of residents in voluntary 
homes. The low level of participation cannot be explained by the fact 
that there is a high level of dependency amongst residents given a 
previous chapter's findings on the capacity for self-care amongst resi
dents. Change amongst the residents, their relatives and those involved 
in the running of the homes may be necessary if residents are to become 
more active within the home. The key issue, however, is that encour
agement of greater involvement in the home may help to eliminate the 
popular stereotype of the elderly as an unoccupied and disengaged 
segment of the population and also reduce the debilitating effects for 
the elderly of low levels of motor behaviour. 

7.4 Staffing 
Most homes are headed by a registered general nurse although more 
than one-fifth are not. The Department of Health's 1985 Regulations 
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require that the person in charge of a home at any given time is a 
nurse. It may be worthwhile to investigate the level of nursing expertise 
provided and the level of nursing care required in such homes. As 
expected, registered general nurses are the largest group of employees 
in private and voluntary homes. The high number of nursing aides 
employed is also noticeable. When staff provision is measured in terms 
of fulI-time equivalents, differences in levels of provision between private 
and voluntary homes are not as marked as when measured in absolute 
terms. The findings do indicate, however, that the ratio of fulI-time 
equivalent nurses to residents is higher in private homes than in voluntary 
homes. There is not an official standard against which to judge the level 
of provision noted in the findings. One issue for policy makers to consider 
is whether one fulI-time equivalent registered nurse on duty per 11 
residents is sufficient within the context of long-term care for the elderly. 

The findings indicate that alI homes have made provisions for main
taining contact with residents at night time. These provisions included 
night staffing, staff staying in the same building as residents ~nd staff 
linked to on-calI/paging systems. 

The evidence on medical staffing indicates that less than half of the 
homes have their own doctor. In the majority of homes residents are 
visited by their own doctor with visits more likely to occur on a weekly 
basis in private homes and as needed in voluntary homes. The issue to 
be considered here is whether this level of provision is sufficient to meet 
the recommended standard that a general practitioner is available to 
residents of every home. 

7.5 Admission and Discharge 

The elderly person's inability to look after himlherseIf and the need for 
nursing care are identified as the main reasons for admission of elderly 
people into residential care. Reasons for admissions differ, however, 
between private and voluntary homes. The need for nursing care is the 
main reason reported by private homes while the residents inability to 
look after himlherself together with the fear of living alone or loneliness 
are the main reasons for admission to voluntary homes. 

Less than one-third of homes reported that they have no conditions 
for entry. However, voluntary homes are most likely to place conditions 
which must be satisfied before the elderly person can enter the home. 
The main condition applied is that residents must be ambulant - mainly 
in voluntary homes. In some cases prospective residents may also have 
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to go on a waiting list. The findings here indicate that voluntary homes 
are more likely to have a waiting list than private homes and that they 
are also more likely to have a longer list. 

Application for entry into residential care is rarely made by the 
resident him/herself The resident is, however, usually involved in the 
application process, but generally with a combination of other indi
viduals, including relatives, friends and others. 

The findings on the number of deaths amongst residents of nursing 
homes indicate that deaths, when they occur, are more likely to occur 
in private than voluntary homes. In addition, the number of deaths 
occurring over the twelve months prior to the study represents one-fifth 
of the total number of residents in care at the time of fieldwork. This 
suggests a mortality rate of 20 per cent amongst residents of nursing 
homes, with a higher rate for private (27 per cent) than voluntary homes 
(17 per cent). 

Departures from the home are more likely to occur amongst short
term rather than long-term residents. The main destination of departure 

. is home to live with relatives or friends. Amongst the main reasons 
given for leaving nursing homes are the completion of a period of 
convalescence for short-term residents, the need for nursing care and 
the opportunity to live with relatives. 

7.6 Conclusion 

These results reveal that many of the homes, both voluntary and private, 
do not comply with the Homes for Incapacitated Persons Regulations, 
1985. This suggests not only that all homes should be covered by the 
Regulations but also that those Regulations should be monitored and 
enforced more thoroughly. At the same time, careful consideration 
should be given to the implementation of this proposal since it poses the 
dilemma that if the 1985 Regulations were strictly enforced, some nursing 
homes might have to close. These considerations raise the more general 
issue of the adequacy of the existing legislative framework for nursing 
homes, particularly as it relates to such questions as registration, grading, 
price control, the distinction between retirement homes and nursing 
homes, in-patient services and proprietor/staff qualifications. 

It is not possible here to examine the detailed contents which any 
proposed legislation should contain. However, the results of this study 
indicate some areas that should be covered by any proposed legislation. 
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These areas, many of which are similar to the guidelines suggested in 
the Care of the Aged report (1968), include: 

• The size of the buildings: 
the number of stories in the buildings used for residential purposes 
should be kept to the minimum; possibly a maximum of two. If 
buildings are of more than two stories then lifts or escalators should 
be provided. The central point here is that buildings for the elderly 
should be ergonomically designed so that residents of varying physi
cal and mental capacities are not handicapped by the design of the 
building itself. If residents are on the second or third floor and are 
immobile they can be made virtual prisoners by not being able to 
leave their rooms. Visitors may also find it difficult to negotiate the 
stairs, further isolating the elderly person. 

• The number of buildings: 
more small, self-contained living units within a large complex of 
facilities for the elderly should be built. This would allow elderly 
people to maintain their privacy and independence while having 
the protection of a more sheltered environment. 

• Bedrooms or bed-sitting rooms: 
this report endorses the recommendation in the Care of the Aged 
report (1968), that: 

'Bedrooms or bed-sittingrooms should be in the range of 100 
to 146 square feet for single persons or 160 to 180 square feet 
for double rooms. Provision should be made in each room for 
a wash-hand basin, call-bell, and adequate heating. The width 
of doors should be not less than 30" to allow for entry of 
wheelchairs'(I) 

• Sharing of rooms: 
when residents share a room, every care should be taken to ensure 
that the residents who are sharing are compatible with each other. 
In the study "It's Our Home": The Quality of Ufe in Nursing Homes 
(1986), carried out by the Social Research Centre on behalf of the 
National Council for the Aged, it was found that considerable 
distress was caused because a number of sharing residents were 
incompatible either in personality or in mental state. (2) 
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• Communal recreation and dining rooms: 
this report endorses the recommendations of the Care of the Aged 
report (1968) that: 

'Bearing in mind the various requirements such as TV, radio, 
reading, writing, etc., communal rooms to be used for rec
reational purposes should be provided by way of a number 
of small rooms rather than as one or two large rooms. The 
recommended space provision is 25 square feet per person, 
distributed throughout the rooms. A minimum of 15 square 
feet per person is recommended for dining-room accom
modation'. (3) 

This recommendation would also help reduce the monotony and lack of 
privacy associated with very large communal room or rooms that are 
used for more than one function. 

• Activities: 
nursing homes should be encouraged to provide a broader range 
of recreational activities, other than just newspapers and television, 
which would help to keep residents active and alert for as long as 
possible and as long as they wished. 

• Sanitary accommodation: 
this report endorses the recommendation of the Care of the Aged 
report (1968) that: 

'The provision of at least one bathroom per floor, and one for 
each 15 residents is suggested. Grips or handrails should be 
provided above baths. Toilet facilities should be on the basis 
of one W.e. to each six residents and grip handles should be 
provided above baths. At least one W.e. apartment on each 
floor should be designed to accommodate wheelchair users and 
to permit staff aid. Doors should be either outward opening or 
sliding and should be capable of being unlocked from the 
outside'. (4) 

Although this recommendation is broadly in accord with ~he Homes for 
Incapacitated Persons Regulations, 1985 this report shows that many 
homes do not meet the minimum standards set by these regulations. 
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• Handrails and floor markings: 
handrails should be provided on both sides of all corridors, linked, 
where necessary, with the staircase handrails. In addition, markings 
should be placed on the floor to give appropriate directions. 

• Additional desire able facilities: 
the results of this report endorse the recommendation of the Care 
of the Aged report (1968) that the following separate rooms should 
be provided for: 

'Offices, visitors and interview, sluice, linen, used linen, drying 
and airing, storage and box room. Adequate arrangements 
for food preparation, storage, refrigeration and for laundry 
facilities should be provided'. (5) 

• Heating: 
temperatures in the homes should be thermostatically controlled 
and monitored continuously to ensure that the homes remain 
comfortable. The Homes for Incapacitated Persons ReguLations, 
1985 recommend: 'minimum heating of 65 degrees F (18 degrees 
C) in bedroom areas and 70 degrees F (21 degrees C) in day areas. 
This report shows that, in one-fifth of all homes, the temperature 
is not monitored. 

• Fire precautions: 
all homes should have a clear set of procedures to be followed in 
the event of a fire. Fire drills should be held on a regular basis. 

• Institutionalization of daily routines: 
homes should be as flexible as possible in the organisation of such 
routine activities as getting-up, meals and going to bed. Residents 
should be given as much autonomy as possible to establish their 
own routines in these matters. They should also be involved in 
running the·homes as much as possible and to the extent they so 
wish. 

This report has provided evidence that the care systeOm in nursing 
homes is custodial in orientation, having a philosophy of care that 
promotes dependence. In many ways the picture of services and facilities 
available reinforces the stereotype of the elderly as being unoccupied 
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and separate from the rest of society. By providing care that in many 
cases does not respect the privacy and potential of each individual for 
self-determination, it creates dependence. 

7.7 Summary 

This study profiled residential nursing home care for the elderly in both 
the voluntary and private sector. It explored the .dimensions of the 
physical environment and arrangements for care, facilities, services, 
staffing and admission and discharge procedures. It provides baseline 
information to which the requirements of the proposed legislation and 
regulations can be attached. A profile of the residents in care indicates 
again that the elderly are not a homogeneous group and the stereotype· 
image of the elderly in nursing homes is not the reality that is presented 
here. The study raises serious practical issues for policy makers and 
service providers. It provides information on the system and provision 
of care that needs to be acted on immediately, not only by politicians 
and service-providers, but the general public, the elderly in care and 
their families. It is hoped that future legislation will be based on studies 
of this nature and that the planning authorities will consider applications 
for nursing home design and conversions with the evidence of this study 
in mind. The findings provide the basis for a systematic review of nursing 
homes and a platform for informed debate about the provision of care 
for the elderly. 

NOTES 

1. The Care of the Aged, Report of an Inter-Departmental Committee, Dublin. Stationery 
Office, 1968, p. 131. 

2. O'Connor, J. and Walsh, M., "It's Our Home": The Quality of Life in Private and 
Voluntary Nursing Homes, National Council for the Aged. Report No. 14, Dublin: 
Stationery Office, 1986. 

3. The· Care of the Aged. Op. Cit., p. 131. 
4. Ibid. 
5. Ibid. 
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APPENDIX 1 

Tables Relating to Chapter 2 

TABLEA.2.1 

Reasons for Not Making an Application Under Section 54 of the Health Act 
(1970). Q. 3 (d) 

Private Voluntary Total 
Nursing Nursing Nursing 

Reasons Homes Homes Homes 

% % % 
No new approvals by 

Dept. of Health 9.1 0.0 4.0 
Not a 'nursing home' 63:6 92.9 80.0 
Unaware of possibility of 18.2 7.1 12.0 

applying 
Changes in home 9.1 0.0 4.0 

incomplete 

N= 11 14 25 

TABLE A.2.2. 

Whether Main Building was Originally Built as Nursing Home. Q. 7 (a) 

Private 
Nursing 

Category Homes 

% 
Originally built as 

nursing home 12.9 
Not originally built as 

nursing home 86.2 
Don't know 0.9 

N= 116 

125 

Voluntary 
Nursing 
Homes 

% 

48.6 

51.4 
0.0 

70 

Total 
Nursing 
Homes 

% 

26.3 

73.1 
0.5 

186 



Condition 

Excellent 
Very good 
Fair 
Poor 
Very poor 

N = 

State 

Excellent 
Very good 
Fair 
Poor 
Very poor 

N = 

TABLEA.2.3 

Structural Condition of Building. Q.4 

Private 
Nursing Homes 

% 
33.7 
34.9 
27.9 

3.5 
0.0 

86 

Voluntary 
Nursing Homes 

% 
41.3 
30.4 
28.3 

0.0 
0.0 

46 

TABLEA.2.4 

State of Decor in Nursing Home. Q.5 

Private 
Nursing Homes 

% 
23.5 
34.1 
31.8 

9.4 
1.2 

85 

Voluntary 
Nursing Homes 

% 
39.1 
39.1 
19.6 
2.2 
0.0 

46 

TABLEA.2.5 

Total 
Nursing Homes 

% 
36.4 
33.3 
28.0 

2.3 
0.0 

132 

Total 
Nursing Homes 

% 
29.0 
35.9 
27.5 

6.9 
·0.8 

131 

Level of Cleanliness and Tidiness of Interior of Nursing Home. Q.6 

Condition 

Very clean and tidy 
Quite clean and tidy 
Quite dirty and untidy 
Very dirty and untidy 

N= 

Private 
Nursing Homes 

% 
44.2 
45.3 

8.1 
2.3 

86 

126 

Voluntary Total 
Nursing Homes Nursing Homes 

% % 
69.6 53.0 
30.4 40.2 

0.0 5.3 
0.0 1.5 

46 132 



TABLEA.2.6 

Whether there is Visible Evidence of Dampness in Nursing Home. Q.7 

Private Voluntary Total 
Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
Evidence of dampness 3.5 6.5 4.5 
No evidence of 96.5 93.5 95.5 
dampness 

N= 86 46 132 

TABLEA.2.7 

Whether there is Visible Evidence of Draughts in Nursing Home. Q.7 

Category 

Evidence of draughts 
No evidence of draughts 

N = 

Siting 

In orat the edge of 
city/town/village 
Within one mile of 
city/town village . 
No urban centre within 
one mile 

N = 

Private Voluntary 
Nursing Homes Nursing Homes 

% % 
8.1 6.5 

91.6 93.5 

86 46 

TABLEA.2.B 

Siting of Nursing Home.Q.9 

Private 
Nursing Homes 

% 
66.3 

23.3 

10.5 

86 

127 

Voluntary 
Nursing Homes 

% 
73.9 

17.4 

8.7 

46 

Total 
Nursing Homes 

% 
7.6 

92.0 

132 

Total 
Nursing Homes 

% 
68.9 

21.2 

9.8 

132 



TABLEA.2.9 

Distance of Nursing Home from Nearest Bus Stop. 0.11 

Distance 

250 yards 
250 yards - mile 
More than mile 

N= 

Large 
Small 
None 

N = 

Size 

Private Voluntary 
Nursing Homes Nursing Homes 

% % 
48.2 62.2 
32.9 26.7 
18.8 11.1 

85 45 

TABLE A.2.10 

Size of Garden in Nursing Home. 0.10 

Private 
Nursing Homes 

% 
40.0 
55.3 
4.7 

85 

Voluntary 
Nursing Homes 

% 
71.7 
13.0 
15.2 

46 

TABLE A.2.11 

-Total 
Nursing Homes 

% 
53.1 
30.8 
16.2 

130 

Total 
Nursing Homes 

% 
51.1 
40.5 

8.4 

131 

Level of Access to Garden in Nursing Home. 0.10 

Category 

Accessible to all 
residents 
Accessible to ambulant 
residents only 

N = 

Private 
Nursing Homes 

% 
56.1 

43.9 

82 

128 

Voluntary Total 
Nursing Homes Nursing Homes 

% % 
65.0 59.0 

35.0 41.0 

40 122 



TABLE A.2.12 

Provision of Central Heating in'Rooms and Day Spaces in Nursing 
Home. Q.15 (a' 

Private Voluntary Total 
Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
Central heating 95,7 95.7 95.7 
No central heating 4.3 4.3 4.3 

N = 116 67 185 

TABLE A.2.13 

Form of Heating Provided in Nursing Home, if not Centrally Heated. 
Q.15 (b' 

Private Voluntary Total 
Form of Heating Nursing Homes Nursing Homes Nursing Homes 

% % % 
Storage heaters 40.0 33.3 37.5 
Gas fires 20.0 33.3 25.0 
Open fire 0.0 33.3 12.5 
Electric and gasheaters 40.0 0.0 25.0 

N = 5 3 8 

TABLE A.2.14· 

Monitoring of Temperatures in the Nursing Home. Q.16 

Category 

Temperatures 
monitored 
Temperatures not 
monitored 

N = 

Private 
Nursing Homes 

% 
86.0 

14.0 

114 

129 

Voluntary Total 
Nursing Homes Nursing Homes 

% % 
78.3 83.1 

21.7 16.9 

69 183 



TABLE A.2.15 

Presence of Fire Escape in Nursing Home. 0.53 lal 

Private Voluntary Total 
Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
Fire escape 72.4 84.4 76.9 
No fire escape 27.6 15.2 23.1 

N= 116 66 182 

TABLE A.2.1 6 

Frequency of Conducting Fire Drills in Nursing Homes. 0.55 Ibl 

Private Voluntary 
Frequency Nursing Homes Nursing Homes 

% % 
Every month 29.5 19.2 
Every 2-3 months 11.5 15.4 
Every 4-5 months 3.8 3.8 
Every 6 months 35.9 23.1 
Every year 19.2 38.5 

N=· 78 26 

TABLE A.2.17 

Length of Time Since Last Fire Drill. 0.55 Icl 

Length of Time 

During past month 
Since begining 1985 
4-5 months ago 
6-7 months ago 
8-11 months ago 
A year ago 

N= 

Private 
Nursing Homes 

0/0 

23.5 
28.4 
21.0 
16.0 
8.6 
2.5 

81 

130 

Voluntary 
Nursing Homes 

% 
14.3 
17.9 
25.0 
17.9 
3.6 

21.4 

28 

Total 
Nursing Homes 

% 
26.9 
12.5 
3.8 

32.7 
24.0 

104 

Total 
NurSing Homes 

% 
21.1 
25.7 
22.0 
16.5 
7.3 
"7.3 
109 



TABLE A.2.18 

Presence of Emergency Call System in Nursing Home. Q.59 (a) 

Private Voluntary Total 
Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
Emergency call system 88.8 82.9 86.6 
No emergency call 11.2 17.1 13.4 
system 

N = 116 70 186 

TABLE A.2.19 

Type of Emergency Call System Installed in Nursing Home. Q.59 (b) 

. Private Voluntary Total 
Type Nursing Homes Nursing Homes Nursing Homes 

% % % 
Push button system 90.8 78.0 86.5 
Handbells 2.0 2.0 2.0 
Intercom 5.1 10.0 6.8 
Other 2.0 10.0 4.7 

N = 98 50 148 

TABLE A.2.20 

Coverage of Residents Against Accidental Injury in Buildings/Grounds 
of Nursing Home. Q.57 

Category 

Coverage of residents 
against accidental injury 
No coverage of residents 
against accidental 
injury 
Don't know 

N = 

Private 
Nursing Homes 

% 
94.0 

6.0 

0.0 

116 

131 

Voluntary Total 
Nursing Homes Nursing Homes 

% % 
88.1 91.8 

10.4 7.7 

1.5 0.5 

67 183 



TABLE A.2.21 

Insurance Coverage of Damage to Rasidents' Personal Property in 
Nursing Home. 0.58 

'-) 
Private Voluntary Total 

Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
Insurance coverage for- 80.9 64.2 74.7 
residents' property 
No coverage for 19.1 31.3 23.6 
residents' property 
Don't know 0.0 4.5 1.6 

N = 115 67 182 

132 



APPENDIX 2 

Tables Relating to Chapter 4 

TABLEA.4.1 

Whether Residents are Required to Use Stairs in Nursing Home. Q.9 (e) 

Private Voluntary Total 
Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
Stairs only/ 
required to use stairs 86.7 52.5 73.6 
Not required to use 13.3 47.5 26.4 
stairs 

N = 98 61 159 

TABLE A.4.2: 

Provision of LiftJElevator in Nursing Home. Q. 9 (d). 

Provision 

Lift provided 
Lift not provided 

N= 

Private 
Nursing Homes 

% 
12.2 
87.8 

98 

133 

Voluntary 
Nursing Homes 

% 
50.8 
49.2 

61 

Total 
Nursing Homes 

% 
27.0 
73.0 

159 



TABLE A.4.3 

Proportion of Nursing Homes for the Elderly with Special Eating and Writing 
Utensils by Proportion of Residents in the Home who are Independent in 

Personal Care. Q. 17. 

Proportion of Residents 
Utensil Independent in Personal Care 

0.CHl.19 0.2CHl.59 0.6CHl.99 1.00 

% of Homes with Utensils 
Special eating 

utensils 66.7 54.1 34.4 0.0 
Special writing 

utensils 8.5 6.6 3.1 7.1 
All homes 40.2 34.1 17.9 7.8 

N= 72 61 32 14 

TABLE A.4.4 

Proportion of Nursing Homes for the Elderly with Stripes on Floors to 
Indicate Location by Proportion of Residents in the Home who are Mentally 

Alert. Q. 17. 

Proportion of Residents 
Device Independent in Personal Care 

00-0.19 0.20-0.59 0.6CHl.90 1.00 

% of Homes with Stripes 
Stripes on floor 

to indicate location 11.1 12.1 1.2 0.0 

All homes 5.1 32.6 48.3 14.0 

N= 9 58 86 25 

TABLE A.4.5 

Provision of Sitting Room(s, for Residents' Use in Nursing Home. Q. 9 (d,. 

Provision 

Sitting·room 
provided 

Sitting·room 
not provided 

N= 

Private 
Nursing Homes 

% 

97.4 

2.6 

116 

134 

Voluntary Total 
Nursing Homes Nursing Homes 

% % 

98.6 97.9 

1.4 2.1 

71 187 



TABLE A.4.6 

Relationship of Sitting Room(s) to Residents' Dining Room in Nursing 
Home. Q. 10 (b). 

Private Voluntary Total 
Relationship Nursing Homes Nursing Homes Nursing Homes 

% % % 
Separate sitting-

and dining-rooms 67.0 89.6 75.4 
Combined sitting-

and dining-rooms 33.0 10.4 24.6 

N = 112 67 179 

TABLE A.4.7 

Provision of Reception Area for Residents to Entertain Visitors in Nursing 
Home. Q. 11 (a). 

Private Voluntary Total 
Provision Nursing Homes Nursing Homes Nursing Homes 

% % % 
Reception area 

provided 87.1 84.1 85.9 
Reception area 

not provided 12.9 15.9 14.1 

N= 116 69 185 

TABLE A.4.B 

Relationship of Reception Area to Sitting Room(s) in Nursing Home. 

Relationship 

Separate reception 
and sitting-room 

Combined reception 
and sitting-room 

N= 

Q.11 (b). 

Private 
Nursing Homes 

% 

67.7 

32.3 

99 

135 

Voluntary Total 
Nursing Homes Nursing Homes 

% % 

60.0 64.9 

40.0 35.1 

55 154 



TABLE A.4.9 

Types of Personal Possessions Permitted in Nursing Home. Q. 43 (b). 

Types 

Clothes 
Furniture 

N= 

Private Voluntary 
Nursing Homes Nursing Homes 

% % 
Not Not 

Per· Per· Per- Per-
mitted mitted mitted mitted 

100.0 0.0 100.0 0.0 
54.0 45.0 75.4 24.6 

113 69 

TABLE A.4.10 

Total 
, Nursing Homes 

% 
Not 

Per- Per-
mitted mitted 

100.0 0.0 
62.1 37.9 

182 

Other Possessions Permitted in Nursing Home. Q. 43 (b). 

Private Voluntary Total 
Types Nursing Homes Nursing Homes Nursing Homes 

% % % 
Radio/T.V. 29.0 36.4 31.4 
Momentos 37.7 27.3 34.3 
Jewellery/money 10.1 9.1 9.8 
Quilts/bed linen 5.8 3.0 4.9 
Other medium 

sized items 15.9 9.1 13.7 
Anything 1.4 12.1 4.9 
Cars/bike 0.0 3.0 1,0 

N= 69 33 102 

TABLE A.4.11 

Provisions for Residence of Married Couples in Nursing Home.' Q. 45 (a). 

Category 

Provisions made for 
married couples 

No provisions made 
for married couples 

N= 

Private 
Nursing Homes 

% 

67.0 

33.0 

115 

l36 

Voluntary Total 
Nursing Homes Nursing Homes 

% % 

36.8 55.7 

63.2 44.3 

68 183 



TABLE A.4.12 

Type of Provision for Residence of Married Couples in Nursing Home. 
Q. 45 (b). 

Private Voluntary Total 
Type Nursing Homes Nursing Homes Nursing Homes 

% % % 
Double room 91.9 58.3 83.7 
Double room with 

bathroom/or 
kitchenette 8.1 41.7 16.3 

N= 74 24 98 

TABLE A.4.13 

Whether Ambulant Residents are Permitted to Leave the Home Unac
companied. Q. 46 (a). 

Private Voluntary Total 
Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
Ambulant residents 

permitted to leave 
unaccompanied 82.8 90.0 85.5 

Ambulant residents 
not permitted to 
leave unaccompanied 17.2 10.0 14.5 

N= 116 70 186 

TABLE A.4.14 

Whether Residents are Permitted to Entertain Visitors in the Nursing 
Home. Q. 49 (a). 

Private Voluntary Total 
Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
Residents permited 

98.9 to have visitors 98.3 100.0 
Residents not 

permitted to have 
visitors 1.7 0.0 1.1 

N= 116 70 186 

137 



TABLE A.4.15 

Flexibility of Visiting Hours in Nursing Homes. Q. 49 (b). 

Private Voluntary Total 
Access Nursing Homes Nursing Homes Nursing Homes 

% % % 
Restricted to 

certain times 7.9 11.4 9.2 
Flexible 92.1 88.6 90.8 

N= 114 70 184 

TABLE A.4.16 

Provision of Other Personal Services in Nursing Home. Q. 36 (b). 

Personal Private Voluntary Total 
Services Nursing Homes Nursing Homes Nursing Homes 

% % % 
Religious services 20.7 5.6 15.0 
Outings 5.2 0.0 3.2 
Shopping 13.8 4.2 10.2 
Bank/pensions 0.9 1.4 1.1 
Other hospital 

services 5.2 2.8 4.3 
Other personal 

services 4.3 1.4 3.2 
Visits by local 

groups 4.3 4.2 4.3 
No other personal 

services provided 45.7 80.3 58.8 

N= 116 71 187 

138 



TABLE A.4.17 

Provision of Other Recreational Facilities for Residents in Nursing 
Home. Q.37b. 

Private Voluntary Total 
Provision Nursing Homes Nursing Homes Nursing Homes 

% % % 
Visits by 

entertainment 
groups 8.6 5.6 7.6 

Outings 8.6 8.5 8.7 
In·house 

entertainment 9.5 23.9 15.0 
Reading to residents 

letter·writing 4.3 0.0 2.7 
Religious services 5.2 5.6 5.4 
Physical activities 3.4 1.4 2.2 
Crafts 2.6 1.4 2.2 
Radio/tapes 5.2 0.0 3.3 
No other 

recreational 
facilities 
provided 52.6 53.5 52.9 

N= 116 71 187 

TABLE A.4.18 

Visits by Non-Residents/Groups to Entertain Residents in Nursing 
Home. Q. 40 (a'. 

Private Voluntary Total 
Provision Nursing Homes Nursing Homes Nursing Homes 

% % % 
Visits by 

entertainment 
groups 69.6 76.8 72.3 

No visits by 
entertainment 
groups 30.4 23.2 27.7 

N= 115 69 184 

139 



TABLE A.4.19 

Type of Groups and Entertainment Provided for Residents in Nu'rsing 
Home. Q. 40 (cl. 

Type 
Private Voluntary Total 

Nursing Homes Nursing Homes N'Hsing Homes 

% % % 
Vincent de Paul 10.0 2.0 6.9 
Lions Club 0.0 3.9 1.5 
Other voluntary 

groups 52.5 58.8 55.0 
Youth groups/ 

school children 33.8 31.4 32.8 
Charismatic/prayer 

groups 3.8 3.9 3.8 

N= 80 51 131 

TABLE A.4.20 

Frequency of Visits by Groups to Entertain Residents in Nursing Home. 
Q. 40 (bl. 

Private Voluntary Total 
Frequency Nursing Homes Nursing Homes Nursing Homes 

% % % 
Every 1-2 weeks 19.4 205 19.8 
Monthly 22.4 15.9 19.8 
Every 2·3 months 18.1 11.4 15.5 
Every 4·6 months 11.1 18.2 13.8 
Holidays and other 

special occasions 29.2 34.1 31.0 

N= 72 44 116 

140 



APPENDIX 3 

Tables Relating to Chapter 5 

TABLEA.5.1 

Average Number of Part-Time Employees in Selected Categories in 
Private and Voluntary Nursing Homes Classified ,by Type of Home. 

(0.19) 

Private Voluntary Total 

Category Nursing Homes Nursing Homes Nursing Homes 
% % % 

5< (N) S.D. 5< (N) S.D. X .. (N) S.D. 

Registered Nurses 3.2 (51) 2.4 3.8 (16) 3.6 3.3 (67) 2.7 
(RGN) 
Enrolled Nurses 1.6 (18) 0.9 2.5 (2) 2.1 1.6 (20) 1.0 
(SEN) 
Nursing Aides 1.9 (33) 1.6 6.2 (20) 8.0 3.5 (53) 5.4 
Porters/Attendants 1.5 (2) 0.7 1.7 (6) 1.2 1.6 (8) 1.1 
Cleaners/ 1.3 (53) 0.5 5.0 (36) 6.8 2.7 (89) 4.7 
Housekeepers 
Cooks 1.1 (30) 0.3 1.8 (20) 1.4 1.4 (50) 0.9 
Administration 1.0 (9) 0.0 2.6 (12) 3.7 1.9 (21 ) 2.8 
Other 1.7 (16) 1.2 2.0 (10) 1.2 1.8 (26) 1.2 

X = Mean. S.D. = Standard Deviation. N = Number of Homes. 

1I'ABLEA.5.2 

Whether Full-Time Staff Live in the Same Building as 
Residents. 0.21 (a) 

Residence 

Living in the same 
building 
Not living in the same 
building 

N = 

K 

Private 
Nursing Homes 

% 
47.4 

52.6 

116 

141 

Voluntary Total 
Nursing Homes Nursing Homes 

% % 
70.6 56.0 

29.4 44.0 

68 184 



TABLEA.5.3 

Links Between Full-Time Staff (Not Living in the Same Building as 
Residents) and Nursing Home. 0.21 (b) 

Private Voluntary Total 
Links Nursing Homes Nursing Homes Nursing Homes 

% % % 
Use of on·call/paging 65.6 53.3 63.2 
service 
No use of on-call/paging 34.4 46.7 36.8 
service 

N = 61 15 76 

TABLEA.5.4 

Whether the Nursing !:tome has its Own Doctor. 0.22 (a) 

Private Voluntary Total 
Category Nursing Homes Nursing Homes Nursing Homes 

% % % 
Own doctor 37.9 55.7 44.6 
Not own doctor 62.1 44.3 55.4 

N= 116 70 186 

TABLEA.5.5 

Type of Doctor Linked to Nursing Home-. 0.22 (b) 

Private Voluntary Total 
Type Nursing Homes Nursing Homes Nursing Homes 

% % % 
General Practitioner 97.7 100.0 98.8 
Consultant 2.3 0.0 1.2 

N = 44 39 83 

*Based only on homes wi~h their own doctor. 
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" 

APPENDIX 4 

Tables Relating to Chapter 6 

TABLEA.6.1 

Conditions of Discharge of Long-Term Residents of Nursing Home. 
Q.52 

Private Voluntary Total 
Nursing Homes Nursing Nursing 

Conditions Homes Homes 

% % % 
Own request 5.0 9.2 6.4 
Nursing care 16.0 37.1 23.4 
Psychiatric care 11.9 18.5 14.3 
Disruptive behaviour 8.0 11.2 9.1 
Financial reasons 3.0 1.9 
None 56.0 24.1 44.8 

N = 100 54 154 

TABLEA.6.2 

Conditions of Discharge of Short-Term Residents of Nursing Homes. 
Q.52 

Private Voluntary Total 
Reason Nursing Homes Nursing Homes Nursing Homes 

% % % 
Own request 6.9 9.5 7.4 
Hospital care 8.4 18.9 10.7 
Discharged by 18.0 14.2 17.3 
Psychiatric care 6.9 14.2 8.7 
Disruptive behaviour 12.6 9.5 11.9 
Financial reasons 1.5 1.0 
None 45.8 33.5 43.0 

N = 72 21 . 93 
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APPENDIX 5 

Questionnaire Design 

LONG-TERM CARE ACCOMMODATION FOR THE 
ELDERLY IN PRIVATE AND VOLUNTARY NURSING HOMES 

Census and Notes to Interviewers 

This census was designed to elicit information on both short-term and 
long-term residential care in the Republic of Ireland. The aim of the 
census is to provide a profile of nursing home facilities, staff, admission 
procedures and residents. To structure and facilitate the collection and 
analysis of data the followjng framework was designed. The facts deemed 
necessary for this framework are as follows: 

Nursing Homes 

• Type 
-voluntary 
-private 
--other 

• Approved/Non-approved 

Physical 

• Number of beds 
• Number of patients 

-short-term 
-long-term 
-receiving subvention ftom Health Board 

• Number of rooms 
-single 
--double floor space 
-multiple 
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• Reception area 
• Dining room 
• Sitting room 
• Sanitary facilities 

-no. of W.c.s 
-wheelchair W.c.s 
-grab rails provided 
-no. of baths 
-whether assisted 
-no. of showers 

• Sluice room 
-separate 

• Heating 
-type 
-temperature 

• Separate office 

Separate or combined 

-location for drug storage 
• Type of building 

-no. of floors 
-are residents required to use stairs? 
-are ramps (for wheelchairs) provided? 
-was building specifically constructed as nursing home? 

-if no, what was it used for previously? 
-age of building 

Personal Services 

• Hairdressing .. 
-nursing home staff/fellow patients (home perm, wash and 

shampoo, etc.) 
-visiting hairdresser 
---charge 
-regularity 

• Dentist 
-visiting dentist 
---charge 
-regularity 

• Shop 
-for individual sundries: toothpaste, soap, razorblades, 

newspapers, cigarettes ... 
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Recreational Services/Facilities 

• TV -special room 
-in each room 

• Newspapers 
-provided by home 
-bought by patients 

• Books 
• Musical instruments 

-piano, etc., for general use 
• Recreational area 

. -specially designated room avaialble? 
-for meeting friends, games (cards, chess) etc. 

• Games 
--chess, cards, etc., made available? 

• Other recreational/educational facilities 
-woodwork, pottery ... 

• Supplied entertainment 
-staff 
-residents 
-visiting groups 

Staff 

• Does home have G.P.? 
-frequency of visits to patients by G.P. 

• Number of qualified nurses employed (RGNs) 
-minimum number on duty at any time 

• Number of nursing aides 
-duties 

• Administrative and ancillary staff . 
-duties 

Privacy 

• Curtains around beds in multiple rooms 
• Facility for locking own cupboard or drawer· 
• Allowed to keep personal possessions in the home 

--clothes 
-furniture 
-other items 
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• Allowed to smoke 
-unsupervised/supervised 
---own room 
-specially designated areas 

Admission/Discharge 

• General policy 
-medicaVnursing care vs. welfare 

• Conditions for admission 
-medical, social circumstances of resident 
-finance 

-fees 
-policy in cases of financial hardship 
-health board subventions - is admission allowed 

before Health Board approval of subvention? 
-special conditions 

-residence 
-religion 

. ---other 
-role of family 
-role of G.P. 

• Discharge 
---oriented to long-term or short-term care 

• Conditions for discharge 
-medical social circumstances of resident 
-wishes of resident 
-finance 

-failure to pay fees 
-failure to secure Health Board subvention 

• Discharge procedure 
=--period of notice 
--notification of relatives, G .P. 
-arrangements for alternative accommodation 

Residents 

• Number 
-male/female 
-age 
-number receiving Health Board subvention 
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• Independence of residents 
-personal care 

-incontinent or unable to feed 
-no difficulties 

-mobility 
-walks without difficulty including stairs 
-walks only with difficulty or with aids or personal 

assistance 
---chairfast or bedfast 

-mental state 
-normal, alert 
---confined 
-dementia 

., Social environment of residents prior to entry 
-living alone 
-living with spouse only 
-living with children or others 

• Source of application 
-resident 
-family 
-family doctor 
-other 

• Reason for application 
-welfare 
-nursing care 

The Census Questionnaire used in this study is available on 
request from The National Council For The Aged. 
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APPENDIX 6 

Other Documentation 

INSTRUCTIONS FOR INTERVIEWERS 

The purpose of the study is to compile a detailed picture of the role and 
contributions of private. and voluntary nursing homes in the provision of 
long-term and short-term care of the elderly. The study is being carried 
out by the Social Research Centre at the request of the National Council 
for the Aged. 

A census form has been sent to every private and voluntary nursing 
home for the elderly in Ireland. A covering letter accompanied each 
census form outlining the purpose of the study and explaining that in 
order to provide a census of the nursing homes each census form was to 
be completed by the proprietor/person in charge of the nursing home, 
on the 21st March, 1985. Each respondent has been assured of the 
confidentiality of any information they supply. In addition, individual 
letters have been sent by the Health Boards to each home explaining 
that the study has been approved by the Department of Health but that 
the SRC is an independent organisation and will not divulge information 
provided by a specific home to either the Health Board or the Depart
ment. 

The proprietor/person in charge of each home has been informed that 
an SRC interviewer will call to collect the completed census form during 
the week of March 25th. As individual respondents may have specific 
questions it is important that you familiarise yourself with the content 
of the questionnaire. 

Your tasks in this study are as follows: 

• Contact the proprietor/person in charge of each of the homes 
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on your list and arrange a suitable time to collect completed 
census forms. 

• Answer any queries that respondents may have on individual 
questions or items in the questionnaire. 

• Check that the census form has been answered legibly, accu
rately and in sufficient detail - if any questions have not 
been answered you will be required to draw the respondent's 
attention to this and to ask them for the relevant information. 

• Return the completed census form as arranged to the SRC. 

LEITER TO PROPRIETORS 

Dear 

The Social Research Centre has been asked by the National Council 
for the Aged to conduct a census of private and voluntary nursing 
home' care for the elderly in Ireland. The aim of the study is to 
outline the role of private and voluntary nursing homes in the 

. health care setting by providing a profile of nursing home residen~s, 
facilities, staff and admission procedures. 

A census is being sent to all nursing homes in the country in order 
to collect the information required to meet this aim. In order to 
ensure that results are as accurate as possible we are asking the 
matron or person in charge of each nursing home to complete this 
census on Thursday the 21st of March. Your participation will help 
to ensure a high response rate and valid results. . 

One of our interviewers will contact you during the week of 25th 
March to collect the completed census and to answer any queries 
you may have. Please note that the information you provide will be 
treated with strict confidence and that the results will be analysed 
anonymously by computer. 

150 



I realise that you may have a very busy schedule but I would be 
very grateful if you would complete the enclosed census on 21st 
March. 

Thank you for your time and help. 

Yours sincerely 

Dr. Joyce O'Connor 
Director. 

Letter enclosed in the Census Form and sent by post to private and 
voluntary nursing homes for the elderly. 

LETTER TO PROPRIETOR FOR NURSING HOMES 
INCLUDED IN STUDY "IT'S OUR HOME" 

Dear Proprietor, 

You will have received a letter from the Programme Manager in 
your area to let you know that the Social Research Centre has be~n 
asked by the National Council for the Aged to conduct a census of 
private and voluntary nursing home care for the elderly in Ireland. 
The aim of the study is to outline the role of private and voluntary 
nursing homes in the'health care setting by providing a profile of 
nursing home residents, facilities, staff and admission procedures. 

The information required to meet this aim is being collected by 
means of a census which is to be completed by all nursing homes in 
the country. I n order to ensure that results are as accurate as 
possible we are asking the proprietor in charge of each nursing 
home to complete this census on Thursday the 21st of March. 
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In addition to this census of nursing homes theSRC will also be 
conducting a study of the elderly person's experience of living in a 
nursing home. This will focus mainly on the elderly themselves but 
will also include discussions with their relatives and staff in a number 
of randomly selected nursing homes. Your nursing home is included 
in this sample and I would be grateful for your co-operation. One 
of our interviewers will call to interview a number of randomly 
selected residents as well as one staff member in your home. A 
small number of relatives of residents will also be interviewed. 

Our interviewer will contact you on March 25th and arrange to 
collect the census and to make arrangements to interview a sample 
of residents in your home, and one staff member. All information 
provided by you and your staff as ~ell as the residents will be treated 
with strict confidence. While I.realise that both you and your staff 
have a very busy schedule, I would be grateful if you would facilitate 
us in the conduct of this study. Your participation will help to ensure 
that we are able to provide a comprehensive picture of nursing 
home care for the elderly in Ireland. 

Thank you for your time and help. 

Yours sincerely 

Dr. Joyce O'Connor 
Director. 

Letter enclosed with Census Form and sent by post to those 'private and 
voluntary nursing homes for the elderly included in the sample of homes 
(24) randomly selected for ·the in-depth qualitative study "It's Our 
Home": The Quality of Life in Private and Voluntary Nursing Homes. 
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I . 

LEITER TO PROPRIETORS FOR POSTAL RETURN 

Dear 

The Social Research Centre has been asked by the National Council 
for the Aged to conduct a census of private and voluntary nursing 
home care for the elderly in Ireland. The aim ot' the study is to 
outline the role of private and voluntary nursing homes in the 
health care setting by providing a profile of nursing home residents, 

-facilities, staff and admission procedures. 

A census is being sent to all nursing homes in the country in order 
to collect the information required to meet this aim. In order to 
ensure that results are as accurate as possible we are asking the 
matron or person in charge of each nursing home to complete this 
census on Thursday the 21st of March. Your participation will help 
to ensure a high response rate and valid results. 

We are enclosing a stamped addressed envelope with this letter and 
would ask you to post the census to us on Friday, 22nd March. 
Please f!ote that the information you provide will be treated with 
strict confidence and that the results will be analysed anonymously 
by computer. 

I realise that you may have a very busy schedule but I would be 
very grateful if you would complete the enciosed census on 21st 
March. 

Thank you for your time and help. 

Yours sincerely 

Dr. Joyce O'Connor 
Director. 

Letter enclosed with Census Form and sent by post to those nursing 
homes for the elderly which were requested to return completed forms 
by post. 
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LEITER TO PROPRIETORS REGARDING THE USE OF 
THE TERM NURSING HOME 

Dear 

You will have already received a census form which we sent to you 
as part of our Nursing Home Census which we are carrying out on 
behalf of the National Council for the Aged. 

We would ask you to note that we are using the term "nursing 
home" in the generic sense and are interested in all types of homes 
which cater for the elderly. 

We note that you have not yet returned this census form to us and 
as we consider your response to be very valuable we should be 
grateful if you would complete it and send it back to us. 

The information you provide will be treated in strict confidence and 
replies will be processed anonymously by computer. I am enclosing 
another copy of the census form, in case the one sent earlier has 
been mislaid. 

If you have returoed the census form to us prior to receiving this 
letter, then I should like to thank you for your cooperation. 

We look forward to hearing from you. 

Yours sincerely 

Dr. Joyce O'Connor 
Director. 
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NATIONAL COUNCIL FOR THE AGED. 

The National Council for the Aged was established by the Minister for 
Health in June 1981. The terms of reference of the Council are "to 
advise the Minister for Health on all aspects of the welfare of the aged, 
either on its own initiative or at the request of the Minister". 

To date the following reports have been produced: 

1. Day Hospital Care, April 1982. 
2. Retirement: A General Review, December 1982. 
3. First Annual Report, December 1982. 
4. Community Services for the Elderly, September 1983. 
5. Retirement Age: Fixed or Flexible (Seminar Proceedings), October 

1983. 
6. The World of the Elderly: The Rural Experience, May 1984. 
7. Incomes of the Elderly in Ireland: And an Analysis of the State's 

Contribution, May 1984. 
8. Report on its Three Year Term of Office, June 1984. 
9. Home from Home? Report on Boarding Out Schemes for Older 

People in Ireland, November 1985. 
10. Housing of the Elderly in Ireland, November 1985. 
11. Institutional Care of the Elderly in Ireland, November 1985. 
12. This Is Our World: 

Perspectives of Some Elderly People on Life in Suburban Dublin, 
September 1986. 

13. Nursing Homes in the Republic of Ireland: 
A Study of the Private and Voluntary Sector, September 1986. 

14. "It's Our Home": 
The Quality of Life in Private and Voluntary Nursing Homes, 
September 1986. 

15. The Elderly in the Community: 
Transport and Access to Services in Rural Areas, September 1986. 




